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Preface 

The Journey of Becoming a Health Psychologist 

This portfolio and the competency folders contain two years of reflective practice logs and 

demonstrate evidence of how I have met the required competencies for the Professional Doctorate in 

Health Psychology. In the form of four case studies, one systematic review and a research thesis 

conducted over a period of two years, it shows my range of knowledge and skills gained within 

Health Psychology. Both the portfolio and the competency folders consist of a range of practical 

experiences of how I have put health psychology theories and constructs into practice within NHS, 

charity and corporate settings.  

 

The skills and experiences I have gained in this portfolio have been mainly placed within public 

health but also working alongside the NHS, which Health Psychology heavily contributes to. This 

portfolio demonstrates my development as a reflective practitioner through a variety of experiences 

and roles needed to meet each competency. My main role throughout this course has been as a 

Specialist Stop Smoking Advisor and Smoking in Pregnancy Lead.  

 

A large part of this portfolio and my development as a Health Psychologists is Section C3, (page 109), 

the research competency. When starting this course, it took me a long time to decide on an original 

topic of research for the thesis, (Section C3, page 109) and I feel that at the beginning, when writing 

my ethics proposal, my thought process was much more basic. My research thesis examined the use 

of electronic cigarettes within smoking cessation and the effects this can have on individuals changes 

in weight. It explored this by comparing different smoking cessation aids, (NRT, Champix and E-

cigarettes), gender, ethnicity (Asian or Non-Asian), eating behaviours and activity levels to compare 

different variables in their strength in predicting weight changes during smoking cessation. Initially, 

my thought process felt that e-cigarettes could be a stronger variable at preventing weight changes 

compared to other smoking cessation aids, despite other contributing factors. However, throughout the 

duration of the course, I feel that my thought process developed as a Health Psychologist and I wanted 

to consider the results further. Initially, the results from an ANOVA showed that people using e-

cigarettes did gain the least amount of weight over a 6-month period. However, after further analysis 

using the other variables available, I found that the strongest variables at predicting weight changes 

was gender and eating behaviours. I feel that this was a big change in my way of thinking and allowed 

me to find more significant results. My overall conclusion was that women are more likely to gain 

weight during smoking cessation due to them being more sensitive to changes in eating based on 

emotion and stress. This means that I feel more confident in this being a unique and original 
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contribution of research in Health Psychology and I am proud of what I have achieved and developed 

within this competency. 

 

Following this, the systematic review, section C3.1, (page 212), was one of the most challenging 

competencies I faced during the two years. This is something that was very new for me and I was 

initially concerned about my ability to complete this and it was challenging for me to choose a 

relevant topic. However, after hours of researching and some supervision support, I developed the 

review to choosing a unique topic and varied area of research for my portfolio. I decided to research 

and compare the varied perceptions of individuals on people with epilepsy driving. This included the 

perceptions of people with epilepsy themselves, health professionals and the public. I felt that each 

step of the review process was new to me and I was always checking that what I was doing/had 

completed was correct, which I feel has helped me to develop new skills. Only nine studies met the 

inclusion criteria and of those, only one compared the perceptions of all three individuals; people with 

epilepsy, health professionals and the public. The review highlights the need for more education about 

epilepsy and how it can affect an individual to all physicians and members of the public who interact 

or work with patients with epilepsy. Another challenging part of this review was the Quality 

Assessment tool for Quantitative studies that I completed for each of the nine studies. This was a new 

assessment tool to me that I had not used previously and I felt initially confused on how to use this 

most effectively. However, with more research, practice and supervision, I feel as though this is 

another skill I could develop for further research in the future. I am also hoping to get this review 

published to increase my list of publications. 

 

The competency I feel I developed in the most is the consultancy, section C4 (page 276), which will 

illustrate one consultancy project where I designed and developed a Smoking in Pregnancy scheme 

and educational project. The idea of this consultancy came directly from Public Health, who asked me 

to target the pregnant women who smoke and decline a referral to the stop smoking service. This gave 

me the opportunity to work with a range of different health professionals working at different levels, 

including service leads, locality managers, maternity department, consultants and commissioners 

within maternal health. This was a new opportunity for me and I was given the responsibility to 

design and develop the individual sessions delivered to these pregnant smokers. The idea was to work 

directly with maternity services, specifically the Public Health Specialist Midwife, to deliver this 

educational session to the pregnant women with the hope for them to decide to try and stop smoking 

and work directly with the community midwives to ensure appropriate referrals. This was the biggest 

challenge for me over the duration of the course, as it involved working at such a high level on 

important and relevant work. Throughout the project, it became a big interest for other services within 
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the East of England, in which I was asked to deliver a presentation of the project and the results 

gained throughout at various meetings and conferences. Despite being terrified initially, my 

confidence grew quickly and I was pleased with the overall outcomes of this work. This gave me the 

opportunity to develop in a way that was not available within my normal role and I feel that it has 

contributed enormously to the health professional I have become today. 

 

Following this, the competency I was most worried about completing was the teaching and training, 

(section C5, page 319) as I did not feel I had the confidence to deliver a teaching or training session. 

At the beginning of the course, I had never delivered any teaching or training sessions and did not feel 

it was something I would enjoy. I felt that it was important for me to embrace this opportunity, 

knowing it was important for these feelings to change by the end of the course. Therefore, this was the 

first competency I chose to complete. I started by delivering two lectures at the university for both 

undergraduate and postgraduate level students. Initially, I was concerned about the content of the 

lectures and my ability to teach others information. However, after some guidance and support from 

my peers and during supervision, I feel that I delivered two effective and interesting lectures to 

students leaving me able to complete the competency report. Following this, I was keen to increase 

my confidence further within this competency and I could start delivering training sessions within my 

role for the Level 2 Stop Smoking Advisor Training. Upon completion of this training, trainees are 

qualified and competent to support and guide individuals to stop smoking and so it was important for 

me to deliver an effective training. This was a full two-day course that involved both delivering 

information and interactive sessions with an online assessment to complete their training. I think that 

this has helped me tremendously in building my confidence delivering training and I was able to 

continue this further and deliver the Make Every Contact Count (MECC) to other health professionals 

where needed. Finally, by the end of the course, I was training other staff members to deliver these 

two training sessions so there were more staff available when needed. This has allowed me to develop 

as an autonomous practitioner in both skills and confidence and I feel that it has prepared me for the 

delivery of future training.  

 

The competency I feel I sit most naturally in and throughout the course of the doctorate I delivered 

many behaviour change interventions, (Section C2, page 30). Throughout my training, I was regularly 

delivering interventions to clients who wanted to stop smoking and helping to support them through 

their behaviour change. Therefore, I decided to increase my knowledge and skills to a different area 

for the intervention report. I had the opportunity to work with a Child Weight Management Team at 

delivering a physical activity session at the end of each nutritional session within their programmes. 

This allowed me to develop the skills and experience needed to work with young children and their 
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families in a health setting within weight management, not just adults. I enjoyed delivering these 

physical activity sessions and although initially, I was not sure how to deliver an effective session to 

children, the team were a great support. I am pleased that the outcome of the intervention increased 

attendance rates and later became an important part of their child weight management programmes.  

 

Section C1 (page 9) of this portfolio demonstrates the other skills which I developed over the two 

years to become a competent Health Psychologist, including how I developed as a reflective 

practitioner. The competencies gained throughout the training has given me the opportunity to 

develop and practise as a health psychologist. I feel lucky to have had the opportunities to grow my 

confidence and skills as a health psychologist and have engaged in continued professional 

development throughout the two years and will continue to do this throughout my career.  

 

In conclusion, this portfolio has shown the learning process of becoming a health psychologist by 

completing all the competencies in the areas of research, a systematic review, behaviour change 

interventions, teaching and training, consultancy and professional skills. I feel much more confident 

and competent as someone who has transferable skills to apply health psychology skills and 

knowledge to future practise and I hope to continue developing in this way. 
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Introduction  

This reflective commentary will describe and discuss my professional practise as a trainee 

Health Psychologist over the past two years in my role as a Specialist Stop Smoking Advisor 

and Smoking in Pregnancy Lead for Live Well Luton. 

 

1.1 Professional Autonomy and Accountability 

1.1a Practise within the Legal Professional Boundaries 

During my time as a trainee Health Psychologist I have consistently followed the legal 

professional and ethical boundaries in line with the British Psychological Society standards, 

(BPS, 2009) and the Health and Care Professions Council standards, (Health and Care 

Professions Council, 2012). 

 

My role has involved working directly with clients and having access to sensitive 

information, which I have been recording using an appropriate secure system in accordance 

with the Data Protection Act, 1998. For example, as part of my role, I am regularly taking on 

new referrals for clients who want to stop smoking. This involves taking and inputting client 

details, such as personal identifiable information, medication use and their smoking cessation 

treatment plan onto an online system called One System For Health. I also have access to 

System One when seeing clients in a GP surgery, in which I have access to the clientsô health 

background and personal information when needed. In all situations, I ensured that I only 

used the information necessary for me to understand and support the clientôs needs and was 

responsible for my own log in details. It was ensured, with each client, that they had 

discussed and understood what information we held, how it would be used and made sure I 
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had full consent before sharing any information with other colleagues. It is not always 

possible for the same person to see each client at every appointment due to staff and client 

absences from appointments. Therefore, it is important for the client to understand that their 

information is shared within the online system so other people can support them and 

understand their progress so far. Following this, within smoking cessation, when a client is 

keen to use Champix (a medication prescribed by a GP), it is essential for me to inform the 

GP about this so they can prescribe the medication, update their own medical records of their 

patient and monitor any side effects. During my consultancy project, I was working with 

pregnant women who were smoking and had declined support to stop but agreed to an 

appointment with myself and a specialist midwife to discuss the risks. I found this gave me 

the opportunity to develop my confidence and competence within risk assessment as this 

often involved home visits and a more challenging atmosphere. As there were always two of 

us and we were from separate services, it was important for the clients to understand 

information sharing between the two services so we could discuss treatment and any 

necessary referral pathways. This also meant ensuring we had full consent from each client 

before discussing their treatment with any other service that may be necessary for their own 

safety and effective treatment plans. 

 

Throughout the duration of the course, I had the chance to enhance and develop my 

management experience. I was given the opportunity to supervise another Stop Smoking 

Advisor ensuring they worked in accordance with the NHS Confidentiality Code of Practice 

(Department of Health, 2003). This would mean that I would ensure they were trained to an 

appropriate level and worked to the correct guidance on the protocol in keeping patient data 

securely stored. I also had the opportunity to manage a new project alongside Public Health 

to help support pregnant women to stop smoking for my Consultancy competency. This 
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involved dealing with pregnant women on a sensitive subject, such as smoking, when they 

had already declined contact with the service. It was ensured that this project followed the 

NHS Confidentiality Code of Practice, (Department of Health, 2003), so that no confidential 

data was shared between us until full consent had been given from the client.  

 

Following this, I demonstrated my ability for practicing within legal ethical boundaries when 

I was delivering my Intervention competency, I worked within a different service helping 

support children and families to lose weight. Throughout this project I ensured that all patient 

identifiable information was inputted onto the online system in a timely manner and the paper 

copies were shredded. This project also involved working with families in a group setting as 

opposed to one-to-one, this meant that it was important throughout the sessions to ensure 

each child and parent felt supported in their decision to take part. It was also important to 

ensure each family knew that they could withdraw from the programme at any point and their 

paper information would be destroyed. These sessions also involved measuring the childrenôs 

weight and height, this was always done in a separate room or a sheltered part of the room so 

no one else would see or hear their results and again, once inputted to the online system it 

was shredded. Throughout this time, I have always worked in a non-discriminatory and non-

judgmental manner to ensure the correct support and level of service throughout their 

treatment. During the intervention, when working with families and children who are 

overweight, it is important to remain non-judgmental and supportive throughout, especially if 

they do not lose weight every week, as expected. This is similar with the consultancy, I was 

regularly working with pregnant women who were smoking and it was important to remain 

non-judgemental and sensitive to their situation throughout to allow them to feel supported 

and trusting through their treatment, this is especially the case when they relapse.  
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Finally, when conducting my quantitative research on the smoking cessation, I collected 

sensitive data such as age, gender, ethnicity, weight and smoking status, as well as ensuring it 

was securely stored in a locked cabinet to safeguard the confidentiality of the participants. 

Following this, I have also regularly worked with clients from different backgrounds and 

religions or cultures and it is important to always treat each person respectfully and equally. 

The area in which I have completed my two years of professional practise has a high South 

Asian population, which means that it is important to take this into consideration when 

booking appointments or discussing behaviour change topics due to their prayer times or 

Ramadan fasting period.  

 

1.1b Practise as an Autonomous Professional 

Over the duration of the course, I have practised as an autonomous professional, regularly 

using initiative and making decisions on my own where possible but also knowing when to 

refer to another professional for advice. I have used a range of ways to monitor and improve 

my professional development and reflect on my professional experiences, including regular 

individual supervision with supervisors and group supervisions with other trainees. I found 

the group supervision particularly useful as I could develop my learning as a health 

professional by discussing different aspects of the course and professional skills. It also 

allowed me to help support other members of the course to develop further as well. On 

reflection, even though I did find the peer supervision sessions useful, I felt that this could 

have been improved with obligatory attendance from all trainees. I did find that at times, it 

was difficult to get the most out of the sessions when not all trainees attended due to other 

commitments. However, this cannot always be helped and it was good to be able to speak to 

different people each time. Individual supervision sessions with my university supervisor and 
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workplace supervisor have also provided me with the support needed to continue my personal 

and professional development, whilst reviewing my progress of development as a competent 

health psychologist, such as work challenges and their emotional strain, which has enabled 

me to build up my professional resilience (Rajan-Rankin, 2013). This also allowed me to 

develop with my reflections and become a more reflective practitioner throughout the course. 

 

During the process of each competency, it was my responsibility to research and develop 

ideas for each report and discuss this with management. Through the process of the 

intervention, I was meeting and contacting with the Child Weight Management Lead, but the 

idea of the intervention, design and implementation was my own decisions and autonomous 

working. This is like the consultancy project, although the main idea was through Luton 

Borough Council to set up the scheme for pregnant women, I was the one who set up the 

process of the project and implemented it. It was also my responsibility to manage this 

process and caseload the women within the project, regularly reporting back to Luton 

Borough Council and Public Health with the results, but allowing me to have the ultimate 

decisions within this. This also involved managing other staff members to deliver parts of the 

project and ensuring everything was available for them to do so. It was essential to have the 

experience and skills to work as an autonomous professional throughout this process to keep 

the project running smoothly. I found this one of the most challenging parts of the course, to 

ensure that I remained professional throughout, when it appeared that other health 

professionals within the consultancy were not doing the same. I feel that this has helped me 

to improve and develop most as an autonomous practitioner as there were times when I have 

minimal support. Following this, at the beginning of the course, I felt most apprehensive 

about delivering a teaching or training session and so this was the first competency I decided 

to try and deliver. I felt that by doing this first, I was fighting my fears and allowing myself 
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enough time to get adequate experience and improve confidence throughout the course. I am 

now regularly delivering training sessions within my professional practise on different topics, 

to different health professionals and this is a competency I feel I have developed my 

confidence the most with and I am most pleased with. 

 

One of the main challenges within the completion of the two years professional practise was 

time management due to working full time and working on this course full time. It was 

important for me to develop the skills to manage time appropriately and prioritise work using 

strategies, such as óto doô lists and calendars. I felt this was important to learn to do 

effectively to allow me to fully manage the demands of work, study and personal life. It was 

important to continue self-reflection during these difficult times as it enabled reflective 

learning, which allowed me to be aware of and discuss any difficult or stressful times I was 

experiencing with others. I feel that this has been an ongoing process of development which I 

gained mainly through reflective practise and using my professional logs where I would use 

the model of reflection (Gibbs, 1988). Using this model meant that I could use my logs to 

describe and evaluate various challenges or experiences related to my everyday practice, 

analyse what happened, how it could be improved and what I could do differently next time, 

(Gibbs, 1988). This has helped increase my confidence in every day practise working as an 

autonomous practitioner in a health psychology setting, which is something I felt more 

challenging at the beginning.  

 

1.1c Demonstrate the Need to Engage in Continuing Professional Development 

Over the two years of the course, I have actively sought opportunities to engage in continuing 

professional development, including attending all the London Metropolitan University Health 
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Psychology Professional Doctorate lectures and workshops, as well as regularly engaging in 

supervision. This has given me the opportunity to learn new background knowledge and 

skills in working as a professional within Health Psychology, as well as ways to be able to 

put this new knowledge into practise. Following this, it has given me plenty of opportunities 

to discuss and resolve any issues in professional practise with peers on the course, in which 

we have supported each other to develop and resolve any issues that have arisen.  

 

Being a member of the British Psychological Society, (BPS) and within this a member of the 

Division of Health Psychology, has been a useful way to keep up to date with developments 

in the profession. I have attended conferences and events that have been organised through 

the BPS to ensure that I am up to date and involved with the current work that is going on in 

Health Psychology. This has included the first Applied Health Psychology Practitioner 

Conference that I attended, which focused on bringing all Health Psychologists and trainees 

together to discuss ways we can improve and develop the area of Health Psychology and 

networking. I am a member of Health Psychology in Public Health and I regularly attend 

their conferences on different topics within Health Psychology on a quarterly basis. I find this 

useful for my own practise as it allows me to link my own professional practise together with 

other work that is going on. I regularly network and talk to other professionals about my area 

of work and research to open myself up to any future opportunities that may arise. Following 

this, due to my new title as Smoking in Pregnancy Lead in Luton, it is part of my role to be 

involved with the Smoking in Pregnancy network for Luton, Bedfordshire and the East of 

England. This involves attending regular meetings and conferences on the topic of Smoking 

in Pregnancy for us all to work together to help support pregnant women to stop smoking and 

the best ways we can do this. I have enjoyed taking on this new role and it has given me the 

opportunity to work with different health professionals of all levels, including midwives, 
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service managers, commissioners and consultants, which has been a great development 

opportunity for me. This has allowed me to build my knowledge and skills in this area, build 

my confidence in working at such a high level, as well as having such an active participation 

within the meetings and outcomes of this area of work. I feel that this was the most 

challenging at times, working with a wide variety of health professionals on a mutual topic to 

agree a way of moving forward. However, this has allowed me to understand and participate 

in changes to local and national policies related to smoking in pregnancy and I feel this has 

increased my confidence in my individual opinions. 

 

I have taken part in other professional training course as part of my employment, which has 

been beneficial to my professional practise, such as Motivational Interviewing training. This 

was full day training on two different occasions in which we learnt the principals of 

Motivational Interviewing in more detail and had time to practise. In between the two 

sessions, we were given the opportunity to use this new training and the skills we learnt to 

practise on clients and help support them to change their behaviour more effectively. This 

was then continued further into the second day to allow us to discuss and resolve any 

challenges that arose and develop motivational interviewing skills further. Within my 

placement, I have had the opportunity to attend webinars for smoking cessation to improve 

clinical practise organised by the National Centre for Smoking Cessation Training (NCSCT), 

training sessions on delivering training to other health professionals as well as keeping up to 

date on mandatory training. 

 

Finally, other opportunities that I have embraced to develop are actively seeking feedback 

throughout the course for my own work and responded to feedback effectively. I used the 
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óactive learningô method, (Felder & Brent, 2004), to actively participate in learning and 

evaluate the process of this. I feel that I have effectively done this throughout each 

competency, to ensure that my learning is continuous throughout the course and I am 

developing my skills to the right level. I have used my reflective logs and commentary for 

each competency throughout the course to think back as to what I did well and what could 

have been improved on to help me to identify areas of improvement to work on. This enabled 

me to use Kolbôs model of reflection, (Kolb, 1984) to reflect on my previous work, look at 

ways of improving and act on this effectively. Following this, I have had to regularly present 

information about my consultancy project, the outcomes and future possibilities for them to 

use and develop in their own services, which is something I would not have had the 

knowledge or confidence to do before starting this course. 

 

1.2 Professional Skills 

1.2a Communicate Effectively 

I feel that when working as an autonomous practitioner with other health professionals and 

clients, it is so important to have a high level of communication skills and be aware of how 

your communicative behaviour can affect others. This includes, not only verbal 

communication but non-verbal communication and how this can change with individuals for 

various reasons, including: culture, age, ethnicity or religion, (Professional Practice Board of 

the British Psychological Society, 2008). Over the two years, I feel that I have developed my 

awareness of my own communication and different ways others may communicate and I feel 

confident at communicating with a varied audience from health professionals to clients and 

students. I have had the opportunity to develop my communication skills in different ways 
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from delivering information to students and health professionals to writing detailed reports to 

commissioners and service leaders.  

 

In my main role and within my competencies, it was important to be aware of different 

communication skills and how they can affect people differently. During my consultancy 

project, it was essential for me to communicate appropriately and effectively with the 

pregnant clients so they felt comfortable and happy coming back for future appointments. A 

part of the role was discussing sensitive issues, such as Carbon Monoxide from cigarettes 

being a poisonous gas to themselves and the baby, which was a difficult topic to approach. I 

felt that this was challenging at times, as some of the clients did get upset during our sessions 

and it was important to remain empathetic and supportive and without judgment throughout. 

The communication skills used during these sessions are of the highest level and was not 

always easy, but with the support of the Specialist Midwife, we knew it was important to 

discuss these topics whilst maintaining sensitivity to the issue. It was important to remain 

calm and clear throughout the sessions as it was important to be able to explain the service 

offered to them effectively, so they knew what was available and safe for them to use during 

their pregnancy to help them to stop smoking. This involved discussing and prescribing 

pharmaceutical products and ensuring they felt supported and understood with the decision 

they made, whether it was to stop smoking or not. This was quite a new type of face-to-face 

session for me and it did take some time for me to feel confident at delivering these sessions, 

however, I feel that the more pregnant smokers we saw, the more confident I became about 

talking to them about such a sensitive matter, (Kolb, 1984). There were occasions when the 

pregnant women could be aggressive or rude when discussing the topics and this would be 

most challenging. It was important to remain calm and sensitive to their situation throughout 
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and I feel that this almost always improved the situation. I feel that this has helped me to 

understand and manage more difficult scenarios better when working with sensitive issues.  

 

Furthermore, throughout this consultancy project and my new role as Smoking in Pregnancy 

Lead, it allowed me to develop my skills and confidence working with a range of health 

professionals. This included the regular smoking in pregnancy meetings I was attending 

locally and nationally and playing an active part in the development of the services. This also 

allowed me to work directly with health professionals of a much higher level and deliver 

presentations about the work we have been doing with the consultancy project. This involved 

using communication skills effectively to ensure that all people present at the meetings were 

clear with what we were delivering, the outcomes and potential for future services. I think 

that even though I had a high level of experience communicating effectively before starting 

the course, my experience over the two years has allowed this to develop further and I now 

feel much confident at communicating effectively in a wider range of situations. 

 

Finally, as part of my intervention project, I was given the opportunity to work with children 

instead of adults. I found this a big change for myself and initially did not feel confident 

when working with a big group of children. After working with the child weight management 

team, I quickly learnt the best way to communicate with the children and families and feel 

that it has helped me to develop communications skills to talk about sensitive issues with 

people of all ages. I found that by making topics and activities seem fun, which initially, I 

found challenging, with some support from the team and practise, I feel that this improved 

significantly and I was able to engage the children and families effectively. 
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1.2b Provide Appropriate Advice and Guidance on Concepts and Evidence Derived from 

Health Psychology. 

It has been a big part of my development as a Health Psychologist to understand and 

recognise when it is appropriate to offer guidance and advice on Health Psychology concepts 

and evidence. During my two years practise, I have developed my skills to now regularly 

delivering the Level 2 Stop Smoking training confidently and knowledgeably. This involves 

using the Stages of Change Model, (Prochaksa & DiClemente, 1984) to explain a clientôs 

readiness to quit and how to help support them within the different stages of the cycle. Within 

this, I am also training and delivering information and evidence on Motivational 

Interviewing, (Miller & Rollnick, 1995) and how to use this to have the most positive effect 

on clientôs who are trying to change their behaviour and stop smoking. It is important to 

ensure the trainees are confident about using these techniques within their sessions with 

clients so they are observed practising talking about all the evidence based techniques in 

behaviour change. 

 

Following this, I have had the opportunity to deliver lectures to undergraduate university 

students on Health Psychology, what it is and how it is used. This has given me the practise 

of discussing Health Psychology concepts and evidence to a range of different people, both 

health professionals and students. I am regularly discussing the principals of Health 

Psychology with clients, when discussing their behaviour change journey and trying to help 

support them to find the most effective way to change their behaviour. This again, uses both 

the Stages of Change Model, (Prochaska & DiClements, 1984) and Motivational 

Interviewing, (Miller & Rollnick, 1995). Following this, I have also had the opportunity of 

presenting my consultancy work at various meetings and conferences within the area of 
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Smoking in Pregnancy in the East of England. This has allowed me to deliver information 

and evidence about Health Psychology concepts and practise and the direct affect it can have 

on pregnant women. 

 

Finally, my systematic review was an opportunity for me to provide advice and evidence on 

driving and epilepsy. I feel this was one of the competencies I was most scared of 

completing, I was unsure how to complete one and felt I would need support to do so. This 

was very challenging and time consuming but as I got further in to the topic and research, I 

enjoyed doing this and felt more confident working on my own as it progressed. Finally, I 

was proud of what I had accomplished once I had completed it. I feel that there is some 

research on the topic of epilepsy and driving and how different people perceive this, but no 

review and so I feel I have been able to provide advice and evidence on this topic within 

health psychology.  

 

1.2c Effectively Build Alliances and Engage in Collaborative Working  

This course has enabled me to work with a range of health professionals in different settings 

and work collaboratively together on various topics. Firstly, during my current role within 

smoking cessation, I am regularly working as a part of the stop smoking team to ensure a 

high-level service is delivered and targets are met. It is important for us to work 

collaboratively together to ensure that the service is consistent and effective. I also had to 

ensure I consistently had an active engagement in team meetings, department meetings, staff 

away days, and supervision sessions. Following this, during my consultancy project, it was 

important for me to build alliances with maternity services to successfully gain the smoking 

in pregnancy referrals and work collaboratively with them to ensure they are stocked up with 
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Carbon Monoxide monitors, referral forms and had my contact details should they run out. I 

have had the opportunity to work specifically with the Public Health Specialist midwife, in 

which it was important to build an alliance with her and work collaboratively to allow us to 

successfully work on the consultancy project together and effectively deliver a service to the 

pregnant women. We had to regularly meet to go through referrals, book clients in and 

deliver sessions together. We worked together on the Carbon Monoxide monitoring pathway 

for all community midwives and organised training for them to effectively use the Carbon 

Monoxide monitors with pregnant women and feel confident in talking to them about this. 

This was important to make sure that we worked well together and any problems that arose, it 

was important we worked through them together to continue our professional relationship. 

 

I have had the opportunity to work with other health professionals and different teams 

throughout the two years. During my intervention, I was able to build a new professional 

relationship with the Child Weight Management Lead to design and deliver an appropriate 

intervention for their children programme. This involved regular meetings to discuss the plan 

for the intervention, the best way to implement it, delivering it and evaluating the results and 

it was important to work collaboratively on this to allow this to be successful. I also had the 

opportunity to work with Smoking in Pregnancy Leads for different services within the UK 

as part of my Smoking in Pregnancy Lead role, which involved working collaboratively at 

meetings and conferences to try and lower the number of pregnant women smoking locally.  

 

I feel that by having the opportunity to work with a range of different health professionals has 

allowed me to develop my own professional skills to a higher standard. To be able to watch 

and learn from different people on how they deliver an effective service, has given me the 



25 
 

opportunity to use this to work alongside them and independently in my own way to continue 

to improve my own skills and development. It has given me the confidence to work for a 

range of services and with a range of health professionals.  

 

1.2d Lead Groups or Teams Effectively 

Over the duration of the course, I have had the opportunity to lead groups or teams 

effectively and I feel more confident about taking on more of a management role. I have had 

the opportunity to manage another Stop Smoking Advisor and would always ensure that I 

conducted regular one to one meetings to review their training and progress within their role. 

It gave us time to discuss and resolve any challenges that had arisen and encouraged them to 

be open about anything that they felt necessary. I enjoyed taking on this new role to support 

others to develop and deliver an effective service but also for them to be happy within their 

role and I feel more confident doing this for future positions. I was given the opportunity to 

be given feedback for this from my own line manager to help me to continue to develop and 

it was mainly positive, that I worked within guidelines and helped support and engage with 

employees to deliver an effective service throughout.  

 

Following this, I have had the opportunity to manage a Smoking in Pregnancy incentive 

scheme as part of my consultancy project. Within this, my role was to manage the project but 

also manage the stop smoking team at delivering the project to pregnant women. This 

involved an initial handover to the team, regular team meetings to discuss any issues and 

resolve problems and manage the vouchers and packs handed out to the women. This was 

challenging at times, to ensure that all team members were following the correct pathway and 

giving out the same messages and information. A part of this project was also to receive the 
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Smoking in Pregnancy referrals directly from the midwives and I would then contact them 

and forward them on to colleagues within the stop smoking team. It would be my 

responsibility to manage this process and ensure a seamless referral pathway, contact and 

booking system and for all appointments to be delivered the same. Following this, I have had 

the opportunity to be involved with the management of the stop smoking team over the last 

few months of the course. The stop smoking service manager left for maternity leave and her 

role had not been filled, therefore it was still important to ensure a smooth running of the stop 

smoking service and team meetings. I took this on to make sure that all members of the team 

continued to feel supported and that they had someone they could talk to if they had any 

worries or queries. As a part of this role, I created agendas for team meetings and then led the 

meeting to ensure that all points were discussed and problems resolved. This allowed the staff 

to feel comfortable expressing any concerns that I could feed back to the head of service, if 

necessary. 

 

Finally, I have been training other members of the team on how to deliver the level 2 stop 

smoking training and the MECC training. As I am the only person fully trained and confident 

at delivering, it was thought to be important to train others to be competent at delivering in 

case of an emergency. Therefore, I have had the opportunity of organising other staff 

members to ensure that there has been someone available to shadow the last few training 

sessions I have delivered and played an active part in the delivery of the training. I feel that 

this has helped to increase my confidence at delivering training and teaching others to be able 

to do this. Fortunately, it has been successful with now seven other team members competent 

at delivering the MECC training and two others competent at delivering the level 2 stop 

smoking training. This has been a big transition for me over the past two years because 
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initially I was worried about delivering training and I am now training others to deliver, 

which I feel has been a big area of development within my professional skills. 

 

Overall, I feel that I have improved and developed in all areas as a health professional and 

health psychologist. I have completed all competencies in a wide range of topics within 

health psychology and had to face many fears along the way. My biggest fears at the 

beginning of the two years were teaching and training and the systematic review, which I 

decided to approach first to face my fears and help increase my confidence and experience of 

this. This has given me the time and the opportunities to continue to develop these skills 

throughout the two years and I am now proud to be regularly delivering training sessions. I 

feel that throughout this course, there have been many challenges I have been faced with, 

such as with the transition in my role from the consultancy project. I feel that this project has 

given me the opportunity to develop the most as an autonomous practitioner as I was working 

at a much higher level, with a much wider range of health professionals and in such a 

sensitive but important area of public health. This has been a great opportunity for 

networking and developing my own role but also to allow me to develop as a reflective 

practitioner. I am proud of what I have achieved and feel it has prepared me for future 

opportunities that may arise. 
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Overview 

This report will include the development and evaluation of a child weight management 

exercise programme, which was delivered in a group with me, the child and the parent for an 

integrated programme including both nutritional advice and an exercise session. Currently, 

the service is run by child weight management practitioners who are nutritionally trained and 

only contains a fortnightly hour long nutritional session. I will develop and implement a half 

an hourôs session at the end of the nutritional session by the child weight management team. 

Rather than just a one-off session, in group one: both the child and parent were offered 10 

weekly exercise sessions as part of the weight management programmes and group 2: both 

the child and parents were offered a fortnightly exercise session as part of their weight 

management programme. This will allow me to compare how effective an exercise session is 

on the drop-out rates and weight loss of the children. The child weight management team will 

continue running one-to-one clinics as well, which does not contain an exercise session as 

another comparison.  

     

2.1a ï Design and Implement health psychology baseline assessments of behaviour 

related to health outcomes 

Obesity is one of the most serious threats to the health of the UK and has increased from 

16.4% in 1993 to 25.1% in women and from 13.2% to 24.4% in men, (National Obesity 

Forum, 2015). The UK has the highest level of obesity in Western Europe, ahead of countries 

such as France, Germany, Spain and Sweden, (NHS choices, 2015). Obesity levels in the UK, 

in the last 30 years, have increased rapidly and have more than trebled, (NHS choices, 2015). 

Currently, in the UK, 24.8% of adults are obese and 61.7% are either overweight or obese, 

(National statistics, 2013) and it is estimated that by 2050, more than half of the population 

could be obese, (NHS choice, 2015). In adults, obesity is commonly defined as a body mass 

index (BMI) of 30 or more and it is associated with many common health problems, such as 

type 2 diabetes, cardiovascular disease and cancer, (Public Health England, 2016). The cost 

of the health problems relating to obesity, on the NHS, is estimated to reach £9.7 billion by 

2050, which shows the current and future pressures on Public Health, (Public Health 

England, 2016).  
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Obesity occurs when energy intake from food and drink is higher in energy than the body is 

burning through metabolism and physical activity over a long period of time, which results in 

an increase in body fat, (Public Health England, 2016). Due to the amount of high-fat and 

high-sugar foods available, it has become very easy to consume more energy than is needed, 

(Morris et al, 2015). However, obesity is a lot more complex than just energy intake and 

energy burned, it is also important to consider the psychological and behavioural aspects 

involved, (Public Health England, 2016). There has been a lot of emphasis on the role of diet 

within obesity, but not so much the psychological factors, (BPS, 2011). It has been shown to 

be very important to consider all factors: diet, exercise and psychology when delivering 

behaviour change interventions to be as effective as possible, (BPS, 2011). 

 

The research on obesity shows the importance of reducing the numbers of obese or 

overweight individuals in the UK, (Raaijmakers et al, 2015), to try to increase the health of 

the nation and reduce costs to the government and NHS, (Hollingworth et al, 2012). An 

effective way to try to tackle the issue of obesity in the UK has been found by delivering 

interventions to help individuals and families to eat healthier and exercise more, 

(Raaijmakers et al, 2015; Hollingworth et al, 2012; Naslund et al, 2016; HakGweon & 

YoungHo, 2015; Gortmaker et al, 2015). Due to the number of adults with obesity increasing, 

it shows that the scale of the problem is only going to continue to grow and shows the 

importance of delivering interventions to children and young adults to prevent this from 

developing into adulthood, (National Obesity Forum, 2015). Without these interventions, the 

risk of children and young people becoming even more sedentary is high, due to the 

decreased levels of physical activity and minimal consumption of fruit and vegetables, the 

likelihood of being overweight or obese is increasing, (National Obesity Forum, 2015).  

 

Weight management and obesity is also causing problems amongst children and young 

people, 33.5% of Year 6 children (10-11 years old) are overweight or obese, (National 

Obesity Forum, 2015) and 21.9% of children in reception (aged 4-5) were overweight or 

obese, (Public Health England, 2016). Obese children and adolescents have an increased risk 

of developing health problems, and are also more likely to become obese when adult, (Public 

Health England, 2016). The National Child Measurement Programme (NCMP) measures the 

height and weight of school children in England, providing important information of the 
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prevalence of child obesity, (Public Health England, 2016). It is thought that, if childhood 

obesity is untreated, 85% of the current overweight children will become obese adults, 

(More-life, 2014). 

 

Nowicka & Savoye, (2010) have highlighted the importance of finding ways to reduce the 

drop-out rates within interventions to reduce the problems we face in the future from obesity. 

Research shows the importance of making the content of the interventions engaging and 

interactive as drop-out rates can be high, (Hadģiabdiĺ et al, 2015; Abrams, 2015) and the 

longer the interventions are, the higher the drop-out rates, (Melin et al, 2006). De Niet et al, 

(2011), found that parents from ethnic minorities were less likely to engage in the activities 

and therefore this increased drop-out rates from the children. However, binge-eaters have 

been found to be more likely to be obese but are less likely to drop-out of weight loss 

interventions, (Ho et al, 1995).  

 

There has been a wealth of research looking into ways to prevent or manage childhood 

obesity, (Lee & Kim, 2015; Gortmaker et al, 2015; Chaplais et al, 2015; Cadzow et al, 2015; 

Morris et al, 2015; Yavuz, 2015; Price et al, 2015; Abrams, 2015; Werthmann, 2015) and by 

doing this it can be very cost-effective to the government compared with the health costs of 

obesity, (Gortmaker et al, 2015). It has been found that by involving parents as much as 

possible in the intervention makes it more effective, (Yavuz, 2015; Morris et al, 2015) and by 

combining both physical activity and nutritional information is also the best method for 

obesity interventions with children, (Lee & Kim, 2015; Cadzow et al, 2015). With children 

involved it is also very important to make the intervention as engaging and interactive as 

possible to keep their attention and interest to want to change their behaviour, (Abrams, 

2015). This shows that delivering an activity session which engages both the child and the 

parent can help to improve their relationships as well as keep their engagement with the 

programmes, (Lee & Kim, 2015; Cadzow et al, 2015). 
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2.1b ï Evaluate the pattern of behaviour and formulate working hypotheses about the 

target behaviour based on assessment 

 

The aims of the service, Live Well Luton, is to try to help Luton residents become healthier 

by delivering free behaviour change interventions to stop smoking, manage weight for both 

adults and children, personal health plans to get more active and NHS health checks. My role 

is to deliver interventions to help people to stop smoking to help to reduce the health risks 

associated to smoking. Since I have a big interest in weight management and obesity, I 

decided to develop my intervention within the area of the child weight management service. 

It is very apparent within this service that the main issues they have are getting appropriate 

referrals from other health professionals and practitioners and the number of families that 

drop out from the service. I contacted the lead practitioner for the child weight management 

programme, to discuss what the potential barriers are to gaining referrals and reducing drop-

out rates for the service. Following this, I could shadow a few of the child weight 

management one-to-one clinics and one of the child weight management programmes to 

understand the current programmes in more detail and what is offered. Within my meeting 

with the child weight management lead, it was noted that they feel the current referral 

pathways are already improving and they are gaining more appropriate, regular referrals in. It 

was agreed that the most important thing to focus on now is to increase the number of 

completers of the courses. Data from previous groups attendance rates were given by the 

child weight management service manager to show that there was a 50% dropout rate on all 

groups that had started in the last 12 months. Currently, the number of completers of each 

programmed is a maximum of 5, even if they have over 10 starters but it is under 50% for 

each group. This shows that for any programme that has started, only half of the families that 

signed up, completed the programme but all completers were losing weight. This shows that 

if we can increase the number of completers, we will increase the number of children losing 

weight overall. Even though the current completers do change their behaviour and go on to 

lose weight throughout the programme, this has been difficult to evaluate due to the lack of 

completers. This intervention would therefore be focusing on both the parents and the 

children that can be aged between 5 and 16 and something that can fit into an already tight 

schedule within the course. Since younger children have no control over what they eat, this is 

controlled by the parents, it is important to include both the parents and the children in the 

weight management process to educate the parents and the children for the future. From the 
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age of 13, children start to take more control into what they are eating, this may be at home or 

out with friends and therefore, would be more important to target the children directly.  

Within the current child weight management service, both the children and the parents are 

involved in the nutritional information sessions within both the one-to-one clinics as well as 

the group programmes. After an in-depth discussion with the child weight management lead, 

it is thought that the best way to try to increase the weight loss and completers would be to 

add more interaction sessions for the children. It was agreed that I would design different 

physical activity sessions to deliver within the child weight management group programmes 

and compare the outcomes at the end of the 10 weeks with the results from previous group 

dropout rates (50%). It is thought that by delivering a physical activity session within the 

programmes for the children, it will increase the childrenôs motivation engagement in the 

programme and in turn, reduce dropout rates. There will be two groups running 

simultaneously; they will both receive fortnightly nutritional session for an hour. Both groups 

will receive an activity session at the end of their one hour nutritional session but one group 

will also receive an hourôs activity session the week in between. The physical activity 

sessions will be designed to suit children of all ages and both males and females. If the 

intervention turns out to be successful, the child weight management programme will be 

adapted to include a physical activity session in the future. 

 

2.1c ï Provide detailed feedback formulation on the outcome of the assessment and 

working hypotheses 

 

The current child weight management programmes are delivered in different locations in 

Luton, either at a local school or sports centre. This means that there is enough room to 

include a physical activity session within them so this does not need to be adapted. It is 

important to make sure there is a local option to all families involved to increase uptake and 

reduce drop-out rates due to inability to attend. Previous research into the area of 

interventions for children, shows that interventions that take place in a convenient community 

or school setting are most effective (Cale & Harris, 2006; Donovan, 2000; NICE, 2013). 
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The intervention also needed to be as interactive as possible to keep the childrenôs attention 

and keep them engaged, (NICE, 2013). This is a great reason as to why a physical activity 

session could be effective at keeping the children engaged, have fun and want to come back. 

Physical activity sessions are delivered within child weight management programmes across 

the country to improve cardiovascular fitness and to build confidence joining in with more 

sport sessions at school, (Cross Government Obesity Unit, 2009). Parents are also invited to 

take part in the physical activity sessions, this reinforces the importance of families working 

together and enjoy taking part in activities together. Fortunately, all child weight management 

practitioners are already trained to deliver exercise sessions to children. 

 

2.1a-c ï Reflection 

By completing the baseline assessments, I felt confident to go on to design the intervention. 

The background research allowed me to develop my knowledge in obesity and childhood 

obesity and the importance of reducing this. It also allowed me to increase my knowledge in 

current interventions which are being delivered and what has been successful or not. By 

speaking to the current child weight management team, I feel that I could gain the 

understanding of the current programmes and a way to try and improve on this. I feel that by 

going through these baseline assessments, it allowed me to understand the area of obesity, 

especially childhood obesity, in more detail and I felt more able to design a more appropriate 

intervention that can help to improve the current service. I think that adequate research into 

the success of current and previous interventions was made and I could use this to develop a 

well-designed intervention. 

 

2.1d ï Design, plan and implement health psychology interventions based on the 

assessment and formulation 

 

The physical activity sessions were developed by using evidence based exercises and 

activities designed by qualified exercise practitioners for children (NICE,2013). All child 

weight management practitioners have attended this training and able to deliver exercise 

sessions to children with me during the intervention. Further exercises chosen were general 

sports recommended for children as part of the NICE guidelines to get children more active, 



39 
 

(NICE, 2013). These include sports such as, football, netball, tag, skipping, tennis, running 

etc. and may also need to include other equipment or apparatus, which Live Well Luton are 

willing to purchase. I felt that whilst I was developing the intervention and the physical 

activity session, I thought it would be important to consult the child weight management 

practitioners and the Live Well Luton manager. This is to ensure they are all happy with the 

final content of the intervention as they could potentially be delivering it in the future and to 

ensure it meets current guidelines.  

 

Ethical considerations  

Ethical considerations were considered throughout the development of the intervention. The 

child weight management lead and head of service were consulted throughout the 

development of the intervention, giving their feedback on amendments and ensuring it meets 

ethical guidelines for children. Their permission was sought prior to commencing the 

physical activity sessions within the two groups. In addition, all child weight management 

practitioners were involved in the designing and implementing of the intervention to ensure 

they were happy with the delivery for future groups. 

 

The programme content was explained to both the parents and child within an entry interview 

prior to starting the group, to ensure they fully understood the content of the physical activity 

session. This opportunity was used to explain that they would be asked to take part in a 30-

minute activity session of different activities or sports at the end of the nutritional discussion. 

It would be recommended for both parent and child to get involved but they do not have to if 

they donôt want to. If they choose not to take part, they can change their minds within any 

session and if they choose to take part but later decide they do not want to, it will not affect 

any other treatment they may receive. Both the parents and the children were debriefed at the 

end of each session to ensure they were happy with the session and if they needed any 

support after taking part in the session. It also gave them an opportunity to feedback how they 

feel about taking part in the activity sessions and any ideas for future sessions. At the end of 

the 10 sessions, each family (both parents and child) will be given an evaluation form to 

complete to offer any feedback regarding the activity session, (see appendix 1, page 59). 
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Upon reflection, I felt that the sessions went well and everyone (both parents and children) 

seemed keen to get involved. By having a plan (see appendix 2, page 94) of activities prior to 

the session, it was easier to get the families moving initially and to make the sessions flow 

better. The families seemed to interact well together as the sessions went on and they often 

seemed disappointed when it had finished. I felt that it was sometimes difficult to find an 

activity that everyone was happy to participate in but this often improved as the sessions went 

on. I feel that due to the experience of the child weight management practitioners I was 

working alongside, it allowed there to be more flexibility within the programme I had 

designed once started. The families were often keen to try new games, which were not always 

on the list but were similar and equally as active and safe. Even though I may not have felt as 

confident with these different activities, the other child weight management practitioners 

were more confident and this allowed the intervention to develop and become more diverse 

for the families. I feel that this worked well and shows the importance of having more than 

once person leading the group at any time.  

 

Formulation of the intervention 

The intervention was based on the Theory of Planned Behaviour (TPB) model, which was 

developed by Ajzen (1991). It is the most widely used model to predict health behaviours and 

has a vast amount of research to support how effective it is at predicting behaviours, (Ajzen, 

1991; Brickell et al, 2006; Sheeran et al, 2003; Fife-Schaw et al, 2007). The theoretical 

construct of the TPB is the behavioural, normative and control beliefs about the behaviour. If 

they feel that a certain behaviour will be good for them, other people will do it as well or if 

they believe they can do it, then they are more likely to take part in the behaviour. This has 

shown to be effective at predicting how likely people are to start or continue exercising, 

(Leyland et al, 2014; Whitford & Jones, 2011; Dodd et al, 2012; Boudreau & Godin, 2007; 

Brickell et al, 2006). 

 

The Theory of Planned Behaviour (TPB) started as the Theory of Reasoned Action (Ajzen & 

Fishbein, 1980) and it was used to predict an individual's intention to engage in a behaviour. 

The theory was used to explain behaviours in which individuals have self-control and it was 

mainly used to predict behavioural intent. This occurs when behavioural intentions are 

influenced by the attitude about the likelihood that the behaviour will have the expected 
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outcome and the subjective evaluation of the risks and benefits of that outcome. The TPB 

states that whether a person engages in a behaviour depends on both motivation (intention) 

and ability (behavioural control). There are three types of beliefs: behavioural, normative, 

and control. There are 6 parts to the TPB, (Ajzen, 1991), which claims to represent a person's 

actual control over the behaviour. These are listed below with explanations of how they were 

applied to the intervention: 

1. Attitudes - This refers to how much the individual likes the behaviour. Whether they 

like to exercise or feel that they would enjoy it. If it is possible to find certain sports 

or activities that everyone will like, they are more likely to take part in the sessions. 

One of the most important beliefs found when using the TPB to predict exercise 

behaviour is whether it would be a fun thing to do. The more fun it is perceived to be, 

the more likely they would want to take part and continue with it. This activity 

sessions within the intervention were very engaging and fun to try to maintain the 

attitudes of both the children and families that exercise is fun and enjoyable. 

2. Behavioural intention - This refers to motivational factors that influence behaviour, so 

the more they intend on exercising, the more likely they will be to do so. If they are 

aware that they will be taking part prior to the session, they may have a higher 

intention. Therefore, the families are notified before starting the course that they will 

be asked to take part in an activity session as the end; this gives them plenty of notice 

prior to the sessions to increase their intentions of taking part. 

3. Subjective norms - This relates to a person's beliefs about whether peers or others 

around them think they should exercise more. If other children and parents are taking 

part in the activity session, they might be more likely to take part. By including both 

the parents and the children in the intervention, it allows the families to feel it is 

normal to take part in physical activity and this can be done as a family. This will 

hopefully increase the likelihood of continuing with this outside of the sessions. 

4. Social norms - This refers something that is considered ónormalô or acceptable to do 

in a group of people. If it becomes normal for these children to exercise or take part in 

activities/sports then they will be more likely to continue with it. Hopefully by taking 

part in this intervention, the children and families will both increase the amount of 

physical activity they are doing both during the sessions and in between and will 

continue with this after completing.  
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5. Perceived power - This refers to the perceived level of power to take part in a 

behaviour. It is related to the presence of factors that may facilitate or impede 

performance of exercising. Ensuring all exercises or activities are suitable for all ages 

and fitness levels so that all children and parents taking part feel they have the 

adequate level of power needed to take part. If they have done it before, they may feel 

more empowered in that particular activity or they may already be confident in their 

ability to exercise. By allowing the families to have some control over the activity 

choices within the sessions, it allows them to feel they have the power or confidence 

to take part as it is something familiar to them. This is the positive side to allowing the 

intervention to be flexible. 

6. Perceived behavioural control (added for TPB) - This refers to a person's perception 

of the ease or difficulty of performing the particular exercises. This can have different 

levels in different situations. It can be closely related to perceived power in that if 

they believe that the activity/exercise is suitable for their level of fitness, they will feel 

they are able to take part. If they know they have control in deciding the exercises or 

know they can withdraw if they find it too difficult, they are more likely to try. Also, 

if they feel they have the correct knowledge, skills and resources to join in, they are 

more likely to. This allowed the intervention to be more flexible for the families, they 

felt as though they had more control over the activity choices and therefore were more 

motivated to take part. 

 

The theory of planned behaviour was chosen as it has previously been applied to develop 

interventions to predict and improve exercise behaviours, (Leyland et al, 2014; Whitford & 

Jones, 2011; Dodd et al, 2012; Boudreau & Godin, 2007; Brickell et al, 2006). The basic 

premise of the TPB is that behaviour can be changed three ways: increase/decrease belief, 

create a belief, and increase/decrease a value, (Chatzisarantis & Hagger, 2005). If it is 

possible to change the beliefs of the families about exercise, that they can enjoy it together 

and have fun as part of the sessions then they will be more likely to continue with this outside 

of the sessions. If all the families join in with the activity session, it will become the ónormô 

within the groups, which may then increase the likelihood of the families thinking it is the 

ónormô outside of the groups. It is essential to ensure that all activities and exercises are at a 

level for both children and parents to join in and find fun together as this will encourage them 
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to continue with this and become more active together as a family. It will also help to build 

confidence in all individuals in their ability to exercise. For example, the activity sessions that 

were designed involved sports and games that are well-known that they would already have 

some experience at taking part in before, such as: football, basketball, football, tag, stuck in 

the mud, dodgeball, skipping, tennis, and running/relay. This is to build confidence in the 

belief that they can take part in physical activity, if others around them are also taking part in 

physical activity, they feel they have behavioural power and control over the exercise and are 

more likely to take part in future sessions. 

 

The activity sessions developed were aimed to get the children more involved with physical 

activity, with the intention that they will build their confidence at taking part in exercise and 

will continue with this after completing the programme. It was also aimed to get the parents 

more involved with physical activity as well.  It is thought that if parents are physically 

active, their children are more likely to be as well and it is a great way for the family to bond 

and have fun together doing something healthy, (Moore et al, 1991). It is hoped that by taking 

part in weekly or fortnightly physical activity sessions, not only with the children lose weight 

but will become more physically active as a family. This correlates well with the theory of 

self-efficacy, (Bandura, 1977), in that the exercise sessions will increase the familyôs belief in 

their ability to take part in regular physical activity. I felt that this supported the theory of the 

intervention well, as the higher the familiesô self-efficacy was about exercise, the more likely 

they are to take part in it.  

 

This intervention could also have been based on the Health Belief Model (HBM), Janz and 

Becker, (1984). The theoretical construct of the HBM is based on perceived severity or 

susceptibility of a negative health outcome, the greater the perceived severity the increased 

likelihood of a change in health behaviour to prevent later negative outcomes. The HBM has 

been shown to be effective to use when designing interventions to help individuals to change 

health behaviours, (Al-Ali & Haddad, 2004; Juniper et al, 2004; Kasser & Kosma, 2012; 

OôConnell et al, 1985). However, research on how effective the HBM is for designing 

interventions for physical activity is weak, (Zimmerman & Vernberg, 1994). For this reason, 

it was decided that the TPB was better suited. 
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The HBM has four main components to understand health behaviour: perceived barriers of 

exercise (difficult, time consuming), perceived benefits of exercise (lose weight, good for 

heart and fitness), perceived susceptibility of disease (how likely to be obese, develop 

diabetes, stroke) and perceived severity of illness (how bad they think it would be to be 

obese, develop diabetes). If the individuals believe that exercising is good for them 

(perceived benefit) but donôt believe they can do it (perceived barrier) then they are less 

likely to try it. This can help to explain why many people may not take part in the 

recommended level of physical activity, (Becker & Rosenstock, 1984).  

 

The HBM links in well with the TPB in that self-efficacy is an important part to it, 

(Rosenstock, Strecher and Becker, 1988) and that people do not try to do something unless 

they believe they can do it. However, a review by Department of Health, (2007), found that 

there has been no evidence to suggest that the HBM based interventions have positively 

contributed to health outcomes in the UK and is weak in predicting behaviours in most areas 

of health, (Harrison et al, 1992). Whereas, the TPB has been widely use in the analysis of 

health behaviours, (Kashima & Gallois, 1993) and have been very successful in health 

promotion and behaviour change for exercise intentions and behaviours, (Ajzen & Driver, 

1991; Godin, 1993; Blue, 1995; Hausenblas et al, 1997; Hagger et al, 2002; Downs & 

Hausenblas, 2005). Therefore, I have chosen the TPB to base my intervention on, instead of 

the HBM. 

 

Although the HBM has been found to be effective when designing behaviour change 

interventions, there is minimal research to show that it is effective within physical activity 

interventions. The vast amount of research available for the TPB shows that this has been 

successfully used within interventions for physical activity. The HBM model looks more at 

perceived severity of an illness or how likely the individual feels they are to get that illness, 

which doesnôt fit well within an intervention for children. Children often donôt understand the 

implications of being overweight or possible illnesses this may cause and therefore this may 

not be an effective tactic. Whereas, the TPB looks at attitudes and intention if it is possible to 

change the attitudes of the children and families towards physical activity (show them it can 

be fun), they are more likely to take part and in turn, lose weight. By looking at the previous 
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research on the two models, it is clear to see that the TPB is more effective to use when 

designing behavioural change interventions within physical activity.  

 

The intervention took place in three separate locations throughout Luton. The two child 

weight management groups were set up at two different schools within Luton in the evenings 

and the one-to-one clinics were set up at a local GP surgery. The children and families were 

recruited through Live Well Luton Child Weight Management service and booked into a one-

to-one meeting with a child weight management practitioner in which they can decide their 

preferred course and discuss their current eating and physical activity habits. Currently, 90% 

of the familiesô reports taking part in no activity together and the only exercise the children 

take part in is at school. 

 

Both child weight management groups were fortnightly for 10 sessions (20 weeks) and were 

invited to attend a physical activity session as part of the programme. Group one was offered 

a weekly physical activity session in between the fortnightly sessions and group two was only 

offered a physical activity session fortnightly as part of the programme. The one-to-one 

clinics at the GP surgery were offered a specific 30-minute appointment to cover what would 

be discussed in each of the 10 sessions in the groups but tailored more to the individual, they 

were not offered a physical activity session. Below is an outline of what is covered in each of 

the 10 nutritional sessions prior to the physical activity session: 

1. Introduction session ï meet and greet, take BMI measurements, importance of 

reducing obesity 

2. Eat Well Plate ï recommended guidelines for portions, food, exercise 

3. Portion sizes ï how to measure portion sizes for children 

4. Eating regularly ï not skipping meals due to reduction in blood sugar levels and 

craving high sugar foods, eating healthy breakfast, getting enough sleep 

5. Separate session for parents and children 

- Parents ï helping children to manage behaviour, positive reinforcement and 

praise, fussy eaters, saying no 

- Children ï food and feelings ï do they want to change? Why do we eat/what is 

hunger? Emotional eating. 
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6. Snacks/treats ï what is a snack (healthy and regular), what is a treat (unhealthy, not 

often) 

7. Supermarket tour ï shopping healthy and on a budget 

8. Sugar ï how much sugar is in things we eat/drink? How to replace, packed lunches 

9. Meals out/slip ups ï what to pick on a meal out, what to do after slip ups 

10. Feedback, BMI measurements, certificates of weight loss 

 

At the end of each session, the families were taken into the sports hall and the activity plan 

was discussed. They were all reminded that it is not compulsory and they do not have to take 

part. At the beginning of each activity session, all children were asked if they had eaten and 

drunk enough water that day to take part in the activities. Once it was approved they are all 

ready to take part and they had all given consent (including parents), they were asked to take 

part in a warm up for 5 minutes. After completing the warm up, the activity rules were 

discussed and the activity was started. At the end of the activity session, both parents and 

children were asked to take part in the 5-minute cool down. After completing the session, 

they were all given the opportunity to approach a staff member with any questions or 

feedback before leaving. 

Group 1: 9 starters, 8 completers, 1 dropout (11%) 

Group 2: 15 starters, 4 completers, 1 dropout (7%) 

 

Physical activity levels: 

Baseline: no family exercise and children only exercising at school 

After intervention: 13 out of 18 (questionnaires filled in) felt more confident to exercise on 

own and with family 

 

2.1d ï Reflection 

I really enjoyed delivering this intervention, even though I am experienced at delivering 

interventions, this was something very different to what I have done before. I was a bit 

nervous initially about delivering a physical activity session but by having the other trained 

practitioners with me, I relaxed very quickly. They were confident at delivering the group 
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sessions and exercise sessions which I feel helped the sessions flow well and gave me the 

confidence to lead the sessions. I felt that sometimes it did get a bit chaotic with the families 

requesting to play different games that were not on the plan and was sometimes difficult to 

maintain control of the group activities. However, I was never on my own whilst delivering 

the sessions and after a quick ground rule reminder and change of activity, it calmed down 

and after this has happened once, I felt more confident on how to control the situation. I think 

this also helped to reduce this happening too often. I did feel that it was very important to 

have trained practitioners with me during the programme, it allowed the sessions to be more 

tailored to the individuals in the groups. At some points, the families were keen to take part in 

a different activity to the plan and this was often possible as the other practitioners knew the 

activities well. I feel that this allowed the families more freedom, which lead to an increased 

enjoyment and bonding for them. 

 

2.1e ï Evaluate and communicate the outcomes of health psychology interventions. 

 

Both child weight management programme groups were evaluated based on attendance of the 

group and a post intervention questionnaire. This included a very brief questionnaire to both 

the children and the parents based on their thoughts of the group and the activity sessions. 

The enjoyment of the intervention was measured by attendance to the sessions, active 

participation within the activity sessions and the post intervention evaluation form. 

Group 1, which had weekly activity sessions (one extra in between the fortnightly group 

education sessions), started with 9 attendees and finished with 8. Group 2, which had just a 

fortnightly activity session alongside the group education session, started with 15 attendees 

and finished with 14. This shows a big decrease in dropout rates from previously at 50% to 

now 11% dropout in group 1 and 7% dropout in group 2. 

 

The children and parents rated the exercise sessions and answered three main questions in 

most of the forms. They were asked óhow do you feel about the amount of physical activity 

sessionsô and they answered, ónot enoughô, óabout rightô or ótoo muchô. In both groups, there 

was no person that thought there was ótoo muchô physical activity but most answered either 

óabout rightô or ónot enoughô even in the weekly activity group with 4 out of 5 saying ónot 
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enoughô in group one and 7 out of 12 saying óabout rightô in group two. They were also 

asked: óhow confident do you feel now exercising as a family after taking part in the 

sessions?ô and they could answer ónot confidentô, óunsureô, óa little confidentô or óvery 

confidentô. This question had a mixture of answers but only one person reported they were 

ónot confidentô at all, most answers were óvery confidentô or óa little confidentô, however 

there were a few óunsureô. The other question asked was óhow would you rate the physical 

activity sessions?ô and they could answer óexcellentô, ógoodô, ópoorô or óvery poorô and every 

person ticked either óexcellentô or ógoodô in both groups. In group one, 3 out of 5 were likely 

to rate the physical activity sessions excellent and 2 out of 5 rated them good. In group 2, 2 

out of 3 were likely to rate the physical activity sessions as excellent and 1 out of 3 rated 

them as good. This shows the activity sessions were very well received and most people 

enjoyed them. There were also many other questions asked relating to the child weight 

management group and the nutritional information for the other practitioners. 

 

The children were also given a separate evaluation form with a few questions about the 

programme, including the physical activity sessions. They were asked what their favourite 

part of the sessions were and in both groups half of the children wrote their favourite part of 

the sessions was the activity sessions. They were also asked to tick óyesô or ónoô if they 

enjoyed the physical activity sessions and every child ticked óyesô. This shows that the 

children really enjoyed the physical activity sessions and worked well to keep their 

engagement with the programme. 

 

By looking at the one-to-one sessions in comparison, they also had a 90% attendance rate, 

even though they had no activity session. I feel that because it is one-to-one, the service they 

receive is more tailored to the family. Therefore, this leads to an increased engagement as 

they feel they can get the specific information they need and feel more confident to ask 

questions. 

 

Overall, the physical activity sessions seemed to be a success with both the children and the 

parents in both groups since more families were continuing to attend the programmes, losing 

weight and feeling more confident to exercise. It has led to decreased dropout rates within the 
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child weight management programme which is important to the service. Both the children 

and the parents got involved in the activity sessions and both seemed to really enjoy them. 

When designing the physical activity session, I felt that it was important to get an idea of 

what would be well received by the trained practitioners. I feel that this was beneficial to the 

designing of the activity sessions as I feel that they were more experienced in the types of 

exercises which have worked well before. However, as the dropout rate was the same for 

both groups, this does show that it is not necessary to have more physical activity sessions to 

maintain engagement, if there is some. In group one, even though they had the weekly 

physical activity session, 4 out of 5 said there was ónot enoughô exercise and in group two, 

who only had a fortnightly activity session, 7 out of 12 said it was óabout rightô. This shows 

again that they all really enjoyed the activity sessions and benefitted from it but it is so 

difficult to please everyone. Fortunately, the completers have continued to lose weight 

throughout the programmes and maintained the 90% of completers to lose weight, even 

though there are more completers than previously. This is excellent as this shows that when 

families complete the programme, they are losing weight and that adding in a physical 

activity session helps to maintain engagement of both the children and parents to go on to 

complete the programme. 

 

Future Implications 

With regards to the future, the activity sessions within a child weight management 

programmes have proven to be a great success at both increasing the enjoyment of the 

programmes but decreasing the dropout rates of the groups. If families continue to attend the 

service until the end and lose weight, there will be more children losing weight and changing 

their lifestyle. After discussing the results with the child weight management lead, they are 

keen to continue incorporating a physical activity session within their child weight 

management programmes and are currently writing a plan for a new group starting in June.  

Live Well Luton and the child weight management service are really pleased with the number 

of completers of both programmes due to the physical activity sessions and are keen to 

continue with this. 

 

With regards to future implications of the activity sessions, this has had great results and 

shows that by engaging the families in a child weight management programme, it can 
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increase the number of children completing the service. This has a good implication for 

future work in this area, to try and reduce the rates of obesity in both children and further into 

adulthood. By continuing to use physical activity sessions as part of the child weight 

management programme, it is possible to increase the number of families completing the 

programmes and losing weight to a healthy level. It is also important in motivating children 

to take part in health behaviours, such as exercising and eating healthily, which can lead on to 

leading healthier lifestyles in adulthood. 

 

Conclusion 

Overall, I feel that the intervention went well and had the most desired outcome. It supported 

the child weight management team in the area they were finding most challenging, which 

were the dropout rates. Working with the child weight management team was helpful when 

designing the physical activity sessions, they could input their ideas and recommendations 

whilst I was designing the activity session plans and this helped with the overall success. I 

felt the intervention targeted both the children and the parents together and helped to increase 

the engagement with both and got the families interacting together better. I am pleased that 

this intervention has helped to reduce the dropout rates within the child weight management 

programmes and that the practitioners are pleased and confident to continue to use them 

throughout their future programmes. 

 

2.1e ï Reflection 

I feel that this intervention went well and was successful in its plans to try and reduce dropout 

rates in the child weight management programmes. However, I do feel that there were other 

factors I could have included to measure the success of the intervention. Instead of looking at 

dropout rates alone, another option was to measure the weight loss of the children compared 

to previous groups before the intervention to see if this had increased due to the intervention. 

I feel that this could have strengthened the outcomes of the intervention if including physical 

activity increased weight loss. I feel that my confidence for running the groups improved 

with each session and even though it was new to me, I felt as though I could lead the groups 

better as the weeks went on. I really enjoyed this intervention and I feel that it has really 
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helped me to develop my professional skills and by working with other health professionals 

throughout, it allowed me to develop as a professional health psychologist. 
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