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	PROJECT PROPOSAL FORM 

	1. Project Title
Voice modification: Are Speech and Language Therapists meeting the needs of the patients or the needs of gender constructs?

	2. The context
Currently, Speech and Language Therapy (SLT) is established within Gender services across England and Wales (NHS, 2020). These services provide voice and communication therapy for Trans and non-binary people (NHS, 2020). The latest CENSUS highlighted that there has been an almost 2% rise in the number of people identifying as non-binary in recent years and 27.5% of the trans population reported they identified in some way as non-binary (Practical Androgyny, 2020). The service provided by SLT’s has not been modified to reflect this growing population, as there is limited guidance on the needs of this population. A review of current evidence base highlights only one paper published in the last year looking non-binary communication, and the last relevant text being published in 2020. 


	3. The justification 
 I would like to undertake this project in order to establish if our therapy services are meeting the needs of patients, or if the ongoing binary pressures of gender constructs in SLT mean people do not feel able to express their want for non-binary voice and communication therapy (Ahmed, Kim and Hoffman, 2022). The project will aim to develop foundations of research in this area. 


	4. The intended impact 
I aim to identify if SLT’s are meeting the need of non-binary voice and communication therapy and to establish how we can improve our therapy pathways in support of the change in view around gender constructs. From this I aim to audit current therapy practices within my services to reflect the findings of the project. I will circulate the research to the broader SLT context to support people in developing their knowledge around non-binary voice therapy. The research will be used as a foundation to complete wider research around therapy programmes within this population. 


	5. The outlined intention
The aim is to gather a sample of 5-10 Trans and Non-binary individuals in Wales or England, who are currently/have had SLT in the last 2 years.
Due to the nature of this project involving marginalised communities, the transformative paradigm was chosen (Romm, 2015). Mixed methods were chosen as they are best used when a question is multifaceted and supports in explaining complex social questions (Tariq and Woodman, 2013). Action methods were chosen as Näslund et al (2006) argue that they allow for processes to be created in a way that benefits the organisation, its employees, and customers.
1) Online survey- I would use these to gather information about people’s experiences as they allow for a rich data set (Ponto, 2015). I would then share this across social media (October-November).
2) Diary - A self-reflective diary will also be kept, highlighting how the data has modified my therapy practice and reflecting on my language use and therapeutic questioning methods (November-December). 
3) Literature Review - A literature review will be completed to compare findings within current evidence base (September-November).
The information will then be reviewed using thematic analysis (Braun and Clarke, 2006) (November-December). Findings will then be summarised in a report and presented, with information about the project being circulated to participants (January). 



	6. The ethics and insider research 
Due to my working context, the first area I had to begin by exploring was NHS Ethics. The aim is for maximum benefit with minimal cost to patients (NHS, 2013). This project does not require NHS Ethical approval as is seen in the email sent via my trust discussing my project. Due to the nature of the work, insider research is an issue secondary to the idea of being too close to be objective (Brannick and Coghlan, 2007). This may lead to a possible power dynamic, as participants may feel compelled to say what they think I would like to hear, however in order to overcome this the surveys will be completed anonymously and participants will not engage directly with me. 
The topics discussed in the surveys may mean that participants feel a degree of distress. In order to support participants with this, questions on the survey will be optional with a prefer not to say option, and helpline information will be provided at the end of the survey. 


	7. Personal learning outcomes
· I will use this as an opportunity to evaluate my own bias in communication and adapt the language and approach I use to create a less binary space. 
· I will use my research to establish what adaptions can be made to therapy material to ensure it is meeting the needs of this population 
·  I will aim to use my findings to inform further research into non-binary communication, with the goal of creating a broad therapy package to support other SLT’s looking to deliver voice modification.


Project Report

Project title: Voice modification: How can Speech and Language Therapist respond to the changes in patient needs?

Introduction 

Reflecting experienced gender is a priority for Speech and Language Therapists (SLT) working with Transgender and Non-Binary (TBN) individual within the Gender Affirming sector (Russell and Abrams, 2019) and yet, as a researcher currently working within Gender clinics in England, there are minimal studies which explore the complexity of gender ambiguous voices (Hope and Lilley, 2022). In the last 10 years, the number of non-Binary (NB) people in the United Kingdom has increased by 425% (Practical Androgyny, 2020). However, current therapy practices remain rooted in stereotypical gender practices (Hope and Lilley, 2020; Hope and Lilley, 2022). Leikin (2019) argues this point further, stating that the scientific and medical communities need to move towards the idea of gender being a spectrum. However, it is important to consider this alongside the ideas of passing or blending, which is when a TNB person can fit into societal boxes (male and female) because they are seen in one perceived gender and this in turn feeds into the concept of safety (Anderson et al 2019; Leikin 2019). 

The aims of this study are:
· To establish if communication stereotypes are present in SLT
· If patients found that stereotypes were an essential part of their communication journey
· To determine whether there are beneficial changes that could be made to SLT to reflect the movement to less binary communication expectations.  

The researcher intends to learn how they can better their clinical practice to reflect the changing population needs as the increase in NB people become more present in Gender services.


A note on terminology
Gender identity is a subjective and individual experience (NHS England, 2016). The terms TNB, trans and NB will be used as abbreviations throughout this essay. Terminology is an ever-evolving area, and it is important for acknowledge that terminology used now may not be suitable in the near future (Lev, 2004; Leikin 2019). 

Literature Review 

This literature review will explore current evidence base, gender constructs and gaps in the literature in order to provide an overview of the current picture of SLT in Gender Affirming Care. 

Wider Context 

Research into TNB healthcare has expanded greatly in the last 10 years (Mills, Stoneham & Georgiadou, 2017). This was highlighted during the literature search around TNB healthcare, with over 4000 pieces being published in 2022 alone, whereas only 5000 pieces were published between 2000-2002. When completing a more specific search ruling out the terms trans and transgender to allow for exploration of specific literature on NB individuals only around 1 in 100 texts met this criterion, with less than 10% of these exploring the complexity of voice and communication (Hope and Lilley, 2022). However, recent findings have highlighted that NB people account for between 25-50% of the larger transgender population (Coleman et al, 2022). The lack of evidence even with the growing population highlights the disparities in NB health care, which is further emphasised by Coleman et al (2022) who highlights that NB people report poorest access to healthcare. Findings across the world have highlighted that Generation Z (born 1997-2006) have the highest prevalence of NB individuals in the population (Statistics Canada, 2022). Although this was from the Canada CENSUS, it is possible to apply these findings to the UK as practice-based evidence highlights more NB referrals in this age group. This lack of evidence highlights a clear gap in knowledge in the research, which in turn means there is a lack of evidence-based practice when working with NB people. When applying this to the researcher’s practice, it indicates that the work delivered by SLT’s is rooted in gender binary practices, as this is where the evidence base is currently. 

Gender Specific Context

NB individuals have been present in a variety of cultures including Native Hawaiians and Tahitians and religions such as Hinduism for many years (Vincent and Manzano, 2017). In the UK however, gender norms have been clearly documented since the 1950’s, and are a key part of societal expectations currently (Coleman et al, 2022). In recent years there has been a great deal of change in the way gender is perceived, and particularly in the last 5 years, there has been a move away from binary roles and expectations (Vincent, 2020). Cultural definitions of what is feminine and how this is defined is moving away from standard assumptions such as women looking after children, not working and being care givers (Vincent, 2020) and healthcare professionals need to respond to this cultural shift (Coleman et al, 2022). The triadic therapy model found in gender clinics (lived experience, surgery and hormones being necessary for care) reflects these gender stereotypes as if feeds into the need to fit into one of two genders (male or female). It has been reported that NB individuals have felt forced to identify as Trans Male or Female to access appropriate therapy (Bradford et al, 2018; Taylor et al, 2019). However, NB individuals may not wish to or be able to engage in this model, and therefore change to guidance and expectations is needed (Coleman et al, 2012). This enforced gender binary viewpoint may impact a NB person’s want to engage in the therapy process, leading to a communication breakdown before they have even accessed SLT (Mills, Stoneham and Georgiadou, 2017). 

The Speech and Language Therapy setting 

Over three quarters of research papers published in the last five years explore gender and voice from a binary viewpoint (Hope and Lilley, 2022) and the need to meet stereotypical female or male communication expectations (Skuk and Schweierger, 2014; Weirich and Simpson, 2018). Hope and Lilley (2022) found that over half of studies into voice and communication have focussed on modification of pitch to meet the vocal perceptions of male or female, however, findings have indicated that pitch only accounts for up to 42% of gender perceptions (Leung et al, 2018). A study of 30 participants (9 NB, 11 male and 10 female) found that NB individuals tend to achieve around 144Hz when voicing, meaning they do not achieve male or female voice expectations (Schmid and Bradley, 2019).  However, as current SLT practices rely on a one-dimensional idea of gender (Hope and Lilley, 2022) there is often a lack of representation and push to explore the NB vocal range, although Schmid and Bradley (2019) and Hope and Lilley (2022) highlight that this is a specific vocal range that can be explored.  Studies have shown that cisgender (gender that is the same as that assigned at birth) individuals view voices in a more binary way when asked to listen to a range of voices across the gender spectrum, impacting NB people’s ability to move away from societal gender expectations (Hope and Lilley, 2022; Hope and Lilley, 2020).  The 6 studies discussed above highlight that although there are clear variations for those wishing to explore a voice outside of the binary boundaries, there is very limited evidence on how to deliver these techniques in a therapeutic setting. Although SLTs primary goal is to help individuals find a voice that is congruent with their gender identity (Creaven and O’Malley-Keighran, 2018) this may not always be possible due to the lack of evidence guiding SLTs on how to deliver this care effectively. The complexities of an individual exploring multiple intersectionalities, alongside minority stress and societal pressures may lead to a lack of open discussion from a patient around their NB identity (Call et al, 2022; Anderson, 2020) leading to a continued cycle of healthcare disparities, emphasising the need to move away from a binary healthcare model (Coleman et al, 2022).  

SLTs are able to engage in open discussions with patients around voice and gender binaries (Mills and Stoneham, 2020). However, SLT remains highly inaccessible within gender clinics as TNB individuals must have reached a specific point in their pathway before being allowed a referral to SLT (Coleman et al, 2022). This means there may be many TNB individuals who do not feel able to engage with a binary gender pathway and unable to access the gender affirming voice therapy they may desire (Azul et al, 2022). Anderson (2020) and Cooper (2022) also highlight that there may be fears due to safety further enforcing gender pressures on NB individuals. However, NB people are becoming more able to express their discontent with their ability to access and engage in healthcare despite the binary expectations of healthcare workers (Burgwal and Motmans, 2021). The lack of evidence means that patients may not be accessing the highest standards of care due to the limited research, even when they do manage to access SLT (Leikin, 2019). The researcher hopes to use the findings to modify and improve their own practice and support others to do the same.

Methods 

This project used qualitative methods to explore concepts and ideas around binary SLT. It aimed to allow TNB individuals the opportunity to share their opinions in an anonymous way to enable freedom of expression (Dillman et al, 2014). Alongside this, a reflective journal written by the researcher was used to note change in practices and decision making due to the responses (Appendix 1.6). The reflective journal allows insight into the researcher’s growth in clinical practice, as well as allowing space for reflection on bias (Ortlipp, 2008). Qualitative methods were chosen as they allow for detailed opinions on a specific topic (Johnson and Onwuegbuzie, 2004). Mixed methods and quantitative methods were not suitable for this study due to their complexity at the level of analysis (Johnson and Onwuegbuzie, 2004). This was due to the small timeline of the project (September to January) alongside the researcher’s limited experience of completing quantitative data sets.

Paradigms

The foundation of this study is rooted in interpretivism as it is exploring the impact of a social construct (gender) on an individual’s engagement in SLT (Hudson and Ozanne, 1988). When exploring paradigms in previous research projects, two paradigms resonated with the researcher in regards to the values and goals of this project, something that is common in research (Johnson and Onwuegbuzie, 2004). Constructivism and transformation paradigms were chosen as they are rooted in social constructs and their impact on realities (Berger and Luckman, 1966; Romm, 2015). The way both paradigms acknowledge the impact of societal expectations is very relevant to the material covered in this project as it is exploring gender constructs and their impact on TNB people’s realities. Many other paradigms were considered including Marxism and positivism; however, they were ruled out as they did not align with the aims of this project due to their approaches to societal constructs (Gleeson et al, 2021). For example, Reiter (2014) and Peterson (1992) argue that positivism is an intrinsically masculine approach that does not respond to the ever-changing complexities of the world, particularly when it comes to gender as it sees boundaries as an essential part of its foundations. Meaning it would not have been suitable to use in the project context as it lacks the ability to acknowledge NB people (Moffat, 2010) and as it excludes cultural impact (Schroeder, Kulage, and Lucero, 2015). Given these findings, it was felt interpretivism better reflected the researcher’s goals.  

Data collection

Due to the short timeline of this project (end of September to early January) a fast and efficient method of data collection was needed that could be made easily accessible. Ponto (2015) argues surveys are a quick data collection method with no cost implications, which highlighted to the researcher that this was a suitable method of data collection. The survey was created using Microsoft Office forms and was presented as entirely open questions to ensure a rich data set (Dillman et al, 2022). The nature of surveys means intelligent transcription was used as the participants wrote their own words (Kawahara, 2007) (appendix 1.7). 


When disseminating the survey, over 10 charities working with TNB were contacted to share the survey via social media, with 3 agreeing to circulate the survey. This was to help ensure there were no direct associations with the researcher which could have led to participants feeling they had to complete the survey due to wanting to engage with their local gender clinic (Coleman et al, 2022; Cooper et al, 2020). This concept of gatekeeping is a common fear among TNB people (Mills and Stoneham, 2018), and therefore this dissemination method mitigated possible participant bias and insider researcher bias (Bergen and Labonté, 2020). The goal of this was to allow for open and honest expression of opinion to allow the researcher insight into the true needs of the population (Murdoch et al, 2014).

A reflective journal was chosen alongside the surveys to allow for progress and change to be noticed in the researcher’s work setting. For example, the findings from the literature review were applied to the researcher’s therapeutic practice throughout the project. Ortlipp (2008) states that a reflective journal allows a researcher to reflect on the values of their research and engage with the project in a personal way, which in turn allows for more growth and benefit from the research. The journal was used as a way to acknowledge and manage researcher bias in completing qualitative research, as it allowed for comparison to the current evidence, leading to a better analysis of the findings (Ortlipp, 2008). 

Sampling

Elfil and Negida (2017) suggest that participants have more freedom to choose whether they wish to engage in the research if it is presented in an accessible way. Convenience sampling allows for this choice to take place, also aligning well with NHS ethics around participant choice (Bineham, 2006). Therefore, targeting social media groups which are relevant to the TNB population was the medium chosen (Bineham, 2006). Convenience sampling also overcomes the limitation of possible bias that could be seen when using methods such as purposeful sampling (Stratton, 2021). Due to the nature of the TNB population only accounting for around 1% of the UK’s population (Stonewall, 2022), probable sampling was not considered suitable (Stratton, 2021).  

Ethics

Ethical approval was first sought by the researcher’s employer to see if NHS ethics were required (Appendix 1.3), which they were not as participants were not engaged from their NHS treatment (NHS Ethics, 2018). This project was provided ethical approval through University of Wales Trinity St David’s on 16th September 2022 (appendix 1-1.3). The NHS’ fifteen principles of Ethics were followed throughout the project (NHS, 2013), alongside this the four ethical pillars for healthcare were used as a foundation for developing the project. The four pillars are: Respect for autonomy, Beneficence, Non-maleficence, and Justice (Beauchamp and Childress, 2001). These were the foundations for building the information sheet (Appendix 1.4) and consent form (Appendix 1.5). These documents provided detailed information about the project to ensure informed consent was achieved in an accessible manner that outlined cost and benefit to the participant. This included ensuring they were aware of the topics that could be discussed in advance so that this could help them understand if there would be any distress. The central goal of this was to ensure a participant understood all risks and rewards associated with the research and that they can make an informed decision about this (Beauchamp and Childress, 2001). 

Insider research

As the researcher is a member of the LGBTQ+ community, there is likely insider researcher bias. When beginning this project, a primary concern was the number of responses due to the specificity of the study. Saidin and Yaacob (2016) state that those who have insider research bias are more likely to overcome recruitment barriers. Therefore, in this context, insider research would be seen as a positive. In order to manage the possible limitations of insider bias, the researcher acknowledged the bias when completing analysis through review of evidence, reflection and discussion with other colleagues about findings (Saidin and Yaacob, 2016). The data collection methods also supported in limiting bias due to complete anonymity and disconnect from the researcher, however this also greatly reduced participant engagement, highlighting the need to balance the benefits and costs of insider research (Pannucci and Wilkins, 2010).  

It is also important to acknowledge bias in journals, with Dawes et al (2005) arguing journals need to publish for survival and therefore evidence quality can be somewhat skewed by financial gains. Also, this topic area often uses very small sample sizes (Testa et al ,2016). This has meant limited accuracy when applying study findings. Alongside this, 83% of the evidence in this topic area is in the low end of quality, and the other 17% is only marginally strong (Oates, 2012). 

Findings 

The data collected was analysed through thematic analysis (Appendix 1.8). This was chosen as it allows for conclusions to be drawn on a complex topic area (Roberts et al, 2019). The goal of analysis was to identify key themes to draw on ideas for further research (Chapman et al, 2015). Two cycles of coding were completed after reviewing the data through thematic analysis to support a greater depth of insight into the findings (Linneberg et al 2019). Inductive coding was used to limit researcher bias (Mackieson et al, 2018) and because it allows for the patient’s narrative to be told through analysis of the raw data (Linneberg et al 2019) ensuring the findings were reflective of the patients’ feelings (Manning, 2019). This analysis allows the researcher to begin to explore co-production in an informal way, as this is an essential part of healthcare research (Redman et al, 2021).

Survey Analysis 

The survey collected two responses in a 4-week period. This short time period was to allow for write-up and analysis, therefore limiting opportunities to receive a larger number of responses. The suggested completion time for the study was 5-10 minutes, however, the participants averaged 38 minutes, highlighting the depth of responses provided. Although this may be seen as a barrier as people may have started and stopped surveys when reviewing the data, no surveys were deserted. When analysing the survey informally prior to detailed coding key sub-themes were drawn from the responses. This enabled the below headings to be generated to allow for a clear summary, each subheading then identifies themes from round one and two of the coding. 

Therapy Goals

The first question in the survey focussed on exploring patients’ therapy goals, this was to allow the research insight into the participants’ journey in an anonymous way. This was primarily to enable to researcher an understanding of the response population, however it highlighted an area of weakness around patient knowledge. 

Both goals were generalist ‘To feminise my voice’ (Respondent 1 Appendix 1.7), ‘To safely and confidently use my voice’ (Respondent 2. Appendix 1.7). These goals did not have any specific elements or functional measures, which in turn is likely to limit progress monitoring as it would not be possible to measure achievement to an ambiguous goal (Shaw et al, 2015). Mills and Stoneham (2020) discuss the need for foundation skills in understanding voice goals and managing societal expectations to allow for specific and personalised goals. This is not always possible in the NHS due to therapy time constraints (Coleman et al, 2022) and so discussion in assessment around goals is often limited, meaning patients struggle to reflect on their own progress during the therapy journey (Shaw et al, 2015). The ambiguity of the goals made the researcher reflect on their own goal-setting processes with patients, questioning what is a feminine voice? And what is confidence? This led to the researcher exploring how they can improve the goal-setting process so the patient feels they have personalised goals, which in turn enables better patient outcomes. 

The reflections made by the researcher and the responses highlighted the possible need for education around SLT prior to attending therapy to help with understanding voice and communication such as through an educational webinar upon referral to the service. Heath (2022) found that patient education prior to engaging in NHS services is essential to supporting therapeutic relationship and therapy outcomes. This in turn would support the time constraints seen in the NHS, as patients would be able to access services with better insight (Heath, 2022). NHS England suggest 6 SLT sessions (NHS England, 2018), meaning the breadth of gender exploration is not always possible, emphasising the need for education prior to attending SLT sessions (Cooper et al, 2022; Call et al, 2021). Coleman et al (2022) report that goals need to be gender affirming and reflective of the person’s needs. This can often take a while to develop, as although voice is central to our identity (NHS England, 2018) it is not something we are consciously aware of in day-to-day life (Kimura and Yotsumoto, 2018). Practice based evidence has indicated that often patients do not like the sound of their voice, or want a higher pitch but are unable to identify beyond this (Kimura and Yotsumoto, 2018). McNeill et al (2021) and Owen and Handcock (2011) found that, often, voice therapy becomes less related to pitch and more related to being perceived as their desired gender as patients continue through the SLT journey. This highlights the need for education around what the voice is and SLT role in order to develop insight for therapy (Heath, 2022). This also highlights that education around SLT may enable NB people (who may already feel restricted by the triadic therapy model in gender clinics) the opportunity to learn that SLT is not rooted in binary communication (Creaven and O’Malley-Keighran, 2018), and this may encourage them to access a service they may have dismissed without patient education. 

Areas for development

Three questions (3,6,9) (Appendix 1.7) within the survey focussed on areas for improvement and dislikes. Themes highlighted within these questions were: experience, skill set, progress/time of therapy and gender of therapists. 

Based on the language used and insights provided by participants, it is possible to hypothesise that respondent 2 had a positive experience referring to therapy as “excellent support”, and respondent 1 had a negative experience describing the experience as “actively harmful” (Appendix 1.7). This provided opinions at opposite ends of the spectrum which provided greater insight into the disparities across the SLT service. Interestingly, there was an overlap in core themes during analysis, highlighting that the areas of development in SLT remain present regardless of whether patients have a positive or negative experience.

Both respondents stated that they would like to have seen more experienced therapists, with one stating that their therapist was impacted by the “limitations of their expertise” (Respondent 1 Appendix 1.7). Gender identity services in the NHS are classified as a specialist area (Coleman et al, 2022), however, often there are therapists with varying levels of experience due to the nature of recruitment and career journeys. This is not something that can be easily managed, however, the Royal College of Speech and Language Therapists (RCSLT) competencies (RCSLT, 2017) allow for reflection and growth within the gender identity journey. During secondary analysis, it was noted acknowledgement of experience in therapy sessions was mentioned. Emmanuel (2002) argues that when a healthcare professional is honest about their lack of experience, a patient feels more engaged with the process and feels able to be open and honest about their care. Evidence states this can impact a patient’s ability to trust their healthcare professional’s skills (Emmanuel, 2002); however, given that it was a theme across responses it is possible to assume that this is not the case in this population. When considering the overall theme from this response, it is apparent that the ability to engage in honest discussion was not felt by the patient. This in turn would have negatively impacted all discussions and engagement in therapy (Emmanuel, 2002). 

All who participated in the survey reported that lack of communication was an issue in the therapeutic relationship. Respondent 1 reported vocal anatomy was a key area that lacked explanation and education. They reported their therapist “refused to acknowledge” anatomy, which meant they felt unable to move past this, and unable to discuss the limitations of a “testosterone vocal tract”. Respondent 2 reported they would have liked “Sessions spread out over longer time” highlighting that they would have benefited from consolidation time to support progress (Lin et al 2021). It may be beneficial for a review of service specification to allow for more consolidation time when required by patients, as although this may appear to cost more overall, the cost of inefficient treatment is a greater burden (Lin et al, 2021). These examples highlight a lack of communication between patient and therapist, which would impact rapport and engagement in sessions (RCSLT, 2017). This was further emphasised when respondents reported concerns around progress, as it highlighted a lack of active listening and discussion in therapy sessions. This is essential in any element of the gender clinic journey (Coleman et al, 2022). Lack of progress was also an area discussed by respondent 1 later in the survey, who commented “She even asserted that had I been living as my acquired gender, full time, I would have made progress! Always blame the patient. Awful”’ (Appendix 1.7). This is a running theme throughout respondent 1’s answers, highlighting that they felt unable to progress due to ongoing issues with the therapist. This feeds into the overall topic within this project, around gender stereotypes, as it is common for NB people to feel pressure to present as either a trans man or woman (Bradford et al, 2019), and based on the respondents feeling unable to discuss basic things like timing of sessions with their therapists, it is unlikely they would have felt able to discuss binary communication (Morton et al, 2014; Kornhaber et al, 2016). 

Respondent 1 described themselves as “an orphan puppy trying to be liked” further emphasising their poor therapeutic relationship, as the power dynamic felt by this patient is clearly emphasised in their description of the situation.  Morton et al (2014) reports that a good therapeutic relationship is the key way to ensure high patient satisfaction. This highlights that a poor therapeutic relationship can lead to a cycle of dissatisfaction with care, leading to further breakdown in the therapy journey (Anderson, 2020). TNB people will often avoid discussing things openly with their healthcare provider due to fear around discrimination, leading to secrecy and creating a poor relationship (Creaven and O’Malley-Keighran, 2018). As previously discussed, Mills and Stoneham (2020) describe SLT’s as having an essential role in enabling open and dynamic conversations due to having advance communication skills (RCSLT, 2017). However, it is clear from the respondent 1’s report that these skills are not always utilised. It is possible to see the impact this had on them, calling it “fundamental failure to allow dialogue” and reporting they did not see progress from “generic therapy approaches”. It is possible to see from these findings that a great deal of the weaknesses in the therapy journey are related to the therapeutic relationship, therefore this is an essential area for growth within the SLT training journey.  

Areas of Strengths

Question 5 focussed on the positives of the therapy journey. This highlights the researcher’s bias, as there was an expectation for negative responses, in turn meaning the researcher wrote more questions focussing on the negative aspects of therapy. The limited information provided in the positive responses’ feeds into these expectations. 

Respondent 1 identified the feeling of hope as a positive for SLT, however, this was before they started engaging in therapy practices (appendix 1.7). This respondent then identified further negativities within the therapy journey, specifically relating to personalisation. The RCSLT (2017) emphasise that a personalised therapy package is essential as part of the gender journey. This is a key theme throughout the evidence base as focus shifts towards an affirming model of therapy which removes binary expectations and views communication as ever evolving (Call et al, 2021; Testa et al, 2016; Davies et al, 2015). In contrast to this, respondent 2 stated that their positive from SLT was “Not feeling pushed into trying to sound a specific way” (appendix 1.7). This highlights the need for more standardisation across the NHS in regards to SLT, as it is clear there is a need for upskilling around gender affirming approaches. This is something that is clear across the NHS within the wider multidisciplinary team (Diamond and Butterworth, 2008; Leikin, 2019; McNeill et al, 2021), highlighting an area for further research development. When considering this from the viewpoint of binary communication expectations, the responses feed into the conclusion from the literature review, in that there are large gaps in knowledge and standards for providing a less binary focussed healthcare.

Gender exploration

Four questions focused on the topic of Gender (4,7,8,10). 

Respondent 1 reported that their SLT used the term “true transgender” and denied their access to services due to “not living in gender full time”. These reports feed into the ongoing issues related to the triadic therapy model in gender clinics (Coleman et al, 2022). However, it is uncommon to see these binary expectations enforced in SLT as there are no prerequisites to receiving SLT (Coleman et al, 2022) and no requirements around gender binaries are seen in TNB voice therapy frameworks (RCSLT, 2017). There are several studies which support the notion that SLT aims should include supporting the individual’s identity, not gender perceptions (Wylie et al, 2016; Creaven and O’Malley-Keighran, 2018; Mills, Stoneham and Georgiadou, 2017; Hancock and Helenius, 2012). However, this was not evident during respondent 1’s therapy journey which emphasises the lack of equitable experiences in SLT.  This inability to raise concerns with the therapist around the binary expectations that were enforced in the clinical setting emphasise the ongoing issues with healthcare disparities for people who do not fit binary gender expectations (Cooper, 2022). Therefore, it is clear from the findings that further development is needed in this area; however, the route to manage this is not clear from this research project. 

TGD people often avoid openly discussing their care due to fear around discrimination, leading to secrecy and creating a poor relationship (Chipidza et al 2015; Creaven and O’Malley-Keighran, 2018). This, combined with the therapist’s choice of terminology that is rooted in gender binary and lack of acknowledgement of concerns would likely have caused poor therapy outcomes (Chipidza et al, 2015). Fifty years ago, it was acknowledged that a mismatch between patient and therapist impacts on patient satisfaction (Korsch and Negrete, 1972) and yet these findings highlight that this remains an issue. It is possible that as the new Standards of Care have recently been released and discuss the need to move away from binary practice in gender care (Coleman et al, 2022) we may see a change in the way SLT’s work. However, the RCSLT’s (2017) TNB voice framework emphasises the need for a affirming, not conforming approach and this was not the experience for either respondent as they did not feel full able to open up and discuss things with their therapist. Golden and Oransky’s (2019) therapy model for gender affirming care highlights progress that is already present for healthcare professionals to follow; however, as the NHS adopts the latest standards of care, a broader level of change may be seen. These findings highlight that an overall review of training from university through to current practice is needed. It is possible that a review of the RCSLT TNB voice framework is needed to expand to emphasise more development and growth in the area of therapeutic relationship. Although, it is possible to argue this is a fundamental skill in SLT, and not something that can be taught. 

Summary

This analysis highlights that respondents’ perceptions in regards to SLT services were primarily related to negative experiences. However, some of these areas are beyond SLT control, such as timing, as this can often be tied to funding demands or service specifications (NHS England, 2018). The key takeaway from the survey is that SLTs lack the ability to engage and discuss a patient’s profile of need in order to build a foundation for ensuring good outcomes and therapy satisfaction (Chipidza et al, 2015; Korsch and Negrete, 1972). It also emphasises the role SLTs have in enabling open and dynamic conversations about gender due to their lack of gatekeeping status (Mills and Stoneham, 2020). The discussions SLTs have in regards to gender can be taken to the MDT to allow for more affirming care, as is recommended in the latest standards of care (Coleman et al, 2022). Highlighting the overall benefit of ensuring a baseline requirement for SLT training regarding gender to ensure affirming care throughout the UK is particularly pertinent as several studies have found that a lack of education is a barrier to TNB individuals accessing appropriate healthcare (Call et al, 2021; Leikin, 2019; RCSLT, 2017). 

Reflective journal Analysis

The reflective journal was completed alongside the project throughout the month of October when the survey was open to responses. During this time, the researcher monitored the responses and reflected on the information to allow for personal growth and deeper understanding of the research. 

The first entries are based on learning from the literature review, however, as responses began a more specific level of reflection could be completed. These reflections were structured by Brookfield's (1995) four lenses, with a key focus on self and patient. The goal of further research would then look at the MDT and Evidence Base to allow for greater clinical application (Russell and Kelly, 2002). 

Bias is particularly apparent after competition of the literature review, where the researcher noted they would often explain communication aspects such as women moving their hands more or touching their hair, without explaining that this was not a required norm (Mills and Stoneham, 2020). In order to manage this, the researcher modified their approach and began using language such as ‘speaking stereotypically’ or ‘to generalise the population’ in the hope that patients would then understand that this was not an enforced expectation (Hentschel et al, 2019) (Appendix 1.4: 17.10.22). This language highlighted to the researcher that although they aim to maintain a NB language approach, their bias as a cis-gender person (gender at birth is in line with the gender they identify with) meant they were not considering the way they approached communication stereotypes (Hentschel et al, 2019; Gonzales and Henning-Smith, 2017; Anderson, 2020). 

The Reflective Journal highlighted that although the researcher uses a voice in the lower female spectrum, their cis-gender bias plays a role in the lack of importance their voice plays on their gender perception (Anderson, 2020) (Appendix 1.4: 11.10.22). Anderson et al (2019) further supports this, as often TNB people feel they need to pass (not be detected in society) as being TNB in order to be safe, which is due to ongoing transphobia across the UK remaining pertinent. The Government Equalities office (2018) found that 67% of TNB people feared negative reactions secondary to gender identity, highlighting that TNB people may feel unable to explore beyond male or female for their own safety. Based on this, although the researcher can highlight to patients that pitch is not essential to vocal quality, their cis-gender experiences and gender typical appearance mean that they are not viewed negatively by society (Anderson, 2020). In order to manage this, SLT’s must acknowledge that passing (the idea of being TNB going undetected in society such as to pass as male from appearance/voice), safety and affirmation are sound reasons to be seeking a binary voice, whilst discussing societal expectations and conformity (Anderson et al 2019).

On 11.10.22 the researcher noted that when praising vocal ranges, they were often more positive in the language they used when patients were achieving either a female or male vocal range, with less praise when someone was in a NB vocal range. This may be due to listener bias, as studies have shown that often, listeners will attempt to relate a NB vocal range to a gender binary due to internalised gender bias (Azul and Quoresimo, 2022; Davies, Papp and Antoni, 2015). In noting this, the researcher was able to reflect on their own gender bias and mitigate this through further education and training around non-binary communication. Adler et al’s (2012) research highlights that an individual’s perception of communication is socially determined, highlighting that SLTs need to manage their own gender bias to ensure they are not enforcing them on their patients (Hentschel et al, 2019; Gonzales and Henning-Smith, 2017; Anderson, 2020). Coleman et al (2022) found that often NB people feel as though they are invisible in healthcare, and have to mould to be either male or female in order to engage with treatment, stating they are often made to feel like a fad, or that they are confused. In truth, the researcher having not noticed their bias with vocal ranges prior to this study highlights this as an ongoing issue (Anderson, 2020). 

Further analysis 

The themes in both the survey and diary can be further broken down into specific therapist-based traits (communication, personalisation and therapeutic relationship) and therapy-based restrictions (consolidation time and education).  The therapist-based traits provide opportunities for self-reflection and growth, whereas the therapy-based restrictions are limited by the service specifications of the NHS highlighting the need for a service wide review of SLT provisions and training.  

Therapy-based restrictions

The service specification provided by NHS England and RCSLT suggest a 6-session model (NHS England, 2018; RCSLT, 2017). However, this is not always possible due to funding and service provision (with some services only able to provide intense 2-day programmes). Speaking from practice-based experience, and in combination with the results of the survey there is currently large disparities in the models of therapy across the UK. The need to be honest with patients around the service limitations may help to support their ability to engage in the therapeutic process (Emmanuel, 2002). The recently updated guidance from Coleman et al (2022) highlights the need for change across the whole NHS specification, from the triadic model to SLT. Coleman et al (2022) argues that further professional training is an essential part of improving the healthcare journey for TNB individuals to ensure more gender affirming practices become the norm. 

Therapist-based restrictions

It is possible to see from the analysis of both the survey and the journal, that there is ongoing room for personal growth in relation to gender binaries in therapy. The researcher’s cis-gender bias played a role in the way they approached gender stereotypes, which is possible to see from therapy resources made prior to the project which focussed on male or female communication. However, the reflective journal highlights progress in this regard, with changes made to resources and language to make them less stereotypical. The nature of being a therapist means that everyone will have a different therapeutic style (Black et al, 2005). This means that no therapy session will be the same; however, the contrasting opinions highlighted in this study mean that there may be larger disparities across the NHS than may be perceived by therapists in practice. The RCSLT (2017) competencies have helped to provide standard requirements of education for working with the TNB population. However, this remains a large area for development as many therapists do not have funding of continual professional development time to work through these competencies as they are not based in gender clinics (RCSLT, 2017). 

Limitations

This small-scale study has highlighted a range of areas for development; however, it is essential to acknowledge its limitations. As noted at the start of this analysis, a key limitation of this project is the low number of responses. The lack of responses impacts the overall generalisability of the project, as it is not an accurate representation of the whole population (Keserlioglu et al, 2019). Alongside this, the nature of qualitative data means the findings are less easily applicable to the broader NHS context (NHS Ethics, 2018), further limiting its generalisability. 

Upon reflection, it is possible to see that this study covered a broad area of aims within its small scope, had the aims and questions been more specific, it may have been possible to draw more detailed conclusions (Ross and Bibler Zaidi, 2019). This also applies to the data collection only being a survey, as, although this allows in-depth responses, it does not allow for question expansion that would be possible through use of interviews or focus groups (Keserlioglu et al, 2019), meaning findings and conclusions are rooted in assumptions and may be superficial as they lack in-depth discussions. 

Of the 10 questions in the survey, 3 were 2-part questions, neither participant answered the second part of the question possibly due to lack of readability of 2-part questions, which limited the impact of some of the content of the survey. Research has highlighted that this can be an issue in surveys (Bishop, 1987), therefore upon reflection any further research conducted by the researcher would avoid the use of 2-part questions.  

The lack of specific research into this topic area is a limitation, as it means the literature review did not provide as much topic specific evidence as may have been beneficial in order to provide clear research foundations (Ross and Bibler Zaidi, 2019). However, the researcher managed this limitation to a degree by using research regarding different topic areas and older pieces. In order to increase participation in the future, it would be important to consider more open questions and clear outcomes for the project to help people feel they will benefit from participation (Stock and Hickman, 2014).

Conclusion 

This project set out to explore the impact of communication stereotypes on SLT to support and develop the researcher’s understanding of patient need. However, although the results have highlighted that, yes, communication stereotypes are present in SLT, there are far larger issues within the clinical setting that need managing. In order to engage TNB people in discussion about gender binaries, it is essential we build a good therapeutic relationship to enable open and honest conversations. The insight provided by the respondents emphasises that there is a larger piece of work needed to be completed by therapists both internally (to better their own communication methods) and externally (by the profession as a whole) to enable systematic change. 

The project highlighted areas of possible further research including:
· A review of how SLT manage their waiting list in relation to education and foundations skills would be beneficial
· A review of service specification at an NHS England level has been indicated
· Therapist’s would benefit from greater evidence base around moving away from binary communication, highlighting a need for further generalist research in this area. 

To conclude, this research has provided insight into the needs of the TNB population specifically in regards to SLT. It has highlighted key themes including: communication breakdown, importance of therapeutic relationship and need for education. The study has provided some insight into binary communication and gender stereotypes, whilst in-turn highlighting the vast field of research yet to be explored in relation to this topic area.
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APPENDIX 1

APPLICATION FOR ETHICAL APPROVAL

In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  

Delete the Guidance Notes at the end of the form BEFORE submitting your application

SECTION A: About You (Principal Researcher)
	1
	Full Name:
	Grace Chugg

	2
	Tick all boxes which apply:

	Member of staff:
	☐
	Honorary research fellow:
	☐

	3
	Undergraduate Student
	☐	Taught Postgraduate Student
	☒	Postgraduate Research Student
	☐


	4
	Institute/Academic Discipline/Centre:
	WAPPAR


	5
	Campus:
	Carmarthen


	6
	E-mail address:
	gracemchugg@gmail.com

	7
	Contact Telephone Number:
	07949694182


	
	For students:

	8
	Student Number:
	2115806

	9
	Programme of Study:
	MA in Professional Practice (Voice Pedagogy)

	10
	Director of Studies/Supervisor:
	Nick Samuel


SECTION B: Approval for Research Activity
	1
	Has the research activity received approval in principle?
(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)
	YES
	☒	NO
	☐
	
	
	Date

	2
	If Yes, please indicate source of approval (and date where known): Approval in principle must be obtained from the relevant source prior to seeking ethical approval
	Research Degrees Committee
	☐	

	3
	
	Institute Research Committee
	☐	

	4
	
	Other (write in)
WAPPAR Ethics Board Representative
	☒	



SECTION C:  Internal and External Ethical Guidance Materials
	
	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines.

	1
	UWTSD Research Ethics & Integrity Code of Practice

	☒
	2
	
UWTSD Research Data Management Policy
	☒

	3
	

	☐



SECTION D: External Collaborative Research Activity
	1
	Does the research activity involve collaborators outside of the University?
	YES
	☐
	NO
	☒

	2
	If Yes, please provide the name of the external organisation and name and contact details for the main contact person and confirmation this person has consented to their personal data being shared.as part of this collaboration.

	3
	Institution
	


	4
	Contact person name
	


	5
	Contact person e-mail address

	

	6
	Has this individual consented to sharing their details on this form?
	YES
	☐
	NO
	☐

	7
	Are you in receipt of a KESS scholarship?
	YES
	☐
	NO
	☐

	8
	Is your research externally funded
	YES
	☐
	NO
	☐

	9
	Are you specifically employed to undertake this research in either a paid or voluntary capacity?
	Voluntary
	YES
	☐
	NO
	☐

	10
	
	Employed
	YES
	☐
	NO
	☐

	11
	Is the research being undertaken within an existing UWTSD Athrofa Professional Learning Partnership (APLP)
	If YES then the permission question below does not need to be answered.
	YES
	☐
	NO
	☐

	12
	Permission to undertake the research has been provided by the partner organisation
	(If YES attach copy)
If NO the application cannot continue
	YES
	☐
	NO
	☐




Where research activity is carried out in collaboration with an external organisation
	13
	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☐

	14
	
If Yes, please attach a copy of any final approval (or interim approval) from the organisation




SECTION E: Details of Research Activity
	1
	Indicative title:
	Voice modification: A review of current practice


	2
	Proposed start date:
	19th September 2022
	Proposed end date:
	5th January 2023


	3
	Introduction to the Research (maximum 300 words)
Ensure that you write for a Non-Specialist Audience when outlining your response to the three points below:
· Purpose of Research Activity
· Proposed Research Question
· Aims of Research Activity
· Objectives of Research Activity
Demonstrate, briefly, how Existing Research has informed the proposed activity and explain
· What the research activity will add to the body of knowledge 
· How it addresses an area of importance. 

	4
	Purpose of Research Activity

The purpose of this research is to explore if Speech and Language Therapy is currently meeting the needs of Transgender and noinary patients. It will look at the impact of gender constructs, if therapy feeds into these and the impact of ‘passing’. It will establish why people disengage with SLT, and if this is due to lack of therapeutic tailoring. It will explore if SLT feeds into unnecessary gender constructs. 

(this box should expand as you type)

	5
	Research Question

Voice modification: Are Speech and Language Therapists meeting the needs of the patients or the needs of gender constructs?


(this box should expand as you type)

	6
	Aims of Research Activity

This study will aim to gather views of trans and NB patients who have engaged in some form of SLT, and explore their opinions of the therapy provided. It will aim to establish what people would like to see change in SLT, why people may not attend SLT and how we can better the service provided for this client group.


(this box should expand as you type)

	7
	Objectives of Research Activity

1) The goals of those receiving SLT, and what they would like to see from SLT 
2) Why people disengage from SLT  
3)  The role of SLT in the movement away from binary therapy 


(this box should expand as you type)

	8
	Proposed methods (maximum 600 words)
Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed.

	9
	I will aim to collect qualitative data, which will be analysed using thematic analysis to identify key themes. From this, more detailed insight will be collected from interviews. Thematic analysis of the interviews and my diary will be used alongside the surveys to draw conclusions on my findings.

Methods

1) Surveys – Data will be collected via office forms using open questions. These will build the foundation for interviews following analysis.
2) Semi-structured interview – During the survey, participants will be able to ‘opt in’ to engaging in interviews. Questions for the interviews will be established following analysis of the surveys to ensure a broad range of data. 
3) Diary – a reflective diary will be kept my myself throughout my research journey and will explore how my therapeutic practice changes throughout the project. It will look at details such as the changes to the language I use, or the way I approach therapy sessions. This will then guide further research aims around SLT’s. 


(this box should expand as you type)




	10
	Location of research activity
Identify all locations where research activity will take place.

	11
	Online via office forms, and via teams/zoom or via telephone if needed.

(this box should expand as you type)

	12
	Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants.

	13
	N/A


(this box should expand as you type)



	14
	Use of documentation not in the public domain: Are any documents NOT publicly available?   

	NO
	☒

	
	
	YES
	☐

	15
	If Yes, please provide details here of how you will gain access to specific documentation that is not in the public domain and that this is in accordance with prevailing data protection law of the country in question and England and Wales.



(this box should expand as you type)



SECTION F: Scope of Research Activity
	1
	Will the research activity include:
	
YES
	
NO

	2
	Use of a questionnaire or similar research instrument?
	☒
	☐

	3
	Use of interviews?
	☒
	☐

	4
	Use of diaries?
	☒
	☐

	5
	Participant observation with their knowledge?
	☐
	☒

	6
	Participant observation without their knowledge?
	☐
	☒

	7
	Use of video or audio recording?
	☒
	☐

	8
	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	9
	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	10
	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	11
	Investigation of participants involved in illegal activities?
	☐
	☒

	12
	Use of procedures that involve deception?
	☐
	☒

	13
	Administration of any substance, agent or placebo?
	☐
	☒

	14
	Working with live vertebrate animals?
	☐
	☒

	15
	Other primary data collection methods, please explain in this box
For example, ‘focus groups’. Please indicate the type of data collection method(s) in this box and tick the accompany box.
	☐
	☒

	16
	Details of any other primary data collection method:



(this box should expand as you type)
	
	


If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants
	1
	Who are the intended participants:
	
YES
	
NO

	2
	Students or staff at the University?
	☐
	☒

	3
	Adults (over the age of 18 and competent to give consent)?
	☒
	☐

	4
	Vulnerable adults?
	☐
	☒

	5
	Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)
	☐
	☒

	6
	Prisoners?
	☐
	☒

	7
	Young offenders?
	☐
	☒

	8
	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	9
	People engaged in illegal activities?
	☐
	☒

	10
	Others (please identify specifically any group who may be unable to give consent) please indicate here and tick the appropriate box.

	☐
	☒

	11
	Other – please indicate here:

(this box should expand as you type)
	
	



	12
	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	13
	How many participants are expected?

	5-10 people in survey, 2-3 in interview. 
(this box should expand as you type)

	14
	Who will the participants be?

	
Trans and noinary people from the UK who have engaged in at least 2 SLT sessions.

(this box should expand as you type)

	15
	How will you identify the participants?
	
Convenience sampling will be used, with people aiming to be recruited via social media through LGBT+ charities sharing my survey. Though recruited for interview will be brough in from the survey.

(this box should expand as you type)



	16
	Information for participants:
	
YES
	NO
	
N/A

	17
	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☒
	☐
	☐

	18
	Will you tell participants that their participation is voluntary?
	☒
	☐
	☐

	19
	Will you obtain written consent for participation?
	☒
	☐
	☐

	20
	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☒
	☐
	☐

	21
	If the research is observational, will you ask participants for their consent to being observed?
	☒
	☐
	☐

	22
	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☒
	☐
	☐

	23
	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☒
	☐
	☐

	24
	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☒
	☐
	☐

	25
	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☒
	☐
	☐

	26
	If NO to any of above questions, please give an explanation 

	27
	
(this box should expand as you type)



	28
	Information for participants:
	
YES
	NO
	
N/A

	29
	Will participants be paid?
	☐
	☒
	☐

	30
	Is specialist electrical or other equipment to be used with participants?
	☐
	☐
	☐

	31
	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☒
	☐

	32
	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☐
	☐

	33
	If YES to any question, please provide full details 

	34
	


(this box should expand as you type)



SECTION H: Anticipated Risks
	1
	
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	2
	Full risk assessment completed and appended? 

	Yes 
	☐

	
	
	No
	☒

	3
	Risks to participants
For example: emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	4
	Risk to Participant:

Due to the nature of transitioning often being associated with poor outcomes and poor mental health, participants may find discussing their transition upsetting. 
(this box should expand as you type)
	How will you mitigate the Risk to Participant

Participants will be given a clear consent form outlining the aims of the research, and will be provided with a debrief. At any time, participants can opt out and their data can be removed. For those being interviewed, questions can be given in advance to ensure time to prepare and decide if they wish to engage in the interviews. 


(this box should expand as you type)

	5
	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
	
Trans support line information will be provided on debrief. 

(this box should expand as you type)

	6
	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
	Risk to Investigator:

There is a risk of emotional harm due to the researcher’s work being in this field. The findings may lead to re-evaluation of working practices and may lead the more insight into biases/ negative practices. 

(this box should expand as you type)
	How will you mitigate the Risk to Investigator:

The reflective journal will help ensure the researcher has time to process findings. Time to have breaks from research will be given. Discussion with supervisors from a work context will also support the researcher.

	7
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to University:

There is risk in relation to data protection as this project involves data collection

(this box should expand as you type)
	How will you mitigate the Risk to University:

All data will be anonymous, and will be stored in password protected files on a password protected laptop. 
 
(this box should expand as you type)



	8
	Disclosure and Barring Service

	9
	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	YES

	NO

	N/A


	10
	Does your research require you to hold a current DBS Certificate?
	☐
	☒
	☐



SECTION I: Feedback, Consent and Confidentiality
	1
	Feedback
What de-briefing and feedback will be provided to participants, how will this be done and when? 

	
	A debriefing document will be provided at the end of interviews and surveys. The researches email will be provided for any further discussion and support line contact information will be given.

(this box should expand as you type)

	2
	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.

	
	A consent form will be provided prior to any surveys or interviews which participants will agree to prior to any data collection. This will be by pressing next on a survey and by verbally agreeing during interview. The consent form will outline the aims of the project to ensure informed consent is given.


(this box should expand as you type)

	3
	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
	No identifiable information will be gathered. Interview participants will be asked to changed their names on teams/skype to a pseudonym.

(this box should expand as you type)



SECTION J: Data Protection and Storage
In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	1
	Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?
	YES
	NO

	
	“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person.
	x
	☐

	2
	If YES, provide a description of the data and explain why this data needs to be collected:

	
	Data will need to be collected as part of transcription and analysis; however, this will then be deleted and all transcribed documents will be anonymous. Following analysis and write up, all transcription will be deleted.

(this box should expand as you type)

	3
	Does it involve special category data (as defined by the GDPR)?
	YES
	NO

	
	“Special category data” means sensitive personal data consisting of information as to the data subjects’ –
(a) racial or ethnic origin,
(b) political opinions,
(c ) religious beliefs or other beliefs of a similar nature,
(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) physical or mental health or condition,
(f) sexual life,
(g) genetics,
(h) biometric data (as used for ID purposes),
	
x
	
☐

	4
	If YES, provide a description of the special category data and explain why this data needs to be collected:

	
	Due to the nature of transitioning remaining a complex process in the UK, mental health may be discussed as the impact of wait times can often greatly impact mental health

(this box should expand as you type)



	5
	
Will the research activity involve storing personal data and/or special category data on one of the following:
	YES
	NO

	6
	Manual files (i.e. in paper form)?
	☒
	☐

	7
	University computers?
	☐
	☒

	8
	Private company computers?
	☐
	☒

	9
	Home or other personal computers?
	☒
	☐

	10
	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☒
	☐

	11
	“Cloud” storage or websites?
	☐
	☒

	12
	Other – specify:

	☐
	☒

	13
	For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of password protection, encryption, anonymisation and pseudonymisation:

	
	
All data will be anonymous from point of entry on the survey, and all transcription will be anonymous. Recordings of interviews will be stored in a secure file that will be password protected, on a password protected laptop and in password protected cloud storage on the company’s Office 365 system which will not be shared. Audio/visual data will be transcribed and would be shown to participants to check accuracy of reporting. Any USB sticks used to store or transfer data will be password protected. All participants will be given a unique identifier to ensure confidentiality and this list will be kept securely in the password protected folder. 


(this box should expand as you type)

	14
	All Data Storage

	15
	Will the research activity involve any of the following activities:
	YES
	NO

	16
	Electronic transfer of data in any form?
	☒
	☐

	17
	Sharing of data with others at the University?
	☐
	☒

	18
	Sharing of data with other organisations?
	☐
	☒

	19
	Export of data outside the European Union or importing of data from outside the UK?
	☐
	☒

	20
	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	21
	Publication of data that might allow identification of individuals?
	☐
	☒

	22
	Use of data management system?
	☐
	☒

	23
	Data archiving?
	☐
	☒

	24
	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and DPA (and/or any international equivalent):

	
	

All participants will be given a unique identifier to ensure confidentiality and this list will be kept securely in the password protected folder and All data will be encrypted and kept in password protected cloud storage on the Company’s Office 365 system which will not be shared. Any USB sticks used to store or transfer data will be password protected. All data transfers will be encrypted and password protected.  All participants will be given a unique identifier to ensure confidentiality and this list will be kept securely in the password protected folder. The data will be stored until the completion of the project and then deleted. In accordance with the DPA2018, participants will have the right to ask to see what data is held relating to them, and this data will be deleted immediately if the participant requests this, in which case the data will not be used in the project.
 


(this box should expand as you type)

	25
	List all who will have access to the data generated by the research activity:

	
	The principal researcher only.


(this box should expand as you type)

	26
	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
	The principal researcher only


(this box should expand as you type)

	27
	Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
	

All data will be encrypted and kept in password protected cloud storage on the Company’s Office 365 system which will not be shared. Any USB sticks used to store or transfer data will be password protected, and will be reformatted at the end of the project in order to destroy the data. The data will be stored until the completion of the project and then deleted. 

(this box should expand as you type)

	28
	Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 

	
	
No

(this box should expand as you type)

	29
	Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)

	YES
	☒

	
	
	NO
	☐

	30
	Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding
	YES
	☒

	
	
	NO
	☐



SECTION K: Declaration
	31
	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 

	
	Signature of applicant:
	GMCHUGG
	Date:
1-8-22



For STUDENT Submissions:
	32
	Director of Studies/Supervisor:
	Louise Emanuel
	Date:
13-9-22

	33
	Signature:
	Louise Emanuel

	



For STAFF Submissions:
	34
	Academic Director/ Assistant Dean:
	
	Date:

	35
	Signature:
	

	



Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.

	☐
	I confirm that the research activity has received approval in principle

	☐
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	I have attached a full risk assessment (and have NOT completed Section H of this form) (where appropriate)  ONLY TICK IF YOU HAVE ATTACHED A FULL RISK ASSESSMENT

	☒
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☒
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Academic Director.

	☐

	I have deleted the guidance notes before submitting the PG2 for consideration
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Hello Grace,
 
We are pleased to confirm we have now received your ethics approval ready for you to start your research.  I have attached your form for your reference.
 
I hope you have an enjoyable weekend.
 
 
Kind regards,
 
Tracy Theobald


Appendix 1.2

From: g.chugg@nhs.net
To: research.lypft@nhs.net

Date: 3/8/22 at 09:05

Hello,
 
I am currently completing the first year of my MA. I am aiming to complete a review of current SLT services for trans and non binary people by sharing a survey through charities and social media. I am not going to focus on patients who are in our service, and will not be recruiting anyone because they are having therapy in the trust. From what I have read on the NHS ethics research tools, this project does not require NHS Ethics however as I work for Leeds I wanted to check. 
 
 
Also, I was wondering how I sign up to become aware of any funding opportunities via HEE to complete my second year of my masters?
 
Thanks
Grace
 
RESPONSE:

From: research.lypft@nhs.net
To: g.chugg@nhs.net

Date: 3/8/22 at 09:27

Hi Grace
 
Thanks for getting in touch. The need for NHS ethics starts with deciding whether your project is research or not – and then looks at how you are recruiting. It doesn’t sound like you do plan to recruit via NHS services though. Is it a survey you plan you send out?
 
You can sign up to our e-bulletin which is emailed monthly and includes funding and training opportunities? If you want to start receiving them I can add your details to our mailing list. For HEE specifically I’m sure you’d be able to sign up via their website?
 
 
Kind regards
Sinéad 
Sinéad  Audsley
Research Manager
Leeds and York Partnership NHS Foundation Trust
1st Floor, North Wing
St Mary’s House
St Mary’s Road
Leeds
LS7 3JX
Mobile: 07779 416847
Email: sinead.audsley@nhs.net
Twitter: @LypftResearch
Generic email: research.lypft@nhs.net



RESPONSE:

From: g.chugg@nhs.net

To: research.lypft@nhs.net

Date: 4/8/22 at 09:09

Hi Sinéad, 
 
Thanks so much for getting back to me! 🙂
 
So, I am aiming to establish if current NHS services across England and Wales are meeting the needs of trans individuals. They will not be recruited via NHS, but via convenience sampling through social media. It will be a survey, and then if time allows potentially 1:1 interview with a smaller selection for more detailed information. 
 
I would love to be on the e-bulletin  🙂
 
 
Look forward to hearing from you, 
 
Grace



RESPONSE:

From: research.lypft@nhs.net

To: g.chugg@nhs.net


Date: 4/8/22 at 13:22

hi Grace
 
I’ll add you to the e-bulletin. 
 
If there’s no NHS involvement then you don’t need to seek approval from the Trust (for research). 
 
Regards
 
Sinead
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Grace Chugg 
Advanced Speech and Language Therapist 
05/08/2022


Dear UWTSD,



RE: Voice modification: A review of current practice. Are Speech and Language Therapists meeting the needs of the patients or the needs of gender constructs?
I confirm that I approve of the research proposal ‘Voice modification: A review of current practice’ by Grace Chugg SLT. This project will take place between September 2022 and January 2023. 

Kind Regards,
Grace Chugg


Appendix 1.4

Project Director: Grace Chugg (gracemchugg@gmail.com)

 

PLEASE USE THE ABOVE EMAIL FOR ANY QUESTIONS OR TO WITHDRAW PARTICIPATION.

 

This survey should take ten to fifteen (10-15) minutes of your time approximately to complete.

 

You are invited to participate in this online survey on Gender affirming Speech and Language Therapy. This is a research project being conducted by Grace Chugg through the Voice Study Centre as part of the University of Wales Trinity St David's. It is in no way affiliated with the NHS.

 

AIM OF THIS STUDY

This study is aiming to review current NHS Speech and Language Therapy services for trans and NB people. It is aiming to explore how patients feel their voice and communication needs have been met during therapy and if they would have liked to see less binary communication constructs during their sessions.

 

WHO CAN PARTICIPATE?

- Trans, NB and gender non conforming individuals who have engaged with NHS Speech and Language Therapy.

 

Participants must be:

- Over the age of 18

- In England or Wales

- Have engaged in NHS Speech and Language Therapy in the last 2 years

- Have had at least 2 sessions of Speech and Language Therapy


Appendix 1.5
 

CONSENT FORM.

 

 I voluntarily agree to participate in this research study.

 I understand that even if I agree to participate now, I can withdraw at any time or refuse to answer any question without any consequences of any kind.

 I understand that I can withdraw permission to use data from my interview within two weeks after the interview, in which case the material will be deleted.

 I have had the purpose and nature of the study explained to me in this form and I am aware I am able to contact the researcher on the email address provided should I have any questions.

 I understand that participation involves completing this survey.

 I understand that I will not benefit directly from participating in this research.

 I understand that all information I provide for this study will be treated confidentially.

 I understand that in any report on the results of this research my identity will remain anonymous. This will be done by changing my name and disguising any details which may reveal my identity or the identity of people I speak about.

 I understand that disguised extracts from my responses to this survey may be quoted in the project report, dissertation, conference presentation, published papers etc.

 I understand that if I inform the researcher that myself or someone else is at risk of harm they may have to report this to the relevant authorities - they will discuss this with me first but may be required to report with or without my permission.

 I understand that signed consent forms and survey responses will be retained in a secure file that will be password protected, on a password protected laptop and in password protected cloud storage on the company’s Office 365 system which will not be shared.The data will be stored until the completion of the project and then deleted.


Appendix 1.6

Reflective Journal 

3.10.22
During creation of therapy resources today, I used the foundations of my evidence base to guide my writing. Previously, I have written resources for those looking for a male voice, and those looking for a female voice. Whereas today I am creating resources that encompass male, female and NB techniques to allow for open discussions with patients. 

5.10.22
Today, I had a meeting with a NB colleague to discuss the service for NB individuals. This was an open discussion about their thoughts on why NB individuals felt unable to access SLT, the impact of stereotypes and the progress that needed to be made. From this I felt able to review my own bias, and acknowledge the changes I need to make in my own practice (such as talking to someone about vocal flexibility). 

11.10.22
Today, myself and a colleague engaged in practicing with the resources discussed above to support ensuring they are accessible. I noted myself complementing him when he was able to achieve higher and lower pitches, however my positive feedback was less when he was in a more gender-neutral vocal range. As someone who speaks on the lower end of a female spectrum, I reflected that I assume this is an easy task whereas it deserves the same level of praise for achieving the same as any other form of pitch modification. 

14.10.22
Today I checked my responses on my questionnaire, and noted that one individual had felt therapy lacked personalisation, and that they felt their therapist was on their own agenda. I reflected on this in my own practice and plan to have open discussions about therapeutic agenda with my new patients on Monday to ensure we are on the same page.  

17.10.22 
This AM I had a tutorial for the project, and this highlighted my need to manage and reflect on my own bias. During sessions today we discussed the differences in priorities depending on ‘passing’ and how my cisgender voice is not going to be reflective of patient’s journeys. I used the phrase ‘speaking stereotypically’ when explaining techniques to allow for more open conversation. 

27.10.22
Today I had a coding workshop with uni, which allowed me time to explore my responses in detail. It allowed me to begin identifying themes, and notice how I can improve my practice from these themes. This included education, so I spent some time refining my resources on education and discussing these in more depth with patients. One mentioned that they didn’t “get” SLT until they felt the anatomy, therefore highlighting the benefit of these resources.  




Appendix 1.7

Respondent 1

2.When attending Speech and Language Therapy, what was your goal? Did you feel this goal was achieved? 
some progress with speech feminisation
3.What 3 things could have improved your Speech and Language Therapy sessions? 
A Therapist who actively listened to their client
A Therapist who acknowledged the limitations of their expertise.
A Therapist who did not blame the client for the lack of progress when the limited palette of techniques used by the therapist did not address the objectively structural issues- ones which she chose to ignore.
4.Did you feel as though Speech and Language Therapy allowed you to explore your gender identity? 
No. The therapist was passive-aggressive, first of all denying me access to the service because I was not then living full time in my gender. When I persisted and enlisted further input from my GP, during the sessions, the SLT used terms such as 'true transgender'. I could go on further with other examples, but it offers little insight to her failings. She lacks insight and yet provides CPD to others and attends conferences! (but I digress)...
5.What aspects of Speech and Language Therapy did you like? 
The notion that I would be spending time with someone whom I believed was an expert, and that I would gain from their input. A sense of hope.
Unfortunately, this was before I actually endured their dreadful 'money for old rope' generic, 'coasting' approach. In essence her input wasn't just of no benefit, it was actually psychologically harmful. I endured, it ever hopeful, trying to quell the alarm bells. 
6.What aspects of Speech and Language Therapy did you dislike? 
That I spent the sessions like an orphan puppy, trying to be liked, in order to get the therapist to listen, to explore my problems, trying to make myself understood, trying not to be too challenging, trying not to appear as an awkward customer. I spent so much emotional effort and time that a state of relaxation to explore what I could of my vocal repertoire was almost unachievable. 
If they had said 'I'm sorry but the structural issues you (say you) have (she wouldn't acknowledge them) are not something I can help you with, I could have understood that, even if I didn't like it. Instead, commenting on how my eye and cheek would laterally deviate when I attempted to explore voice beyond my norm (which I had already explained was due to facial tightness) she talked about the bogus science of neurolinguistic programming, and using NLP as a framework, suggested a tendency to deviate my eye like that meant something or other, (I forget), and then asked if I had seen a counsellor. When I said I had, she said 'Hmm, interesting', and left the matter hanging, as if to infer I had a psychological component to the (structural) issue. She hinted that I wasn't trying hard enough. She even asserted that had I been living as my acquired gender, full time, I would have made progress! Always blame the patient. Awful!
7.Did you feel able to disagree with your therapist about ideas regarding your voice and communication in relation to your gender identity? 
No.
She was just coasting, with a generic approach, not listening, and had what I would subsequently describe as a tilty-headed patronising manner: Whenever I raised or tried to raise the issue I was held back by ( which has subsequently been confirmed as a structural problem, and amenable to highly targeted stretches -something I found out myself over the period subsequent to discharge by her)- she would say little, and attempt to draw me back to generic exercises which were stymied by the limitations imposed by tight structure. When I persevered, and asserted that I felt tightness was a problem, she merely showed me generic neck mobilisation exercises, and countered by saying that a female BBC News presenter who had a facial asymmetry was still able to sound feminine so my orofacial issues should be no bar to my success. She completely ignored the fact that this news presenter had not had a 'testosterone' vocal tract etc, and laid the cause of my inability to progress on my shoulders!
8.Did you feel as though stereotypes (such as women using more filler words like 'hmm', or men using less conversational questions) were used during therapy? Was this reflective of what you wanted from the sessions? 
Well, I recall this as part of her approach, but really this was a non -issue when compared to her fundamental failure to allow dialogue about the issue I raised of tight structures.
9.What developments would you like to see from Speech and Language Therapy in regards to gender affirming care? 
I think that just because a therapist is engaged with providing transgender specific healthcare, it doesn't automatically cancel out any latent transphobia, and that understanding the bare bones of transitioning does not automatically make them capable of delivering effective therapy. For a healthy and productive client-therapist relationship they need to actively listen, however time pressured they may feel.
If SLT's want to play the numbers game, when it comes to 'trans-' voice therapy, they can, of course take on only younger clients who do not have so many issues related to chronicity (whether musculoskeletal, or neuromuscular) and probably achieve greater success, by just doling out generic advice, and staying safe in this population, their expertise buoyed up by cherry picking and confirmation bias. But if SLT expertise is to develop, they might do well to look at the problems which they might be able to impact upon, if they chose to investigate, rather than, as happened in my case, where failure to progress occurs, browbeating the client, assuming that because the client is middle aged, they can write them off along the lines of being unable to teach an old dog new tricks.
When you have someone who is lead SLT for a large NHS Trust, highly specialist 'trans' SLT, and they failed to deliver useful therapy, it doesn't bode well for the standard allowed of Speech Therapy in the NHS.
10.Is there anything else you would like to add about your experience receiving Speech and Language Therapy? 
No, other than it was entirely negative and actively harmful.







Respondent 2

2.When attending Speech and Language Therapy, what was your goal? Did you feel this goal was achieved? 
some progress with speech feminisation
3.What 3 things could have improved your Speech and Language Therapy sessions? 
A Therapist who actively listened to their client
A Therapist who acknowledged the limitations of their expertise.
A Therapist who did not blame the client for the lack of progress when the limited palette of techniques used by the therapist did not address the objectively structural issues- ones which she chose to ignore.
4.Did you feel as though Speech and Language Therapy allowed you to explore your gender identity? 
No. The therapist was passive-aggressive, first of all denying me access to the service because I was not then living full time in my gender. When I persisted and enlisted further input from my GP, during the sessions, the SLT used terms such as 'true transgender'. I could go on further with other examples, but it offers little insight to her failings. She lacks insight and yet provides CPD to others and attends conferences! (but I digress)...
5.What aspects of Speech and Language Therapy did you like? 
The notion that I would be spending time with someone whom I believed was an expert, and that I would gain from their input. A sense of hope.
Unfortunately, this was before I actually endured their dreadful 'money for old rope' generic, 'coasting' approach. In essence her input wasn't just of no benefit, it was actually psychologically harmful. I endured, it ever hopeful, trying to quell the alarm bells. 
6.What aspects of Speech and Language Therapy did you dislike? 
That I spent the sessions like an orphan puppy, trying to be liked, in order to get the therapist to listen, to explore my problems, trying to make myself understood, trying not to be too challenging, trying not to appear as an awkward customer. I spent so much emotional effort and time that a state of relaxation to explore what I could of my vocal repertoire was almost unachievable. 
If they had said 'I'm sorry but the structural issues you (say you) have (she wouldn't acknowledge them) are not something I can help you with, I could have understood that, even if I didn't like it. Instead, commenting on how my eye and cheek would laterally deviate when I attempted to explore voice beyond my norm (which I had already explained was due to facial tightness) she talked about the bogus science of neurolinguistic programming, and using NLP as a framework, suggested a tendency to deviate my eye like that meant something or other, (I forget), and then asked if I had seen a counsellor. When I said I had, she said 'Hmm, interesting', and left the matter hanging, as if to infer I had a psychological component to the (structural) issue. She hinted that I wasn't trying hard enough. She even asserted that had I been living as my acquired gender, full time, I would have made progress! Always blame the patient. Awful!
7.Did you feel able to disagree with your therapist about ideas regarding your voice and communication in relation to your gender identity? 
No.
She was just coasting, with a generic approach, not listening, and had what I would subsequently describe as a tilty-headed patronising manner: Whenever I raised or tried to raise the issue I was held back by ( which has subsequently been confirmed as a structural problem, and amenable to highly targeted stretches -something I found out myself over the period subsequent to discharge by her)- she would say little, and attempt to draw me back to generic exercises which were stymied by the limitations imposed by tight structure. When I persevered, and asserted that I felt tightness was a problem, she merely showed me generic neck mobilisation exercises, and countered by saying that a female BBC News presenter who had a facial asymmetry was still able to sound feminine so my orofacial issues should be no bar to my success. She completely ignored the fact that this news presenter had not had a 'testosterone' vocal tract etc, and laid the cause of my inability to progress on my shoulders!
8.Did you feel as though stereotypes (such as women using more filler words like 'hmm', or men using less conversational questions) were used during therapy? Was this reflective of what you wanted from the sessions? 
Well, I recall this as part of her approach, but really this was a non -issue when compared to her fundamental failure to allow dialogue about the issue I raised of tight structures.
9.What developments would you like to see from Speech and Language Therapy in regards to gender affirming care? 
I think that just because a therapist is engaged with providing transgender specific healthcare, it doesn't automatically cancel out any latent transphobia, and that understanding the bare bones of transitioning does not automatically make them capable of delivering effective therapy. For a healthy and productive client-therapist relationship they need to actively listen, however time pressured they may feel.
If SLT's want to play the numbers game, when it comes to 'trans-' voice therapy, they can, of course take on only younger clients who do not have so many issues related to chronicity (whether musculoskeletal, or neuromuscular) and probably achieve greater success, by just doling out generic advice, and staying safe in this population, their expertise buoyed up by cherry picking and confirmation bias. But if SLT expertise is to develop, they might do well to look at the problems which they might be able to impact upon, if they chose to investigate, rather than, as happened in my case, where failure to progress occurs, browbeating the client, assuming that because the client is middle aged, they can write them off along the lines of being unable to teach an old dog new tricks.
When you have someone who is lead SLT for a large NHS Trust, highly specialist 'trans' SLT, and they failed to deliver useful therapy, it doesn't bode well for the standard allowed of Speech Therapy in the NHS.
10.Is there anything else you would like to add about your experience receiving Speech and Language Therapy? 
No, other than it was entirely negative and actively harmful.
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