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Introduction
In this paper, my aim is to reflect on my learning about adolescence life-stage and related lifespan theories and research, explore the options of applying the acquired psychological knowledge in my profession as a healthcare worker, and discuss ways of relating this learning to health and social care practice. 
This reflective paper consists of four main sections. In the first section, the reflective practise model that I used in my healthcare practice will be introduced. In section 2, I will reflect on my learning experiences about adolescence, the underpinning theories and related empirical research. In the next section, I will reflect on the practice undertaken by myself as a healthcare professional trying to apply the learnt knowledge while dealing with adolescents in my workplace. In the last section, I will reflect on how acquired knowledge might be applied in health and social care settings (HSC).	
The reflective practice model
Reflection is important and necessary in HSC contexts. As a reflective practitioner, I created my own reflective model by adopting some components from the existing reflection models (Driscoll, 2007; Gibbs, 1998; Kolb, 1984). The reflective practice model (figure 1) consists of three reflective processes: reflection on learning, reflection on action and reflection for action (Schon, 1982).

[bookmark: _Toc7541241][bookmark: _Toc7541284][bookmark: _Toc18617890]Figure 1: The reflective practice model (Bassot, 2016; Schon, 1982)
Reflection on learning 
Reflection on learning (ROL) involves three steps: description, analysis and impact. The chart below summarises the process of critical reflection in which I was engaged while reflecting upon my learning:

[bookmark: _Toc18617891]Figure 2: ROL (Driscoll, 2007; Gibbs, 1998)
Lifespan theories
Doing some research on adolescence extended my knowledge about lifespan developmental psychology which according to Baltes, Staudinger  and Lindenberger (1999) “deals with the study of individual development (ontogenesis) from conception into old age” (p. 471). Lifespan psychologists look at the changes in human cognition, emotions, and behaviour patterns that people undergo throughout their lives.  Reviewing the literature increased my knowledge about Piaget and Erikson’s theories which propose that people go through specific stages (e.g. infancy, adolescence, adulthood) when they grow and develop throughout their entire life span.
Piaget’s theory
Piaget’s cognitive development theory (table 1) that studies children’s mental development helped me comprehend how people’s mental abilities develop through distinct stages.  








[image: ]
[bookmark: _Toc18617868]Table 1: Piaget’s model of cognitive development (CliffsNotes, 2019)
I was especially interested in the formal operational stage that helped me understand adolescents’ cognitive development.  At this stage “adolescents make sense of their experiences and attempt to organise their worlds” (Swartz and Wild, 2012, p. 210). According to Piaget the development of the following mental abilities are observed in adolescence (Piaget, 1972 stated in McLeod, 2018b):

[bookmark: _Toc18617892]Figure 3: Cognitive development (APA, 2002; McLeod, 2018b)
Using these skills adolescents connect ideas and when confronted with new concepts or new situations, they try to integrate the new information to the existing knowledge (assimilation) and then seek to adjust their thinking to the outside world (accommodation).  They try to find balance (equilibrium) between the self and the world (Swartz and Wild, 2012). As a result of experimenting these new skills, adolescents often “argue for the sake of arguing” or “jump to conclusions” (APA, 2002, p. 11).
Erikson’s theory
Erikson’s psychosocial theory (table 2) that studies people’s emotional and social development helped me understand how people’s personality shapes throughout the life span by accomplishing specific psychosocial tasks. 

[bookmark: _Toc18617869][image: Picture]Table 2: Erikson’s psychosocial theory (Practical Skills in Psychology, 2019)
	While studying this theory, my special focus was on adolescence stage where the young people face the crisis of identity versus role confusion (McLeod, 2018a).  They strive to develop a consistent sense of identity. When struggling to form a coherent sense of self, they also try to gain social acceptance by peers and community (APA, 2002; Shaffer and Kipp, 2010). Interestingly, those who succeed in resolving this crisis have high self-esteem and the ability to commit close relationships whereas those who deal with this crisis in a negative way experience role confusion accompanied with lack of self-esteem and fear of genuine commitment of relationships (APA, 2002). The positive and negative results of the crisis resolution might be (figure 4):

[bookmark: _Toc18617893]Figure 4: Effects of identity crisis resolution (APA, 2002; Hendry and Kloep, 2012)
While the positive thinking and feelings may lead to good physical and mental health in the adolescents, the negative thoughts, emotions and behaviours may result in some negative outcomes such as emotional, eating or behavioural disorders (APA, 2002). 
Research on adolescence
When investigating about adolescence, I noticed that although I was familiar with the physical, cognitive and psychosocial changes that adolescents experience throughout this stage, I needed  to enhance my knowledge about how these biological (e.g. growth spurt and sexual maturation) and social factors (e.g. peers, family, school, work, community) affect adolescents’ cognitive, emotional, social and behavioural development. Adolescent brain development and accordingly the cognitive and social changes lead to critical thinking skills development (Swartz and Wild, 2012). Adolescents develop abilities to analyse situations and find appropriate solutions, evaluate alternatives and make decisions, solve problems and reflect (APA, 2002). After examining and analysing the lifespan theories, reviewing studies and evaluating information, I realised that there was a relationship among the above-mentioned factors, adolescents’ development and some mental disorders, and many health-related issues in this life-stage are associated with negative thoughts, emotions and experiences (APA, 2002; Sanders, 2013; Shaffer and Kipp, 2010; Swartz and Wild, 2012). The figure below demonstrates the relationship between bio-social factors, adolescents’ development and some pathological states:

[bookmark: _Toc18617894]Figure 5: Relationship between factors, development and mental disorders (Andreea-Elena, 2015; Gil & Molin, 2007; Gray & Squeglia, 2018; Mandalia et al., 2018 ; Rosewall, Gleaves, & Latner, 2018; NHS, 2018; Vizard et al., 2018; Wen, 2017) 
Reflection on action
Reflection on action (ROA) includes four steps: experimentation, outcome, evaluation, and conclusion. The figure below presents a summary of the RAO process in which I was involved when reflecting on my work experiences:

[bookmark: _Toc18617895]Figure 6: ROA (Gibbs, 1998; Kolb, 1984)
Since I work in an intensive medical unit, as a healthcare worker I had the opportunity to apply my learning when dealing with adolescent patients. I tried to benefit from this knowledge when planning and delivering care, solving various problems and making important decisions. 
Adolescent Patient Profile
The adolescents who received care in our ward were at middle and late adolescence. Some of them were treated for acute respiratory diseases (e.g. asthma, chest infection) and some for diseases typical for this age such as eating and anxiety disorders. The chart below provides detailed information about the adolescent patient profile to whom I have provided care over the last two months:






[bookmark: _Toc18617896]Figure 7: Adolescent patient profile
Communication and challenges with adolescents 
	While providing care to these adolescents, I experienced some challenges with them. Most of these were misunderstandings, refusing to listen and follow instructions, rejecting to take medications or eat meals, disturbing or confusing the other patients, and refusing to wash or dress properly. To effectively manage conflicts and successfully maintain communication with teenage patients, I benefitted from Piaget and Erikson’s theories and the knowledge acquired from the literature review and school sessions. To build rapport with these young people and be able to deliver high quality care, I tried to empathize with them and listen carefully and non-judgmentally bearing in mind their social backgrounds, emotional state and health problems. I was patient and consistent when dealing with negative eating behavior, hygiene and medication issues. The chart below summarizes the difficulties that I had with adolescents, my attitudes and behaviors in specific situations and the positive and negative outcomes of conflict resolutions:

[bookmark: _Toc18617897]Figure 8: Challenges, actions and outcomes
	Looking at the outcomes, some positive change in adolescents’ behaviors is obvious, yet some new negative behaviors appeared substituting the old ones (e.g. ordering lots of food for each meal instead of stealing the other patients snacks). It seems that I was successful in raising adolescents’ awareness about the importance of hygiene, nutrition and healthy foods, and listening skills. It also can be seen that my passion, friendliness, high motivation, positive attitude, close supervision got adolescents to understand that they should follow hospital rules, doctor and nurse orders, and respect other patients’ dignity and privacy. It is also clear that some social behavior needs to be reinforced to build healthy habits (e.g. personal care, healthy diet and good listening skills). 
Looking at my previous experiences as  a healthcare worker, I was not confident and very successful in dealing with adolescents at my workplace. However, in the last two months, I have learned a lot about their thinking, emotions, behaviors and challenges.  Now, I feel more confident when providing care to these young people and I am aware of how I should and should not behave in specific situations and interactions with them. 
Professional skills development
	After reflecting on my actions, I noticed that I was so stressful those days when I was providing care to adolescents. I was exhausted and moody after work, did not want to meet friends, and could not sleep at night. 
In order to cope successfully with negative behavior and solve problems effectively, I need to enhance my perceived self-efficacy. Believing in myself that I am capable of dealing with challenging tasks and situations will increase my motivation and self-confidence (Bandura, 1997). I also need to increase my resilience at work so that I can “cope adaptively with traumatic stressors” (Schwarzer and Warner, 2013, p. 140).  The strong sense of self-efficacy and increased resilience will lead to greater engagement in healthy behaviors as well as good decision making skills at work.
Reflection for action
	Reflection for action (RFA) consists of four steps: report, explanation, inquiry, and summary. The figure below summarizes the RFA process in which I was involved while reflecting on what can be applied in HSC settings.

[bookmark: _Toc18617898]Figure 9: RFA (Driscoll, 2007)
Knowledge application in community
To keep adolescents away from risk-taking activities or delinquency and negatively reinforce anti-social behaviours, Smith (2016) suggests some interventions. He proposes that adolescents with anti-social behaviours involved in various crimes can be engaged in productive self-development activities. According to Smith, government may make appropriate interventions such as “regulating alcohol sales, raising the legal driving age, and improving access to contraceptives” (p. 87), which might reduce thefts and assaults, car crashes and unwanted pregnancies. 
To help adolescents overcome challenges that they experience at this age, those who are involved with their up-bringing, education and wellbeing should be aiming at developing their self-efficacy and self-esteem. This will help them believe that they are capable of dealing with problems, controlling challenging situations without worrying or seeing them as a threat, and coping with daily stressors successfully (Schwarzer and Warner, 2013; Singh and Udainiya, 2009). Strong self-efficacy may positively influence their social attitudes, learning efficiency at school, and recovery from different mental illnesses (Bandura, 1997).
Knowledge Application in HSC Contexts
To fight with obesity, adolescents might be encouraged to participate in group sports with peers and eat healthy and nutritious foods. To help adolescents with eating disorders overcome this problem,   some strategies can be utilised. Considering the underlying reasons (e.g. low-self-esteem, physical abuse, perfectionism, early sexual maturation), positive body image and self-image can be promoted, and their attention can be drawn on academic or artistic achievements instead of on physical appearance (APA, 2002). 
To reduce the intensity of emotional distress and support the treatment of emotional disorders, interventions that help adolescents raise their self-esteem can be applied. Talking therapies can be organised and carried out by professionals, interpersonal and problem solving skills can be developed, and support in facing phobias can be provided (APA, 2002). Further, pathological emotional states might be treated by providing adolescents with the necessary resources and support to increase their emotional intelligence (APA, 2002).
Conclusion
To sum up, while doing my research I learned a lot of information about adolescents’ development, thinking, feelings, and behaviours as well as the underpinning theories that attempt to explain the developmental changes and consequences. Reflecting on my learning and actions helped me realise what I learned and did well at work, and what I need to improve for better professional practices and relationships with adolescent patients.
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reflection on learning (ROL)


reflection       on action             (ROA)


reflection for action (RFA)










Description
What?
What concept/idea/theory?


Analysis
So what?
What and why is interesting/challenging?


Impact
Now what?
What feelings/effects?








interpret abstract concepts


logically test hypotheses


distinguish between important and less important ideas


reason logically and verbally


form speculations


use deductive  reasoning


make major decisiong and set goals for the future


use abstract thinking to problem solve




















positive effects


high global and specific self-esteem


tollerence of individual differences (middle adolescence)


negative effects


low global and specific self-esteem


adjustment problems


experimenting with different ways of sounding, appearing and behaving


drug and alcohole abuse 


school failure or dropping out of school


aggression





positive psychological adjustment


interpersonal problems


sexual intercourse


suicidal attempts


academic success


close friendship (especially middle and late adolescene)





anti-social behaviours (crime)


clear goals and plans for the future


confused about the future








physical changes (body) 


constant thinking of body image


eating disorders 
(anorexia nevrosa or bulimia) 


physical changes (brain)


experimenting


drug and alcohol adiction


peer pressure or unacceptance


adjustment problems (izolation)


anxiety disorders
  unsocalised contact disorder


school
(unfriendly and unfair teachers)


commmunity (deprived areas)


school failure
school droupout


depression
socialised contact disorder


lack of or low    self-esteem


socialised contact disorder
drug abuse
depression


family
(aggresive or too strict family members)


interpersonal problems
aggression


anxiety or depressive 
oppositional defient disorder























experimentation
Applying what learned?


outcome
What happened?



evaluation
What good and what bad?


conclusion
What else could be done?












M.T.
16
female


social background: divorced family, school dropout, low SES, working full time


L.S.
17
male


cured for chest infection


 any other cognitive, emotional, eating, behavioral disorders: anxiety disorder


cured for asthma


social background: foster family, school drouput, low SES, negative peer influence


any other cognitive, emotional, eating, behavioral disorders: socialised contact disorder


M.T. 
19
male


cured for obesity


S.K.
18
female


cured for anorexia nevrosa and chest infection


social background: adoptive family, studying at university, high  SES, working part-time


any other cognitive, emotional, eating, behavioral disorders: anxiety disorder


social background: single parent family (father dead), low SES, working part-time


any other cognitive, emotional, eating, behavioral disorders: unscoialized contact disorder


N.L.
19
female


cured for depression


social background: traditional nuclear family, studying at university, high  SES


any other cognitive, emotional, eating, behavioral disorders: obesity














M.T
refusing to wash and take pills


my attitude and behaviour: encouraging to wash by providing her with aromatic soap, discussing the advantages and disadvantages of taking asthmatic medication; being always patient, smiling and positive with her 


L.S.
refusing to listen and follow  instructions and hospital rules


my attitude and behaviour:  helping him improve his listening skills, explaining why hospitals have rules and why he should follow the instructions,  closely monitoring his behaviours in a friendly way, being passionate and positive, teaching him how to empathize with the other patients  


S.K.
refusing to eat and rejecting to interact with staff


M.T.
refusing to wash, rejecting to listen and  interact with staff


N.L.
refusing to talk, follow instructions and orders, always misunderstanding people


outcomes: interacting with staff but in an unfriendly way, taking pills regularly, washing every two days, 


outcomes: followig doctors and nurses' orders, not disturbing the others but arguing and sometimes being aggressive


my attitude and behaviour: talking about body image and the media influence, encouraging reading novels and writing a reflective journal, discussing foods benefits and watching short videos about exotic meals 


my attitude and behaviour: being friendly and passionate, discussing why hygiene is important and encouraging to wash daily, listening actively and encouraging him to listen to others too, discussing good and bad social behaviours, motivating him to interact with the others, closely monitoring his amounts of food intake and patientely expalining why he shouldn't eat the other patients' leftovers or steal others' snacks  


outcomes: washing every day, not stealing food, but ordering lots of food on his menu, making attempts to communicate with other patients and staff


my attitude and behaviour: being passionate and always positive, encouraging walking in the garden and using the gym in the hospital, encouraging drawing and puzzle solving to improve concentration span and thus listening skills, discussing the ways of avoiding misunderstandings, trying to increase motivation by talking about interests


outcomes: follwing orders and instructions, trying to listen but still jumping into conclusions, and still not confident to initiate or maintain conversations 


outcomes: not hiding her meals under the bed or in the side table, eating 1/3 of her meals, communicating only with a few healthcare prfessionals














report
What can be applied?


explanation
How and where  can be applied?


enquiry
So what and why?


summary
Now what? What will be done differently
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Stage

Age

Characteristics of Stage

Sensorimotor

0-2

The child learns by doing: looking, touching, sucking. The
child also has a primitive understanding of cause-and-effect
relationships. Object permanence appears around 9 months.

Preoperational

2-7

The child uses language and symbols, including letters and
numbers. Egocentrism is also evident. Conservation marks
the end of the preoperational stage and the beginning of
concrete operations.

Concrete 7- | The child demonstrates conservation, reversibility, serial
Operations |11 |ordering, and a mature understanding of cause-and-effect
relationships. Thinking at this stage is stil concrete
Formal 12+ | The individual demonstrates abstract thinking, including
Operations logic, deductive reasoning, comparison, and classification
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