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1) Critically evaluate a range of concepts, theories, and models that you have recently studied, explaining their relevance to your workplace practice and procedures, and devise a strategy for applying what you have learned to improve your practice and performance. 

(2941/2700)

A note on Terminology 

NHS England (2016 p1) defines gender identity as “an individual’s personal sense, and subjective experience, of their own gender". Throughout this essay, the terms transgender and gender diverse (TGD), are being used as an umbrella term through abbreviation to discuss any individual requiring support from Speech and Language Therapy (SLT) for voice and communication regarding their gender identity and/or transition (Lev, 2004). Leikin (2019) notes that terminology is ever-evolving within this population and it is important to acknowledge this. There is a larger range of terminology available for clients to address their gender identity and an umbrella term for the inclusion of all who require SLT intervention has been used.


Introduction

I am an SLT specialising in TGD voice. I work in a TGD service that does not benefit from direct funding and have seen first-hand the impact limited resources have on TGD healthcare. I am currently creating a new therapy pathway alongside submitting a business case for a fully-funded transgender SLT service. I work in collaboration with the psychology team at my local NHS trust and my local Gender Identity Clinic to support my learning around the complex mental health associated with gender identity (NHS England, 2016). Discussions with the psychology teams have highlighted a need for a better understanding of the broad range of factors such as transphobia, health fear, and lack of confidence that can impact a TGD patient simply attending their appointment. The goal of this essay is to explore some of the core concepts, theories, and models associated with TGD healthcare as identified through my current clinical setting. 

Concepts, theories, and models 

Three core topics reoccur in my work. These are gender as a construct, intersectionality, and minority stress. Leikin (2019) states that is the goal of health care professionals working with TGD individuals to help them manage the stigma around them and its negative impact. Diamond and Butterworth (2008) argue that there is increasing evidence that models used to reflect TGD people fail to capture the complexity, diversity, and fluidity of these individuals. Exploring these 3 topics will allow me to further my knowledge in a way that is essential to my practice. As a cis-gender SLT ( my gender identity and sex assigned at birth are the same), my perspective is likely to be affected by my privilege and bias. To mitigate this, I would like to educate myself further around how to support the TGD population. Many studies have found that poor clinical education is a large barrier to TGD individuals accessing appropriate healthcare (Call et al, 2021; Leikin, 2019; RCSLT, 2017). I would like to use my research to educate a broad range of health care professionals. 

Research into TGD healthcare has expanded greatly in the last 10 years (Mills, Stoneham & Georgiadou, 2017) with over 4000 pieces being published in 2022 alone, whereas only 5000 pieces were published between 2000-2002. However, due to the limitations within the evidence base, this research has also included older research to provide an informed picture. The discussion will explore the research base and highlight gaps within the literature.  


The concept of gender

It is essential to consider Cooley’s (1902 p1) “looking glass self” theory when exploring gender, Cooley’s work has become a seminal piece in recent years to explore gender, marginalisation, and mental health. Although the work itself is over 100 years old, it is still being used in research now. This explores the idea that we use societal norms to shape our sense of self. When relating this to TGD individuals, their identity may be linked to being seen as ‘non-sexual’ due to societal views (Murry et al, 2004; Gelfer and Schofield, 2000). Alternatively, TGD individuals may be wanting to be seen as hypersexual or appealing to the male gaze after their transition (Murry et al, 2004; Gelfer and Schofield, 2000; Cooper 2022).  The goal of SLT is to help find a voice that reflects one’s inner identity regardless of gender perceptions (Creaven and O’Malley-Keighran, 2018; Hancock and Helenius, 2012; Wylie et al, 2016). The small-scale studies completed by McNeill et al (2008) and Owen and Handcock (2011) found that the outcomes of voice therapy for TGD clients aren’t related to fundamental frequencies, but to being perceived as their desired gender. This emphasises the idea that pitch and intonation are not essential to gender perception, but that understanding what the ‘desired gender’ is and supporting TGD individuals to find this is essential. Leikin (2019) supports this, 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 idea of passing or blending, which is the idea that a TGD person is able to fit into societal boxes around gender and feeds into the concept of safety (Anderson et al 2019). Anderson et al (2019) argue that passing helps reduce the risk of transphobia, however, this can sometimes limit a TGD individual’s ability to explore their gender. This is often due to negative past experiences by people who view gender as binary, both medically and socially (Anderson et al 2019). This is emphasised by the Government Equalities office (2018) and Cooper et al (2020) who found that 67% of TGD individuals stated they had avoided being open about their gender identity for fear of a negative reaction from others, highlighting the impact this can have on an SLTs work around exploring communication. Citing experience-based practice, I often see that TGD individuals are very eager to fit a ‘one gender’ box when they initially arrive at SLT. It could also be the result of a standpoint that society viewing you as your desired gender is hugely affirming (Cooper 2022). Conversations had during assessments need to ensure SLTs can plot where an individual’s idea of gender perception is routed. We must acknowledge that passing and affirmation are valid reasons to want to be clearly seen in one gender, whilst also unpicking the societal expectations that may have forced conformity. SLTs are not medical gatekeepers, meaning SLTs have a stronger therapeutic relationship with clients allowing for more open discussions (Mills et al 2017).

In order to modify my current practice from these findings, I plan to look at the initial stage of my assessment process. It is essential that clinicians ensure an open dynamic conversation around gender, passing, and safety which often leads to discussions around the minority stress of hyperfeminity (Leikin, 2019; Mills et al, 2017). This can often see a shift in perceived wants from voice and communication (Mills and Stoneham, 2020). In order to build these findings into my practice, I have been trying to use my voice as an example (which is on the lower end of the female pitch) and discuss how this does not make me any less female. However, this is the point where I must reflect on my privilege, as although my voice is more gender-fluid, my physical appearance and body language are very female. Leikin (2019) has emphasised the gaps in best practice when it comes to gender perceptions. When reflecting on my work as a therapist, I have noticed that I am already building the idea of gender being a spectrum into my work by teaching female, male and non-binary techniques in my clinic. Citing practice-based evidence, this helps not only to see differences in voices but also gives individuals a tool kit to explore their voice and gender beyond the male or female boxes. This is emulated by Diamond and Butterworth (2008 p2) who state that there has been a shift from the goal to be “stable, integrated, unambiguous” following transition. Another reflection has been on my undergraduate and post-graduate TGD learning, as there seems to be a split between female and male voices, with very little acknowledgment for the non-binary voice. There is also a clear idea that a female communication style is a high pitch, friendly, open and caring with male communication being the opposite (Dacakis et al 2012). This highlights the lack of understanding of gender as a spectrum (Leikin 2019). I plan to use my learning to guide the teaching of other health care professionals who are working with TGD individuals, specifically those who do not work closely with the population consistently, such as non-specialist GPs or administrative staff. I plan to build this alongside training in pronouns and titles (such as she/they and Mx) in order to help educate a broader range of gender as suggested by Leikin (2019). The reflection on my university teaching indicates that as a profession, we may need to review the evidence base that is taught due to the shift in perceptions and therapy pathways with the TGD population as argued by Wylie et al (2016). 


Theory of Intersectionality

Intersectionality is a theory that attempts to explain how our many identities such as ‘student’ ‘lecturer’ or ‘woman’ are interconnected, and that this brings an element of privilege and bias depending on the societal lenses that are viewing us (Bowleg 2012). It is considered an essential way to explore how an individual may function in society, however the theory lacks research concerning healthcare (Bowleg 2012). Multiple identities can improve or hinder mental health depending on the societal pressures associated with them (Brook et al 2008). For example, a gay white man is likely to experience friendlier perceptions within society than a transgender black woman, because there is a hierarchical view around race, gender, and LGBTQ+ presentation (Bowleg 2012; Call et al 2021). Brook et al (2008) argue that this is because white and man are identities that work together positively in society minimising the impact of gay whereas transgender, black, and woman are all subject to negative societal views in one way or another. This is due to poly-victimization (Call et al, 2021), although this study discusses transgender youths, its central point around societal norms remains pertinent in the adult population. Cooper et al (2022) and Warrier et al (2020) explored how healthcare professionals can better support TGD individuals and found that clinicians need to be more aware of the factors that can impact a TGD individual’s journey and adaptions need to be made to support each person’s needs. Current service constraints in NHS funding mean this isn’t always possible, such as NHS England having a cap on sessions (NHS England, 2018). 

When applying the theory of intersectionality to my work, I consider the ideas from a standpoint of healthcare stigma. There is a clear association between intersectionality, poor socioeconomic status, and health-related stigma (Leikin 2019; Rai et al 2020; Bowleg 2012). This stigma is exasperated for TGD individuals due to the societal perception around them (Diamond and Butterworth 2008). Although I would hope that the healthcare workers supporting TGD individuals do not project their views or stigma onto their patients, it is sadly not true. Ashley (2019) and Davis (2019) found that GPs continue to refuse to provide hormones to TGD individuals due to their transphobic views, with as many as 1 in 5 GPs refusing to do this even when a patient is seen by a gender clinic and has a written report requesting GP prescription. Based on verbal reports from patients, there is a clear stigma around TGD healthcare even within the specialist gender teams supporting these individuals. From the practice-based evidence and the literature cited above, it is clear an education programme is needed as a standard for all individuals working in healthcare. There should be a mandatory training module for all healthcare workers (similarly to the current modules around violence against women) and a more specific training module for those choosing to specialise in TGD healthcare. This needs to be created with TGD people at the centre to ensure it reflects the injustices seen in healthcare. It also needs to involve the wider team such as SLTs, psychologists, GPs, and peer supporters to ensure everyone understands each other’s roles. 


Minority stress model

The minority stress model is a way of exploring societal conditions that stem from stigma and prejudice by looking at the stress impact (Flentje et al 2019). Minority stress is used to explain disparities in healthcare due to an individual’s minority status, such as being female (Institute of Medicine 2011). However, in recent years there has been a clear shift to use this model in explaining LGBTQ access to healthcare (Flentje et al 2019). Call et al (2021) and Lick et al (2013) found that there are clear disparities in healthcare for TGD individuals in regards to access, attendance, and outcomes. Research has shown that minority stress creates vulnerabilities which lead to an increased risk of poorer mental health outcomes (Lick et al 2013). TGD individuals are six times more likely to have suicidal ideations than their peers (Call et al 2021; Testa et al 2016). Testa et al (2016) and Flentje et al (2019) found that individuals with high minority stress are more likely to be seen as burdens and have a thwarted sense of belonging, even within their own community, further leading to stress. The limitations of Testa et al (2016)’s work must be acknowledged, as there was a very small sample size. The true scope of the issue may be far greater and the research was limited due to people not being open in the discussion about suicide and poor mental health.

When considering the practical application to my work, the central aspect will be acknowledging minority stress. Often, it can be easy to become caught up in annoyance when someone does not attend an appointment or cancels at the last minute, but by acknowledging the huge breadth of impacting factors I am helping to make healthcare more accessible. The language used when contacting TGD individuals will be my focus initially, such as ensuring to use open questions to develop a better understanding of the route cause. Including language such as: I see you have missed several appointments, is there anything we can do to make the service more accessible? This is instead of assuming someone had forgotten about the appointment. I have begun to apply this through guidance to administrative colleagues, who often ask if someone should be attending therapy after multiple missed appointments. I will advise on the many co-occurring factors that are impacting that person’s attendance. However, I will now use my findings to provide further insight through a more targeted training package. 
Application strategy
Thinking about how this impacts my work, I consider there to be a clear link between the 3 topics discussed in this essay. Several pieces of research highlight the links between intersectionality and minority stress, whilst linking back to societal norm pressures such as gender as a construct (Call et al 2019; Testa et al 2016; Hancock & Haskin, 2015; Davies & Goldberg, 2006; Davies et al 2015). Due to the minority stress factors found among TGD people, there was a higher rate of internalised homophobia than in any other LGBTQ+ population (Testa et al 2016). This is likely to impact a person’s ability to explore sexuality and gender, meaning that clinicians will need to expand the way they discuss these issues to account for past experiences (Call et al 2021). TGD individuals may seek to modify their voice and communication if their current vocal and communicative profile does not fit their gender profile. This may be motivated by a desire to conform to societal norms (Davies & Goldberg, 2006; Davies et al 2015). It is important to note that many TGD people are not focused on contentious notions of passing and that they may be comfortable with a voice that does not traditionally match their gender identity such as a trans woman using a male spectrum pitch range (Hancock & Haskin, 2015). Research advises that clinicians develop clinical approaches using an affirmative model which does not view gender identities and expressions as pathological, but begins with the premise that gender is not necessarily a binary identity and can change over time (Call et al 2021; Testa et al 2016; Davies et al 2015). Creaven and O’Malley-Keighran (2018) completed a small-scale study with four TGD participants, finding that it is often difficult for healthcare professionals to offer TGD clients a full range of services as they have a tendency toward secrecy due to discrimination and will not openly discuss their desires. Due to this being a small study, it is important to note that this may not represent the TGD population as a whole, however, it does indicate a relationship breakdown between TGD individuals and healthcare. Golden and Oransky (2019) created an intersectional clinical approach for TGD youth that encourages clinicians to understand different identities within family systems, focussing on the family as a unique entity. Approaches like this may help providers better address how minority stress from marginalised identities impacts patient experiences and outcomes. 

I plan to use the findings from this essay to build an education platform for a broad range of multi-disciplinary team colleagues. Call et al (2021) state that education is shedding light on TGD healthcare disparities and advises that all resources should be looked at through an intersectional lens. 

Conclusion 
To conclude, many models can impact TGD voice and communication therapy, and we as clinicians need to be aware of how these can play a role in accessing healthcare. The central themes that have run through this critical evaluation have been around education. As healthcare professionals, we must identify our knowledge gaps and build plans to fill these. I feel an essential way to do this is through engaging TGD people to run education sessions for us from basic terminology up to transphobia and healthcare. 





2) A reflective review comprising two parts 
(1861/1800)

a) Reflect on your recent learning experience, and the value of learning you have acquired. Assess your current competencies and identify future development needs in the context of your work situation. 

Effective reflection often requires the application of a reflective model. As a reflective practitioner, I have applied The Kolb (1984) model to my placement reflections. I found that often it was not applying well to my learning style as an activist as this felt to be more fitting of a reflector's learning style (Honey and Mumford, 1992). I currently use Driscoll (2007) as this allows me to see a step-by-step development process around how to improve my learning, which applies well to my everyday therapy practice. As this is something I use often, I thought I would use this learning opportunity to consider a new reflective model. My previous experience using reflective models relates to practical application and the clinical environment, as such I have broadened my understanding of research models that would best apply to my clinical and academic reflection. From this, I settled on Brookfield's (1995) four lenses. From experience, Driscoll’s model has a very clear endpoint, which due to the nature of this work I did not feel to be suitable at this time. Whereas, Brookfield’s model allows for the natural unfinished element of reflection to thrive (Ghaye 1998). I chose this model as throughout my work I have attempted to consider multiple viewpoints and felt this would accurately summarise my reflective process. Throughout my reflection I will look at the 4 lenses of self, patient, multidisciplinary team (MDT), and evidence base, I have modified the titles slightly to support my background (by swapping learner to the patient, and peer to MDT).


Self
I have tried to consider a broad topic within the constraints of an academic essay. The limited number of words further limits the breadth and depth of the essay. However, this has meant I can use the essay as the foundation to guide my work-based practice essay in the future. Initially, I found this frustrating as I had to write in a concise and focused manner to comply with the word count. On reflection, I have identified core themes to further explore in my next project in more detail. The benefits of refining my text will enable me to identify areas to specialise in during the rest of my studies, hopefully leading to better clinical application. 

There is a clear difference between undergraduate and postgraduate research. Although, this perception could be due in part to the nature of the masters being self-taught or the confines of my NHS-funded undergraduate degree, which meant research topics due to teaching limitations. Upon commencing the masters, the self-taught aspect was intimidating and this was demonstrated in my formative assignment, in which I was ridged in my thought processes. 

However, within this piece, I have recognised the impact imposter syndrome may have had on my work due to the fear associated with feeling beyond my skillset (Bravata et al 2019). Imposter syndrome is something I have battled with throughout my career due to my age and this has impacted my confidence as a therapist, the progress I can see between my undergraduate and postgraduate writing, alongside feedback from tutors and peers has greatly supported my ability to manage this.



Patient
Due to the nature of my role, the key aim of my master's is to support and improve the outcomes for my patients. When thinking about how this essay applies to my practice, I have already seen a benefit from research alone in regards to my therapeutic style. I have led conversations about attendance more openly, and this has allowed me greater insight into my patient's stress and identity in turn leading to a better therapeutic relationship (Mills and Stoneham 2020; Bravata et al 2019).  As discussed above, the word count was initially a limitation I also considered from a patient lens, however, my above reflection is applicable here also.  

A key area of reflection through the patient lens has been my limitations. Although coproduction is central to my work as a therapist, I have the bias of being a cisgender woman (Brook et al 2008; Mills and Stoneham 2020) and this essay has helped me reflect on the way this may generalise to academic bias. This meant that when doing my reading, I had to research terminology and read from the perspective of TGD individuals through sources such as Reddit threads where patients write about first-hand experiences in order to support my interpretation of academic literature. This helped ensure my research interpretations came from a patient lens as opposed to a therapist lens meaning better therapeutic application which is suggested in Brookfield (1995). This helped ensure I understood the idea of expert by experience on a greater level. 

Multidisciplinary team (MDT)
A key academic theme identified throughout was MDT education as suggested by RCSLT (2019) however due to my role being part of a local gender team (meaning I am not based in the gender identity clinic and am not part of their MDT) I am somewhat restricted by my outsider status. I plan to use the findings to present an action plan initially to my other colleagues in SLT to gather another viewpoint, and from there will look at expanding to the wider MDT. Brookfield (1995) highlights that by creating safe spaces to discuss research with the MDT, we can broaden and reframe our practices.


Evidence base
Andresen et al (2000) argue that in order to correctly deliver evidence base, one must reflect on their learning journey and how their experiences have led to their interpretation of the findings. This statement resonated with me when reflecting on my academic learning, as I noticed myself naturally negatively viewing the evidence due to my awareness of current healthcare for TGD individuals. This means I was viewing each piece of reading as a problem to be solved, which given the personal development plan and application strategy was beneficial. However, I am aware that I should reflect on how much evidence there now is to support TGD in healthcare, and although it isn’t being applied greatly in practice, it is progress to see this as a discussion topic in research. This wasn’t something that was prevalent in my undergraduate degree when I started in 2014, indicating a change in healthcare perceptions in less than 10 years. Another area I considered when reflecting on the evidence base was clinical governance, Cook et al (1992) was the first to discuss the importance of evidence base as part of clinical work. Since then, the demands and expectations of clinical governance and clinical auditing have greatly expanded (Scally and Donaldson 1998; GOV.UK 2021) meaning there is a larger expectation on NHS staff to deliver best practices through research (Cook et al 1992).  This has meant more emphasis placed on NHS research, and better generalisation of research findings as it is routed in the workplace. I feel this has benefited me from a ‘self’ lens as it had allowed me to complete this degree but it also benefits all other lenses as Andresen et al (2000) and Cook et al (1992) argue research is essential to improving healthcare outcomes.

I am developing as an academic researcher, and the broad range of sources used in this essay highlights this, even though there were constraints due to there being very limited research looking at healthcare stigma in the TGD population. The research into this population often uses very small sample sizes or the projects are impacted due to societal stigma around mental health (Testa et al 2016). This has meant limited accuracy when applying study findings. It is also important to highlight the quality of research often found, Oates (2012) highlights that 83% of the evidence within this field is at the lowest end of the evidence hierarchy, with the other 17% being marginally strong evidence. Therefore, it is important to acknowledge that even though research is peer-reviewed, there is always a bias. This is further argued by Dawes et al (2005) who state that journals need to publish to survive, and therefore evidence quality can be somewhat skewed by financial gains. In order to negate this, I have discussed the limitations of the papers within the essay and then talked about how this can still apply to the population such as with papers that focus on TGD youths or those with Autism. I have also used a broader range of sources instead of just looking at articles that answer my question. This has given me a broader range of knowledge sources, which I think over time will mean I am a more well-rounded clinician. 



b) Devise a detailed personal development plan which incorporates development objectives, activities to be undertaken, methods, resources review periods, and timescales.

The RCSLT (2003) advises that Personal Development Plans (PDP) link closely to CPD goals that prove ongoing quality improvement. It is suggested that a PDP is developed through a GAP analysis (UTFM, 2016). Although I had completed PDPs in the past, these had been more informal reflections on things such as how to achieve competence as a newly qualified therapist, or how to get a promotion. In order to guide a more formal PDP, I used Putter's (2021) step-by-step guide. 

Why am I doing this course? How does this benefit my development?

The first area I needed to consider was what my goals are and from the above work, I have highlighted my goal to be building a more person-centered care plan for TGD individuals within SLT. This made me reflect on why I am doing this course. I chose to do this course in order to review current NHS practices in relation to TGD healthcare and establish how and why we can better these. I chose it as it allowed for flexibility alongside working full time, and provided a level of independence and self-directed learning that I felt suitable to my learning style. Due to the open nature of the course, I felt this meant I could tailor the teaching to my professional setting and learning needs. I am doing this course to ensure continued development in my learning around voice, and to improve my service planning and development needs. I identified gaps in my clinical knowledge and felt this course would allow me to close these gaps. 






















	Development Area
	Action
	Timescale

	1) Continue to educate myself 
	1) Expand my research on the topic areas discussed in this essay
2) Research available education courses for myself 
3) Link in with trans aid Cymru and gendered intelligence to look at training packages
4) Attend Gendered intelligence training.
	To be completed by the WBL 30 credit module
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	2) Further educate the MDT
	1) speak to stakeholders and 3rd sector colleagues about the gaps in knowledge
2) Discuss my findings with the MDT.
3) Design an education packet based on my learning
4) Identify appropriate MDT members to trial with and give feedback
5) Refine packet into online training 
	Ongoing - TBC

	3) Further refine my therapy pathway based on the above learning
	1) Consolidate the above into an audit format
2) Use PDSA cycles to support the development of a new pathway
	Ongoing - TBC

	4) Develop new resources from my learning for patients
	1) Review current resources
2) Discuss resources with stakeholders
3) Refine and redevelop current resources
4) Create new resources
	To be completed by the WBL 30 credit module
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