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Introduction

In this paper we 

outline, and re�ect on, 

several strands of 

consultancy with one 

client during the 

coronavirus pandemic. 

The consultancy focused 

on addressing vaccine 

hesitancy, initially amongst the public during the 

early rollout of Covid-19 vaccines in the UK, and 

later amongst health professionals following the UK 

government vaccine mandate introduced in 

November 2021. The urgency of the work, involving 

novel hypotheses about how and where vaccine 

hesitancy would present, required us to be fast and 

�exible in our responses, learning through practice 

and continuous evaluation how best to adapt and 

respond. We will not describe that work in detail in 

this paper.  Rather, we will explore some of the 

challenges in delivering consultancy in the context 

of uncertainty, and scarce resources. Our aim in 

writing this article is to stimulate dialogue within 

the health psychology community on how best to 

deliver consultancy, and we welcome 

communications from the community in this 

regard.

Consultancy in health psychology

The British Psychological Society Stage 2 

professional quali�cation requires candidates to 

submit “a speci�cally de�ned piece of work that is 

negotiated and conducted by the consultant 

directly with the client” (BPS, 2020). While the 

outcome of consultancy is often a de�ned piece of 

work, in the complex environment in which client 

‘problems’ exist, the consultant’s greatest value is 

often to ask questions that enable the client to 

arrive at their own solution. The consultant might 

or might not then be involved in design and 

delivery of that solution.

Social psychologist and organisational 

development expert Edgar Schein (2016) advocates 

an approach to consultancy which he calls ‘humble 

consulting’, where the consultant and client work 

to “�gure (things) out together”. Schein describes a 

model of process consultancy where the consultant 

approaches the client as a partner and helper, who 

is authentic, curious, caring, and committed. The 

consultant does not own the problem, and 

attempts to avoid being “content seduced”, i.e., 

focusing on solutions or de�ned pieces of work 

commissioned by the client, asking instead what 

the client is really concerned about, which might 

lead to a different solution.

In practice, as Schein (2016) acknowledges, 

there are times when the more traditional doctor 

model of consultancy (problem diagnosis and 

solution de�nition), and the expert model 

(consultant provides expertise to help others to 

resolve problems) are appropriate. In this article we 

brie�y illustrate all three models in the context of 

a speci�c consultant-client relationship, and the 

urgent challenges of Covid-19 vaccine hesitancy1 

(VH). The �rst phase of the work, a training 

programme for vaccinators, �ts with a doctor model 

of consultancy. The second phase, responding to 
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the UK government vaccine mandate for healthcare 

workers, �ts with process consultancy. The third 

aspect, brie�ng the client on communication with 

vaccine hesitant staff, �ts with the expert 

consultant model.

Client and context

The client in this instance is responsible for 

education and training of health professionals at 

an NHS acute hospital trust which delivers services 

across multiple sites in England. In January 2021, 

the Trust set up a mass Covid-19 vaccination 

centre. The client organised training for vaccinators 

- health professionals, volunteers, and army 

medical personnel. Training included online 

learning developed by Public Health England not 

including vaccine hesitancy. Vaccine hesitancy 

training is still not included in national guidance 

for vaccination centres (UK Health Security Agency, 

2021). 

The context for the consultancy was unusual: 

hospital staff were adapting to a fast-changing 

environment, with huge demands on resources in 

the face of a novel and highly dangerous virus 

(Timmins & Baird, 2022). This created a training 

need for new roles, new working practices, and new 

treatment pathways, placing heavy demands on the 

education department. Several thousand 

vaccinations were being administered weekly at the 

mass vaccination centre from January 2021 (data 

supplied by the client). Having previously worked 

with the client on several projects, the consultant 

(RB) entered into a dialogue with the client to 

explore the possibility of addressing VH in the 

vaccination centre. The reasons for that are 

explored below. 

Covid-19 vaccine hesitancy

During 2020/2021, several publications drew 

attention to likely levels of hesitancy (e.g., 

Robinson et al., 2021) and predicted lower levels of 

vaccine uptake than would be needed for ‘herd 

protection’ which were assumed to be in the region 

of 90% (Pollard & Bijker, 2021).  These concerns 

were borne out in the November 2020 UK 

Household Longitudinal Study which showed low 

levels of intention to accept a vaccine amongst 

some ethnic communities (Figure 1).

We identi�ed a review and guidance which used 

the Capability Opportunity Motivation - Behaviour 

model (Michie, et al, 2011), a widely accepted 

framework for addressing behaviour change, to 

identify potential in�uences on vaccine uptake 

(Bateman et al, 2021) and drew on expert advice 

from the World Health Organisation (WHO, 2020) to 

address three areas of in�uence: Complacency, 

Con�dence, and Convenience. We considered how 

vaccinators might address these in�uences in their 

interactions with people presenting for vaccination 

(Table 1). It occurred to us that some individuals 

might still be ambivalent about accepting a vaccine 

for several reasons. For example, they might feel 

pressure from others to accept a vaccine while 

Figure 1 Intentions to accept Covid-19 

vaccination in UK at November 2020

Source UK Household Longitudinal Study Nov 2020 data
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having reservations about doing so; they might 

accept a speci�c vaccine while being unwilling to 

accept another; they might intend to accept a 

single dose only; and some individuals might be 

prepared to accept a vaccine for themselves while 

discouraging family members from doing so.

The spirit in which we approached this was that 

of trying to help with an urgent and important 

pandemic response within the remit of the client, 

i.e., training vaccinators. There was little time and 

few resources to enable us to assess the feasibility 

of an education intervention. Nonetheless, 

together with the client we agreed that developing 

a VH learning module was an opportunity not to be 

missed. An education fellow (AM), employed part-

time at the Trust, was assigned to work one day 

per week alongside the consultant to deliver 

several aspects of the consultancy. 

During January and early February, before 

committing precious resources to developing 

training, we consulted widely amongst stakeholders 

- educators and vaccinators at the vaccination 

centre and experts across the Trust, because 

stakeholders “have the power to in�uence, enhance 

or curtail” engagement in any consultancy project 

(Cope, 2010, p. 162). Vaccinators con�rmed that 

they encountered VH daily. Other stakeholders 

consulted supported developing a training 

initiative and provided helpful advice.

We based the training intervention on 

Motivational Interviewing (MI). There is evidence of 

increased intention to accept vaccination following 

MI interventions (e.g., Gagneur et al., 2018), and 

increased uptake of vaccination (e.g., Coley, et al., 

2020).  Several authors recommended using MI to 

address hesitancy towards Covid-19 vaccines (e.g., 

Lewandowsky et al., 2020). This evidence was used 

to inform the initial work co-developed by RB and 

PK. Although several studies supporting use of MI 

in VH have been published since, we found no 

Table 1  Potential targets for intervention 
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studies reporting outcomes for MI training of 

vaccinators.

Training vaccinators in MI skills – 
doctor model of consultancy

Despite the lack of published data to support 

our hypotheses, we agreed with the client to 

proceed, given the support of stakeholders, and 

urgency due to speed of the vaccine rollout. During 

January and February 2021, several thousand 

people each week were being vaccinated, peaking 

in late February at 1,600 per day (data supplied by 

client). Each day of delay was a missed opportunity 

to make a difference. An e-learning model �tted 

best with avoiding a burden on vaccinators’ and 

educators’ time, although we later developed a 

blended learning approach (to include face-to-face 

training) considered to be more effective than e-

learning alone (Alqahtani & Rajkhan, 2020). 

It is outside the scope of this paper to describe 

the consultancy project in detail. However, we 

present a summary of key aspects in Table 2. 

Vaccine Mandate – process and 
expert models of consultancy 

In November 2021, the Secretary of State for 

Health announced the intention to mandate Covid-

19 vaccination for all healthcare staff in the UK. At 

that time, fewer than 80% of staff at the Trust 

were known to be vaccinated. With the client, we 

considered the potential impact on unvaccinated 

staff: they risked dismissal, and some might accept 

a vaccination contrary to their beliefs and values, 

to avoid dismissal. We also anticipated that Trust 

leaders would be gravely concerned about 

maintaining services if they were forced to dismiss 

even small numbers of clinical staff in the context 

the high number of vacancies across the NHS 

(British Medical Journal, 2022) as well as absences 

due to Covid-19.

To address this, we engaged in process 

consultancy involving dialogue with the client to 

work together to �nd ways to be helpful in 

addressing these issues (Schein, 2016). Amongst 

the questions explored were: What plans did the 

Trust have to respond to the mandate? What 

barriers were there to understanding the beliefs 

and concerns of unvaccinated staff about vaccines? 

What impact would the mandate have on line 

managers relationships with unvaccinated staff?, 

and several other questions.

This led to a joint client-consultant decision to 

(a) prepare a brie�ng for line managers on how 

best to have compassionate and non-judgemental 

conversations with staff about the mandate and (b) 

a series of webinars aimed at staff who were 

unvaccinated. In this work, the consultant (RB) 

engaged in expert consultancy, providing expertise 

in communication skills as well as sharing learning 

from the work in vaccine hesitancy. The consultant 

also briefed the webinar speakers on how best to 

convey compassion and build trust in responding 

to questions raised and to encourage staff to 

explore their ambivalence about Covid-19 vaccines 

with experts across the Trust. 

Summary and Re�ections

Through consultancy, we engaged in a novel 

approach to addressing vaccine hesitancy by 

developing a blended learning programme in MI 

skills for vaccinators. Despite the unusual level of 

urgency to deliver the work, we approached it with 

professionalism in line with standards one would 

expect from health psychology practitioners.  For 

example, we scoped the work – assessing and 

formulating what needed to be done and how, by 

whom and by when; we engaged widely with key 

stakeholders prior to agreeing what would be 

delivered and agreeing outcomes; we clari�ed 
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Table 2 Summary of Training initiative: example of ‘doctor model’ of consultancy
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assumptions (e.g., about access to client resources 

for �lming and uploading the e-learning content 

and about how the vaccinator trainers would 

engage with the MI training); we documented 

agreements and discussions and reported regularly 

on progress, identifying risks and challenges and 

engaging with the client on possible solutions;  we 

continuously evaluated the work and adapted to 

meet need in circumstances that changed 

continually. 

On the other hand, we were limited in resources, 

both time and material. We could have done some 

things better, or differently, and will consider that 

in our �nal evaluation. Ideally, we would have 

taken more time to assess feasibility, especially in 

relation to assessing acceptability of the training 

amongst educators and managers at the vaccination 

centre or to measuring outcomes such as impact on 

vaccine uptake although, it is dif�cult to see how 

we could have done so given the complexity of 

in�uences involved. This may be an area of interest 

for researchers. Certainly, it would be dif�cult to 

make a case for introducing VH training for 

vaccinators across services without robust 

outcomes data. Interestingly, feedback from 

vaccinators revealed enthusiasm for MI and 

recognition of its value in other healthcare roles.

We encountered some resistance to our 

recommendations as to how line managers should 

speak with staff about the vaccine mandate which, 

given more time, we might have been able to 

address through engagement and dialogue. In 

consultancy work, it is normal to encounter 

resistance to change (Cope, 2010) and it takes time 

to work with that resistance, time we did not have 

in this instance.

We attempted to survey a larger sample of 

people attending for vaccination as a way of 

testing our hypotheses. We encountered resistance 

from leaders who wished to con�ne the survey 

questions to more general questions about the 

experience of being vaccinated. Had we engaged 

further with those leaders using the qualitative 

data which supported our hypotheses we might 

have made a stronger case. In turn, data collected 

might have supported a case for including vaccine 

hesitancy in training for vaccinators across 

vaccination centres. 

Accessing output of the research community, 

and other experts in behavioural science, on VH 

gave us the con�dence to respond to and adapt our 

work in a situation of great urgency and 

uncertainty. It is unlikely that this work, given the 

uncertainties due to pandemic and lack of 

published evidence to support our hypotheses, 

would have been commissioned without the trust 

developed over time and based on a ‘consultant as 

helper’ approach, as advocated by Schein (2016).
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