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A new form of science fair boards…. 

  



What we are talking about 
 Why 

 How 

 Design 

 Priorities of information 

 Practical tips 

  



Why a 
poster?  

◦ Information fits a poster 

◦ Can present one element of research or 
practice 

◦ Networking  

◦ Find people doing the same thing 

◦ Can add to you CV 

◦ Can add to posters to social media platforms for 
access afterwards 

◦ Don’t like public speaking 

◦ Enables your contribution to a meeting 

◦ A significant part of professional education 

◦ Develops your experience 

◦ Builds networks and contacts 

◦ Tremendous source of feedback 

 

 

  

…more than presenting data 



How are posters viewed 
 Poster session 

 Poster verbal presentations 

 Creative poster sessions 
◦ Walking tours 

◦ Social events in Poster area 

 

Some conferences no longer use verbal presentations 

 

Digital v’s print 

 

Posters can mean prizes 

 

Learn about 
the audience 
and how the 
poster will be 

‘used’ 



Posters are not Presentations 
Don’t need abstract on the poster 

Text: be as ruthless as if you were giving a one minute talk 

Font. No Comic Sans 

Tables and Graphs: Less ink is more. Less colour. Less data. Fewer Lines 

Boxes. Just try it without the box. Don’t underestimate white space 

Tables and Graphs: Less ink is more. Less colour. Less data. Fewer Lines 



Learn from Magazine covers 

C 

CATCHY  TITLE 
GREAT 
TEXT 
REAL 
ESTATE 

Not Very  
Important 

We 
basically 
HAVE to 
look at 

a 
person  

Scientist Knowledge Translation training Australia 





Size is important 
 Check Conference requirements! 

  

  

  

  

  

 Posters should be visible and readable from two meters away. 

Landscape  Portrait  



Contents 
 Title 

 Researcher names, title and Affiliation 
◦ Author order  

 Background 

 Method 

 Results conclusions 

 * contact details 

 Acknowledgements and logos  

 Pictures and logos 
◦ Quality and size  

◦ Order and placement 



Practical design 
 Design 

◦ Templates 

◦ Graphic designer 

◦ Medical illustrations 

◦ Do it your self University thing  

 

◦ Personal preference 

 

 

 

 

 

 Software: 

 Word Processor (Word, Pages, 
OpenOffice Writer) 

 Presentation Software (e.g., 
PowerPoint, Keynote, Impress) 

 Vector Graphics (e.g., Illustrator, 
Photoshop, Inkscape, OpenOffice 
Draw) 

 Desktop Publishing (e.g. Publisher, 
Adobe InDesign) 

 Apps: e.g., PosterGenius for Mac 

  



CDHB – Medical Illustrations 
 Let them know in advance 

  

◦ Use main department email 

 

◦ Need at least 2 weeks including revisions and printing 

 

◦ Printing done of site so takes couple of days 
 

 

 



University of Otago template 



Think about flow 

http://old.aaaeonline.org/posters/ 



NOT 

http://sciencefair.math.iit.edu 



  20% text, 40% graphics and 40% empty space 

  

 Two to three related background colours can unify the poster. 

  

 Colour can be used to emphasise  

  

 Suggestions: 
◦ Headings: 72-100 point 

◦ Body text: around 30 point 

◦ Image resolution: 360 pixels/inch 

  

  



See for yourself 
 What do you like and don’t like about these posters 

 (perhaps do as I say and not as I do!) 



Time Lines - Work Backwards 
 Deadline to printer 

 Final edits 

 Last edits 

 Edits 

 Layout 

 Even more text removed 

 Culled Text 

 Draft Text 

 



Edit  

 A misake  is 
more obvious in 
large Text 





Printing 
 Textile Choice 

 Paper approx $50 

 Textile approx $70 

 Price – if CDHB talk to manager before you print your poster! 
◦ Other avenues for funding 

 Ease of Transport 



Put up and walk away? 
 Bribes and incentives 

  

 Take away poster or contact details 

  

 Wear good shoes! 

  

 Be prepared for questions 

  

 Good to have an elevator pitch for your 
poster 



  



When the conference is over 
 Add to your CV 

 Add to ResearchGate  

 Hang it in the department you work in … 



Wrapping paper…picnic rug… 



In case you forget our words 
of wisdom! 

 http://colinpurrington.com/tips/poster-design 

 http://www.makesigns.com/tutorials/ 

  

 http://www.makesigns.com/tutorials/scientific-poster-grading.pdf 

  

  

 e-Posters: 
https://www.researchgate.net/publication/273521377_How_to_Make_
an_Effective_e-Poster 
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Some examples of posters 
  

  

 Some good and some that could be better! 









Advancing Speech Pathology Practice:   
Lessons from an Autoethnography 

F Bright1, N Kayes1, K McPherson1, P Boland2, S Rutherford1 
1. School of Rehabilitation and Occupation Studies, AUT University, Auckland, New Zealand 
2. Rehabilitation Teaching and Research Unit, University of Otago, Wellington, New Zealand 

Correspondence: felicity.bright@aut.ac.nz 

BACKGROUND 
It has been suggested that balancing ‘technical skills’1  with a ‘human approach’2 may promote a client-centred approach to 

treatment and may be more consistent with what clients see as important in rehabilitation.  
This poster draws on a co-autoethnography that explored how a philosophy of client-centred practice which explicitly 

incorporated both ‘technical’ and ‘caring’ skills informed clinical practice with people with acquired brain injury3.  It reflects on 
how this approach to therapy could inform speech pathology practice with people with aphasia.   

WHO is this person? 

What do THEY need? 

Seeing active and mindful 
listening as a therapeutic tool 

and valid intervention in its own 
right 

Allowing time to get to know the 
person and their story; allowing 
time for them to get to know us 

Supporting clients to prioritise 
what is meaningful 

Viewing our role differently, 
working as supporters and 

facilitators rather than expert 
providers 

WHAT QUESTIONS DOES THIS RAISE FOR APHASIA THERAPISTS? 
 

What is our philosophy of practice? Could a philosophy of client-centredness better facilitate engagement in 
rehabilitation? 

 
Are we listening to understand what the person is saying or are we  also listening to understand and get to know 

the person – who they are and what their story is? 
 

Do we value skills such as listening, relating, engaging and caring in our practice?  Do we see them as valid, valued 
interventions in their own right? 

REFERENCES 
1. Hammell, K. W (2006) Perspectives on disability and rehabilitation: Contesting assumptions, challenging practice.  Philadelphia, PA: Churchill Livingstone 

2. Fadyl, J.K., McPherson, K.M. & Kayes, N.M. (2011). Perspectives on quality of care for people who experience disability. BMJ Quality and Safety. 20(1), 87-95 
3. Bright, F.A.S., Boland, P., Rutherford, S., Kayes, N.M. & McPherson, K.M. (2012). Implementing a client-centred approach in rehabilitation: An autoethnography. Disability & Rehabilitation. 34(12): 997-1004 

We believe that having an underlying practice philosophy of client-centredness, of focusing on the person we were 
working with and getting to know them and their story was central to this new way of working. This permeated the 

way in which we worked with our clients, resulting in a shift to ‘being with’ rather than ‘doing to’. 



Felicity Bright1, Nicola Kayes1, Clare McCann2, Kathryn McPherson1 
1. School of Rehabilitation and Occupation Studies, AUT University, Auckland, New Zealand 

2.  Speech Science, Department of Psychology, University of Auckland, Auckland, New Zealand 
Correspondence: felicity.bright@aut.ac.nz  

BACKGROUND AND AIMS 
Hope has been shown to be important for life after 

stroke1. People with aphasia have reported that having  a 
sense of hope is essential for the post-acute recovery 

period2.  This study aimed to explore hope at two time-
points in recovery: the post-acute period (3-6 months 
post stroke) and the chronic period (~18 months post-

stroke).  

CONCLUSIONS AND IMPLICATIONS FOR PRACTICE 
 

A sense of hope appears to be important throughout recovery however several factors appear important for 
helping people develop active hopes for the future.  

 

It may be beneficial for clinicians to be mindful of the role of social supports, progress and on-going access to 
rehabilitation and recovery services in facilitating an active form of hope. Explicitly addressing  provision of long-
term supports may help people to both: (a) develop an increasing sense of hope and possibility about the future 

and (b) take steps toward making these happen. 

METHODS 
The study drew on an Interpretive Description 

methodology.  Semi-structured interviews were 
conducted with five people with aphasia in the post-

acute period and with four of these participants in the 
chronic period.  Data were analysed using multiple 

techniques including coding, thematic analysis, 
diagramming and memoing.    

THE EXPERIENCE OF HOPE OVER TIME 

In the post-acute period, the dominant form of hope 
for all participants appeared to be ‘simply having 
hope’, a broad sense of hope for the future2.  
 
 
HOPING FOR NEW POSSIBILITIES 
Over time, some participants had an increased focus 
on active forms of hope and a sense of looking 
forward to the future and what could be. 
 
These participants appeared to: 
• Perceive on-going recovery and progress 
• Have significant social supports 
• Continue to link with rehabilitation and support 

services 
• Had a sense of being “more comfortable in [their] 

own skin, with a stronger sense of identity. 
 

 
CONTINUING TO SIMPLY HAVE HOPE 
In contrast, other participants appeared caught in 
the present, struggling to look to the future with 
little change over time.   They had few hopes for the 
future, just a hope that the future would be good.  

REFERENCES 
1. Bright, F.A.S., Kayes, N.K., McCann, C.M. & McPherson, K.M. (2011). Understanding hope after stroke: A systematic review of the literature using concept analysis. 

 Topics in Stroke Rehabilitation. 18(5), 490-508 
2. Bright, F.A.S., Kayes, N.K., McCann, C.M. & McPherson, K.M (2012). Hope in people with aphasia.  Aphasiology.  E-pub date 17 September, 2012. DOI:10.1080/02687038.2012.718069 







What matters most in the therapeutic 
relationship in neurorehabilitation? 

Nicola Kayes¹, Christine Cummins¹, Alice Theadom¹, Paula Kersten¹, Kathryn McPherson²
¹AUT University Auckland New Zealand, ²Health Research Council of New Zealand

What do we already know?
There is growing recognition of the role that 
therapeutic relationships have on outcome in 
neurorehabilitation. However, conceptual 
understanding of the therapeutic relationship 
within this context is limited.

What  did we aim to do?
To explore what matters most in the 
therapeutic relationship from the perspective 
of patients accessing neurorehabilitation 
services

How did we do it?
• Qualitative Descriptive 

methodology 
• Purposeful sampling 
• Participants were n=15 people 

currently receiving rehabilitation 
following a neurological event.

• Semi-structured interviews
• Conventional content analysis

Why does this matter?
• This research has advanced our understanding of what 

matters most to the therapeutic relationship in a 
neurorehabilitation setting. 

• Findings offer a more nuanced understanding of the 
therapeutic relationship in than existing theories 
derived in psychotherapy offer. 

• Health psychologists may have a role in supporting 
practitioners to develop a relational approach to 
practice, enabling them to tap into the true potential 
of the therapeutic relationship as a covariate of 
outcome.

Be my professional Value me and my 
contribution 

Connect with me as a person

So I think it’s important to 
gain the faith of the person 
that you are dealing with. 
You have to prove to them 
that you know what you are 
doing  [Person with a 
traumatic brain injury].

The practitioner does the right thing by me through:
• being open, honest, and transparent in their communication
• sharing knowledge and checking understanding
• managing expectations
• being truly present and authentic in their interactions with me
• being passionate about what they do and pushing the boundaries 

of their knowledge to meet my unique needs

Just openly and honestly like we 
are talking now, there are no 
issues, they are willing to explain 
to me if I have got any questions 
or anything like that […] they are 
punctual when they say they are 
going to be there [Person with 
traumatic brain  injury].

The practitioner does the right thing by me through:
• knowing me, my unique context and what matters most to me 
• connecting with me on a human level and seeing me as a person
• genuinely caring about me and my outcome
• sharing a bit about themselves and making me feel at ease

The practitioner does the right thing by me through:
• valuing my contribution and expert knowledge
• supporting the development of partnership grounded in mutual 

trust and respect
• making me feel listened to and heard
• fostering dignity and empowerment

You get the feeling you can do the things she 
teaches you, and she tends to make you believe 
in yourself a lot more than you normally would 
[Person with traumatic brain injury].

She was amazing […] I’m maybe more 
capable now because I just really trusted 
her [Person with spinal cord injury].

When all components of the relationship work together, the whole becomes greater than the sum of the parts. It was a special feeling that clients 
struggled to identify but it was obvious when it was there. It was this that clients perceived could bring about more than what could have been.

The X- factor

I think you’ve got to trust that they know what 
they’re doing, that they care about what they are 
doing, that they are going to do it to the best of 

their ability, that they’ve got your best interest at 
heart [Person with spinal cord injury].

Show me you know how

The practitioner does the right thing by me through:
• demonstrating their skills, knowledge and ability to meet my unique 

needs
• giving me trust and confidence they will do the right thing by me
• helping me to understand their clinical decision making

That they will listen and they will 
actually be interested, and they 
actually respect that you actually 
know what you are talking about 
[…] that the patient is the expert 
on what they are experiencing  
[Person with idiopathic 
intracranial hypertension].

Just being able to relate to that 
person. Maybe you’ve got to 
share your life a bit you know to 
have had, actually had a 
conversation about yourselves 
[…] you could have someone 
who’s incredibly competent but 
just not fun going to... and 
maybe you don’t trust them 
[Person with spinal cord injury].

Do the right thing 
for me



Applying the Necessity-Concerns Framework in Rehabilitation :  

Physical Activ

i

ty En gagement for People With Long Term Condition s  
Nicola Kayes, Robin Leaton, Tioke Pryor, Christine  Cummins 

Centre for Person Centred Research, AUT University, Auckland, New Zealand 

Correspondence: nkayes@aut.ac.nz 

Background 
 Growing evidence for benefits of physical activity 

for people living with a long term condition1,2 

 Low levels of engagement reported3,4 

 Increasing body of research exploring strategies to 

tackle this5 

 Necessity Concerns Framework well researched in 

relation to medication adherence but not applied 

to other health behaviours6 

Aim 
To explore the application of the Necessity-Concerns 

Framework to physical activity engagement for 

people living with long term conditions. 

Method 

 Qualitative Descriptive Methodology7 

 Secondary analysis 

 Directed Content Analysis8 informed by 

operational definitions of key theoretical constructs 

of the Necessity Concerns Framework  

Data sources 
 Data was purposefully selected from three primary 

studies 

 Qualitative descriptive studies exploring perceived 

barriers and facilitators to physical activity 

engagement for people living with 

1.Multiple Sclerosis (n=5 transcripts) 

2.Stroke (n=5 transcripts) 

3.Cancer survivors (n=10 transcripts) 

Sought diversity in time since diagnosis, gender, 

ethnicity, clinical course (Multiple Sclerosis only), and 

type (Cancer only). 

References 

1Gordon et al. (2004). Circulation. 109(16), 2031-2041. 2Rietberg et al. (2005). Cochrane Database of Systematic Reviews. 1. 3Szymlek-

Gay et al. (2011). New Zealand Medical Journal. 124(1337), 77. 4Motl et al. (2005). Mult Scler. 11(4), 459-463. 5Marcus et al. (2000). 

Health Psychology. 19(1(Supplement 1)), 32-41. 6Horne et al. (1999). Psychology & Health. 14(1), 1. 7Sandelowski (2000). Res Nurs 

Health, 23(4), 334-340. 8Hsieh and Shannon (2005). Res Nurs Health, 15(9), 1277-88. 

Physical Activity 

Engagement

Necessity Beliefs
Symptom Management

Preventing further complications

Re-establishing a sense of normality

Physical & mental health and well-being

Social engagement

Concerns
Safety

Risk of harm, injury or exacerbation

Fatigue

Negative self-image

Lack of ability

Lack of knowledge

General Beliefs about Physical Activity

“Exercise will help me to get 

back to some sort of resem-

blance of how I used to be    

before”  (45, Female, Cancer) 

“I believe it’s [exercise] 

keeping it [cancer] at 

bay”  (67, Male, Cancer) 

“I do it [walking] so I do 

not lose the use of my 

legs” (53, Female, Multiple 

Sclerosis) 

“I can sometimes see people 

looking at me in the swimming 

pool cause I will hold on to eve-

rything”  (41, Female, Multiple 

Sclerosis) 
 

“There is this sort of 

shadow that you carry 

with you, this fear that 

you could end up in a 

worse state than you 

were the first time. 

[….] It’s what we don’t 

know as stroke victims 

always, is the limits to 

which we can go in 

physical activity” (66, 

Male, Stroke) 

Conclusions 
 Findings support potential application of the Necessity-Concerns framework. 

 There are some conceptual differences in the application to physical activity engagement when compared to prior 

work—most notably in the perceived necessity of physical activity for broader health and well-being, such as emotional 

well-being, social engagement and return to engagement in meaningful activities. 

 Drawing on this framework to underpin rehabilitation strategies may have practical use for rehabilitation practitioners.  

 Future research is needed to explore whether this framework has predictive value as well as application to other reha-

bilitation settings.   
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