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Abstract

Background UK policy recommends non-pharmacological interventions as a first-line response to depression, yet
antidepressant prescribing continues to rise, particularly in low income communities. Structural barriers, including
short consultation times and long waiting lists for talking therapies, often lead to prescribing as a pragmatic but
limited response to social suffering, costing the NHS approximately £230 million annually. While clinicians and
patients seek more holistic approaches, there is a lack of actionable guidance on how to implement these alternatives
within primary care service pressures. The aim of this study was to co-develop a theory-informed intervention to

help primary care staff improve their understanding of how poverty and social determinants impact mental health.
The intervention seeks to build empathy and trust within short consultations, promote more prudent antidepressant
prescribing, and encourage the use of non-pharmacological support through enhanced team working.

Methods The Behaviour Change Wheel was used to co-develop a complex intervention (Destress-Il) aimed at
primary care staff. A group of GPs (n=19) and members of low-income communities (n=17) followed BCW stages
to create the intervention. In 2022-3, Phase 1 piloted an in-person iteration with 53 practices; qualitative data from
trainers and participants were analysed using descriptive thematic analysis. Refined into a practice-delivered web-
resource, the intervention was tested in a further 30 practices in Phase 2 and re-evaluated using interviews.

Results Both phases identified three main themes: content, delivery, and acceptability within time-pressured
services. Participants valued the content and the team-discussion aspect, finding the brief duration appropriate
for existing training meetings. Many appreciated the intervention for reinforcing holistic approaches rather than
introducing entirely new concepts.
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Conclusion The study successfully co-developed an acceptable and feasible intervention to improve clinical
responses to mental distress exacerbated by poverty and wider social circumstances. The co-development approach
to complex interventions is transferable to other clinical areas.

Keywords General Practitioners, Primary care, Mental health, Poverty, Prescribing, Antidepressants, Social
circumstances, Co-development, Intervention, Quality improvement.

Background

Research suggests that many people in the UK experienc-
ing mental distress also have low socio-economic status
(SES), with a clear association established between social
adversity—such as poverty or isolation—and poor men-
tal health [1]. However, the clinical response to distress
remains strongly pharmaceutical and consequently, the
United Kingdom has seen a prolonged population-wide
increase in antidepressant prescribing [2]. This trend
persists despite the ‘treatment-prevalence paradox;
where increases in the provision of antidepressant and
psychological treatments have not resulted in a measur-
able reduction in the prevalence of depression [3]. The
trend is particularly evident in cases of mild-to-moderate
depression, where evidence suggests limited efficacy and
a risk of adverse side-effects [4]. In addition to the clini-
cal implications, the financial burden on the healthcare
system is substantial with annual spending on antide-
pressant medication in England reaching approximately
£230 million, with over 86 million items dispensed each
year [2]. When applied to individuals in social adversity,
such prescribing practices fail to ameliorate the underly-
ing psychosocial causes and may inadvertently medicalise
social suffering [5].

Despite concerns regarding long-term efficacy and
the potential harms of extended use [6], long-term anti-
depressant use is common in the UK [7]. In low-SES
communities, this is compounded by structural barri-
ers to deprescribing; while medication may offer initial
symptomatic relief, the persistence of social stress and
long waiting lists for talking therapies [8] often leads
to patients remaining on antidepressants for years [7].
Safely deprescribing, or more prudent prescribing on
initial presentation, poses significant challenges. Qualita-
tive research into GP and patient perspectives has shown
that clinicians can feel trapped by systemic constraints,
including short consultation times and long waiting lists
for psychosocial therapies, consequently, prescribing can
become a pragmatic response to a lack of available alter-
natives [8]. Our previous research reported this dissat-
isfaction among both patients and healthcare providers,
finding that consultations often inadvertently reinforce
social distress as a medical issue [5]. While participants
sought more holistic, non-pharmacological approaches,
they identified a distinct lack of support to facilitate this
shift [5]. As such, there is a clear rationale for a structured
intervention to support clinical reasoning and practice.

While the UK National Institute for Health and Care
Excellence (NICE) guidelines recommend non-pharma-
cological interventions as first-line treatment for mild-
to-moderate depression [9], there is a lack of guidance on
how to implement these alternatives within the service
pressures of primary care. Research has shown that GPs
and multidisciplinary teams require specific, actionable
support to shift consultations away from being prescrib-
ing-focused to placing more emphasis on non-pharma-
cological options [10]. To address this gap, theory-based
frameworks such as the Behaviour Change Wheel (BCW)
[11] and the Theoretical Domains Framework (TDF) [12]
can be used to support the systematic and transparent
design of complex interventions. While these frame-
works have been successfully used to modify prescribing
behaviour in other clinical areas [13, 14], they have not
yet been applied to the specific challenge of promoting
more prudent antidepressant prescribing. The aim of this
study was to address this gap by co-developing a theory-
informed intervention: DeStress-II, designed to support
primary care professionals to reduce antidepressant pre-
scribing for poverty-related mental distress by focusing
consultations on non-pharmacological options.

Methods

Study design

The Behaviour Change Wheel (BCW) Guide [11] is a sys-
tematic, eight-step framework that provides a transpar-
ent method for theory-based intervention development
by identifying the specific capabilities, opportunities, and
motivations (COM-B) required to change behaviour. It
incorporates the Theoretical Domains Framework which
consists of 14 domains that support the identification of
specific factors of the COM-B which influence the target
behaviour. To optimise both the development and evalu-
ation of behaviour change interventions it is widely rec-
ommended they are theory-driven to ensure the active
components of the process are both identifiable and rep-
licable [15].

The BCW is structured as a series of concentric circles
(See Fig. 1). At the core is ‘COM-B’ which is based on
the premise that people require the Capability (knowl-
edge and skills), Opportunity (environmental and social
resources) and Motivation (beliefs and intentions) to
perform the target Behaviour [11]. The next circle is the
Theoretical Domains Framework (TDF) which consists
of 14 more granular factors derived from theories of
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Fig. 1 The Behaviour Change Wheel

behaviour change, each one also aligned with capability,
opportunity or motivation [12]. The next circle provides
nine intervention functions that might change behaviour
(education, persuasion, incentivisation, coercion, train-
ing, enablement, modelling, environmental restructuring
and restrictions). The outermost layer is a range of pol-
icy categories that can be further used to support deliv-
ery. Working in parallel with the BCW is the Behaviour
Change Taxonomy which details 93 specific, replicable,
behaviour change techniques (BCT) [16], seen as the
‘active ingredients’ of an intervention, they are the small-
est observable and replicable components of an interven-
tion. These are categorised into 16 groups, although they
do not map exactly to the TDF domains as some BCTs
can support more than one domain.
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Recruitment of co-development group

The intervention was co-developed by a group of GP
trainers, community partners and researchers who were
ultimately all involved in delivering and evaluating the
intervention. The community partners were individu-
als from low-income communities with lived experi-
ence of mental distress; recruited through the team’s
existing links within low-income communities and via
National Institute for Health and Care Research Applied
Research Collaboration networks rather than being
patients at the participating practices. GP participants
were invited through Primary Care Networks (clusters of
practices that hold some central functions) and regional
primary care training hubs. Three regions of England,
all linked to the aforementioned Applied Research Col-
laborations were selected to provide a diverse range of
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socio-economic contexts to ensure the generalisability
of the intervention (South West, North West Coast and
North London). An email advert was sent out across
these networks and further information was provided for
potential participants to inform their decision to join the
co-development group. Group meetings were facilitated
by members of the research team and conducted over
Zoom in November 2021; detailed notes were taken by
research team members.

Development of the intervention

The use of the BCW to guide intervention development
consists of eight steps [11] contained within three stages
(See Fig. 2). Stage 1 includes the first four steps: the defi-
nition of the problem, the selection and specification of
the target behaviour and recommends the use of group
discussions to identify what needs to change. Stage 2
involves Steps 5 and 6 which identify the ‘intervention
function’ and ‘policy categories’ to support behaviour
change. Stage 3 consists of the final two steps (7 and 8)
which are to identify the specific behaviour change tech-
niques from the BCT Taxonomy [16] of 93 techniques
and specify the way they will be operationalised within
the intervention. During the co-development process,
consideration was given to the APEASE criteria [11]:
affordability, practicality, effectiveness, acceptability,
safety and equity.

Stage 1 (Steps 1-4): Definition of the problem and
understanding the behaviour

The co-development group consisted of GP trainers
(n=19), researchers (n=6), and community partners
(n=17). In a three-hour online workshop, the group
reviewed existing evidence regarding stakeholder dis-
satisfaction with antidepressants as a response to social
distress. The target behaviour was defined as being:
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Fig. 2 The Behaviour Change Wheel process
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prescribers exploring non-pharmacological alternatives
as a primary response for patients experiencing distress
arising from socio-economic circumstances. Findings
from previous research were prioritised into five core
intervention messages:

+ Disproportionate rates of prescribing in
economically disadvantaged areas.

+ Evidence regarding the limited efficacy of
antidepressants.

+ Reported GP dissatisfaction with medicalised
responses.

+ Strategies to build trust and empathy within a brief
consultation.

+ Visual and lived-experience testimony (including the
RCGP “Five minutes to change your practice” video)
about supportive consultations.

Informed by their lived experiences as both GPs and peo-
ple living in low-income communities, workshop partici-
pants considered the barriers and facilitators to changing
prescribing habits, focusing on the capability, opportu-
nity, and motivation required to change behaviour. These
considerations were subsequently coded against the The-
oretical Domains Framework (TDF) to identify specific
target domains (Table 1).

Stage 2 (Steps 5-6): identifying intervention options

Building on the Stage 1 findings, we mapped the six
identified COM-B components (knowledge, skills, social
/ professional role and identity, beliefs about conse-
quences, social comparison, and environmental context
and resources) onto four intervention functions: educa-
tion, persuasion, training, and modelling. These were fur-
ther supported by one policy category: ‘guidelines.

Stage 3: Identify
content and
implementation
options

7. |dentify behaviour

change techniques

(Behaviour Change
Taxonomy v.1)

8. ldentifymode of
delivery
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Table 1 Capability Opportunity Motivation - Behaviour and Theoretical Domains Framework Domains

COM-B TDF domain Key message from co-development group
Capability Knowledge Awareness of antidepressant prescribing rates and the link with deprivation.
Awareness of effectiveness of antidepressants.
Skills Do GPs know how to do have conversations about people’s social circumstances?
Motivation Social / professional role and identity Is exploring other non-pharmacological support compatible with their professional identity?
Beliefs about consequences What do they think will happen if they do/do not prescribe antidepressants?
Opportunity  Social comparison Will they compare their prescribing behaviour with those of their peers?

Environmental context and resources

Will limited time prevent them trying alternative approaches?

Table 2 Applying APEASE criteria to guide intervention function selection (Step 5)

Intervention function and definition*

Is the intervention function affordable,
practical, effective (and cost-effective),
acceptable, safe and equitable?

Education: Increasing knowledge or understanding Yes
Persuasion: Using communication to induce positive or negative feelings or stimulate action Yes
Training: Imparting skills Yes
Environmental restructuring: Changing the physical or social context Yes
Modelling: Providing an example for people to aspire to or imitate Yes

Incentivisation: Creating an expectation of reward

Coercion: Creating an expectation of punishment or cost

Restriction: Using rules to reduce the opportunity to engage in the target behaviour (or to increase the

Not practical due to context of general
practice

Neither acceptable or practical
Neither acceptable or practical

target behaviour by reducing the opportunity to engage in competing behaviours)

Enablement: Increasing means/reducing barriers to increase capability (beyond education and training)

or opportunity (beyond environmental restructuring

Not practical due to context of general
practice

*Definitions reported in Michie et al. (2014) [11]

To ensure these options were feasible within the spe-
cific constraints of primary care, such as restricted
consultation times, we applied the APEASE criteria
(affordability, practicality, effectiveness, acceptability,
safety and equity). This process led to the exclusion of
functions like incentivisation, coercion, and restriction,
which were deemed neither practical nor acceptable in
a general practice setting. Full details of the APEASE
evaluation for each intervention function are provided in
Table 2.

Stage 3 (Steps 7-8): identifying content and implementation
options

In the final stage of development, we identified spe-
cific Behaviour Change Techniques (BCTs) from the
BCT Taxonomy (v1) [16] to operationalise the selected
intervention functions. Many of these techniques were
spontaneously identified by the co-development group
as essential for addressing the psychological and social
barriers to more prudent prescribing. Table 3 details the
mapping of TDF domains to specific BCTs and describes
how these were enacted within the intervention (e.g.,
using “Instruction on how to perform a behaviour” to
provide scripts to support empathy within consultations).
BCTs were also tested against the APEASE criteria.

Following the selection of BCTs, Step 8 involved deter-
mining the most effective mode of delivery. We evalu-
ated potential content, providers and durations against
the APEASE criteria to ensure the intervention was fea-
sible within time-pressured primary care settings. This
resulted in DeStress-II training intervention Version 1, a
face-to-face session facilitated by a GP and a community
partner with a researcher present.

Implementation of the intervention

Phase 1

The study was conducted in two phases to allow for itera-
tive development. In Phase 1 (2022-3), the first iteration
of the intervention was delivered to primary care teams
recruited through Clinical Research Networks. Delivery
was by a three-person team consisting of a GP trainer, a
community partner, and a research team member. While
the preference was for face-to-face sessions, service pres-
sures and Covid-19 restrictions necessitated that most
sessions were delivered online.

DeStress-II training intervention Version 1 was guided
by a PowerPoint presentation taking one hour so it could
be delivered within a routine practice meeting. It featured
visual data, including maps of antidepressant prescribing
rates overlaid on socio-economic deprivation data and
UK prescribing trends. It also incorporated theoretical
concepts focused on trust and engagement, alongside the
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Table 3 TDF domain, key message and selected Behaviour Change Technique

TDF domain Key message from co-development BCT and description of how enacted
group
Knowledge Awareness of antidepressant prescribing Instruction on how to perform a behaviour: How to talk to people about social
rates and the link with deprivation. circumstances.
Information about Antecedents & Re-attribution: How distress is often caused by
poverty not mental illness.
Awareness of effectiveness of Information about health consequences: Information about side-effects, effective-
antidepressants ness data, patient dissatisfaction with GP response
Skills Do they know how to have conversations  Instruction on how to perform a behaviour. How to build trust and empathy.

Social / professional
role and identity

Beliefs about
consequences

Social comparison

Environmental con-
text and resources

Belief about
capabilities

about people’s social circumstances?
Is not always prescribing antidepressants
compatible with their professional identity?

What do they think will happen if they do/
do not prescribe?

Will they compare their prescribing behav-
iour with those of their peers?

Will limited time prevent them trying alter-
native approaches?

Will they have confidence not to prescribe
even if the patient is expecting them to?

Identity as a role model and Reframing: Information about alternatives to pre-
scribing and reminder that NICE guidelines stating that prescribing should not
be first line response.

Information about health consequences: Side-effects of antidepressants.
Information about their emotional consequences: GP job satisfaction, can be
stressful to repeatedly encounter these issues.

Salience of consequences: Lived experience testimony from community partners.
Comparison of behaviour: their behaviour with the testimony of GP trainer.
Comparison of outcomes: what do fellow GPs do?

Credible source: fellow GP and people with lived experience delivering messages.
Instruction on how to perform the behaviour: How to use a short consultation dif-
ferently, both timescales and prompts. Using shared decision making. Applying
a bio-psycho-social model of health.

Identity as a role model and reframing: Information about alternatives to prescrib-
ing and reminder that NICE guidelines state that prescribing should not be first
line response.

Table 4 Content of Intervention: DeStress-Il Version 1

DeStress-Il Intervention Version 1 (delivered in person by GP
trainer and community partner using Powerpoint slides)

1.Why does this matter?
2. Antidepressant efficacy: research evidence
3. What are the issues for GPs?

4.What are the issues for patients? Community Partners: Lived
experience

5.RCGP Screencast and discussion

6.Two key areas to build on current skills
7.Techniques for engagement and trust

8. Bio-psycho-social elements and their links

9. Suggested scripts: Supporting not fixing

10. Alternative consultation: investing in the beginning
11. Discussion

RCGP ‘Five minutes to change your practice’ video (See
Table 4). Informed by Cochrane strategies for changing
professional practice, the sessions combined didactic
information with discursive, small-group learning led by
fellow GP ‘opinion leaders!

To capture feedback to inform refinement, sessions
were recorded using MS Teams or encrypted voice
recorders in addition to fieldnotes from the delivery
team. Two weeks post-intervention, participants were
invited via email to participate in an individual inter-
view. Staff who opted in provided informed consent via
an electronic form and were interviewed, in private, by
a member of the research team (IL, AM, OH, JH) over

MS Teams using the interview schedule provided in Sup-
plementary File 1. The interview questions were piloted
during the first few interviews and minor amendments
made. Automated transcripts were checked for accuracy
by the staff member who carried out the interview and
corrected and anonymised and stored in a secure digital
environment. Due to the significant service pressures and
time constraints faced by participating primary care staff,
transcripts were not returned to participants for correc-
tion or asked to feedback on the findings.

These data were analysed by authors FT, KB, IL, AM
and KW using descriptive thematic analysis, supported
by NVivo to inform the transition to Version 2. This
analysis followed the systematic approach to coding
and theme development outlined by Boyatzis [17]. This
ensured descriptive clarity and transparency through
the creation of a structured coding ‘tree’ shared between
authors. Unlike more reflexive approaches, this study
focused on the consistent application of codes across the
data to provide a reliable summary of participants' views.
Data saturation was not used as a criterion for ending
data collection as sample size was determined by the
logistical requirements of the two-phase iterative devel-
opment process and the aim of capturing a diverse range
of perspectives across the different regions. The consis-
tency of themes identified across both phases suggests
that the findings provided a comprehensive summary of
participant views regarding the intervention's content
and feasibility.
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Phase 2

In Phase 2, DeStress Version 2 was deployed in 30 differ-
ent practices as an 11-section online multimedia resource
designed for independent, practice-facilitated delivery
(see Table 6). This iteration shifted to a model where a
practice staff member led the session using a guidance
manual, allowing for wider scale-up while maintaining
core fidelity. Although the digital format provided flex-
ibility for teams to tailor the session to specific interests
and allowed participants to log back in post-delivery, it
preserved the potential for one-hour duration and pro-
motion of group discussion. Changes to the content
included simplifying the illustrations of the bio-psycho-
social model of mental health, the addition of a video of a
simulated GP consultation, videos of community partner
testimony and specific scripts to promote empathy; and
removal of the RCGP video (See Table 5).

Table 5 Content of Intervention: DeStress-Il Version 2

DeStress-Il Intervention Version 2 (facilitated by practice staff
member using an online multimedia resource)

1. Introduction

Video: Introduces the rationale

Text: Establishes the learning objectives.

2. Societal distress

Video: How increases in demand on General Practice may be influ-
enced by poverty-related mental distress

Questions for discussion.

3. Overprescribing

Video: The debate on how antidepressants work and the links between
distress and depression including why they don't work for some
people.

Text: summary of research evidence

Questions for discussion.

4. Patient experience

Video: GP perspective of patient experience then five patients share
their experiences and talk about what a successful consultation feels
like.

Questions for discussion.

5. Shared understanding

Video: alternative approaches to antidepressants.

Text: suggested scripts for use in consultations.

6. Supporting the patient

Video: GPs talk about the approaches they find helpful.

Questions for discussion.

7.GP consultation

Video: A GP and a patient demonstrate what a successful consultation
looks and feels like.

Text: suggested techniques for building engagement and trust.

8. Practice team

Video: How GPs and health professionals can work collaboratively to
support patients and provide care that meets patient need. Questions
for discussion.

9. Intended learning objectives

A summary of the key messages of the intervention.

10. Extra resources

Links to additional resources that can support further learning.

11. Feedback form

*facilitator receives a brief guidance manual by email prior to the session
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Practices were again recruited through Clinical
Research Networks and the interview recruitment, data
collection, management and analysis procedures estab-
lished in Phase 1 were again applied to evaluate this sec-
ond version.

Reflexivity statement

The research team brought a multidisciplinary per-
spective to this study. As well as including individu-
als with clinical expertise, team members came from
backgrounds in social sciences, public health and health
services research. As such our collective orientation is
towards a bio-psycho-social model of health, taking a
holistic approach towards understanding mental distress
in low-income communities which recognises the many
systemic issues such as poverty and social isolation that
contribute to poor mental wellbeing.

While we fully acknowledge the clinical utility of anti-
depressants in certain contexts, our prior research find-
ings have described high levels of both patient and GP
dissatisfaction with inappropriate over-medicalisation
and this has influenced our focus on supporting the use
of non-pharmacological alternatives. In acknowledge-
ment of this stance, our inclusion of practicing GPs and
GP trainers in the co-development and delivery phases
ensured the intervention remained grounded in the reali-
ties of primary care. The inclusion of community part-
ners with lived experience added further balance to the
team.

All authors except OH are female, all have undergone
research methods training and have substantive experi-
ence in the collection and analysis of qualitative data and
all but one (IL) are post-doctoral academic researchers.

Results
Feedback on the intervention DeStress-Il version 1
The intervention was delivered to 53 practices, reaching a
total of 508 primary health care professionals (including
387 GPs) between November 2022 and February 2023.
Twenty-two participants from Phase 1 were interviewed
with interviews lasting between ten and 34 min. Exact
numbers of individual refusals were not recorded as
recruitment was conducted via email invitation to each
practice. A detailed breakdown of interviewee demo-
graphics from Phase 1 and Phase 2, including age, sex,
and ethnicity, is provided in Table 6.

During descriptive thematic analysis the data was cat-
egorised into three main themes relating to: Content,
facilitation and acceptability.

Theme 1: Content

The content and message of the intervention was almost
entirely favourably viewed. Some recipients experienced
it as new information, particularly the information about
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Table 6 Participant demographics from Phase 1 and Phase 2
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Phase 1: N (%) Phase 2: N (%)

Profession GP
Social prescriber
Advanced nurse practitioner
Mental health practitioner
Practice manager
Pharmacist
GP assistant
Receptionist
Unknown
HCA
Care coordinator
Physician associate

Sex Female

Male

Unknown

White British

British / Asian

Other White

Mixed

British / African

Unknown

20-29

30-39

40-49

50-59

60

Unknown

Ethnicity

Age range

19 (86) 24 (49)
0 5(10)
0 4(8)

0 3(6)
1(5) 2(4)

0 2(4)

0 2(4)

0 2(4)

0 2(4)

0 1)

0 1Q2)
2(9) 1(2)
15 (68) 38 (78)
6(27) 9(18)
1(5) 24
14 (64) 33(67)
4(18) 10 (20)
3(14) 3(6)
1(5) 0

0 1)

0 2(4)
2(9) 3(6)
5(23) 11(22)
9(41) 20 (41)
4(18) 9(18)
0 3(6)
2(9) 3(6)

the limited effectiveness of antidepressants for mild and
moderate depression:

“I think stats, simple and memorable stats are really
helpful (...) I find them really helpful with patients,
telling a patient that for every seven prescriptions
that I write for people in your situation, six people
will not get any benefit at all (...) is incredibly power-
ful” GB, male, White British, South West.

Others felt it reinforced what they were already trying to
achieve within their consultations:

“it’s actually things that we're doing already (...) it
was good to have that forum to talk about (...) what
we feel is, you know, the mainstay of our work as
well as GPs (...) It wasn’t anything new.” GB, female,
British Asian, London.

“I thought it was interesting, it was nicely delivered
(...) good to be reminded of all those things” GB,
male, White British, North West.

With regard to increasing knowledge, some trainers felt
that some of the initial information slides were too com-
plex. As a result, some were simplified, including the

bio-psycho-social influences on mental health and the
content of some of the slides was reduced.

Several participants spoke about the benefits of watch-
ing another GP carry out a consultation and felt that
would be a good addition to the intervention in terms of
improving both knowledge and skills.

“we see people having a consultation and we try to
sort of understand what’s going on and see where
we can improve. I think that would have been really
good.” Physician Associate, female, British Asian,
London.

A simulated consultation with a real GP and person who
had experienced poverty-related mental distress was sub-
sequently included in the intervention Version 2.

Some trainers did not want to use the RCGP five-min-
ute video as they felt it recapped what they were already
saying and took up too much time within the duration:

“I thought the video was too long (...) we don’t have
very much time (...) So I trimmed the video (...) we've
got experience in the room. Intervention delivery
team member, GB, female, other white background,
North West.
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This video was removed from intervention Version 2.

The intervention presented the importance of improv-
ing trust and empathy with patients and several partici-
pants felt suggested scripts of phrases to use with patients
would be helpful:

“suggestions of how to change wording (...) making
it really practical (...) how do we actually do this
within our consultation. Clinicians would find it
useful to have some sort of ‘catch phrases’ they could
use (...) in (...) supporting and enabling patients” GB,
female, White British, North West.

As a result, brief scripts were developed within the
research team and refined by the GP trainers and com-
munity partners. For example, “I'm glad you came to see
me today”, and, in response to hearing about people’s cir-
cumstances ‘I can understand why you feel upset about
that”; “You seem to be going through a lot — I would find
that very hard too”.

Theme 2: Facilitation

The fact it was a GP delivering the intervention along
with a community partner was particularly valued by
participants:

“Then the way the program was delivered was pretty
good and because the GP that came too explained
everything, she obviously was very (...) knowledge-
able about the topic and had (...) her own experi-
ences” GB,_female, White British, North West.

The presence of a community partner on the interven-
tion team was also favourably commented on by many
participants.

“I also liked that there was actually a patient that
(...) had the time to speak about his experience’
Physician Associate, female, British Asian, North
Thames.

Initially only GPs were invited to take part, but as ses-
sions were delivered and feedback sought, participants
said they thought it would be beneficial to invite all prac-
tice staff to participate, particularly as some practices
had mental health practitioners and social prescribers
and these were frequently referred to in the intervention
sessions with GPs. The subsequent inclusion of different
practitioners was not thought to require amendment to
the content of the intervention, but it led to wider dis-
cussion about how the practice was working as a team
to support patients experiencing mental distress. The
opportunity to discuss the issue as a practice team was
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highly valued and some feedback reported that there
needed to be more time for this within the session:

“It’s very hard to get people to interact and in and
engage, and the discussion was actually what was
really useful. So having someone come to a practice
team and discuss it as a team, that was really useful
and that’s the way I prefer to do it” GB Male, White
British, North West,

Trainers subsequently sought to achieve a better balance
between delivering information and providing oppor-
tunity for discussion. This discussion allowed for social
comparison as people shared their experiences. Due to
the scheduling of practice meetings, sometimes a com-
munity partner was not available to deliver the interven-
tion with the GP trainer so a video was created that could
be used instead.

Theme 3: Acceptability

In terms of the APEASE criteria, the intervention was
seen as affordable, practical and acceptable due to its
short duration, which enabled it to be incorporated into a
routine practice meeting:

“Yeah (...) I think it was the right amount of time”
GB female, White British, North West.

Feedback from participants was sought regarding how
the intervention could be implemented at scale. Consid-
eration was given as to whether it could be delivered by
trainers from existing primary care training teams, but
it was felt that the intervention could be made available
directly to practices. The idea of an individual e-learn-
ing package was considered but the discussion between
practice colleagues was highly valued and would be
lost within this mode of delivery. One trainer suggested
developing a resource that could be delivered within the
practice by a staff member, during a routine team meet-
ing, therefore preserving the space for discussion:

“I think the idea of a (..) standalone deliverable
package is brilliant, in most practices, they have
educational meetings and to have something that’s
just ready to go that they can sit and watch (...) 1
think would fit in very well” Intervention delivery
team member, GB, male, White British, South West.

A practice-facilitated intervention therefore became the
aim of the Version 2.

Feedback on the intervention DeStress-Il version 2
DeStress-1I Version 2 was tested in 30 GP practices. We
do not have the exact number of people attending each
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session although it was in excess of 150. Thirty attend-
ees were interviewed between June and September
2023, with interviews lasting between 15 and 37 min.
Exact numbers of individual refusals were not recorded
as recruitment was conducted via email invitation to
each practice. Interviewee demographics are detailed
in Table 4. Overall, the intervention received positive
feedback, with data again following the same process of
descriptive thematic analysis into three primary themes:
content, facilitation, and acceptability.

Theme 1: Content
Participants gave favourable feedback about the informa-
tion presented:

“It was clear, it was concise, it wasn’t long winded.
The videos were bite sized. They were easy to under-
stand (...) 1 wasn'’t sitting there thinking oh God
when this is going to be over!’ Far from it, I was
really fascinated by it” Health care assistant, female,
White British, London.

Some content was identified as being new information,
e.g., information about antidepressant prescribing rates
and effectiveness:

“..there were some facts and figures in the session
that (...) I wasn’t really aware of (...) things like 1/6
of the population on antidepressants, like, you know,
8.3 million. You know (...) we work in primary care,
we work in community pharmacy (...) we see these
prescriptions day in day out. But the actual num-
bers (...) was kind of a shock (...) to be honest” Phar-
macist, male, British Asian, London.

As before, a small number of others felt the information
presented was not new to them but they felt it reinforced
what they tried to apply in their consultation;

“Yeah, hopefully just feeling a bit more confident in
my consulting in terms of spending more time talk-
ing about alternatives to medication. But I like to
think I was doing a bit of that anyway, but I think
it just helps to sort of move along that a bit further
really” GB, female, white British, South West.

The scripts were the most commented upon aspect of the
intervention and the feedback was all positive:

“I also liked the bit where it was talking about (...)
ways that you can talk to people. For example, when
it says: ‘with all the circumstances that you're going
through, 1 think that I would feel the same way’ (...)
they’re very, very helpful. And I've actually started
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using some of those whilst I talk to patients, I took a
little screen shot of it. So I found that really helpful”
Care coordinator, female, White British, South West,

The video clips of different GPs describing their different
experiences were valued by participants.

“Very good. Like because the GPs were talking (...)
from their own experience and (...) it wasn’t only
anecdotal, they were able to put in a context with
(-..) evidence (...) they were able to match it with (...)
the data” GB, male, British Asian, London.

Participants also appreciated having a menu of differ-
ent Community Partner experiences they could select to
watch within the intervention. This led to more choice
than in the Version 1:

“it was nice because (...) people doing the session
with me could say: ohh, Id like to hear from [Com-
munity Partner]’ (...) and we could sort of choose
people who looked a bit like our patients” GD,
female, White British, London.

Theme 2: Facilitation
Several facilitators within the practices reported having
enjoyed taking on the role:

“I personally I would say enjoyed facilitating it. I felt
it was good to (...) hear what other people have to
say” GB,_female, British Asian, London.

“I didn’t do too much preparation (...) the instruc-
tions were really clear and (...) with little prepa-
ration, it was absolutely fine facilitating (...) the
instructions were absolutely perfect (...) the approxi-
mate timings that were given for each of the sections
were helpful” Practice Manager, female, White Brit-
ish, North West.

The opportunity for discussion within the session con-
tinued to be highly valued by the majority of the par-
ticipants. There were positive comments about sharing
experiences and approaches as well as a number of com-
ments about the benefits of having ringfenced time to
reflect on one’s own practice:

“And then we had half an hour to (...) discuss things
amongst this (...) to get to hear all kind of stories and
(...) other people’s experiences (...) a 35 year old and
a 60 year old in the same room (...) definitely they
will have things (...) to teach each other” Pharmacist,
male, British Asian, London.
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This discussion sometimes led to the session over-run-
ning although it is the responsibility of the facilitator to
ensure this does not happen.

Theme 3: Acceptability
The feedback about acceptability was dominated by com-
ments about the duration of the intervention:

“its all very time limited and (..) was so well
designed. If it became too long, youd lose interest”
GP female, British Asian, London.

“I like the fact that it was (...) quite compact.” Prac-
tice Manager, male, White British, North West.

Intervention Version 2 was not considered to require any
further refinement after the feedback. It has subsequently
been validated by the RCGP and is freely available to
access through the project website https://destressprojec
t.org.uk/.

Discussion

The aim of this study was to co-develop an intervention
aimed at GPs and other primary care staff to improve
understanding of the impact of poverty and other social
circumstances on mental health, build greater empathy
within a short consultation, promote more prudent pre-
scribing of antidepressants and encourage the use of non-
pharmacological support. To date, this paper is the first
to report use of the Behaviour Change Wheel (BCW)
[11] to develop an intervention for primary care staff
focused on antidepressant prescribing.

The use of the BCW incorporating the Theoretical
Domains Framework (TDF) [12] supported the applica-
tion of a rigorous theory-driven approach to structure
the co-development of an intervention to improve pri-
mary care consultations with people experiencing dis-
tress as a result of poverty. In this study, the practical
application of the BCW led to greater transparency and
reproducibility. Our approach ensured that we clearly
identified the target behaviour (inappropriate prescrib-
ing) and the domains likely to influence this (e.g., knowl-
edge and skills) and what behaviour change techniques
would be most likely to effectively target these domains
and why (e.g., ‘Instruction on how to perform a behav-
iour’ and ‘Re-attribution’). This process also aligned with
Medical Research Council guidance on developing com-
plex interventions, i.e., all components of interventions
are specified [18].

In addition, the use of the APEASE criteria meant that
acceptability and feasibility were considered throughout,
further ensuring our intervention was ready for practices
to implement with only minimal adaptations. Co-devel-
oping an intervention as a standalone resource which
can be delivered by a member of staff, means that the
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intervention can be easily used in primary care settings
across the UK and accreditation by the Royal College of
General Practitioners further adds to the intervention’s
credibility. The simple editable web-based design means
that it can be easily updated to prevent it becoming
outdated.

The feedback from 70 participants leads us to believe
that the DeStress-II intervention has great potential to
change primary care staff behaviour. We found that pri-
mary care professionals liked the content, and that even
when it was not new information it reinforced how
people were already trying to shape their consultations.
The scripts to prompt empathy were suggested by the
Phase 1 participants and were highly valued in Phase 2.
The overall design of the intervention was seen as attrac-
tive, as well as the way it was structured to allow prac-
tices to focus on areas of greater salience to them. The
opportunity to reflect on their own practice as a team
was valued, especially to consider non-pharmacological
support, and the brief duration was crucial to ensure it
could be accommodated within pressured services. Our
short-term findings have evidenced this impact [19] and
ongoing research is exploring the longer term effects of
participation in the intervention.

The BCW approach has been used to develop other
interventions in primary care settings, e.g., management
of lower back pain [20] and reducing antibiotic use [21].
The TDF domains targeted in these interventions had a
great deal of overlap with the current study leading to a
consensus of what is likely to be most relevant to change
behaviours in primary care setting, e.g., knowledge and
skills. Jenkins et al. [20] also produced information for
patients which was not a component of this intervention,
but something that we also believe to be an important
focus of future research.

The primary strength of the DeStress-II intervention
is that it is was co-developed by GPs and community
partners with experiences of the issue of poverty-related
mental distress. This meant that we had a range of views
and experiences of both the target of the intervention
(primary care prescribers) and people with lived experi-
ence at the heart of the intervention. Another strength
was the use of two rounds of testing, allowing for an iter-
ative co-development process where the intervention was
piloted as an expert-led session and based on participant
feedback, subsequently refined into a practice-facilitated
resource. A further strength is the adaptability of the
intervention through the provision of choice of tailor-
ing the content to a particular practice context to ensure
aspects that are of most relevance or interest can be used.

Study limitations
One potential limitation was that our co-develop-
ment group were highly motivated to improve such
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consultations and as such might not have identified all
the barriers other GPs might face, although the scope for
discussion within the delivery of the intervention did per-
mit practice staff to raise their own issues. Similarly, as
practices volunteered to take part in the evaluation of the
intervention, they may have self-selected due to already
having an interest in the subject and therefore have given
more favourable responses. Testing the intervention in
a trial setting would address this potential bias. A key
limitation faced by this and all interventions that demand
time in primary care, is service pressures leading to them
not being feasible. However, being able to complete the
intervention in one hour goes a long way to mitigate this.

There are two players in the consultation and this inter-
vention only targets the professional. Information for
patients about the effectiveness of antidepressants when
distress is caused by social circumstances might further
strengthen the intervention.

There is almost no research evidence about public per-
ceptions of antidepressant use in the UK. Exploratory
work is required in this area before patient behaviours
can be effectively targeted. Further research is needed
to test whether the DeStress-II intervention reduces
the inappropriate prescribing of antidepressants and its
impact on referrals to alternative supports.

This is the first intervention to be co-developed to sup-
port primary care consultations for people experiencing
poverty-related mental distress. This process has led to
the development of a brief complex intervention that has
been found to be both feasible and highly acceptable for
use in time-pressured primary care settings. It is believed
that the primary reason for this success was the co-devel-
opment of the intervention by both GPs and community
partners with experience of the issues. The transparent
method used can be applied to co-develop other similar
interventions.

Conclusion

Antidepressant prescribing rates continue to rise in the
UK, despite evidence that many people may not benefit
from them, particularly if their mental distress is located
in their social circumstances. This results in significant
cost to both the National Health Service and to individu-
als who may not benefit from antidepressants, experience
unpleasant side-effects and difficulties stopping their use.
Using the Behaviour Change Wheel as a framework, the
study successfully co-developed the DeStress-1I inter-
vention aimed at primary care staff to improve under-
standing of the impact of poverty on mental health,
build greater empathy and trust within short consulta-
tions, promote prudent prescribing of antidepressants
and encourage the use of non-pharmacological support.
The intervention was particularly valued by participants
for the practical scripts provided for use in consultations
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and the opportunity for multidisciplinary practice teams
to collectively reflect on their prescribing habits. The
intervention has been found to be acceptable and feasible
for delivery in time-pressured primary care settings and
the methods used are transferable to other health care
settings. Further research is needed to test whether it
reduces the prescribing of antidepressants and referrals
to alternative services and whether patient information
would be a beneficial addition to the intervention.
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