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Enhancing the quality of psychological 
interventions delivered by telephone in mental 
health services: increasing the likelihood 
of successful implementation using a theory 
of change
Cintia L. Faija1*, Janice Connell2, Judith Gellatly1, Kelly Rushton1, Karina Lovell1,3, Helen Brooks1, 

Christopher Armitage4,5,6,7, Peter Bower8 and Penny Bee1 

Abstract 

Background The implementation of new and complex interventions in mental health settings can be challenging. 

This paper explores the use of a Theory of Change (ToC) for intervention design and evaluation to increase the likeli-

hood of complex interventions being effective, sustainable, and scalable. Our intervention was developed to enhance 

the quality of psychological interventions delivered by telephone in primary care mental health services.

Methods A ToC represents how our designed quality improvement intervention targeting changes at service, 

practitioner, and patient levels was expected to improve engagement in, and the quality of, telephone-delivered 

psychological therapies. The intervention was evaluated following implementation in a feasibility study within three 

NHS Talking Therapies services through a qualitative research design incorporating semi-structured interviews and a 

focus group with key stakeholders (patients, practitioners, and service leads) (N = 15). Data were analysed using the 

Consolidated Framework for Implementation Research (CFIR) and the ToC was examined and modified accordingly 

following the findings.

Results CFIR analysis highlighted a set of challenges encountered during the implementation of our service quality 

improvement telephone intervention that appeared to have weakened the contribution to the change mechanisms 

set out by the initial ToC. Findings informed changes to the intervention and refinement of the ToC and are expected 

to increase the likelihood of successful future implementation in a randomised controlled trial.

Conclusions Four key recommendations that could help to optimise implementation of a complex intervention 

involving different key stakeholder groups in any setting were identified. These include: 1-developing a good under-

standing of the intervention and its value among those receiving the intervention; 2-maximising engagement from 

key stakeholders; 3-ensuring clear planning and communication of implementation goals; and 4-encouraging the use 

of strategies to monitor implementation progress.
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Background

Evidence shows psychological interventions delivered by 

telephone can be as effective as those delivered face-to-

face [1, 2], with the added benefits of access, flexibility, 

and reduced stigma [3–5]. Despite the increased utili-

zation of remote means of communication during the 

COVID-19 pandemic, some scepticism remains among 

practitioners and patients about the use of telephone 

in mental health settings. Concerns centre around the 

potential difficulties involved in developing a therapeu-

tic alliance at a distance, perceptions of reduced effec-

tiveness, worries about patient safety, and lack of patient 

engagement [6–8].

The COVID-19 pandemic forced a sudden shift 

towards remote therapy delivery, with no preparation 

time in which to train practitioners in telephone-specific 

skills [6, 9, 10]. The pandemic also drove an increase in 

mental health problems in the general population in the 

UK and across the world [11–13]. There were, and still 

are, pressing needs for mental health services to improve 

access to psychological therapies without compromising 

quality of care and to find cost-effective ways of providing 

evidence-based interventions to an increasingly high vol-

ume of patients. In the UK, mild to moderate depression 

and anxiety are treated in primary care within the NHS 

Talking Therapies Services (formerly known as Improv-

ing Access to Psychological Therapies -IAPT services). 

Evidence-based interventions are provided following 

National Institute for Health and Care Excellence (NICE) 

guidelines. NICE Clinical guidance for mild to moderate 

depression and anxiety recommends telephone deliv-

ery for low intensity psychological interventions such 

as guided self-help [14, 15]. The use of the telephone as 

a modality to deliver psychological interventions started 

in the twentieth century and increased during the recent 

global Covid-19 pandemic; early indications are that 

telephone delivery will continue at a comparable, if not 

greater, pace [16, 17]. This means that the development 

of a sustainable intervention to improve the quality and 

engagement of psychological treatment delivered by tel-

ephone remains relevant [18, 19].

Before the implementation of any new and complex 

health care intervention, the Medical Research Coun-

cil (MRC) framework [20] emphasises an iterative pro-

cess including four phases: 1-intervention development, 

2-feasibility and piloting, 3-evaluation, and 4-imple-

mentation. To increase the likelihood of complex inter-

ventions being effective, sustainable, and scalable, a 

theory-driven process of intervention design and evalua-

tion is strongly recommended [21].

The Theory of Change (ToC) approach is a pragmatic 

framework, which describes how and why an initiative/

intervention works and can be useful in both interven-

tion planning and in empirical testing [22]. In addition, 

the ToC can be subjected to modifications to incorporate 

ongoing processes of reflection exploring changes and 

how these happen [23]. According to the MRC frame-

work, a ToC can be tested in the feasibility/piloting phase 

[20] and its use may help to increase implementation suc-

cess [24]. This, combined with the involvement of stake-

holders, leads to a refinement of the intervention [25]. 

In this paper, we report on the use of both the ToC and 

engagement with stakeholders, which strengthen the key 

stages of the MRC framework [20]. Specifically, a ToC 

can be modified to capture changes resulting from the 

feasibility/piloting phase, and a revised ToC can be taken 

forward for formal evaluation as part of the evaluation 

phase of the MRC framework. We illustrate the use of the 

ToC working through an intervention we developed as 

part of our research programme called EQUITy (Enhanc-

ing the quality of psychological interventions delivered 

by telephone) funded by the UK National Institute for 

Health Research.

The aim of this article is to explore the use of a Theory 

of Change (ToC) and an implementation framework of 

analysis to increase the likelihood of complex interven-

tions being effective, sustainable, and scalable. A ToC 

was developed to represent how changes of a complex 

intervention, aimed at enhancing the quality of tele-

phone-delivered psychological therapies, were expected 

to occur to trigger the intended outcomes. We provide a 

case example of how the development of a ToC has been 

informed and amended following evidence from the fea-

sibility study reported here. We also describe potential 

solutions to overcome implementation challenges and 

improve likelihood of future implementation success.

Method

Description of the EQUITy intervention

The EQUITy intervention was a service qual-

ity improvement intervention designed to enhance 

engagement and the quality of psychological interven-

tions delivered by telephone in primary care in the UK. 

In brief, the EQUITy intervention targets change at ser-

vice, practitioner, and patient levels and includes three 
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interlinked components that are equally important: 

1-Telephone Recommendations for Services, 2-Tel-

ephone Skills Training for Practitioners and, 3-Tele-

phone Information Resources for Patients.

The Telephone Recommendations for Services com-

prised a booklet including guidelines for telephone 

delivery covering five areas (i.e., Promoting Telephone 

Work, Key Elements of Telephone Work, Telephone 

Working Environment and Resources, Boosting Tel-

ephone Skills, and Promoting Reflection on Telephone 

Treatment). Services were asked to decide on a set of 

goals that could be achieved immediately, and another 

set that may take longer or need more effort to accom-

plish. This booklet was circulated to the Service Lead/

Team Manager. This component of the EQUITy inter-

vention was designed to ensure availability of the most 

suitable working environment and resources for the 

delivery of psychological interventions by telephone, 

enhance the provision of clinical support for remote 

delivery and facilitate opportunities for professional 

development.

The Telephone Skills Training for Practitioners included 

two 3-h online training sessions, combining teaching and 

interactive activities (e.g., role-play, live demonstration 

of good practice, group exercises). This component of 

the EQUITy intervention was designed to develop and/

or enhance practitioner telephone skills, address negative 

preconceptions, and increase engagement and confidence 

in the delivery of psychological interventions by telephone.

The Telephone Information Resources for Patients 

comprised a leaflet containing key information about 

telephone interventions delivered by psychological 

well-being-practitioners, an appointment card which 

also included tips on how to prepare for telephone ses-

sions, and a poster to be displayed at services. This ele-

ment of the EQUITy intervention was designed to 

increase awareness of cognitive behavioural therapy and 

guided-self-help, and its effectiveness when delivered via 

telephone; it also aimed to address beliefs and pre-con-

ceptions about remote delivery being inferior in quality 

to face-to-face delivery.

The EQUITy intervention was delivered by a team 

comprising the two principal investigators (PBo, PBe), 

the programme manager (JG), a clinical academic with 

robust experience of delivering training and providing 

therapy as a Cognitive Behavioural Therapist (KL), a clin-

ical psychologist, two psychological wellbeing practition-

ers, one clinical academic involved in delivering training 

for PWPs, one researcher with clinical experience in dif-

ferent evidenced-based therapies including Cognitive 

Behavioural Therapy (CF) and one patient with experi-

ence in supporting training of psychological wellbeing 

practitioners.

The use of ToC exemplified in the EQUITy Programme

 

(a) Aim of using ToC model

A ToC was developed for the EQUITy research pro-

gramme to represent what the intervention intended 

to achieve and to depict the most likely linkages/path-

ways of how changes were expected to occur/trigger 

the intended outcomes. To this end, key stakeholders, 

objectives, intervention components, intended changes/

goals (short, medium, and long-term), and an overall 

vision of success were identified beforehand (see Fig. 1 

for a schematic depiction of the EQUITy initial ToC). 

As depicted in Fig.  1, the short/intermediate goals of 

the EQUITy intervention were to enhance patient, 

practitioner, and service engagement with telephone 

treatment, leading to increased treatment efficacy and 

effectiveness, and to ultimately improve patient out-

comes (i.e., symptoms of depression and anxiety over 

time).

 

(b) Who was involved in the initial development of 

the ToC?

Six members of the research team with extensive expe-

rience in the use of the ToC and implementation research 

reviewed qualitative evidence to inform intervention 

design and development of the initial ToC.

 

(c) Method by which the ToC was developed

The initial ToC was developed by reflecting upon 

the qualitative evidence obtained from research stud-

ies conducted within this research project, which pro-

vided an in-depth understanding of the clinical and 

organisational contexts in which telephone-delivered 

psychological interventions are used. Qualitative stud-

ies included interviews with practitioners, patients, and 

key informants, as well as the conversational analysis 

of telephone sessions delivered in IAPT services. Evi-

dence from the qualitative studies provided an insight 

into the barriers and facilitators influencing delivery 

and engagement of patients, practitioners and ser-

vices with psychological interventions delivered by tel-

ephone [6, 7, 26–28]. Following understanding of the 

problem, an evidence-based behaviour change inter-

vention was co-developed with stakeholders to increase 

engagement and quality of telephone-delivered psycho-

logical interventions in primary care [29]. In addition, a 

smartphone app was developed to facilitate completion 

of questionnaires and to improve therapeutic informa-

tion exchange in telephone-delivered psychological 

interventions.
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(d) Who was involved in reviewing/refining the ToC

The initial ToC (Fig.  1) was reviewed by the research 

team to reflect the possible impact of COVID on the 

model, producing a modified ToC (Fig. 2) which was tri-

alled in this feasibility study. Figure  2 indicates that the 

smartphone app was removed from the EQUITy interven-

tion due to it being deemed redundant following a shift 

by services towards the use of online portals for outcome 

Fig. 1 EQUITy Programme: Initial Theory of Change

Note: The dash line indicates weaker pathways/linkages

Fig. 2 EQUITy Programme: Theory of Change updated reflecting the COVID context (trialled in this feasibility study)

Note: White boxes indicate elements removed from the intervention prior to the commencement of the feasibility study. Light grey boxes highlight 

elements that are potentially diluted/uncertain and indicate additional uncertainty/risk. Grey dash lines indicate diluted pathways/linkages
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measure completion and communication with patients. In 

addition, Fig. 2 captured elements of the EQUITy service 

quality improvement intervention that could be potentially 

diluted/influenced by the fact that services were forced to 

deliver psychological treatment by telephone (or video) 

during the pandemic, which may have also affected patient 

views/expectations about telephone treatment.

Following findings from this feasibility study, a meet-

ing with all members of the research team was held to 

interrogate and review the ToC for appropriateness, com-

prehensiveness and accuracy. This included the identifi-

cation of components and theoretical changes that were 

achieved or not met, and the examination of whether or 

not and how the ToC aligned with the findings. Identified 

changes to the components of the intervention and ToC 

were then further discussed with the Implementation Ref-

erence Group (IRG) and the Programme Steering Com-

mittee (PSC). The IRG comprises10 professionals with 

clinical, policy or educational expertise in IAPT services 

to provide strategic advice and guidance to the design and 

the implementation of the EQUITy programme. The PSC 

is an independent group of five individuals with research 

and clinical expertise in low intensity psychological inter-

ventions, service organisation, delivery, development, 

and leadership. One member has specific expertise in 

the use of statistics in randomised controlled trials, while 

a patient and public representative provides additional 

expertise from a lived experience perspective. Following 

agreement, the required amendments to the ToC and the 

intervention took place. The updated version of the ToC 

will be evaluated as part of a randomised controlled trial.

Ethical approval

Ethical approval for the EQUITy feasibility study was 

granted by the North West—Preston Research Ethics 

Committee (REF: 20/NW/0082; IRAS ID: 271710cif ). 

All participants completed the consent form, which they 

returned via email.

Study design & recruitment

This was a qualitative study using semi-structured inter-

views and a focus group with stakeholders (patients, 

practitioners, and service leads). Interviews [30] and 

focus groups [31] were used to account for service prefer-

ences and convenience, and to allow exchange of view-

points whenever this was considered appropriate. The 

epistemological position underpinning this study fol-

lowed a social constructionist approach [32–34].

This feasibility study was conducted in three UK 

NHS IAPT services (currently known as Talking Thera-

pies services)  delivering guided-self-help for anxiety 

and/or depression by telephone. NHS IAPT services 

were approached via email direct invitation to service 

managers prior to the outbreak of the COVID-19 pan-

demic, and their commitment remained during the pan-

demic, when the research study commenced.

Stakeholder informants: patients and professionals

Patients receiving guided-self-help for anxiety and/

or depression by telephone at the services participat-

ing in the study were invited to take part in a research 

interview. Information packs containing an invitation 

letter, participant information sheet, and a consent to 

contact form were distributed by the service adminis-

tration team. Following expressions of interest (return 

of consent to contact form or direct contact with the 

research team by email or phone), participants were 

contacted to confirm willingness to participate, com-

plete the consent form and to schedule a telephone 

interview. Examples of interview questions for patients 

included: What did you know about IAPT when you 

were first referred? What was the information you 

received at the point of referral and what can you tell 

me about that information? What did you think about 

the EQUITy patient resources? How did the EQUITy 

resources influence (or not) your views about the 

effectiveness of the treatment you were referred to? 

How did the EQUITy resources change (or not) your 

beliefs about how you will be able to successfully 

engage in your treatment? Thinking about your expe-

rience of treatment, how did you find communicating 

with you practitioner without being able to see her/

him? What can you tell me about the therapeutic rela-

tionship with your practitioner?

Professionals, including practitioners and service 

leads from each of the three services, were invited to 

take part in a research interview/focus group. Practi-

tioners delivering guided-self-help by telephone who 

had attended the EQUITy telephone skills training were 

invited to take part in the study. All eligible profession-

als received an invitation letter, a participant informa-

tion sheet, and a consent to contact form by email, 

distributed by the service lead/manager or research 

team. Participants expressing interest to take part were 

contacted by the research team to confirm willingness 

to participate and an interview/focus group date was 

arranged. Examples of interview questions for profes-

sionals included: What were your initial thoughts about 

the EQUITy intervention and taking part in the fea-

sibility study when you heard about it? What aspects 

of the EQUITy intervention were most helpful for 

patients, practitioners and for services? What aspects 

of the EQUITy intervention would you change? How 

did you feel about delivering telephone treatment fol-

lowing receipt of the EQUITy intervention? What were 

the challenges you face to implementing the EQUITy 
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intervention? What has been the most significant 

change in your practice following the reception of the 

EQUITy intervention?

Data collection

The study took place in England, UK. The EQUITy inter-

vention was delivered to each of the three NHS IAPT 

services independently between November 2020 and Jan-

uary 2021. Data collection took place post-intervention 

between February and April 2021.

All participants provided informed consent prior to 

taking part in the study. All interviews/focus group were 

audio-recorded and transcribed verbatim by an inde-

pendent company approved by the University of Man-

chester. Any identifiable information was removed from 

the transcripts to protect participants’ anonymity and 

data were securely stored.

Fifteen stakeholder informants across the three NHS 

services took part in the study (i.e., six patients, five 

practitioners, and four service leads). All six patient par-

ticipants had received two or more sessions of guided-

self-help by telephone from a practitioner who had 

received the EQUITy telephone skills training. All patient 

participants were females, aged between 20 to 57 years 

old (M=35.33, SD=15.67), five self-described as White 

and one as Asian, four were employed full-time, one was 

not employed due to health issues, and one was retired. 

Three patient participants were receiving treatment for 

anxiety and depression and the rest for depression only. 

Three had completed telephone treatment at the time of 

the interview and the other three were still in treatment.

The professional participants included five practition-

ers with varying degrees of experience from trainees to 

senior practitioners with supervisory responsibilities, 

and four service leads. Eight out of the nine professionals 

were female, all were White British, aged between 24 and 

59 years old (M=36.44, SD=11.46). The professionals’ 

experience within mental health ranged from more than 

one year up to 20 years.

All participants were interviewed and two service 

leads from one NHS IAPT service participated in a focus 

group. A focus group was particularly pertinent as they 

were undergoing a service restructure at the time, ena-

bling a more meaningful and fuller discussion about ser-

vice implementation . The interviews and the focus group 

were conducted by telephone and lasted between 40 and 

69 minutes.

Data analysis

Data were analysed incorporating inductive and deduc-

tive approaches with deductive approaches informed 

by the CFIR framework [35]. The CFIR is a widely used 

pragmatic multi-level framework that provides an organ-

ized list of potential barriers and facilitators to assess the 

implementation of complex interventions. It is composed 

of a taxonomy of 39 operationally-defined constructs 

across five major domains: (1) intervention character-

istics, (2) outer setting, (3) inner setting, (4) character-

istics of the individuals involved, and (5) the process of 

implementation. Each major domain includes several 

sub-domains. We used the CFIR to identify the areas 

that are most important to optimise our intervention and 

subsequently to explore how these data could be used to 

inform the development of a ToC.

Firstly, researchers familiarised themselves with the 

transcripts and the CFIR framework. Secondly, data were 

coded into the corresponding domains/sub-domains 

of the CFIR framework and data outside of the frame-

work were coded inductively. CF coded service leads’ 

data and JC coded data from patients and practitioners. 

Thirdly, findings were regularly presented and discussed 

with the wider research team to facilitate further reflec-

tion and inform the changes (if needed) to the ToC. The 

EQUITy intervention was a service quality improvement 

intervention and targeted change at three different lev-

els (patients, practitioners and service leads); however, 

the immediate recipients of the intervention were prac-

titioners and services. Consequently, the ToC was used 

to explore implementation barriers and facilitators, and 

the patient data aided understanding of the reach of the 

intervention. Data analysis was supported by QSR Inter-

national’s NVivo-12 qualitative software [36].

Results

Table  1 presents an overview of the five CFIR domains 

and associated sub-domains that were relevant for the 

implementation of our service quality improvement 

intervention and it also provides detail on the key chal-

lenges identified during implementation. In this section, 

we provide a summary of the CFIR findings and include 

participants’ quotes throughout.

1‑Innovation characteristics

We described three key points relating to the sub-

domains of relative advantage, and design quality and 

packaging that may weaken successful implementation of 

our service quality improvement intervention.

• Emphasising the additional value of the intervention

Illuminating stakeholders’ perception of the advan-

tages of an intervention and the degree to which it can be 

adapted and tailored to meet service needs are important 
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factors to address prior to its implementation. Due to the 

COVID-19 pandemic, IAPT services had increased the 

delivery of psychological interventions by telephone at 

the time the EQUITy intervention was introduced. The 

lack of clarity about the potential benefits of its use and 

its addition to current practices at each service may have 

weakened professionals’ motivation towards its imple-

mentation. Indeed, service leads and practitioners shared 

these views, as illustrated in the findings below:

“So I think, perhaps, if it wasn’t as established, it 

would have been really useful to have, you know, a 

Zoom meeting, initially. What’s it about, what would 

be useful, what can we get from it”. (Service Lead 4).

“I’d say just discussing telephone working as a whole, 

because I’d say with the university course, you’re 

taught to deliver the interventions and taught how to 

conduct an assessment, you’re not necessarily taught 

how to develop those telephone skills”. (Practitioner 6).

• Increasing awareness of the multiple components of 

a service quality improvement intervention

We found that if a service quality intervention includes 

multiple components and requires engagement from dif-

ferent stakeholders, providing stakeholders with a clear 

presentation reflecting the integration of and ration-

ale for the different elements is extremely important in 

improving the likelihood of implementation success. For 

instance, the EQUITy intervention involved three ele-

ments (i.e., Telephone Recommendations for Services, 

Skills Telephone Training for Practitioners and Tele-

phone Information Resources for Patients), but service 

leads and practitioners perceived it as a telephone train-

ing intervention instead of a service quality improve-

ment intervention. Findings highlighted there was a lack 

of awareness from practitioners of two of the three ele-

ments of the intervention (i.e., Telephone Recommenda-

tions for Services and Telephone Information Resources 

for Patients) and service leads placed more value and 

importance on the Telephone Training for Practitioners. 

Below is a quote from a dialogue with a practitioner and 

one with a service lead illustrating these findings:

Participant: “I don’t even know where that service recom-

mendations book is, if we’ve had it even.(Practitioner 1)

Interviewer: “Right, so you have no knowledge of that 

at all?” 

Participant: “No, not seen it, I’ve not seen the book-

let, so I don’t know. I honestly don’t know if we’ve 

had them”. (Practitioner 1)

Table 1 CFIR domains and sub-domains, and key challenges identified during implementation

Domain Sub-domain Key challenges

1‑Innovation Characteristics Relative Advantage Emphasising the additional value of the intervention

Increasing awareness of the multiple components of a 
service quality improvement intervention

Design Quality & Packaging Developing user-friendly and easily accessible materials

2‑Outer Setting Patient Needs & Resources Patient information: effective communication routes and 
friendly easy-to-read information

External policy and incentives Increasing use of remote delivery of psychological inter-
ventions

3‑Inner setting Structural Characteristics Staff turnover

Implementation Climate (tension for change, com‑
patibility, relative priority and goals and feedback)

Intervention highly compatible but of low relative priority 
and lack of impetus for change

Clarity on implementation goals and feedback

Using incentives and rewards

Readiness for implementation (leadership engage‑
ment, resources available, and access to knowledge 
and information)

Leadership engagement

Organizational resources

Awareness and knowledge

4‑Characteristics of individuals Knowledge and beliefs about the intervention Beliefs, attitudes, and value placed on the intervention

Factors influencing a positive telephone treatment experi-
ence

5‑Process Planning Formal planning

Engaging Engagement of appropriate individuals
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Interviewer: “…what were your initial thoughts 

about the EQUITy intervention and taking part in 

the feasibility study when you heard about it?”

Participant: “So, is this just the sort of telephone 

training?” (Service Lead 3)

Consequently, the implementation of the Telephone 

Recommendations for Services and Telephone Infor-

mation Resources for Patients components was com-

promised, weakening their contribution to the change 

mechanisms set out in the ToC.

• Developing user-friendly and easily accessible mate-

rials

We found that when a service quality intervention targets 

different key stakeholder groups, the design of materials 

should be user-friendly but also easily accessible, facilitat-

ing communication with members of the team, encourag-

ing participation, ensuring good flow, and allowing editing 

from different contributors (e.g., service leads, practition-

ers, and administrative staff). Below is a quote from a ser-

vice lead illustrating the challenges faced in populating one 

of the documents provided as part of the intervention:

“[referring to the Telephone Guidelines for Services] I 

just remember, when I, I took the task on, and I sort 

of identified the things that we already do, and some 

that we could perhaps do better, I just remember, 

when I was trying to use it, to write on it, you know, 

it was hard to do, and I can’t remember exactly why, 

now. But it wasn’t an easy document to insert infor-

mation into”. (Service Lead 4)

2‑Outer setting

All mental health services were tasked with increasing 

remote modalities of working, particularly telephone, 

during the COVID-19 pandemic. The challenge faced 

was how to deliver telephone treatments as effectively 

as those delivered face-to-face. Within the outer setting 

domain, we found that sub-domains of patient needs and 

resources and external policy and incentives were the 

most relevant for our quality service improvement inter-

vention. We outlined two key points that may weaken 

successful implementation.

• Patient information: effective communication routes 

and friendly easy-to-read information

We found it was important to explore effective routes 

to deliver patient information to prevent resources from 

getting lost among other materials routinely received by 

patients from mental health services. Since COVID, most 

services use email to communicate with patients, but most 

patients taking part in this study could not recall receiving 

our Telephone Information Resources for Patients. One 

remembered receiving the EQUITy patient leaflet and said:

“So I remember it [patient leaflet] being quite sim-

ple, quite easy to look at and didn’t make it feel like 

a big deal, which is very nice […] so it can feel very 

kind of, yeah, overwhelming, whereas something 

that’s sort of short and simple and not intimidating 

is really helpful”. (Patient 1)

Patients accessing mental health services appreciated 

the difficulty of finding the balance between providing 

a lot of information without this being overwhelming. 

Some found the information provided by services in gen-

eral was easy to read and to understand and was sufficient 

for their needs. Others, however, pointed out that grasp-

ing it was much more difficult when feeling unwell and 

valued information that was presented clearly and simply 

in a user-friendly manner. This finding became evident 

from the patients’ data but was also shared by practition-

ers and service leads. In addition, one service lead high-

lighted the importance of going through the information 

with the patient during their first appointment:

“And the importance of, I guess, that the practitioner 

is introducing it to them, and it’s not just something 

that’s sent to them which they might just overlook”. 

(Service Lead 4)

Patients, practitioners, and services leads thought that 

text-heavy documents could be broken down into sec-

tions and the use of colour and diagrams could help make 

the information less intimidating. A colourful leaflet, 

such as the one provided as part of the EQUITy interven-

tion, softened the impact of the stark impersonal nature 

of the NHS appointment letter.

“I just really liked the layout of it, I think the colours 

are really helpful to break it up. I think even though 

there is a lot of information on there, I do think it 

helps splitting them up into different text boxes and 

the bright colours that you’ve used, I think that does 

help”. (Practitioner 6)

• Increasing use of remote delivery of psychological 

interventions

Findings from service leads and practitioners high-

lighted that the provision of remote delivery of psycho-

logical treatments had increased due to COVID. Prior to 

COVID, the use of telephone was different across sites, 
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ranging from rarely using telephone to delivering most of 

the assessments and treatment sessions by this modality 

at Step 2 care (i.e. guided-self-help) only. Practitioners 

and service leads anticipated that the vast bulk of work 

would continue via telephone (and/or video) due to its 

proven effectiveness:

“There are no noises yet that they’re going back face 

to face, that if they’re working digitally, we’re going to 

keep it going that way. So I think there will be more 

phone and more video”. (Practitioner 5)

“But now it’s 90 per cent telephone and about ten per 

cent online … But you don’t need all the PWPs being 

able to see face to face, they should have an allo-

cated, maybe one or two that will pick up those and 

everyone else carries on, on the phone. So they don’t 

need to see people, because this has worked well, this 

works really well”. (Practitioner 1)

“So definitely promoting that, because I think after 

COVID, the majority will still be telephone work as 

well, so we’ll have to keep that up and promoting it”. 

(Service Lead 1A)

Service leads indicated costs will be reduced due to not 

needing physical space to deliver treatments face-to-face, 

which is the main driver for more treatments being deliv-

ered remotely:

“But I still think that the vast bulk of work will be 

telephone, and even, sort of, after COVID, you know, 

we’re looking at giving up clinic rooms because that’s 

going to be a saving to the service. And really, kind 

of, reducing that down, so where a PWP in the past 

might have had two full days in clinic, reducing that 

down to, sort of, half a day and the rest of that time 

being done, sort of, over the telephone, via Silver 

Cloud or via video”. (Service Lead 3)

This indicates the relevance of this topic and the impor-

tance of ensuring successful implementation of inter-

ventions designed to improve the quality of telephone 

working.

3‑Inner setting

The sub-domains of structural characteristics and imple-

mentation climate, including tension for change, compat-

ibility, relative priority, and goals and feedback, were the 

most relevant. In addition, sub-domains related to readi-

ness for implementation such as leadership engagement, 

resources available and access to knowledge and infor-

mation were key to understanding organizational com-

mitment to implement a service quality improvement 

intervention, and its incorporation into routine practice. 

We described seven aspects that may weaken successful 

implementation.

• Staff turnover

Mental health services are stretched and face high 

staff turnover and if no strategies are in place to engage 

relevant stakeholders, the incorporation of the inter-

vention into daily practice becomes compromised. For 

instance, our intervention required practitioners to 

attend two 3-h online telephone skills training sessions. 

If attendance is low due to service clinical commit-

ments and/or those attending the training subsequently 

leave the service, are redeployed or are on sick leave, 

the implementation of the intervention is at risk of 

failure:

“I think once we had the training very shortly after 

that, this [COVID] all started, and I think everybody’s 

just…because some people have been redeployed, peo-

ple have been moved left, right and centre, so we’ve 

not really had much stability”. (Practitioner 1)

“Over the last 12  months when people are getting 

stressed or they are getting burnt out, that seems 

to be the sort of, common theme that’s running 

through”. (Service Lead 3)

To increase the likelihood of success, knowledge gained 

by practitioners attending the training should be cas-

caded down to other colleagues and to the service, to 

ensure sustainability over time.

“If some of the staff are part of that initial training, 

then that will embed it again. So especially if they’re 

supervisors, because then they are going, it will per-

colate down to their supervisees, as well. So, in that 

way, it’s to keep them advised”. (Service Lead 4)

It is anticipated that the development of strategies to 

immerse staff not directly engaged with the interven-

tion, i.e. new staff or those unable to attend initially, 

will be pivotal in ensuring their understanding of the 

intervention and in identifying their role in its imple-

mentation and sustainability in their service.

“But also, we were talking about, when our new 

staff are coming in – we’ve got 18 PWPs coming 

in, in March – having a training session for them, 

solely on telephone work.” (Service Lead 4)

Access to telephone training resources online could 

prove beneficial to overcome the problem of staff 

turnover:
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“I think, if it was almost like a package that was 

available to almost have on video, sort of thing, 

you’ve got that, you know, as staff teams change 

which they do so frequently, it’s there, it’s readily 

available, people can access it, people can go on 

refreshers. I’m thinking, you know, I’ve just had 

someone come back off six months off on sick leave, 

and they, sort of, feel that they don’t know any-

thing”. (Service Lead 3)

• Intervention highly compatible but of low relative 

priority and lack of impetus for change

All services were already using the telephone as a treat-

ment modality when our intervention was introduced, and 

most services envisage that the increased use of the tele-

phone because of the COVID-19 pandemic will continue. 

Therefore, improving the quality of telephone treatment 

for patients, professionals, and services was identified as 

an area of high priority and interest. Data from profes-

sionals highlighted the importance of tailoring service 

quality improvement interventions for each service, and 

for its workforce, to guarantee success. For instance, the 

telephone skills training element of our intervention was 

reported to be more useful for recently qualified profes-

sionals than for those with a few years of experience 

using the telephone. Nevertheless, the most experienced 

practitioners highlighted that their confidence in current 

practice increased, and they had developed new skills 

and broadened their knowledge. They had also benefitted 

from reflections and discussions about how to overcome 

challenging scenarios when using the telephone and it had 

been a good opportunity to identify “bad habits”:

“I think for me, I’ve been doing it that bloody 

long now, it’s kind of…it’s not a bad thing to kind 

of reflect on it and look at bad habits, a lot of it. 

So although I’m confident in doing phone stuff, 

because when I did my training, my service literally 

did all phone, so it’s kind of always been the norm 

for me. I’m more confident on the phone than I am 

face to face, weirdly. I just like to be different. So I’ve 

been doing it that long that learning a bit of theory 

and stuff is probably a good thing.” (Practitioner 5)

Telephone practices in the services taking part in the 

EQUITy feasibility study were not perceived as need-

ing a radical change, and in combination with clinical 

demands and busy workloads, the implementation of 

the intervention was not identified as a service prior-

ity; it is hypothesised this compromised motivation and 

engagement towards its implementation:

“we’re all just struggling to do our basic job as it is 

and I think anything extra they just don’t want any-

thing else more than they have to deal with. It’s not 

been pressed as a priority at the moment I think that 

might be what it is.” (Practitioner 1)

“I think, real life in some ways took over and they 

couldn’t make it a priority for them”. (Service Lead 3)

• Clarity on implementation goals and feedback

Professionals revealed that implementation goals 

and strategies to monitor the progress of the imple-

mentation of the intervention were not in place; and 

service leads did not report on providing feedback 

to their practitioners about it. Clear communication 

and monitoring processes from service leads and/or 

team managers relating to the implementation of the 

different elements of the intervention set from the 

start may prove fruitful in increasing implementation 

success.

“I know nobody’s raised it, or had a conversation 

about it, so it’s just fell by the side”. (Practitioner 1).

“I don’t think we’ve been made aware of anything else 

with regards to this study at the moment”. (Practitioner 3)

“So just getting those specifics from us of what we’re 

going to implement first from the recommendations. 

And maybe could do a follow-up to see if those things 

have happened.” (Service Lead 1B).

• Using incentives and rewards

Findings highlighted there was an absence of the use of 

incentives and rewards to foster implementation. One of 

the practitioners reported that accrediting the EQUITy 

training as part of a CPD course could be perceived as a 

good incentive.

“I suppose the only thing that I can think of really is 

if it was, for instance…because hopefully, as PWPs 

moving forward, we will get some accreditation 

maybe by the BPS. I don’t think we’ll get it via the 

BABCP, but potentially… I don’t know whether it’s 

like they will have like a… Not exactly a CPD cer-

tificate, but something that would count towards 

like CPD or something that they can get out of it, if it 

makes sense. Not exactly like a little reward but some 

sort of incentive, if that makes sense”. (Practitioner 4)
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• Leadership engagement

Leadership engagement with and the accountability 

taken by leaders and managers for the service quality 

improvement intervention influenced the success of its 

implementation. Service leads across sites engaged at dif-

ferent levels with the implementation of each of the three 

different elements of the intervention. For instance, one 

lead attended the telephone skills training for practition-

ers but did not engage with the service booklet. Leads 

from the other two services did not attend the telephone 

skills training but one set the training as mandatory for 

their staff, and both services paid close attention to the 

Telephone Recommendations for Services and made 

changes accordingly (details about the implemented 

changes are reported under the “process” domain). 

All service leads reported that telephone information 

resources for patients were delivered by email but the 

majority of patients could not recall receiving them.

• Organizational resources

All services reported busy workloads and limited 

availability of internal resources to receive and imple-

ment the intervention, including limited time for staff 

to attend training sessions due to clinical commitments 

and subsequent lack of time to discuss implementation 

and monitor its progress:

“I know that you initially said that we could have it 

for the whole service, for the whole of the PWPs, but 

because of obviously targets and contacts and them 

taking a day out, we weren’t able to give it to all of the 

PWPs, which is a shame really.” (Service Lead 1A)

“So, you know, from a sort of, capacity point of view 

we don’t have time to, sort of, send the whole team 

on this training”. (Service Lead 3)

“You get the contacts taken off, your daily contacts, 

but your caseload doesn’t change, so you still have 

to fit those clients in somewhere and it’s where it 

becomes a bit tricky.” (Practitioner 3)

“For PWPs, usually the reason for doing anything 

or not doing anything is time, that you just get so 

caught up in the ever increasing list of treatments 

that you’re doing and assessments that it does feel 

like there’s no time for anything else.” (Practitioner 5)

Early discussion and planning around how to incor-

porate the intervention within existing procedures and 

available resources could potentially facilitate successful 

implementation.

• Awareness and knowledge

A lack of awareness and knowledge about two of the 

intervention components (i.e. Telephone Recommenda-

tions for Services and Telephone Information resources 

for patients) and how to incorporate each of them into 

day-to-day work tasks was found in the practitioners’ 

data:

“I don’t really know. I just thought that we attended 

the training and then we were having this sort of 

interview with yourself and that was really all we 

had to do. I never really picked up on anything else.” 

(Practitioner 3)

Data have shown there was confusion about who was 

responsible for distributing the resources to patients, 

and with respect to when (e.g., before or after the patient 

assessment appointment) and how (e.g., post or email) 

they should be distributed. It is hypothesised that greater 

clarity among team members involved in the intervention 

around how to implement it in their day-to-day work (i.e. 

what is needed and from whom) could prove beneficial.

“We have received the leaflets, but we haven’t been 

told what to do with them”. (Practitioner 1)

4‑Characteristics of individuals

The sub-domains of knowledge and beliefs about the inter-

vention provided key information to further understand 

what requires prioritisation to optimise its implementa-

tion. We hypothesised that self-efficacy and individual 

stage of change sub-domains might not appear to be rel-

evant due to the lack of clarity around how to implement 

each element of the intervention into daily practice and as 

a result or regular telephone use during COVID. Below we 

described two key aspects within this CFIR domain.

• Beliefs, attitudes and value placed on the interven-

tion

Professionals’ beliefs and the value they placed on the 

intervention are key drivers towards the success of its 

implementation:

“I think my initial thoughts were actually, this is a 

really good project to be involved in and something 

that I personally would love to learn more about. 

Because I’ve…again I’ve done it for years and years 

and never felt trained in, sort of, delivering treat-

ment over the phone.” (Service Lead 3).

Individual beliefs about personal capabilities to apply 

the intervention into routine practice and individuals’ 
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motivation to change their current way of working over 

the telephone are important in reducing its potential 

failure. For instance, practitioners who were aware of 

the patient telephone information leaflet reported this 

was useful but there were concerns and a reluctance to 

use it due to fear of overburdening patients. Thus, iden-

tifying and challenging these beliefs early on during the 

implementation phase may remove these barriers to 

implementation.

The majority of practitioners reported the importance 

of allocating more time during the telephone training 

to practise skills and indicated it would be beneficial to 

incorporate into the training specific psychological inter-

ventions such as behavioural activation, or exposure and 

its associated challenges when using this modality.

• Factors influencing a positive telephone treatment 

experience

Findings from patient interview data provided infor-

mation about key factors that contribute to a positive 

telephone treatment experience, including the devel-

opment of a good therapeutic relationship, receiv-

ing personalised care, and feeling listened to by their 

practitioner.

The skills aiding a good therapeutic relationship 

reported by the patients were: going at a pace that suited 

them; guiding things along without pushing; keep-

ing focused; listening and responding; being patient 

and understanding; being genuinely caring and empa-

thetic; providing reassurance; being informal, warm, and 

friendly.

Patient interview findings showed practitioners cared 

about them via listening carefully, using their verbal skills 

such as by having a soothing voice, remembering and 

recapping what they had said in previous sessions, check-

ing they were ok, and using appropriate utterances and 

changing tone of voice. Consequently, this meant that the 

patient felt comfortable, relaxed, less anxious, more posi-

tive, less isolated, and more trusted, facilitating patient 

openness and engagement in their treatment.

“And she definitely does change her tone of voice, so 

if I say something that I’m struggling with, you can 

hear the – I don’t know if it’s sympathy or what, but 

you can hear that kind of change in her tone of voice 

that shows that she’s actually properly listened to 

what I’m saying”. (Patient 1)

Findings highlighted that reviewing progress across the 

sessions (via the use of outcome measures or assessing/

evaluating goals) indicated some improvement and pro-

vided a sense of reassurance and/or achievement, which 

maintained their motivation and engagement.

All except one of the patients indicated that they felt the 

practitioner personalised the intervention to their individ-

ual needs; they reported feeling understood and treated as 

a person rather than a number/case; they had the feeling 

that the practitioner ‘was on the journey’ with them.

“Just the remembered, you know, little bits of details, 

I never had to repeat myself and I never felt like…

sometimes you can feel like you know when people 

have a lot of clients, patients, whatever you want to 

call them, that they kind of just one rolls onto the 

next and it gets a bit mixed up, but I never felt like 

that, I always felt like that he’d obviously read his 

notes before he spoke to me and refreshed his mem-

ory. But it felt like…yeah, I felt like a person, not a 

number”. (Patient 5)

5‑Process

The sub-domains of planning and engagement provided 

relevant information about increasing the likelihood of 

implementation success and uptake of our intervention. 

Below we describe two key aspects.

• Formal planning

Data from practitioners and service leads highlighted 

that no formal planning of tasks related to intervention 

implementation took place in advance. It is hypothesised 

that the lack of planning around how to implement and 

monitor each element of a complex intervention could lead 

to failure and potentially weaken the mechanism of change. 

Emphasis on clear planning including a) what, who and 

how the intervention will be implemented and b) monitor-

ing over time, may increase implementation success.

“So I think the traffic light system is definitely needed 

to keep it on the agenda. And I think maybe for me, it 

needs to be like on my agenda with the service man-

ager, when I have my one-to-ones, so she can say, where 

are you at with that? Are you on amber? When are we 

going to green? So she can keep it on her radar and 

it’s brought up at every time or every so often in our 

supervision session of how well that’s going in regards 

to implementing those things.” (Service Lead 1A)

• Engagement of appropriate individuals

There was a shared perception amongst those practition-

ers interviewed that the lack of engagement of stakeholders 

such as service leads and team managers in the imple-

mentation process had a negative impact. In addition, the 

lack of clarity about the role of service leads, team manag-

ers, practitioners, and other staff from IAPT services (e.g., 
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administrative staff) in the implementation of the interven-

tion and its three different components, appeared to have 

weakened the contribution to the change mechanisms set 

out in the ToC. For instance, engagement with the Tele-

phone Recommendations for Services ranged from reading 

the booklet (no recommendations implemented) to imme-

diately implementing the recommendations identified as 

most relevant. Examples of implemented recommenda-

tions included: addressing safe space and confidentiality 

within the therapy agreement, allocating time in supervi-

sion to reflect on telephone experiences and its challenges, 

incorporating time into staff induction sessions to discuss 

uncertainties, and anxieties related to telephone working.

Data suggest that nominating an implementation cham-

pion to be responsible for the implementation of the inter-

vention and dedicated to monitoring its progress over time, 

including identifying and overcoming challenges or resist-

ance from staff, could optimise implementation success.

“I value the telephone work, so it sort of suits me a 

bit. But having someone to take responsibility for it 

ensures that things will get done, ensures that, well 

hopefully, that someone who volunteers for it, you 

know, is more likely to action it.” (Service Lead 4)

“Maybe just a reminder email or maybe something 

from whoever organised it, just a little reminder to 

our managers as something just to remind the staff 

about that training.” (Practitioner 1)

The theory of change for the EQUITy  research

Following findings from this feasibility study, the ToC 

depicted in Fig.  2 was interrogated, reviewed, and 

updated by the research team. After agreement with the 

IRG and the PSC was confirmed, the ToC was amended 

and pathways to be assessed by qualitative or quantitative 

methods were represented in Fig. 3. In addition, changes 

to the content and the implementation of the EQUITy 

service quality improvement intervention were identified 

and reported in Fig. 4. Incorporated changes are aimed at 

improving understanding, guidance, and support to ser-

vices. Changes are expected to enhance engagement and 

strengthen the pathways established to promote change 

and optimise the service quality improvement of, and 

engagement with, psychological therapies delivered by 

telephone. The updated version of the intervention and 

the ToC will be evaluated as part of a randomised con-

trolled trial.

Fig. 3 EQUITy Programme: Theory of Change updated following findings from this feasibility study and aimed to be evaluated in a randomised 

controlled trial

Note: White boxes in grey lines indicate elements removed from the intervention prior to the commencement of the feasibility study. Light grey 

boxes highlight elements that are potentially diluted/uncertain and indicate additional uncertainty/risk. Grey dash lines indicate diluted pathways/

linkages. White boxes with a dotted pattern indicate challenges on the implementation of components weakening anticipated linkages. The dotted 

line represents an additional linkage. Thick black arrows indicate pathways to be assessed by mainly quantitative methods; the rest of the pathways 

will be mainly assessed by qualitative methods (via a process evaluation)
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Discussion

The assumption that face-to-face systems and pro-

cesses may simply transfer to a different medium 

such as the telephone, has hampered service devel-

opment and delivery in the past [37, 38]. Previous 

research within the EQUITy research programme has 

highlighted the factors that are considered to prevent 

optimisation of psychological guided-self-help inter-

ventions delivered by telephone in primary care [6, 

7, 26–28]. Drawing on this research, a service quality 

improvement intervention to increase patient, practi-

tioner, and service engagement with telephone deliv-

ery was co-developed with stakeholder informants 

(patients, practitioners, service leads, team manag-

ers, clinical academics, and policy makers) [29]. The 

MRC framework developed for evaluating the process 

of complex public health interventions was published 

in 2015. The MRC framework strongly recommended 

the use of a theory-driven process and emphasised the 

importance of intervention implementation evalua-

tions to increase the likelihood of success of complex 

interventions [21]. This feasibility study research 

makes important contributions to the literature by 

detailing challenges and barriers encountered during 

the implementation phase of a complex intervention 

that may help to improve engagement in and quality 

of telephone treatment in mental health services. We 

applied the CFRI and the ToC towards this end and 

findings informed requisite changes to our interven-

tion theory and implementation strategies. In addition, 

we provided four key recommendations that could 

help to optimise future intervention implementation 

in stretched and busy mental health services.

1‑Developing a good understanding of the intervention 

and its value

Many factors can impede uptake of service qual-

ity improvement interventions for telephone working 

including competing demands on frontline providers, 

lack of knowledge, skills and resources, and misalignment 

with service priorities. Therefore, more emphasis should 

be placed on developing a good understanding of the 

Fig. 4 Summary of changes to the EQUITy intervention and implementation strategies following findings from this feasibility study and aimed to 

be implemented and evaluated in a randomised controlled trial
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intervention, identifying its value, exploring resources 

available, and pinpointing the best way to integrate the 

intervention within existing procedures to prevent fur-

ther burden on services. In addition, it is important to 

overcome any negative beliefs or resistance from staff to 

prevent implementation failure.

2‑Increasing engagement from key stakeholders

Findings from our study indicate that a service quality 

improvement telephone intervention comprised of dif-

ferent components targeting changes at different levels 

(service, professionals, and patients) requires engage-

ment, commitment, and accountability of different key 

stakeholders, including service leads, team manag-

ers, practitioners, administrative personal, and other 

staff. Engagement from appropriate individuals could 

be improved by providing support from leads and using 

organisational incentives such as goal sharing awards or 

extrinsic incentives could prove beneficial to increase 

receptivity and increase engagement of individuals to use 

the intervention. It is anticipated that high levels of com-

mitment and involvement of leads and managers with 

the implementation of each of the elements of a complex 

intervention could enhance the likelihood of a successful 

implementation. Due to the high turnover of staff in men-

tal health services, it is important to develop strategies to 

immerse new staff in the awareness and implementation 

of the intervention, which could ensure sustainability of 

the intervention over time.

3‑Clear planning and communication of implementation 

goals

The lack of time allocated to planning behaviours and 

implementation tasks, alongside the lack of identification 

of service quality improvement telephone goals and how 

to incorporate the intervention in day-to-day work tasks 

may explain lack of implementation success. Clear plan-

ning and communication around implementation goals 

and what is needed, from whom, and how those would 

be achieved, are essential to improve the likelihood of a 

successful outcome. Nominating an implementation lead 

and identifying champions [39] could be useful in terms 

of supporting future implementation.

4‑Formal strategies to monitor implementation progress

Developing models to guide and identify implementation 

strategies such as audit feedback [40] and implementa-

tion performance monitoring could prove fruitful in opti-

mising implementation success and sustainability over 

time. Formally and effectively monitoring implemen-

tation progress and providing feedback to staff on the 

implementation goals and achievements gradually may 

help to increase motivation and commitment towards its 

implementation and could enhance the likelihood of suc-

cessful implementation. Any implementation progress 

materials should be user friendly and easily editable to 

facilitate team communication and participation from 

different individuals.

Further reflections on the ToC

The ToC originally developed was in line with a pre-

COVID context where the use of telephone to deliver 

assessment and treatment sessions in NHS Talking Thera-

pies services varied, but many low intensity practitioners 

(Step 2 care) were delivering approximately 60% of their 

appointments by telephone [41] without dedicated training 

[6, 7]. Due to the COVID-19 pandemic, mental health ser-

vices have had to shift from face-to-face or blended care to 

entirely remote delivery in a very short time. Although our 

ToC was reviewed prior to the commencement of the feasi-

bility study to reflect the use of online portals for outcome 

measure completion and communication with patients (i.e. 

app removed), there was inevitable variability and some 

knowledge gaps about how each of the services managed 

this sudden shift. Findings from this feasibility study high-

lighted that, in contrast to usual practice pre-COVID, prac-

titioners were mandated to work over the telephone in their 

day-to-day practice and developed their own skills through 

experience. Due to increased exposure to remote working 

because of the COVID pandemic, services, practitioners, 

and patients became more attuned to this mode of deliv-

ery. Evidence from studies published prior to the pandemic 

did not show interactional differences between psychologi-

cal therapy delivered face-to-face and by telephone [42]. 

However, beliefs about telephone being less formal than 

face-to-face, or being a lower or second best option focused 

more on reducing costs, were strongly held by patients and 

professionals. During the pandemic, most services, profes-

sionals, and patients were grateful for being able to deliver/

receive psychological support during extremely difficult 

and unprecedented times, influencing their views towards a 

more positive approach to telephone therapy. Furthermore, 

findings from this feasibility study identified changes occur-

ring at a service level to meet the needs of practitioners in 

light of this shift to telephone/online delivery, including the 

provision of further training, support, and supervision.

Findings from the feasibility study presented in this 

paper have provided information on individual and group 

influences on behaviour and the ability that social con-

text, as much as clinical context, has influenced the ToC 

success of our service quality improvement intervention. 

Findings from this feasibility study additionally resulted 

in changes to the content of our EQUITy intervention 

and its implementation. It is anticipated that changes will 

increase the likelihood of implementation success for its 

further evaluation in a randomised controlled trial.
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Conclusions

Concerted attention to evidence-based implementation 

strategies is needed to reduce the likelihood of implementa-

tion failures and optimise success. Implementation strategies 

should emphasise the value and benefits related to imple-

ment an intervention and facilitate awareness and good 

understanding of what is needed and from whom to imple-

ment the intervention. In addition, ensuring engagement and 

monitoring of progress from key stakeholders is also para-

mount to improve the likelihood of success and sustainability 

over time. Understanding implementation challenges for ser-

vice quality improvement interventions could prove benefi-

cial to increase chances of implementation success.

Abbreviations

CFIR  Consolidated Framework for Implementation Research

EQUITy  Enhancing the quality of psychological interventions delivered by 

telephone

IAPT  Improving Access to Psychological Therapies (now called Talking 

Therapies)

IRG  Implementation Reference Group

MRC  Medical Research Council

NIHR  National Institute of Health Research

PSC  Programme Steering Committee

ToC  Theory of Change

Acknowledgements

The authors would like to thank the service leads, practitioners, and patients 

that participated in the study and their organisations. The authors would like 

to specially thank Elinor Hopkin for proofreading the final manuscript.

Authors’ contributions

CF, JG, HB, and PBe were involved in the conceptualization of study research 

goals and aims. PBe and PBo are the Principal Investigators for this research 

programme and were responsible of the funding acquisition. CA was a grant 

co-applicant. CF led the formal data analysis, and all authors were involved 

in regular discussions providing reflective feedback to redefine, revise, and 

finalise themes within CFRI sub-domains. JG was responsible for the project 

administration and supervision of the research activity. CF led the writing up of 

the manuscript, i.e., contributing to the development of the original and subse-

quent drafts of the manuscript. All authors contributed to reviewing and edit-

ing the manuscript. All authors have read and approved the final manuscript.

Funding

This study is funded by the National Institute for Health Research (NIHR) Programme 

Grants for Applied Research (project reference: RP-PG-1016–20010). Armitage is 

supported by NIHR Manchester Biomedical Research Centre and NIHR Greater Man-

chester Patient Safety Translational Research Centre. The views expressed are those 

of the author(s) and not necessarily those of the NIHR or the Department of Health 

and Social Care. The funders had no role in study design, data collection, analysis or 

interpretation, decision to publish, or preparation of the manuscript.

Availability of data and materials

The dataset generated and analysed during the current study are not publicly avail-

able due to privacy and ethical restrictions (i.e. potential for breach of anonymity); 

but are available from the corresponding author upon reasonable request.

Declarations

Ethics approval and consent to participate

The authors assert that all procedures contributing to this work comply with 

the ethical standards of the relevant national and institutional committees on 

human experimentation and with the Helsinki Declaration of 1975, as revised 

in 2008. Ethical approval was granted by the North West—Preston Research 

Ethics Committee (REF: 20/NW/0082; IRAS ID: 271710cif ). All participants 

provided written informed consent before participation and consented for the 

use of anonymised direct quotes.

Consent for publication

Not applicable.

Competing interests

The authors declare that they have no competing interests.

Author details
1 School of Health Sciences, Division of Nursing, Midwifery and Social Work, 

Manchester Academic Health Science Centre, University of Manchester, 

Manchester M13 9PL, UK. 2 Department of Psychology, University of Sheffield, 

Sheffield, UK. 3 Greater Manchester Mental Health NHS Foundation Trust, Man-

chester, UK. 4 Manchester Centre for Health Psychology, Division of Psychol-

ogy and Mental Health, School of Health Sciences, University of Manchester, 

Manchester, UK. 5 Manchester University NHS Foundation Trust, Manchester 

Academic Health Science Centre, Manchester, UK. 6 NIHR Greater Manches-

ter Patient Safety Translational Research Centre, Manchester, UK. 7 NIHR 

Manchester Biomedical Research Centre, Manchester, UK. 8 Centre for Primary 

Care and Centre for Health Informatics, NIHR School for Primary Care Research, 

Manchester Academic Health Science Centre, University of Manchester, 

Manchester, UK. 

Received: 15 December 2022   Accepted: 29 April 2023

References

 1. Castro A, Gili M, Ricci-Cabello I, Roca M, Gilbody S, Perez-Ara MA, et al. 

Effectiveness and adherence of telephone-administered psychotherapy 

for depression: a systematic review and meta-analysis. J Affect. 2020. 

https:// doi. org/ 10. 1016/j. jad. 2019. 09. 023.

 2. Varker T, Brand RM, Ward J, Terhaag S, Phelps A. Efficacy of synchro-

nous telepsychology interventions for people with anxiety, depres-

sion, posttraumatic stress disorder, and adjustment disorder: A rapid 

evidence assessment. Psychol Serv. 2019. https:// doi. org/ 10. 1037/ 

ser00 00239.

 3. Bee P, Lovell K, Airnes Z, Pruszynska A. Embedding telephone therapy 

in statutory mental health services: a qualitative, theory-driven analysis. 

BMC Psychiatry. 2016. https:// doi. org/ 10. 1186/ s12888- 016- 0761-5.

 4. Brenes GA, Ingram CW, Danhauer SC. Benefits and Challenges of Con-

ducting Psychotherapy by Telephone. Prof Psychol Res Pr. 2011. https:// 

doi. org/ 10. 1037/ a0026 135.

 5. Siegel A, Zuo Y, Moghaddamcharkari N, McIntyre RS, Rosenblat JD. Barri-

ers, benefits and interventions for improving the delivery of telemental 

health services during the coronavirus disease 2019 pandemic: a system-

atic review. Curr Opin Psychiatry. 2021;https:// doi. org/ 10. 1097/ YCO. 00000 

00000 000714.

 6. Faija C, Connell J, Welsh C, Ardern K, Hopkin E, Gellatly J, Rushton K, Fraser 

C, Irvine A, Armitage CJ, Wilson P, Bower P, Lovell K, Bee P. What influ-

ences practitioners’ readiness to deliver psychological interventions by 

telephone? A qualitative study of behaviour change using the Theoretical 

Domains Framework. BMC Psychiatry. 2020. https:// doi. org/ 10. 1186/ 

s12888- 020- 02761-3.

 7. Rushton K, Fraser C, Gellatly J, Brooks H, Bower P, Armitage CJ, Faija C, Welsh 

C, Bee P. A case of misalignment: the perspectives of local and national 

decision-makers on the implementation of psychological treatment by 

telephone in the Improving Access to Psychological Therapies Service. 

BMC Health Serv Res. 2019. https:// doi. org/ 10. 1186/ s12913- 019- 4824-4.

 8. Turner J, Brown JC, Carpenter DT. Telephone-based CBT and the thera-

peutic relationship: The views and experiences of IAPT practitioners in a 

low-intensity service. J Psychiatr Ment Health Nurs. 2018. https:// doi. org/ 

10. 1111/ jpm. 12440.

 9. Guinart D, Marcy P, Hauser M, Dwyer M, Kane J. Mental health care 

providers’ attitudes toward telepsychiatry: A Systemwide, multisite survey 

during the COVID-19 pandemic. Psychiatr Ser. 2021. https:// doi. org/ 10. 

1176/ appi. ps. 20200 0441.

https://doi.org/10.1016/j.jad.2019.09.023
https://doi.org/10.1037/ser0000239
https://doi.org/10.1037/ser0000239
https://doi.org/10.1186/s12888-016-0761-5
https://doi.org/10.1037/a0026135
https://doi.org/10.1037/a0026135
https://doi.org/10.1097/YCO.0000000000000714
https://doi.org/10.1097/YCO.0000000000000714
https://doi.org/10.1186/s12888-020-02761-3
https://doi.org/10.1186/s12888-020-02761-3
https://doi.org/10.1186/s12913-019-4824-4
https://doi.org/10.1111/jpm.12440
https://doi.org/10.1111/jpm.12440
https://doi.org/10.1176/appi.ps.202000441
https://doi.org/10.1176/appi.ps.202000441


Page 17 of 17Faija et al. BMC Psychiatry          (2023) 23:405  

 10. Perry K, Gold S, Shearer EM. Identifying and addressing mental health 

providers’ perceived barriers to clinical video telehealth utilization. J Clin 

Psychol. 2020. https:// doi. org/ 10. 1002/ jclp. 22770.

 11. Brooks SK, Webster RK, Smith LE, Woodland L, Wessely S, Greenberg N, 

Rubin GJ. The psychological impact of quarantine and how to reduce 

it: rapid review of the evidence. Lancet. 2020. https:// doi. org/ 10. 1016/ 

S0140- 6736(20) 30460-8.

 12. Taquet M, Geddes JR, Husain M, Sierra L, Harrison PJ. 6-month neurologi-

cal and psychiatric outcomes in 236379 survivors of COVID-19: A retro-

spective cohort study using electronic health records. Lancet Psychiatry. 

2021. https:// doi. org/ 10. 1016/ S2215- 0366(21) 00084-5.

 13. Torales J, O’Higgins M, Castaldelli-Maia JM, Ventriglio A. The outbreak of 

COVID-19 coronavirus and its impact on global mental health. Int J Soc 

Psychiatry. 2020. https:// doi. org/ 10. 1177/ 00207 64020 915212.

 14. National Institute for Health and Care Excellence (NICE). Depression in 

adults: Treatment and management. 2022. https:// www. nice. org. uk/ 

guida nce/ ng222 . Accessed 2022 Nov 3 .

 15. National Institute for Health and Care Excellence (NICE). Generalised 

anxiety disorder and panic disorder in adults: Management. 2011. https:// 

www. nice. org. uk/ guida nce/ CG113 . Accessed  2022 Dec 15 .

 16. Colle R, De Larminat D, Commery L, Boniface B, Chappell K, Lasica PA, 

Gressier F, Mecifi R, Rotenberg S, Rigal A, Zitoun S. Telepsychiatry in the 

post-COVID-19 era: Moving backwards or forwards? Psychother and 

Psychosom. 2020. https:// doi. org/ 10. 1159/ 00051 1024.

 17. Nguyen J, McNulty N, Grant N, Martland N, Dowling D, King S, Neely L, 

Ball J, Dom G. The effectiveness of remote therapy in two London IAPT 

services. Cogn. 2022. https:// doi. org/ 10. 1017/ S1754 470X2 20001 98.

 18. Perle JG. Mental health providers’ telehealth education prior to and fol-

lowing implementation: A COVID-19 rapid response survey. Prof Psychol 

Res Pr. 2022. https:// doi. org/ 10. 1037/ pro00 00450.

 19. Rusu VA, Van der Lans RM, Vermeiren RR, Hauber K, de Lijster JM, Lindauer 

RJ, Nugter A, Hoekstra PJ, Nooteboom LA. Training is not enough: child 

and adolescent psychiatry clinicians’ impressions of telepsychiatry during 

the first COVID-19 related lockdown. Eur Child Adolesc Psychiatry. 2022. 

https:// doi. org/ 10. 1007/ s00787- 022- 02042-2.

 20. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Medical 

Research Council Guidance. Developing and evaluating complex inter-

ventions: the new Medical Research Council guidance. BMJ. 2008; https:// 

doi. org/ 10. 1136/ bmj. a1655.

 21. Moore G, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process 

evaluation of complex interventions: Medical Research Council guidance. 

BMJ. 2015. https:// doi. org/ 10. 1136/ bmj. h1258.

 22. Weiss, C.H. Nothing as practical as a good theory: Exploring theory‐based 

evaluation for comprehensive community initiatives for children and 

families. In New approaches to evaluating community initiatives: Con-

cepts, methods and contexts, Edited by: Connell, J., Kubisch, A.C., Schorr, 

L.B. and Weiss, C.H. 65–92. Washington, DC: The Aspen Institute. 1995.

 23. James C. Theory of Change Review: A report comissioned by Comic 

Relief. 2011. https:// www. theor yofch ange. org/ wp- conte nt/ uploa ds/ 

toco_ libra ry/ pdf/ James_ ToC. pdf. Accessed 31 May 2023.

 24. De Silva MJ, Breuer E, Lee L, Asher L, Chowdhary N, Lund C, Patel V. Theory 

of Change: a theory-driven approach to enhance the Medical Research 

Council’s framework for complex interventions. Trials. 2014. https:// doi. 

org/ 10. 1186/ 1745- 6215- 15- 267.

 25. Ridde V, Pérez D, Robert E. Using implementation science theories and 

frameworks in global health. BMJ Glob. 2020. https:// doi. org/ 10. 1136/ 

bmjgh- 2019- 002269.

 26. Irvine A, Drew PA, Bower P, Ardern K, Armitage CJ, Barkham M, Brooks 

H, Connell J, Faija C, Gellatly J, Rushton K, Welsh C, Bee P. ‘So just to go 

thorugh the options…’: Patient choice in the telephone delivery of the 

NHS Improving Access to Psyhologiclal Therapies services. Sociol. 2020. 

https:// doi. org/ 10. 1111/ 1467- 9566. 13182.

 27. Drew P, Irvine A, Barkham M, Gellatly J, Faija C, Ardern K, Armitage CJ, 

Brooks H, Rushton K, Welsh C, Bower P, Bee P. Telephone delivery of 

psychological interventions balancing protocol with personalisation. Soc 

Sci Med. 2021. https:// doi. org/ 10. 1016/j. socsc imed. 2021. 113818.

 28. Rushton K, Ardern K, Hopkin E, Welsh C, Gellatly J, Faija C, Armitage 

CJ, Lidbetter N, Lovell K, Bower P, Bee P. ‘I didn’t know what to expect’: 

Exploring patient perspectives to identify targets for change to improve 

telephone-delivered psychological interventions. BMC Psychiatry. 2020. 

https:// doi. org/ 10. 1186/ s12888- 020- 02564-6.

 29. Faija CL, Gellatly J, Barkham M, et al. Enhancing the Behaviour Change 

Wheel with synthesis, stakeholder involvement and decision-making: a 

case example using the ‘Enhancing the Quality of Psychological Interven-

tions Delivered by Telephone’ (EQUITy) research programme. Implement. 

2021. https:// doi. org/ 10. 1186/ s13012- 021- 01122-2.

 30. Oltmann S. Qualitative interviews: A methodological discussion of the inter-

viewer and respondent contexts. Forum Qualitative Sozialforschung/Forum: 

Qualitative Social Research. 2016. https:// doi. org/ 10. 17169/ fqs- 17.2. 2551.

 31. Goodman C, Evans C. Focus Groups. In: Gerrish K, Lathlean J, editors. The 

Research Process in Nursing. Oxford: Wiley Blackwell; 2015. p. 401–12.

 32. Burr V. An introduction to social constructionism. London: Rout-

ledge. 1995. https:// doi. org/ 10. 4324/ 97802 03299 968.

 33. Gergen KJ. The social constructionist movement in modern psychology. 

Am Psychol. 1985. https:// doi. org/ 10. 1037// 0003- 066X. 40.3. 266.

 34. McNamee S, Hosking DM. Research and social change. A relational con-

structionist approach. New York. NY: Routledge; 2012.

 35. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, et al. Fostering Implementa-

tion of Health Services Research Findings into Practice: A Consolidated 

Framework for Advancing Implementation Science. Implement. 2009. 

https:// doi. org/ 10. 1186/ 1748- 5908-4- 50.

 36. QSR International Pty Ltd. (2018) NVivo (Version 12). https:// www. qsrin 

terna tional. com/ nvivo- quali tative- data- analy sis- softw are/ home

 37. Bee P, Lovell K, Lidbetter N, Easton K, Gask L. You can’t get anything perfect: 

User perspectives on the delivery of cognitive behavioural therapy by tel-

ephone. Soc Sci Med. 2010. https:// doi. org/ 10. 1016/j. socsc imed. 2010. 06. 031.

 38. Bee P, McBeth J, MacFarlane G, Lovell K. Managing chronic widespread 

pain in primary care: a qualitative study of patient perspectives and impli-

cations for treatment delivery. BMC Musculoskelet Disord. 2016. https:// 

doi. org/ 10. 1186/ s12891- 016- 1194-5.

 39. Leeman J, Baernholdt M, Sandelowski M. Developing a theory-based 

taxonomy of methods for implementing change in practice. J Adv Nurs. 

2007. https:// doi. org/ 10. 1111/j. 1365- 2648. 2006. 04207.x.

 40. Ivers N, Jamtvedt G, Flottorp S, Young JM, Odgaard-Jensen J, French SD, 

O’Brien MA, Johansen M, Grimshaw J, Oxman AD. Audit and feedback: 

effects on professional practice and healthcare outcomes. Cochrane Data-

base Syst Rev. 2012. https:// doi. org/ 10. 1002/ 14651 858. CD000 259. pub3.

 41. Buckman JEJ, Saunders R, Leibowitz J, Minton R. The barriers, benefits and 

training needs of clinicians delivering psychological therapy via video. Behav 

Cogn Psychother. 2021. https:// doi. org/ 10. 1017/ S1352 46582 10001 87.

 42. Irvine A, Drew P, Bower P, Brooks H, Gellatly J, Armitage CJ, Barkham M, 

McMillan D, Bee P. Are there interactional differences between telephone 

and face-to-face psychological therapy? A systematic review of compara-

tive studies. J Affect. 2019. https:// doi. org/ 10. 1016/j. jad. 2020. 01. 057.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-

lished maps and institutional affiliations.

https://doi.org/10.1002/jclp.22770
https://doi.org/10.1016/S0140-6736(20)30460-8
https://doi.org/10.1016/S0140-6736(20)30460-8
https://doi.org/10.1016/S2215-0366(21)00084-5
https://doi.org/10.1177/0020764020915212
https://www.nice.org.uk/guidance/ng222
https://www.nice.org.uk/guidance/ng222
https://www.nice.org.uk/guidance/CG113
https://www.nice.org.uk/guidance/CG113
https://doi.org/10.1159/000511024
https://doi.org/10.1017/S1754470X22000198
https://doi.org/10.1037/pro0000450
https://doi.org/10.1007/s00787-022-02042-2
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1136/bmj.h1258
https://www.theoryofchange.org/wp-content/uploads/toco_library/pdf/James_ToC.pdf
https://www.theoryofchange.org/wp-content/uploads/toco_library/pdf/James_ToC.pdf
https://doi.org/10.1186/1745-6215-15-267
https://doi.org/10.1186/1745-6215-15-267
https://doi.org/10.1136/bmjgh-2019-002269
https://doi.org/10.1136/bmjgh-2019-002269
https://doi.org/10.1111/1467-9566.13182
https://doi.org/10.1016/j.socscimed.2021.113818
https://doi.org/10.1186/s12888-020-02564-6
https://doi.org/10.1186/s13012-021-01122-2
https://doi.org/10.17169/fqs-17.2.2551
https://doi.org/10.4324/9780203299968
https://doi.org/10.1037//0003-066X.40.3.266
https://doi.org/10.1186/1748-5908-4-50
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://www.qsrinternational.com/nvivo-qualitative-data-analysis-software/home
https://doi.org/10.1016/j.socscimed.2010.06.031
https://doi.org/10.1186/s12891-016-1194-5
https://doi.org/10.1186/s12891-016-1194-5
https://doi.org/10.1111/j.1365-2648.2006.04207.x
https://doi.org/10.1002/14651858.CD000259.pub3
https://doi.org/10.1017/S1352465821000187
https://doi.org/10.1016/j.jad.2020.01.057

	Enhancing the quality of psychological interventions delivered by telephone in mental health services: increasing the likelihood of successful implementation using a theory of change
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Method
	Description of the EQUITy intervention
	The use of ToC exemplified in the EQUITy Programme
	Ethical approval
	Study design & recruitment
	Stakeholder informants: patients and professionals
	Data collection
	Data analysis

	Results
	1-Innovation characteristics
	2-Outer setting
	3-Inner setting
	4-Characteristics of individuals
	5-Process
	The theory of change for the EQUITy  research

	Discussion
	1-Developing a good understanding of the intervention and its value
	2-Increasing engagement from key stakeholders
	3-Clear planning and communication of implementation goals
	4-Formal strategies to monitor implementation progress
	Further reflections on the ToC

	Conclusions
	Acknowledgements
	References


