Developing a psychological wellbeing intervention for psychological professional trainees: a collaborative and theory-informed intervention development process

Abstract
Background: There is recognition of the need to design wellbeing interventions in contextually sensitive ways, and report systematic, theory-driven approaches to intervention development. However, many intervention studies in the burgeoning literature on psychological professional trainee wellbeing do not include information on processes or theory surrounding the development of interventions tested. 
Methods: This theory- and stakeholder-informed intervention development study was guided by the MRC framework for developing and evaluating complex interventions (Skivington et al., 2021) and underpinned by the COM-B model of behaviour change (Michie et al., 2011). Evidence and theory were used to support an initial intervention outline. Meetings were subsequently held to gather stakeholder perspectives, to address unknowns of intervention design, and to support development of a theory of change. 
Results: Stakeholder (trainees and professional training staff) perspectives and relevant theory were used to inform the design of an Acceptance and Commitment Therapy (ACT) based intervention, to address key stressors experienced by trainees. The intervention was delivered in a group setting, over the course of 4 sessions spaced 1-3 weeks apart. Collaboratively constructed COM-B analyses identified target behaviours and shaped intervention design. A comprehensive theory of change was developed, outlining key assumptions and setting out hypothesised pathways of change.
Conclusions: An evidence-informed ACT-based intervention for psychological professional trainee wellbeing has been developed with key stakeholder collaboration. An acceptability and feasibility evaluation of this intervention is underway.
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Key Learning Aims:
1. To understand the processes through which a tailored wellbeing intervention for psychological professional trainees was developed in collaboration with key stakeholders
2. To consider how an Acceptance and Commitment Therapy (ACT) based intervention was adapted to address specific challenges encountered by psychological professional trainees
3. To understand the pathways through which an adapted ACT intervention is anticipated to support trainee wellbeing 

Introduction 
Psychological professional trainees (PFTs) frequently report poor wellbeing during training, with evidence suggesting that many experience burnout even before entering the qualified workforce (Owen et al., 2021; Pakenham & Stafford-Brown, 2012). Excessive stress and burnout impact negatively on several outcomes relevant to PFTs, including academic learning (Pascoe et al., 2020), clinical effectiveness (Delgadillo et al., 2018), and both professional and academic conduct (Barnett et al., 2007; Tindall et al., 2021). 
In the UK, recent years have seen significant expansion both in the number of psychological professionals in the workforce, and the number of distinct psychological professional roles (Kell & Self, 2024). Psychological professions in England are classified into a taxonomy of 21 roles, comprised of psychologist (e.g. Clinical Psychologist), psychological therapist (e.g. Cognitive Behavioural Therapist), psychological practitioner (e.g. Psychological Wellbeing Practitioner), and associate or assistant (e.g. Clinical Associate in Psychology) roles (Whittington, 2024). Psychological professional trainees undertake a wide variety of work. Whilst many are trained to work primarily according to a Cognitive Behaviour Therapy (CBT) framework with regards to their clinical work, there is significant variation between the expectations and responsibilities of the different groups, and the requirements of their training. Psychological Wellbeing Practitioners for example are typically employed in a single service throughout their training, and are trained to deliver a relatively circumscribed set of low-intensity CBT interventions in NHS Talking Therapies services (NHS England, 2025). Clinical psychologists on the other hand receive a broader training across a range of therapeutic modalities, move between multiple placements across the training period, and are also trained in developing skills in leadership and research (Rosairo et al., 2023). Nonetheless, a range of evidence indicates significant overlap across psychological professions when considering the challenges faced in training. For example, challenges associated with self-doubt or imposter syndrome, the responsibility of clinical work, or holding dual roles as a student and mental health practitioner concurrently have been reported in trainees across psychologist, therapist and practitioner roles (e.g. Owen et al., 2021; Pakenham Stafford-Brown 2012, Richardson 2020). 
Psychological professional trainees are often in a first professional role and are typically young, with over half of the psychological professional workforce aged under 40 (Whittington, 2024) and over  half of applicants to Clinical Psychology doctoral training programmes aged between 25 and 29 (Applicants & Acceptances, 2021). Importantly, poor wellbeing during training and beyond has been associated with high staff turnover (National Collaborating Centre for Mental Health, 2018) and an increased intention to leave the NHS amongst psychological professionals (Summers et al., 2021). Therefore, interventions to support trainee wellbeing and encourage flexible, adaptive approaches to work have the potential to be of significant value. 
In a recent systematic review, we evidenced that interventions and teaching strategies for supporting trainee wellbeing can be effective and are valued by trainees themselves (Owen et al., 2025). However, studies in the field were heterogeneous and of mixed-quality. Few studies had a clear theoretical underpinning or rationale for why and how the intervention would be effective in the given population, and few outlined how the intervention had been tailored for the population of interest. These are important short-comings, with several researchers cautioning against attempts to improve wellbeing without first considering what it means to the target population (Annas, 2004; Fave et al., 2016), or designing interventions without consideration of how they might function in the specific context (Hamling et al., 2020; Skivington et al., 2021). In this paper we develop a stakeholder and theory-informed intervention with a clearly articulated theory of change, to fill an important gap in the literature.
The COM-B model (Michie et al., 2011) provided the underpinning theory of behaviour and behaviour change, and key stakeholders (psychological professional trainees and professional trainers) were involved throughout. The intervention development process built on findings of earlier research led by the current research team and others, and conducted with trainees across multiple psychologist, psychological therapist and psychological practitioner professions.  The wider literature regarding the nature and causes of poor wellbeing during training (e.g. ‘imposter syndrome’ and perfectionism (Jones et al., 2017; Richardson et al., 2020)) was also carefully considered, to ensure that the intervention could be designed to address known challenges experienced by trainees. 
Careful consideration was given to understanding how the intervention would function in the context for which it was designed. In keeping with findings from the systematic review (in which lack of adaptation of interventions to the trainee context functioned as a barrier to intervention success (Owen et al., 2025)) consideration was given to what trainees would know, what they might want or need from an intervention, and how this would fit in alongside their wider training in a hybrid clinical/university setting. Finally, in keeping with relevant guidance and recommendations (Skivington et al., 2021) a programme theory for the intervention was articulated early in intervention development, and refined throughout the intervention development process. 

Study objectives
The objectives of this study were to design a psychological intervention intended to support wellbeing in psychological professional trainees, using an underpinning theory that matched PFTs experiences of wellbeing. 
Key research questions addressed throughout the study process were:
1. How to design an intervention that builds on existing evidence and supports the wellbeing of PFTs?
2. What do key stakeholders (current trainees, and professional trainers working on training programmes) consider most important in intervention design?
3. What would be the theory of change for an intervention designed for this purpose?

Method
Ethical approval
Ethical approval for this study was sought and obtained via the Faculty Research Ethics Committee (REC) at the primary researcher’s employing institution. 

Design
This theory and stakeholder-informed intervention development study was guided by the MRC framework for developing and evaluating complex interventions (Skivington et al., 2021). The research was underpinned by a worldview of pragmatism (Gillespie, 2024), with an emphasis on ‘doing what works’ to answer the questions of the research in a practically useful manner (Creswell & Plano Clark, 2018). The study proceeded in a pre-determined manner set out in a study protocol. This protocol is available in Supplementary Material 4.

Intervention development and design
Drawing on findings from our research regarding interventions designed to support trainee wellbeing (Owen et al., 2025) and how psychological professionals thrive in their roles (Vivolo et al., 2024), a decision was made by the primary researcher to base the intervention on Acceptance and Commitment Therapy (ACT) prior to stakeholder involvement (Hayes et al., 2012). Although some evidence of effectiveness was found for interventions based on a range of therapeutic approaches including Mindfulness, Wellness Plans, CBT, Stress-Management workshops, ACT and more (Owen et al., 2025),  ACT was selected for this study to establish a strong theoretical rationale for the intervention and close alignment between how wellbeing is conceptualised by the intervention approach and the target population. In several of our earlier studies with psychological professional trainees and qualified staff, connecting with and embodying personal values has been described as central to wellbeing and positive functioning in the role (Vivolo et al., 2024). Additionally, trainees and professionals across the psychological professions have described how ‘imposter syndrome’ (Owen et al., 2021), perfectionism (Richardson et al., 2020) and self-criticism (Jones et al., 2017) are barriers to enjoying and performing fully in their roles. Since ACT emphasises moving towards what people value even in the face of difficult internal thoughts and feelings, and takes a normalising and non-pathologizing stance towards such thoughts and feelings (Hayes et al., 2012), ACT was considered to be a strong fit for this population, and a therapeutic approach for which there was a strong theoretical rationale. We also decided to incorporate some elements of Compassion-based approaches, since compassion-based ideas had also shown some evidence of effectiveness in our review, and appeared well-suited to supplementing efforts to address the common trainee issues of self-criticism and perfectionism (Jones et al., 2017; Richardson et al., 2020). Further, drawing from our systematic review, it was also decided that the intervention would include choice for trainees, that it would be experiential, delivered in a group format, and tailored specifically to the context of PFTs, given the ways in which these features had been identified as facilitators of intervention success (Owen et al., 2025). As an inherently experiential approach, with a wide-range of techniques that would facilitate options and choice for trainees, ACT was considered a useful model for the intervention. 
Whilst these theory and evidence-informed decisions provided the guiding structure for the intervention design, the detail and form of the intervention was shaped throughout subsequent stakeholder meetings. To ensure that stakeholder time was used most effectively, stakeholders were involved early, but after the decision to use ACT had been taken. This decision was based on the findings of our review which had suggested that whilst multiple therapeutic approaches could be effective in this population, intervention implementation issues were central to their efficacy. Given the strong theoretical rationale for selecting ACT described above, stakeholder input was prioritised for informing the important contextual details (such as where and when to offer the intervention, intervention length, and how particular ACT tasks might be received) that the review had identified as influential for intervention effectiveness.  An outline of this process is presented in Figure 1. In keeping with MRC guidance, a programme theory for the intervention was outlined early in intervention development, and subsequently refined throughout through stakeholder input (Skivington et al., 2021). Details of how the stakeholders were involved are outlined below.

Theory of behaviour
The COM-B model (Michie et al., 2011) was used to provide an underpinning theory of behaviour and behaviour change for this study. The model describes how behaviour (B) is the result of an adequate combination of capability (C), opportunity (O), and motivation (M) to perform that given behaviour. In the model, capability, opportunity and motivation can be further divided into two. Capability includes both physical and psychological (knowledge and understanding) capability to perform a particular behaviour. Opportunity refers to anything external which facilitates, impedes, prompts or makes the behaviour possible. Opportunity is conceptualised as being comprised of both physical opportunity (e.g. the environment in which one operates) and social opportunity (e.g. the social and cultural context which constrains or facilitates behaviour). Motivation, defined by Michie and colleagues as ‘brain processes that energise and direct behaviour’ (Michie et al., 2011, p.4) encompasses both automatic motivation (e.g. impulses, habits, and emotionally driven behaviour) and reflective motivation (e.g. conscious volition, choice and intention).
Michie and colleagues have noted how behaviour change interventions are frequently designed without paying sufficient attention to the target behaviour, the target population, or the context in which the intervention will be delivered. (Michie et al., 2011). During intervention development, the COM-B model was used as an underpinning model of behaviour, and conceptual framework for thinking about the factors that might impede or facilitate the desired behavioural change. 
To minimise requirements on participants (trainees and professional trainers) contributing to the co-production of this intervention, participants were not required or expected to be familiar with COM-B before joining the study, and the model was not used to constrain or actively direct discussions. However, the primary researcher was consistently using this model to organise and systematically shape thinking about how the intervention should function. In practice, this included writing detailed notes following each intervention development meeting regarding ideas that had been discussed relevant to future participants’ capability, opportunity and motivation to enact the target behaviours. It also meant discussing with stakeholders about what target behaviours needed to be. 
Throughout intervention development, the COM-B model was also used to identify potential barriers to implementing an intervention, and to map factors that might facilitate or impede the behaviour change necessary for such an intervention to work. Consequently, the COM-B model in this study was used in a deliberate and contained manner, promoting a systematic and theoretically-underpinned approach to the design of the intervention, but without relying on the extensive resources or range of choices that the associated Behaviour Change Wheel has been criticised for requiring (Webb et al., 2016).






Figure 1. Overview of then intervention development process




Setting
The research was conducted at a university in England with a well-established portfolio of applied training programmes in clinical psychology and psychological therapies.

Participants and recruitment
A group was convened using purposive sampling from current psychological professional trainees, and professional trainers employed to teach on psychological professional training programmes at the primary researcher’s employing institution. Staff from a departmental wellbeing interest group were invited, given their interest and experience in the area. Student reps from across all five different psychological professions trained at the participating university were invited, to promote gathering of a diversity of perspectives that covered training pathways and academic levels. A total of ten participants were invited and agreed to participate. Two trainees (one PWP trainee and one High-Intensity CBT trainee) withdrew shortly before beginning due to clashes with academic workload, meaning a total of 8 participants took part in the two meetings. For both meetings, 3 participants were current trainees, and 5 were professional trainers. Participants included 6 females and 2 males, aged between 26-35 (n=2), 36-45 (n=3), 46-55 (n=2), and 56-65 (n=1). Participants described their ethnicity in terms aligned to the Office for National Statistics (ONS) categories of Asian/Asian-British, Black/African/Caribbean/Black-British, Mixed/Multiple Ethnic Groups, and White. A total of two participants reported following a religion, and seven reported having no disability. Participants were associated with a range of psychological professions (as either trainees or staff), including Clinical Psychology (n=3), Clinical Associates in Psychology (n=2), High Intensity Therapy (n=1), and Psychological Wellbeing Practitioners (n=2). For pragmatic reasons, meetings were hosted by the primary researcher, a Programme Director for a psychological practitioner training programme running in the university in which the research was carried out. In recognition of the dual roles played by the primary researcher (as staff member, researcher, and intervention lead) efforts were made throughout all stages of the research (including in recruitment materials and during intervention development meetings) to promote an environment which facilitated open discussion and reduced power imbalances. Participants were encouraged to speak freely and were reminded that there were no particular answers being looked or hoped for.

Meetings
Following the Intervention Development protocol, two rounds of meetings (each 2-hours) were held. To maximise stakeholder input, meeting 1 was planned in the early stages of formulating ideas about the intervention. Meeting 2 took place approximately two months after Meeting 1. This was deliberate to allow the primary researcher time to work-up ideas following Meeting 1, building from stakeholder’s earlier involvement. To facilitate involvement from busy and full-time employed staff and trainees, multiple time slots were offered for each round of meetings. Three iterations of Meeting 1 were held (attended by two or three participants each time), and 2 iterations of Meeting 2 were held (with five participants attending the first iteration, and three the second). 
The purpose of meetings was to gather stakeholder perspectives on intervention design. Where contrasting perspectives were presented these were explored through discussion where possible, and the primary researcher balanced multiple perspectives against wider literature during intervention design. The primary researcher made extensive use of note-taking and reflection, and immediately after each meeting, wrote out and reflected on ideas raised, examining how ideas put forward related to each other, and to wider published literature. A record of notes was maintained to promote transparency of process. 
	
	
	




	
	
	



Meeting 1
	What was done
	Why this was done
	Details of how this was done

	Primary researcher presented earlier findings, and a broad sketch for an intervention that aligned with these.  

	To provide participants with context for what was being proposed.
	Brief verbal outline given of earlier research findings used to inform initial ideas for the intervention. 

	Pre-determined list of questions was used in a flexible way to gather feedback on:
· The research presented, and the general outline for a proposed intervention.
· What participants would want from an intervention designed to support trainee wellbeing, how it could be designed to appeal most strongly to trainees, and how it could be developed to accurately meet their needs. 
· Participant views regarding what the target behaviours of the intervention should be, and what might impede or facilitate success with these behaviours (COM-B).
	To ensure that stakeholder perspectives were gathered in a systematic and structured way, in relation to a range of matters relevant to the intervention design.
	The questions used to structure this information gathering can be found in Supplementary Material 1 – Questions and activities used for Meeting 1.

	The proposed (and at this stage, under-developed) programme theory and logic model was described to participants, and views on this were gathered. Throughout, the primary researcher used the COM-B model as a conceptual framework for thinking about the views shared by participants.

	To ensure stakeholder perspectives on the proposed theory of change were sought, and incorporated into future iterations of this.
	Initial ideas regarding a proposed theory of change were presented verbally and visually.




Meeting 2
	What was done
	Why this was done
	Details of how this was done

	A comprehensive description of the challenges the intervention was intended to address (i.e. the known stressors identified in the literature) and an account of how and why this proposed intervention would address each challenge was presented to participants.

	To provide participants with a detailed overview of the specific challenges the intervention was expecting to address, and the rationale for how the intervention was expected to address them; helping to support the rationale of the proposed theory of change.
	A brief review of the literature on trainee wellbeing was presented, detailing identified trainee stressors, and hypothesised ways of addressing them.

	For each target behaviour, a COM-B analysis constructed by the primary researcher to reflect the views shared by stakeholders in Meeting 1 was presented to participants. 
	To present and gather feedback on ideas regarding what might influence trainees’ capability, opportunity and motivation to carry out core intervention behaviours.
	Summaries of content described in Meeting 1 as relevant to trainee capability, opportunity and motivation were presented and discussed with stakeholders.

	Examples of resources (e.g. ACT-based handouts, activities and the recruitment flyer) were shared with participants, with views and feedback sought.
	To seek feedback on specific materials that had been designed for the intervention, and increase the chance that finalised resources were then acceptable and engaging for the target population.
	Examples of these resources are included in Supplementary Material 2A (Adapted Passengers on the bus handout) and 2B (Therapist Self-criticism handout).

	Pre-defined questions and small group discussions were used in a flexible way to encourage participants to reflect on what had been shared, feedback on it, and help to further refine the ideas presented.
	To ensure that stakeholder perspectives were gathered in a systematic and structured way, in relation to a range of matters relevant to the intervention design.
	The questions used to structure this information gathering can be found in Supplementary Material 3.




Results
As a result of the systematic and theory-informed process described above, an ACT-based group intervention for psychological professional trainees was developed in collaboration with key stakeholders. Key target behaviours were identified in collaboration with stakeholders, and a COM-B analysis formulated. 

COM-B
In the tables below, the COM-B analyses developed over the course of the two meetings are presented. Through discussion with stakeholders, two separate target behaviours were identified: (1) attend the ACT-based wellbeing workshop, and (2) engage with between-session practice of ACT techniques, and factors that may influence capability, opportunity and motivation to carry them out were outlined. These factors reflect the contributions of stakeholders, and were generated through discussions in the intervention development meetings. As examples, participants spoke about the need for interventions to be developed in ways that were accessible in the context of busy training schedules, and suggested that offering sessions to professions individually would increase the acceptability and feasibility of the intervention. COM-B was used by the primary researcher as an organising framework for making sense of such findings, considering for example how profession-specific delivery was described as making trainees feel more comfortable with the prospect of attending and sharing openly (impacting ‘Motivation’) and making it easier to offer sessions at times that better suited the needs of all intended participants (enhancing ‘Opportunity’). Features of how the COM-B analyses generated here shaped the finished intervention (e.g. regarding session length, intervention duration, online and profession-specific delivery, and trainee-adapted content) can be identified throughout the Intervention Outline and Theory of Change sections below. 
	
	
	




	
	
	



Table 1. COM-B analysis for the target behaviour of attending an ACT-based wellbeing workshop
	
Target behaviour: Attend an ACT-based wellbeing workshop


	Factors that may influence Capability

	Factors that may influence Opportunity

	Factors that may influence Motivation


	Trainees are busy and frequently receiving updates and new information throughout their training. To promote capability to attend this intervention, information about it needs to be clear and accessible, and registration needs to be straight forward. Offering sessions directly after long days of lectures will likely reduce capability to meaningfully engage due to fatigue or mental exhaustion/information overload. 
	Scheduling sessions will need careful consideration. This may be easier if offered to single professions at a time. Course curricula don’t have lots of flexibility to incorporate many additional hours for this intervention, but offering sessions outside of course hours will mean some trainees (e.g. those with caring responsibilities) may not be able to attend. Keeping number and duration of sessions to the minimum needed to have a meaningful effect will help offset this. Using features of the social environment (e.g. course staff and discussions about the workshops in teaching) to identify the potential benefits of attendance may nudge people towards attending. 

	The content may be appealing to many trainees because of the nature of the intervention and their profession. However, trainees may feel less motivated to attend if the course is offered at inaccessible times (appearing tokenistic). Conversely, running intervention sessions directly before or after lectures may decrease motivation to attend due to fatigue. Mandatory attendance during course hours would also likely reduce motivation to attend as trainees would not feel self-determining. Framing the intervention as relevant to personal as well as professional development may help to increase motivation to attend. Similarly, emphasising the collaborative nature of the groups may increase motivation to attend. As such, both these should be emphasised in recruitment materials.







Table 2. COM-B analysis for the target behaviour of engaging with between-session practice of ACT techniques 
	
Target behaviour: Engage with between-session practice of ACT techniques


	Factors that may influence Capability

	Factors that may influence Opportunity

	Factors that may influence Motivation


	Trainees will have a good level of prior knowledge and understanding (e.g. about psychological processes, group workshops etc.) that mean they will be well positioned to understand content well. However, they will have limited cognitive resources (due to this being delivered at a time they are also already learning lots of new information and ideas). Presenting information in an accessible way and minimising the requirements for academic learning are likely to be helpful. Presentation of practical ideas should be demonstrated and discussed in sessions, so that trainees feel better prepared to also try things out between sessions.

	Trainees are in an environment and period of their life that is nudging them towards progress and planning. Their schedules are busy, workloads high, and many will have a perception that they don’t have time to invest in practice of extra techniques between sessions. Given this, techniques that fit into trainees’ days without requiring lots of additional time are likely to be beneficial.

Additionally, using the discussions in the intervention and the attitude of the facilitator to shape the social/cultural environment in a way that facilitates engagement and practice may be helpful (e.g. facilitator giving examples of using techniques in a similar context, a normalising approach, and an encouragement to give things a go and see).

	Many trainees may be motivated to try out ideas and techniques that are new to them, or which have been presented as likely to be helpful to their context. However, at the same time, feelings of stress or overwhelm, and a sense that trainees have lots of other competing demands may reduce motivation through increased avoidance or procrastination processes. Trainees are busy, and so selecting techniques that can be carried out briefly and which quite quickly put trainees in touch (experientially) with their value will likely increase motivation to further practice.

The facilitator should also work through the intervention as well, and discuss their between-session practice with the group too, in an effort to promote a shared sense of trying this together.





Intervention content
The intervention was carefully designed to address commonly reported stressors in the literature on PFT wellbeing (see Table 3), and to support wellbeing in terms aligned with how psychological professionals and trainees describe positive functioning in their roles (Vivolo et al., 2024). Both stakeholder feedback and relevant research were used to inform decisions about all details of the intervention. As an example, earlier research has highlighted how connecting with values through work is important for psychological professional wellbeing (Vivolo et al., 2024) and has drawn attention to the ways in which work and training (in preparation) feature as important avenues through which values are embodied. At the same time, wider research in the field and stakeholder input to this study suggests that self-doubt and self-criticism in the role can often render efforts to connect with those values difficult (e.g. Owen et al., 2022). In this context, a range of techniques identified as helpful for getting psychological distance for challenging thoughts (e.g. cognitive defusion techniques) and moving towards values even in the face of such thoughts (e.g. the ACT Matrix) were drawn upon. To help inform the theory of change, explicit consideration was also given by intervention stakeholders to how such techniques were expected to bring about change, and how such change would be assessed. 
Stakeholders reviewed multiple aspects of the developed intervention at two separate time points, including reviewing several handouts and slides in their finalised form, reviewing the proposed theory of change at both meetings, and informing discussions regarding where, when and for how long the intervention should run. The resultant intervention draws on features of existing ACT protocols (Flaxman et al., 2019), established ACT techniques (Harris, 2008), and elements of compassion-focussed approaches (Gilbert, 2009), whilst also creating new resources and materials specifically for the PFT context. All examples and techniques have been adapted for the specific PFT context (e.g. PFT specific examples).
Table 3. Literature-informed review of stressors reported by trainees, and proposed ways of addressing them
The content of this table reflects the prominent stressors and challenges reported by trainees identified in the published literature. For each set of stressors, hypothetical examples of the types of thoughts or behaviours associated with them are provided to help give a context to what may be being addressed. The techniques considered helpful for addressing these challenges, the ways in which change was expected to be brought about, and the plans developed for assessing such change are also detailed in an effort to support the development and refinement of the theory of change. This content was refined through discussion with stakeholders.
Note: references provided for all techniques. However, techniques have been adapted and presented in specific ways tailored to the context and challenges of PFTs in particular. Examples of adapted resources are presented in Supplementary Material 2A (adapted Passengers on the bus handout) and 2B (Therapist self-criticism handout).
	Reported stressors
	Hypothetical examples of unworkable thoughts or behaviours
	ACT or non-ACT specific techniques or approaches to address unworkable thoughts/behaviours
	Expected change
	Plans for evaluating change

	Self-doubt and self-criticism
Professional self-doubt, negatively comparing oneself to peers, or ‘imposter syndrome’ (Cushway, 1992; Jones & Thompson, 2017; Lloyd-Peck et al., 2024; Owen et al., 2022).
	Unworkable thoughts:
‘I’m not good enough at this’, 


Unworkable behaviours: avoidance-type behaviours (e.g. avoiding taking part in role-play activities or supervision etc.), OR excessive and perfectionistic work behaviours. 

	ACT techniques
Defusion techniques (e.g. ‘I’m having the thought that…’ (Harris, 2008).

Passengers on the bus metaphor (Hayes et al., 2012).

Self-compassion and acceptance techniques
Therapist self-criticism and self-compassion (Kjelgaard, 2014).

Delivery methods
Using facilitator style to normalise self-critical and unhelpful thoughts, framing them as both common and a feature of how our minds have evolved to function. Encouraging an attitude of acceptance and self-compassion through appropriate facilitator self-disclosure and delivery style, and through skilled use of peer group-based discussion and reflection activities.

	Changed relationship with unhelpful thoughts and feelings, minimising the extent to which such thoughts (a) cause significant distress and (b) interfere with valued living. 

Self-compassion when working towards values but encountering challenges or set-backs (as will be common in training).

Increased sense of peer-to-peer support and connection, normalising feelings of anxiety or stress, and encouraging a more workable response to this.
	Use of standardised psychometric measures for resilience, wellbeing and psychological flexibility at pre, post and follow up.

Focussed post-intervention interviews to explore participant perceptions regarding what (if anything) was perceived as helpful from the intervention. Direct questioning in interviews about the extent to which included techniques and intervention style/format were perceived to meaningfully address the challenges they experience on the training.

	Academic and clinical evaluation/feedback
Dealing with frequent feedback, evaluation and need for skill development (Pakenham & Stafford-Brown, 2012; Skovholt & Ronnestad, 2003).
	Unworkable thoughts: 
‘If I get feedback/criticism it means I’ve done badly’, 


Unworkable behaviours: Interpreting constructive feedback negatively. Avoiding aspects of the course (e.g. role-plays, or opportunities for feedback etc.) OR, unproductive and excessive over-preparation.

	ACT techniques
Values-clarification techniques (e.g. Values-sort exercise, and compass metaphor (Flaxman et al., 2019).

‘Towards moves’ planning (Flaxman et al., 2019).

Passengers on the bus metaphor (Hayes et al., 2012). 


Two sheets of paper (Flaxman et al., 2019).

Self-compassion and acceptance techniques
‘I am…’ activity (Gilbert, 2010, p.386; Kemp, 2021).

Delivery methods
Using group discussions and appropriate facilitator self-disclosure to normalise some anxiety around frequent evaluation, but to encourage an open and flexible response to this. 

Encouraging an attitude of acceptance and self-compassion through appropriate facilitator self-disclosure and through skilled use of peer-group based discussion and reflection activities. 

	Changed relationship with thoughts and feelings regarding evaluation and learning during training.

Increased ability to move towards values (e.g. of developing and learning) even in the face of unhelpful thoughts or feelings (e.g. feeling stressed about being evaluated).

	As above.

	Challenge to self-concept
Having aspects of personal narrative challenged through the training (e.g. sense of self as competent being challenged by receiving negative feedback or a fail grade etc.) (Richardson et al., 2020a).
	Unworkable thoughts: 
‘If I can’t do this then I’m a failure’.


Unworkable behaviours: Avoidance of situations in which feedback is given, unproductive and excessive over-preparation.

	ACT techniques
Passengers on the bus metaphor (Hayes et al., 2012) .

Self-compassion and acceptance techniques
‘I am…’ activity (Kemp, 2021; Gilbert, 2009, p.386).

	Less rigid holding to self-concepts, enabling trainees to be more flexible, accepting, and able to continue moving towards values even when obstacles are encountered.
	As above.

	Uncertainty and ambiguity
Tolerating the uncertainty inherent in a clinical role (Jones & Thompson, 2017; Lloyd-Peck et al., 2024; Pica, 1998), 1998).
	Unworkable thoughts: 
‘I don’t know what to expect from the role’


Unworkable behaviours: Seeking excessive reassurance (e.g. from course or clinical supervisors). 

	Delivery methods
Using group discussions and appropriate facilitator self-disclosure to acknowledge the inherent uncertainty and ambiguity in a clinical training, and to normalise some anxiety or stress about this, whilst encouraging and modelling a more open and flexible response to such feelings. 


	Trainees will feel more connected to and supported by peers, and have feelings of stress normalised in a helpful and positive way.
	As above.

	High work demands
Holding dual roles as university student and mental health professional (Owen et al., 2021, 2022), and high clinical workload and competing demands (Lloyd-Peck et al., 2024; Owen et al., 2022).
	Unworkable thoughts: ‘I can’t ever stop or rest as there’s just too much to do’.


Unworkable behaviours: Procrastinating (e.g. neglecting course work at expense of clinical work or vice-versa).

	ACT techniques
Defusion techniques (e.g. ‘I’m having the thought that…’ (Harris, 2008).

Mindfulness and noticing techniques (e.g. 3-step breathing space (Williams & Penman, 2011).

ACT Matrix (Polk & Schoendorf, 2014).


Delivery methods
Acknowledgement of the genuine challenge and complexity of the training role/period. Appropriate self-disclosure and skilled group-discussions to normalise some feeling of stress in the face of external challenges.




	Notice and gain distance from unhelpful or debilitating thoughts, unhooking from thoughts that can threaten to make helpful action appear futile.

Trainees will feel more connected to and supported by peers, and have feelings of stress normalised in a helpful and positive way.
	As above.

	Perfectionism and personal qualities
Having a background of ‘overachieving’ (Pica, 1998) perfectionism (Richardson et al., 2020b) or anxiety (Barnett et al., 2007).
	Unworkable thoughts: 
‘I can’t submit this work unless it is perfect’.


Unworkable behaviours: setting unrealistic expectations, unproductive and excessive preparation on aspects of work.

	ACT techniques
Defusion techniques (e.g. ‘Giving your mind a playful nickname’ (Flaxman et al., 2019)). 

ACT Matrix (Polk & Schoendorf, 2014).

Self-compassion and acceptance techniques
‘I am…’ activity (Kemp, 2021; Gilbert, 2009, p.386).

	Increased ability to move towards values in the presence of unhelpful or perfectionistic thoughts.

More flexible responding through flexible holding of self-stories.
	As above. 

	Values clashes or the challenges of embodying competing values
Experiencing ‘values clashes’ through work (e.g. being required to work in a way to pass the course that doesn’t align with how individuals want to) (Owen et al., ongoing) and time management and competing life domain issues (e.g. being pulled between spending time on the course, and spending time with family) (Lloyd-Peck et al., 2024).


	Unworkable thoughts: 
‘I’m letting others down if I’m not always present in all areas’.

Unworkable behaviours: Withdrawing from other important life areas, putting unrealistic pressures and expectations on self to be perfect in all ways (i.e. must still be the ideal mum, partner, friend and trainee).

	ACT techniques
Values-clarification techniques (e.g. Values-sort exercise (Flaxman et al., 2019)).

‘Towards moves’ planning (Flaxman et al., 2019).

ACT Matrix (Polk & Schoendorf, 2014).

Passengers on the bus metaphor (Hayes et al., 2012).

Two sheets of paper (Flaxman et al., 2019).

Delivery methods
Acknowledgement throughout of the genuine challenge and complexity of the training role/period. Appropriate self-disclosure and skilled group-discussions to normalise some feeling of stress in the face of external challenges.
	Increased clarity regarding personal values and how to move more proactively towards them (even if in small ways). The delivery approach is also expected to help with feelings of unease and challenge associated with the impossibility of always embodying all of our values fully and at the same time.
	As above. 


Note: 
Passengers on the bus metaphor: a complete ACT metaphor combing all 6 key ACT processes, including 1. Separating the unhelpful thoughts from the person having them (defusion), 2. Learning that we’re more than our unhelpful thoughts (self-as-context), 3. Learning to tune into our own responding (present moment awareness), 4. Identifying what’s important for us down the road (values clarification), 5. Taking steps towards our values even in the face of unhelpful thoughts etc. (committed action), 6. Learning to make some room for unhelpful thoughts and feelings (acceptance).
Therapist self-criticism and self-compassion (Kjelgaard, 2014) video and discussion point aimed at normalising self-critical thoughts and encouraging self-compassion in therapists.
Defusion techniques (e.g. ‘I’m having the thought that…’ (Harris, 2008) or ‘giving the mind a playful nickname’ (Flaxman et al., 2019) cognitive techniques to achieve psychological distance from content of the mind).
Mindfulness and noticing techniques (e.g. 3-step breathing space (Williams & Penman, 2011) experiential noticing techniques designed to support getting good at noticing the activity of the mind).
Values-clarification techniques : Values-sort exercise to clarify important personal values, and compass metaphor to support the idea of values as a behaviour guide (Flaxman et al., 2019).
‘Towards moves’ planning: (Flaxman et al., 2019) written plan to support trainees to make moves towards training related values.
ACT Matrix: (Polk & Schoendorf, 2014) written technique to support trainees in identifying when unhelpful thoughts/feelings might get in the way of acting in accordance with values, and to get more skilled at identifying ways to move towards values in the presence of such thoughts.
Two sheets of paper: (Flaxman et al., 2019) visual representation designed to encourage an approach of being driven more by values than unhelpful thoughts/feelings.
‘I am…’ activity (Kemp, 2021; Gilbert, 2009, p.386) designed to help people see the multiplicity of self-stories they have for themselves, and to hold onto self-stories 'lightly' without being unhelpfully constrained by them.


	
	
	




	
	
	



Intervention outline
In keeping with TIDieR guidelines  (Hoffmann et al., 2014), comprehensive details regarding the planned intervention are outlined in this paper. ‘Thriving in training: an Acceptance and Commitment Therapy (ACT) group wellbeing intervention for psychological professional trainees’ is a psychological intervention designed to improve wellbeing in trainee psychological professionals. The intervention is underpinned by the COM-B model of behaviour change (Michie et al., 2011) and has been developed based on principles and techniques from ACT (Hayes et al., 2012). In smaller ways, ideas from Compassion-Focused Therapy (Gilbert, 2009) have also been drawn on. As demonstrated in Table 3, these approaches were selected due to the potential they have for addressing the specific stressors reported by trainees, and the way in which their underlying assumptions align with accounts of wellbeing and positive functioning in the role given by psychological professionals and trainees. The techniques used throughout the intervention and an overview of session content are described in Tables 3 and 4. Examples of study materials are provided in Supplementary Material 2A-B. The intervention is delivered remotely (via Teams) in order to be accessible to trainees over a large geographical region. It has been designed to be delivered over 4 sessions, each 2-hours in length, and each comprising facilitator-led content on ACT, experiential practice of ACT techniques, and group discussion. All 4 sessions are designed to take place over a period of approximately 6 weeks, with individual sessions typically scheduled between 1 and 3 weeks apart. It is designed to be delivered by one person, who may be a core member of staff on the training programme on which trainees are studying. It is assumed that group facilitators have a strong foundational knowledge of ACT, and experience delivering group-based interventions or psycho-educational workshops.


Table 4. Overview of intervention content by session
	
Session number
	
Outline of session content

	Session 1


	Introduction to key ACT processes 
Experiential practice of mindfulness techniques
Values sort and Compass Metaphor 
Passengers on the bus metaphor 


	Session 2


	Experiential practice of mindfulness techniques 
Reflection on home-practice
ACT matrix 
Defusion techniques 


	Session 3


	Experiential practice of mindfulness techniques 
Reflection on home-practice
Self-criticism in training, self-compassion and acceptance techniques (e.g. ‘self-critical passenger’)
Two sheets of paper exercise


	Session 4


	Reflection on home-practice
Self, self-stories, and holding self-stories ‘lightly’ – ‘I am…’ activity
Revisiting core content (e.g. acting out ‘The passengers on the bus’ metaphor)




	
	
	




	
	
	



Theory of Change
A visual (Figure 2) and narrative account of the theory of change for the intervention are presented below. The process of establishing a theory of change supports the identification of key assumptions underpinning the approach, and visual depictions provide a succinct overview of intended pathways to change (Anderson, 2009). Whilst it has been acknowledged that visual representations of a theory of change necessarily simplify often complex processes (Morgan-Trimmer et al., 2018), they nonetheless provide a useful framework for defining testable expectations about how an intervention will function. Theories of change typically begin by establishing the intended outcome, and then working backwards to systematically set out the necessary pre-conditions and earlier outcomes for this to be achieved (Anderson, 2009). This process has been completed for the current intervention, and detailed below in Figure 2. A narrative description which expands this is then presented.

Assumptions of the Theory of Change
(1) that an adapted form of ACT is well suited to meeting the demands of trainees, (2) that an intervention tailored to individuals in this way can make meaningful differences to trainee wellbeing despite not altering the often objectively challenging circumstances within which they are working/training (3) that implementing techniques practically is necessary to bring the desired change, (4) that trainee motivation will be enhanced by the provision of some degree of choice/autonomy in features of the intervention, and by peer support and collaboration (5) that belief in the effectiveness of interventions for addressing PFT challenges is needed to engage in the intervention, (6) that given sufficient support and information, trainees will be willing to engage with the intervention and practice techniques, and (7) that increasing psychological flexibility will support improved wellbeing and resilience outcomes.

Figure 2. Theory of Change 
Practise techniques and receive feedback
Tailoring of intervention to specific context*
Identify appropriate therapeutic model to address these challenges
Engagement with research and stakeholders to determine perceived causes of the issue to be addressed (poor trainee wellbeing)
Knowledge of techniques
Motivation to implement techniques
Skilled at acceptance
To increase PFT wellbeing and resilience in training and beyond

Increased psychological flexibility

Skilled at  defusion
Skilled at  mindfulness
Skilled at self-as-context
Skilled at  values
Skilled at  Committed action






Feelings of peer connection and group support facilitated
Feelings of autonomy facilitated through embedding of choice into design
Knowledge communicated regarding effectiveness of interventions in this context



Deliver tailored intervention

*e.g. through (1) incorporation of stakeholder perspectives into the design of the intervention approach and resources (2) selection of techniques best suited to known PFT stressors, (3) development of intervention in line with findings of relevant earlier research, and (4) through incorporation of non-standard ACT components where necessary






Theory of change: narrative description
The intervention purpose is to improve wellbeing and resilience in PFTs. Based on the literature, it is assumed that using an adapted ACT-based intervention tailored to the PFT context will help to increase psychological flexibility in trainees, and that this will help to produce improved wellbeing and resilience. The main driver of outcomes therefore is assumed to be an increase in psychological flexibility. A range of important pre-conditions are assumed to be necessary to support this. Based on earlier literature, stakeholder perspectives gathered during the intervention development process, and anecdotal evidence from training, it is predicted that in order for trainees to engage fully with the intervention (and therefore to have the opportunity to benefit from it) they will need to feel supported by the course/organisation, have the opportunity to learn together with peers, feel some degree of choice or autonomy over features of the intervention, and have a realistic sense of hope or optimism about the potential for individual-level action to lead to change.
Implementing this intervention requires a range of resources, including staff/researcher time. In keeping with the delivery of many well-established features of training in this area (e.g. Self-Practice/Self-Reflection or reflective practice groups) it is expected that the intervention be delivered by core members of training staff where there are those with adequate understanding to do so.  It will also require the investment of time and energy from trainees themselves (to attend the sessions, and to implement techniques in-between). On the basis of existing literature and the stakeholder meetings within this intervention development study, it is being assumed that trainees will have relatively little time and capacity to do so, so the intervention has been designed to be as brief as possible, whilst being sufficiently intense to be considered likely (according to relevant literature) to bring about a positive change. Techniques have also been selected that typically require little or no additional time in a trainees’ day to practice (i.e. noticing a self-critical ‘passenger’ during daily activity, or identifying ‘towards moves’ in daily action). 
All stages of the intervention will take place in a context in which trainees will be working clinically and receiving their clinical training, and the relationship between the intervention and context will likely be bi-directional and complex. Demands on trainee time due to academic and clinical workload for example might influence the extent to which trainees feel able to attend sessions or practice techniques. At the same time, the training context will provide multiple situations in which intervention ideas can be practised. Similarly, ideas and techniques learned in the intervention may influence trainees’ experience of the training itself (i.e. increased flexibility and committed action as a result of the intervention may encourage trainees to periodically step back a little more from the demands of training, to give more time and space to self-care or other important life areas such as family).

Discussion
This paper outlines the process followed in the development of ‘Thriving in training: an Acceptance and Commitment Therapy (ACT) group wellbeing intervention for psychological professional trainees’. As such, it contributes to the development and advancement of cognitive-behavioural theory and practice, by setting out the processes underpinning and the theoretical rationale for the development of this ACT-based intervention It also responds to calls in the literature for more consistent reporting of intervention development processes (Hoddinot et al., 2015) and consideration of how interventions will be delivered and experienced in real-world training settings (Duncan et al., 2020).. Guided by the MRC framework for developing and evaluating complex interventions (Skivington et al., 2021) and adhering to guidance regarding the reporting of intervention development studies (Duncan et al., 2020) and intervention details (Hoffman et al.,2014), the study reflects an effort to move the literature regarding PFT wellbeing interventions forward. Whilst a large number of earlier studies have reported outcome data, the field includes few attempts to detail the procedures followed when developing an intervention, or to theorise how an intervention would be expected to function successfully in context. Similarly, little attention has been paid in prior work to understanding how trainees experience wellbeing (as a reduction in stress, or an increase in meaning for example), or to attempt to align interventions with this contextually-shaped outcome in mind. These are important gaps in the field that the current study seeks to address. 
In keeping with findings of prior research indicating that many of the challenges and stresses experienced by PFTs are shared across multiple psychological professions (Owen et al., 2021; Pakenham Stafford Brown; Richardson 2020), the intervention was developed to be applicable for trainees across the psychological professions, including those who deliver CBT in various forms. 
Whilst acknowledging the many and important differences between the training requirements of different psychological professions, the stakeholder input to this study, and much of the wider research drawn upon in its development indicate that there is much shared regarding what is experienced as challenging during the training period. In keeping with this, the process described here has drawn on research with trainees across a wide range of psychological professions to inform its development (e.g. Owen et al., 2025; Vivolo et al., 2024).
Notably, many training programmes across the psychological professions will already dedicate some of the curriculum to considering issues relating to self-care, personal practice, or reflection. Many of the existing approaches in this area will already draw on some of the delivery methods used in the current intervention and described in Table 3. In some specific ways therefore, the developed intervention may have at least some overlap with aspects of existing provision, and it could be used to supplement or replace existing practice, as considered appropriate by course staff. Whilst not intended to replace the educational benefits associated with some forms of personal practice such as Self-Practice/Self-Reflection (Bennett-Levy & Lee, 2014), the intervention does respond to a concern identified in some aspects of the literature that many of the existing offers on supporting personal wellbeing during training are experienced by trainees as either too abstract or insufficiently practical (Owen et al., 2025).  
With trainee wellbeing an important area of concern given the known influence of wellbeing on clinical effectiveness (Delgadillo et al., 2018), academic learning (Pascoe et al., 2020), and intention to stay in post (Summers et al., 2021), this theory-, evidence- and stakeholder-informed intervention has the potential to be an important and valuable addition to the literature.

Strengths and limitations
Stakeholder input was central to this study, and provided critical insight regarding how the intervention was expected to function in practice. This represents a key strength to this study. Stakeholders reflected a diversity of viewpoints, representing a range of professional backgrounds and demographic and ethnic characteristics. Despite this, an important limitation relates to the fact that explicit attempts were not made to explore in-depth the specific challenges experienced uniquely by trainees from ethnic minority backgrounds. Whilst the challenges the intervention seeks to address are drawn from literature including a wide-range of PFTs, and participants in this study fedback in detail both on how the identified challenges were reflective of their experience and the extent to which the intervention was considered well-suited to addressing them, wider evidence demonstrating that ethnic minorities experience a range of unique stressors both in study and work (Rhead et al., 2024; Stoll et al., 2022) suggest that this would be an important area for future work to focus on. 
It is notable that the recruitment of trainees to the process was more challenging than the recruitment of staff. In total, 3 current trainees attended both meetings, with 2 further trainees having expressed an interest in taking part, but dropping out shortly before the meetings. The reason given by trainees for dropping out was that they didn’t have enough time, or felt already too busy with the demands of their training. This in itself was considered as an important piece of information that helped feed into and inform aspects of how the intervention was designed. The fact that trainees across two separate professions had been interested to take part, but found themselves unable to find the time to do so meant that careful consideration was given to how any intervention would sit around and be received in the context of such a busy and time-stretched training period. It also highlights an important limitation, in that only two professional training roles were represented by trainees (Clinical Psychology and Clinical Associates in Psychology) despite the intervention being developed with the intention of being appropriate for trainees across the psychological professions. The views and experiences of trainees across other professional training programmes will therefore need to be carefully considered and included in the evaluation of the intervention itself. Nonetheless, it is worth noting that professional staff represented views across five separate psychological professions. Additionally, we chose not to recruit workplace supervisors to take part as intervention stakeholders. This decision was driven in part by pragmatic considerations regarding the feasibility of finding suitable timeslots for stakeholders from multiple different settings within a limited timeframe, but also partly due to the fact that all of the included professional training staff were also current or past workplace supervisors. As such, it was considered that professional training staff would be able to offer perspectives that reflected considerations of both positions. Nonetheless, we acknowledge the important limitation of not having stakeholders included specifically for the perspective of workplace supervisors. 
As noted already, participants for this study were recruited from trainees and professional staff, all of whom hold busy full-time academic/clinical posts. As such, efforts were made throughout to make participation as accessible as possible, by minimising demands for taking part (e.g. by keeping the number of intervention development meetings down to a minimum, minimising any requirements for preparation ahead of meetings, and using the COM-B model in a contained and focussed way). Whilst a further limitation therefore potentially relates to the more contained and focussed use of the COM-B model (as opposed to the more comprehensive Behaviour Change Wheel (BCW)) it is noteworthy that this was considered likely to facilitate trainee and staff participation, by avoiding the extensive time and resource implications others in the field have noted that the BCW has required (Webb et al., 2016).
Plans for the evaluation of this intervention were determined in advance, with a focus on evaluating the acceptability and feasibility of the intervention, as well as testing the theory of change presented here. The intervention was recently delivered to trainees across five separate psychological professions (Education Mental Health Practitioners, Clinical Associates in Psychology, Clinical Psychologists, High-Intensity CBT Therapists, and Psychological Wellbeing Practitioners). A mixed-methods evaluation was used to explore factors relating to acceptability and feasibility (e.g. recruitment rates, retention, data completion, and trainee perspectives regarding how they experienced taking part in the context of real-world training), as well as to look for signals of efficacy by exploring change in outcomes of interest (e.g. psychological flexibility, wellbeing, stress, and resilience). Findings of this evaluation are currently under review for publication.

Conclusion
It has been noted that until recently, the processes and decision-making sitting behind the development of complex interventions has rarely been reported (Hoddinott, 2015). The current intervention development study has followed best-practice guidance on the processes and reporting of intervention development studies (Duncan et al., 2020), to describe in detail the steps followed in the development of ‘Thriving in training: an Acceptance and Commitment Therapy (ACT) group wellbeing intervention for psychological professional trainees’. The acceptability and feasibility evaluation of this intervention has been written up in a separate paper currently being prepared for peer-review.

Key Practice Points:
1. This paper has described the processes followed in developing an intervention to support wellbeing in psychological professional trainees
1. Stakeholder perspectives and a body of wider theory and research were used to design the intervention to be acceptable to trainees, and implementable in the context of real-world training, generating evidence and knowledge with practical implications for those involved in training psychological professionals
1. The COM-B model of behaviour was used to provide an overarching framework for understanding how to support effective behaviour change through the intervention
1. The developed intervention aims to fill important gaps in the trainee wellbeing literature, by detailing the processes followed in developing this intervention, and setting out a clear and testable theory of change

Further reading:
1. Owen, J., Biggart, L., Fisher, P., Figueredo, A., Al-Rousi, S., Colvin-Jarvis, J., Williamson E., & Sanderson, K. (2025). What works for psychological interventions designed to increase wellbeing in psychological therapy trainees? A systematic review. The Journal of Mental Health Training, Education and Practice, 20(1), 45-60, https://doi.org/10.1108/JMHTEP-01-2024-0009
1. Skivington, K., Matthews, L., Simpson, S. A., Craig, P., Baird, J., Blazeby, J. M., Boyd, K. A., Craig, N., French, D. P., McIntosh, E., Petticrew, M., Rycroft-Malone, J., White, M., & Moore, L. (2021a). A new framework for developing and evaluating complex interventions: Update of Medical Research Council guidance. The BMJ, 374. https://doi.org/10.1136/bmj.n2061
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Earlier findings produced by the research team used to inform initial decisions rearding the intervention (e.g. based on ACT, delivered in group format, tailored for PFTs etc.)


Relevant background findings, a general overview of proposed intervention approach, and some early considerations regarding potential mechanisms of change presented to stakeholders (Meeting 1).


Feedback and perspectives gathered from Stakeholders at Meeting 1 used by the primary researcher to refine and update the proposed intervention and programme theory.


Updated intervention design, refined programme theory, and initial COM-B models presented to stakeholders (Meeting 2) and further feedback sought.


Intervention approach, programme theory and COM-B models further refined by the primary researcher, in light of updated Stakeholder input.


