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Background
A consultation every GP will recognise

CLINICAL CASE

Maria, 54
BMI 32

HbA1c 6.3%

Hypertension

Knee osteoarthritis

On +3 medications

QUESTION 1

Which non-drug interventions should 
Maria be offered?

QUESTION 2

How would her GP prescribe them in a 
15-minute consultation?
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Most chronic conditions has an effective non-drug option

DIABETES/PREDIABETES

58%
Intensive lifestyle 
programmereduction in diabetes 
incidence vs placebo 
(metformin 31%)

HYPERTENSION

0.86
Potassium-enriched salt 
substituteRR for stroke; all-cause 
death RR 0.88

KNEE OSTEOARTHRITIS

0.49
Therapeutic exercise

SMD for pain; physical 
function SMD 0.52

Guidelines recommend each as first-line or alongside drug interventions

Most of these options are also good value

70%
cost-effective at £25,000 per QALY

40%
dominant: more effective and less costly

156 RCTs; 150 non-drug interventions with cost-utility 
analyses



Background
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Yet routine use in general practice remains low

90%
agree NDIs can be
as effective as 
some drugs

34%
regularly 
recommend NDIs 
when appropriate

39%
unaware of the 
RACGP Handbook of
Non-Drug 
Interventions 
(HANDI)

90%
of regular 
recommenders 
rarely or never 
use HANDI

Belief is HIGH. Routine use is NOT.

We asked why

NATIONAL SURVEY · 366 AUS GPS

What GPs believe and do; one 
in three always recommends 
NDIs

Albarqouni L, et al. Fam Med 
Community Health 2024;12:e002457

BMC Primary Care · 2024

Common barriers and enablers to the 
use of non-drug interventions in 
primary care: an overview of reviews

OVERVIEW · 25 REVIEWS

Barriers recur across 
conditions, settings and 
countries

Greenwood H, et al. BMC Prim Care 
2024;25:108

INTERVIEWS · 14 GPS

Time, billing, training gaps 
and patient expectations 
shape NDI use

Davidson AR, et al. Fam Med 
Community Health 2026;14:e003741

If it cannot be prescribed simply, it will 

NOT be prescribed routinely.



Aims
Making NDIs as easy to prescribe as medicines

STAGE 1

Co-design
Codesign e-HANDI with GPs and consumers, guided 
by COM-B and the Behaviour Change Wheel

STAGE 2

Feasibility randomised trial
Assess feasibility, acceptability, usability, normalisation 
and early effects on NDI prescribing

Two-stage mixed-methods study



Methods
Co-design guided by behaviour change theory

1
Evidence on 
barriers
National GP 
survey; 
overview of 25 
reviews

2
Barriers & 
Enablers
COM-B and the 
Behaviour 
Change Wheel

3
Prototype
Mock-up of key 
functions

4
Co-design 
workshops
Two workshops 
with GPs and 
consumers

5
Think-aloud 
testing
Working 
prototype; 
iterative 
refinement

6
e-HANDI
Used in the 
pilot trial 
(2024)

14 GPs
12 fellows, 2 registrars; 1.5 to 43 years in practice

15 consumers
Aged 33 to 81 years (mean 61); at least one chronic 
condition

Browse by condition

Category tiles, most-viewed 
and new entries

"HANDI Facts" summary

Active component, uses, 
warnings and directions, 
modelled on a drug label

Prescription pad

Delivery by email, SMS, print 
or QR code

GPs and patients set three requirements
Workflow integration
Concise, credible evidence
Resources for patients

Their feedback changed the product: e-HANDI



Methods
Testing e-HANDI in a feasibility randomised trial

Immediate access (n = 
12)

e-HANDI from week 0

Delayed access (n = 
12)

Usual care e-HANDI from week 12

Week 
0

Week 
12

Week 
24

Outcome Measure Timing

Acceptability, 
appropriateness, feasibility

AIM, IAM, FIM 24 weeks

Usability; technology 
acceptance

ISUS; Technology Acceptance Model (TAM) 24 weeks

Normalisation NoMAD (Normalisation Process Theory) 24 weeks

NDI prescribing Two-week tally; prescriptions per 100 
visits

0, 6, 12, 24 weeks

Experience of use Semi-structured interviews (n = 9; TDF) After 24 weeks



Results
Recruitment and retention were feasible

24
GPs randomised (32 
assessed)

50%
female

44
mean age, years (SD
11)

75%
metropolitan 
practice

Immediate Delayed

Prescribing data at 24 
weeks

9 of 12 10 of 12

Post-study surveys 9 of 12 12 of 12Fo
ll

ow
-u
p

Acceptable, appropriate and feasible

Acceptability (AIM)

3.7 / 5
SD 0.69 · median 4.0

86%
agree “I welcome e-HANDI”

Appropriateness (IAM)

3.7 / 5
SD 0.75 · median 4.0

76%
agree “e-HANDI seems 
applicable”

Feasibility (FIM)

3.6 / 5
SD 0.84 · median 4.0

71%
agree “e-HANDI seems 
possible”

TECHNOLOGY ACCEPTANCE MODEL

Learning to use e-HANDI would be 
easy

81%

I would find e-HANDI useful in my 
job

76%

I want to use e-HANDI in my 
practice

76%

I expect to use e-HANDI in my 
practice

48%

USABILITY (ISUS)

I thought e-HANDI was easy to use 67%

I found e-HANDI very cumbersome to
use

33%

Mean NDI prescriptions per 100 visits
Immediate 
access

Delayed access

Delayed arm has access 
from week 12

40

20

0

Baseline 6 weeks 12 weeks 24 weeks

Difference in change from 
baseline at 12 weeks

+13.0
per 100 visits
95% CI −27.0 to 
53.0

Buy-in

COHERENCE · MEAN 2.39 76%
I can see the potential value of e-HANDI for my 
work

COGNITIVE PARTICIPATION · MEAN 
2.35

86%
I'm open to working with colleagues in new ways 
to use e-HANDI

COGNITIVE PARTICIPATION 71%
Participating is a legitimate part of my role

REFLEXIVE MONITORING · MEAN 2.67 76%
Feedback about e-HANDI can be used to improve it

Integration

COLLECTIVE ACTION · MEAN 
2.98

33%
I can easily integrate e-HANDI into my existing 
work

COLLECTIVE ACTION 38%
Sufficient training is provided

COLLECTIVE ACTION 24%
Management adequately supports e-HANDI

The gap is practice-level opportunity, not GP 
motivation.

The interviews point to workflow as the barrier

Potential of e-HANDI

Valued for patient education 
and for GPs’ own learning

“I’d say [e-HANDI] is a learning 
tool. You could use it as both 
teaching resource and 
handout...”

GP7

The tool

Trusted content; search, 
broken links and gaps for 
some common conditions to fix

“I had sort of liked that they’re all
RACGP endorsed and 
evidence-based...”

GP16

Context and workflow

A separate program limited 
routine use

“...when I’m dealing with maybe 
two or three issues already, 
opening up a new program 
separately...”

GP15



Conclusions
Back to Maria: prescribable care in practice

IN THE CONSULTATION

Her GP prescribes therapeutic 
exercise with a dose, start 
date and review date

AT HOME

Maria receives plain-language 
instructions, a QR code and 
reminders

AT REVIEW

Her GP follows up, and sees 
their own prescribing over 
time

None of this needs new evidence. It needs the evidence we have to be prescribable.

Evidence-based non-drug interventions 

will be used routinely only when they are 

as easy to prescribe as medicines.



Thank you


