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Describe any changes to the study plan (200 words max)
Please outline any changes made to the conduct or protocol of the research since submission of the
original application for funding.

For the eDelphi [Study 2]:

e There was an attempt to recruit social work representatives to participate in the multi-
stakeholder consensus exercise however none chose to participate.

e Due to capacity issues as a consequence of the Research Associate on leave for 3 months,
the original plan of recruitment via advertisements within community pharmacies/GP
surgeries and in community areas (e.g. libraries, town centres) throughout the UK was not
feasible.

Patient and Public Involvement (PPI)

e Repeated attempts (three emails) were made to recruit a person with lived experience of
depression from Northern Ireland, via liaison with NI charities such as Mindwise, however,
there was no expression of interest. The PPI panel therefore comprised only of individuals
from Scotland (n=1), Wales (n=1) and England (n=3).

Outline any extension requests granted by the funders (200 words max)
This section should outline any extension requests that were approved (extensions to the study duration
or additional monies) and the reasons for the extension.

Extension 1:
- Extension of study duration: from 16/01/24 — 16/04/2024
- Reason for extension: Due to unforeseen personal circumstances the Research Associate
working on the project at 0.35WTE was on leave for an undetermined amount of time. This
transpired to be approximately 3 months.

Extension 2:
- Extension of study duration: from 16/04/2024 — 31/07/2024
- Reason for extension: To incorporate a final dissemination event. This was done online due
to limited interest in a face to face event.




Outline the next steps in your research career (500 words max)
We are interested in the next steps you will be taking in your research journey. We are also keen to
understand how this project will support you to take those next steps.

An online dissemination event was held to inform stakeholders of the results and identify next steps
for me to progress. Of the 19 registered, there were 10 attendees including six people who had
experience of depression or are a carer, three healthcare professionals, and one policy maker.
Participants made key suggestions | will take forward for future phases of the research, including
that the future depression service should not be overly ‘paternalistic’ and it should be an additional,
optional support to complement existing mental health support. However, the workload challenges
of community pharmacy need considered, and factors enabling its facilitation included:
incorporating within existing services; good communication with GPs; and promoting whole
pharmacy-team involvement.

We identified the next stage should be an exploratory study to investigate barriers and facilitators
of implementing a community pharmacy depression treatment adherence service from patient and
staff perspectives. | am now supervising a doctoral student to conduct this. This will further the
research agenda, increase my leadership skills and train/up-skill another individual within this field.
The next steps for my research career will be to enhance my methodological skills to conduct studies
which measure the cost-effectiveness of interventions to support depression treatment. Funding
will be sought to conduct a Randomised Controlled Trial to obtain empirical evidence of the
outcomes.

The project identified the importance of ‘suicide prevention’. At the dissemination event,
participants welcomed the idea of pharmacy staff being trained on suicide awareness and
prevention, but highlighted that calling it a “service” could be misleading. It was perceived as useful
for pharmacy staff to be able to identify, refer and signpost people in distress or experiencing
suicidal ideation. To develop this aspect, | intend to apply for a Wellcome Mid Career Development
Award (Nov 2024, £250,000) to develop educational interventions for pharmacy teams on suicide
awareness/prevention within Scotland. This will build upon relevant research in NHS England on
suicide prevention (Gorton et al., 2023a, Gorton et al., 2023b, Gorton et al., 2019).

| (Dr Weir) feel more confident to supervise research in this area and apply greater funding amounts
and conduct research of greater complexity. This is through my experience of line managing a
Research Associate, handling budgets, and time management. | have applied for a fellowship with
the Academy of Medical Sciences on stigma and strategies to address this within pharmacy (seeking
£124,369). This research has shown me that not only do | want to be an established leader in
pharmacy-based research, that it is within the sphere of mental health | want to focus on. This
project allowed me to forge this identity, and since its conception:
- lam Co-l on a funding application on suicide prevention in general practice pharmacy
(CSO, seeking £296,849)
- lam a Member of the Project Advisory Group for a project on shared decision-making in
antipsychotic prescribing
- lwas accepted onto the NIHR GROW Mental Health Research Network programme (2023
cohort)
| am certain my success in these opportunities was related to my involvement in this program
which helped me to identify my career ambitions.

Background (500 words max)
This section should outline the existing literature available and a background to the research conducted.



https://wellcome.org/grant-funding/schemes/career-development-awards
https://wellcome.org/grant-funding/schemes/career-development-awards

Depression is the most prevalent mental ill health condition, with global estimates suggesting more
than 300 million people are affected (World Health Organisation, 2017). The prevalence of
depression is increasing internationally (World Health Organisation, 2017) and within the UK
(lacobucci, 2019, NHS Digital, 2014, The Scottish Government, 2020, The Scottish Government,
2014). Increasing rates of depression were also identified during the COVID-19 pandemic (O'Connor
et al., 2021) alongside a reduction in primary care contacts in the UK (Mansfield et al., 2021), which
might contribute to under-diagnosis and/or under-treatment (Mansfield et al., 2021).

Internationally, community pharmacy personnel have demonstrated capacity and capability to
support people with depression (Al-Jumah and Qureshi, 2012, Karp et al., 2021, Miller et al., 2020,
Rubio-Valera et al., 2011). Reviews published in 2011 (Rubio-Valera et al., 2011) and 2012 (Al-Jumah
and Qureshi, 2012) identified services to promote adherence to antidepressants. A more recent
review (Miller et al., 2020) of depression screening services (n=10 studies) identified positive
impacts such as treatment initiation. In 2021, a review (n=13 studies) of community pharmacy
depression services involving educational interventions, telehealth, medication reviews, and
mindfulness programs identified improvements in medication adherence and stigma reduction
(Karp et al., 2021).

Specifically in the UK, research has identified willingness of community pharmacy personnel to
support people with mental ill health (8, 9), with scope to act as ‘front-line advisers’ (9). The role of
community pharmacy personnel has evolved to offer enhanced clinical services (Brown et al., 2016,
Community Pharmacy Scotland, 2020), and UK community pharmacy personnel support wellbeing
needs by offering safe spaces for domestic abuse sufferers (Robinson, 2021) which indicates
capacity for psychological / social crisis management. The UK’s Stepped Care Approach to mental
health identifies primary care as the key setting for identification, assessment, psychoeducation,
monitoring, and referral, and an International Pharmaceutical Federation review identified that
community pharmacists have a role in early detection, optimising medicines, adherence support,
education, and collaborative care (Federation, 2015). The Royal Pharmaceutical Society (RPS)
postulates that in the UK, community pharmacy personnel can have a role in mental health by
identifying vulnerable individuals, accelerating access to support, offering support to patients
initiating anti-depressants, and signposting / onward referral (Royal Pharmaceutical Society, 2020b,
Royal Pharmaceutical Society, 2020a).

Within the UK, the AMPLIPHY study (Gorton et al., 2021a) explored pharmacies offering
consultations for patients prescribed anti-depressant(s) focusing on health, lifestyle, medication,
and emotional support (Gorton et al., 2021a). Mental health training was considered a key
facilitator, and patients and pharmacists were supportive of the service. Similarly, the UK CHEMIST
study (Chew-Graham et al., 2022c) explored psychological support to people with subthreshold
depression, which involved up to six 30-60 minute sessions to identify factors impacting health and
offer health promotion advice. In general, patients considered the community pharmacy setting
acceptable for depression support. However, few studies have explored community pharmacy
depression service within the UK, and at the time of funding acquisition there were no government-
funded services despite supportive policy. Implementation of community pharmacy services for
depression could be complicated by lack of training (Gorton et al., 2021b, Carpenter et al., 2020,
Chew-Graham et al., 2022c), insufficient resources (Carpenter et al., 2020), time constraints
(Carpenter et al.,, 2021, Chew-Graham et al., 2022c, TaylorCairns and Glass, 2021), pharmacy
personnel concern with “making the situation worse” (Carpenter et al., 2020), and limited referral
options (Carpenter et al., 2021).

Aims & Objectives (300 words max)
Please outline the aims and objectives of the research.




To consolidate the international evidence on community pharmacy-led depression services and to
derive multi-stakeholder consensus on which services should be a priority in the UK. This was
achieved through a systematic review, whereby previous reviews in this area have either focused
ononly a single type of depression service (i.e. screening for depression (Miller et al., 2020) or an
intervention to measure adherence (Rubio-Valera et al., 2011, Al-Jumah and Qureshi, 2012)); a sub-
set of outcomes (e.g. patient-reported outcomes (Karp et al., 2021)); conducted over a decade ago
(Rubio-Valera et al., 2011, Al-Jumah and Qureshi, 2012), or limited to Randomised Controlled
Studies with different outcomes (Brown et al., 2019). Thereafter, an eDelphi consensus exercise
was conducted. This project has the following objectives to:

1. Identify service components of community pharmacy-led depression services which
have been trialled/implemented globally (Study 1)

2. Identify the clinical, humanistic, economic, and service outcomes associated with
community pharmacy-led depression services (Study 1)

3. Explore the barriers / facilitators to implementing community pharmacy-led depression
services (Study 1)

4, Conduct a formal consensus exercise with a multi-stakeholder group of approximately

100 participants to identify which community pharmacy-led depression service(s)
should be prioritised in the UK (Study 2)

Method (500 words max)
Please describe the methodologies employed on this proposal, including any other relevant assessments
conducted.

Study 1 — Systematic Review

Search Strategy

Medline, EMBASE, PsycINFO and CINAHL were searched on 24/1/2023 and supplemented by
screening reference lists and reviewing Zetoc alerts of key journals. Unpublished literature was also
eligible for inclusion, including articles published within the medRxiv repository which hosts medical
related pre-print articles. Other sources of unpublished literature were further identified via the
Royal Pharmaceutical Society (UK) e-Library and OpenGrey.eu.

Screening

Titles and abstracts were screened using Covidence software®, with relevant studies progressing
onto full-text screening. Two researchers (NW and DK) conducted title/abstract screening, with
approximately 20% screened independently and in duplicate. Proportional agreement was
sufficient to permit the remaining abstracts to be screened by DK. All full text screening was
completely independent and in duplicate by both NW and DK. Other members of the research team
were consulted to resolve any conflicts (MM, MW, GA or JP).

Data Extraction and Synthesis

A data extraction table was devised and piloted with 20% of studies undergoing independent data
extraction by NW and DK to confirm agreeability, before the remaining data was extracted by DK
alone. Data was extracted on study characteristics, Depression service components according to
the Template for Intervention Description and Replication (TIDieR) checklist (Hoffmann et al., 2014),
outcomes (e.g. clinical, humanistic, economic and service) and barriers and facilitators according to
the Consolidated Framework for Implementation Research (CFIR) (Damschroder et al., 2009)

Quality Assessment

The Quality Assessment with Diverse Studies (QUADS) appraisal tool (Harrison et al., 2021) was used
to appraise the quality of each study. Quality Assessment was conducted independently by two
reviewers (NW, DK or HA), and consensus achieved on each study’s score.




Study 2 — eDelphi Multi-Stakeholder Consensus Exercise

Recruitment

Approximately 100 individuals were invited: 230 healthcare service providers (e.g. community
pharmacy personnel, GPs, psychiatrists); 230 people with lived experience of depression or their
carers; 215 policy makers (e.g. representatives of NHS, CPS, RPS etc); 215 representatives from third
sector organisations. Study information was disseminated via direct email contact to named
individuals or nominated contacted, and via social media (X, formerly twitter).

eDelphi Methods and Materials

The study comprised of two rounds of a questionnaire (Nov 2023 — March 2024. The first presented
vignettes of each service identified from the systematic review, showcasing their components and
a summary of the outcomes, barriers and facilitators. Each service was rated using a 7 point-Likert
scale from ‘Very Low Priority’ to ‘Very High Priority’, with an open-ended question asking
participants to justify. The second-round questionnaire presented new vignettes that displayed the
overall median rating for each service, and a collation of responses from round 1. Participants again
reviewed the proposed services using the same 7-point Likert scale and free text response. The
eDelphi questionnaires were conducted online to increase accessibility, however, a paper copy was
available upon request.

Data Analysis
The median and IQR were calculated. Consensus was achieved on a service being a priority if the
overall median score of all participants was 25 (‘Moderate Priority’). Free text responses were
thematically analysed using NVivo software which was used to develop a codebook of major and
minor themes.

Results (500 words max)
Please describe the main results of the research and an outline of the analyses conducted to produce the
results.

Study 1 — Systematic Review

Screening Results
The search identified 2643 records, of which 39 studies were selected for inclusion (see Figure 1).
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Figure 1: PRISMA flow chart

Characteristics of included studies

Of the 39 studies in total, 10 were conducted in the US, followed by Canada (n=5) and the UK (n=5).
The most common study design was an RCT (n=10) followed by qualitative studies (n=9),
prospective/feasibility or pilot studies (n=9), and mixed method studies (n=3). Other study designs
included observational (n=2), cross sectional (n=2), surveys (n=2) and parallel group trials (n=2).
The quality assessment scores ranged from 8 to 32 out of 39; with a median score of 26 (IQR 23-
28). Common areas where studies were considered low in quality related to lack of theoretical
underpinning, limited rationale for data collection tool and analytical methods.

General attitudes

In total, 12 studies (30.7%) solely explored general attitudes to the role of community pharmacy in
providing depression support (Acheuk et al., 2020, BrydgesRennick-Egglestone and Anderson, 2020,
Crockett and Taylor, 2009, Elkhodr et al., 2018, Gardner et al.,, 2001, Guillaumie et al., 2015,
Guillaumie et al., 2017, Guillaumie et al., 2018, MospanGillette and Wilson, 2020, Pham et al., 2022,
Silverio et al., 2023, Soliman, 2020). There was acceptance of community pharmacy services for
people with depression (Gardner et al.,, 2001, Guillaumie et al., 2017, Guillaumie et al., 2018,
Soliman, 2020). Key facilitators included training provision towards the pharmacy staff, and
included the need to address inadequate resources and (Crockett and Taylor, 2009, Elkhodr et al.,
2018, Guillaumie et al., 2015, MospanGillette and Wilson, 2020, Pham et al., 2022, Silverio et al.,
2023). It was identified that for perinatal woman pharmacy staff may lack the specialist knowledge
and skills to discuss sensitive mental health conditions (Elkhodr et al., 2018, Pham et al., 2022,
Silverio et al., 2023). For elderly populations, it was reported that addressing isolation, offering
additional adherence support devices (e.g. a pill counter), and involving carers (e.g. family or nurses)
may support (Acheuk et al., 2020). For men there may be unique stigma-related barriers associated
with societal expectations of masculinity (BrydgesRennick-Egglestone and Anderson, 2020).

Service evaluation




In total, 27 studies explored a specific depression service with the description, outcomes and
barriers and facilitators summarised in Table 1).

Table 1: Description, outcomes, and barriers/facilitators of the community pharmacy depression

services.

Service General Description Outcomes Key Barriers and References
Facilitators

Depression WHAT: People diagnosed with  Clinical: Limited Barriers: (Bosmans et al.,

Advice depression offered information evidence of ability Challenges 2007, Brook et al.,

Service (n=15 about their medication and/or to improve recruiting and 2003a, Brook et
studies) condition. depression engaging al., 2003c, Prats
symptoms, patients (n=5),  and Cebrian, 2002,
HOW and WHERE: Typically face financial Chew-Graham et
to face in a private room, with  Humanistic: restraints (n=4). al., 20223,
option to conduct via telephone. Generally positive Crockett et al.,
Most commonly delivered one- opinions and Facilitators: 2006, Chike-
to-one. perceptions of the overcoming ObuekweGray and
service. Limited stigma and Gorton, 2022,
WHEN and HOW MUCH: evidence of ability misinformation Phimarn et al.,
Offered most commonly when  to improve amongst 2015, Rickles et al.,
patients are newly prescribed  adherence to patients (n=4);  2005a, Rickles et
antidepressants. Involves 1-6 medication, quality community al., 2010, Rubio-
(average 3) sessions thatvary  of life pharmacies were Valera et al.,
from once per week to once per considered an 2016a,
3 month, lasting 20-60 mins. Economic: Limited appropriate ShiamptanisOsesky
Telephone sessions were evidence of cost setting (n=3) and de Graaf-
typically shorter (11-19 mins).  effectiveness Dunlop, 2022)
Screening WHAT: Application of a series of Clinical: Most Barriers: stigma (Ballou et al.,
Service (n=7 questions to identify potential people scored low preventing 2019, Chen et al.,
studies) depression, or those risk of (no-mild depressive patient and 2008, Knox et al.,
depression, using validated symptoms) during pharmacy staff 2006a, Kondova et
questionnaires. Participationis the screening involvement al., 2018b,
expanded to the wider general services, with small (n=3), lack of KentO'Reilly and

population.

HOW and WHERE: Typically face
to face, with the option to screen
via telephone or mail.
Participants are most often
invited verbally or after seeing
posters/information included in
a prescription bag from the
pharmacy.

WHEN and HOW MUCH:
Completed once often while
participants are waiting to collect
prescriptions. Participants

proportions of
patients requiring
further referral.

Humanistic: Some
evidence that the
service was
considered valuable.

Economic: Not
reported

privacy or space
in community
pharmacy to
deliver (n=3)

Facilitators:
Accessibility of
community
pharmacy (n=3),
access to a
private
consultation
room (n=3).

Maguire, 2021,
Rosser et al.,
2013b, Zmoira et
al., 2021b, Hare
and Kraenow,
2008, Knox et al.,
2006b, Kondova et
al., 20183,
O'ReillyWong and
Chen, 2015, Rosser
etal.,, 20133,
Zmoira et al.,
2021a)




complete 1-2 questionnaires in 1
session using validated tools,
such as PHQ-9 and PHQ-2.

Depression  WHAT: Services which solely Clinical: Not Barriers: stigma (Bell et al., 2004,
Treatment explore patient adherence to reported preventing Bultman and
Adherence anti-depressants and provision patient and Svarstad, 2002a,

. Humanistic: All
Service of support. pharmacy staff  Klang et al., 2015a)

studies reported

(n=3 studies) ) ] ) involvement
HOW and WHERE: Typically face improvements in (n=1)
to face at the community adherence, with
pharmacy with option to some evidence of  Facilitators:
perform in a private room or via positive perceptions Monitoring tools
telephone. of the service and  (n=1); pharmacy
improvements in  staff training
WHEN and HOW MUCH:
B i X | knowledge and (n=1)
ere' to patl'ents when newly attitudes.
prescribed antidepressants or
when renewing. Usually Economic: Not
delivered as multiple short reported
sessions over a 2-12 month
period with session conducted
every 2-3 months
Disease and WHAT: Comprehensive Clinical: Not Barriers: (Pérez-Zepeda et
therapy management of complex reported Challenges al., 2013)
management patients and their condition, recruiting and
. . . Humanistic: There .
(n=1study) focusing on diabetes prevention engaging
was good

for people with depression. This patients (n=1)

. interaction with the
study involved more people that

. health professionals Facili :
just pharmacy staff (e.g. ealth professionals Facilitators

community health educators). mvc')lves and good Pfeople r'eport'ed
patient attendance. high satisfaction
HOW and WHERE: Typically face with the service

L . Economic: Not
to face, with videoconferencing

L . reported
option, in numerous locations
including patient’s homes and

community centres.

WHEN and HOW MUCH: The 1st
session created a comprehensive
medication record, and the 2nd
identified drug-therapy
problems, a medication action
plan and report for health care
providers. Up to 3 additional
meetings if required.

Medication =~ WHAT: The service enables Clinical: The service Not reported (Andreea et al.,
review (n=1 people to report experiences of identified adverse 2010)
study) adverse events (i.e. side effects) events likely caused




that they think are due to their by anti-depressants
medication. (n=1).

HOW and WHERE: A medication Humanistic: Not

review questionnaire sent to reported

patients explores antidepressant .
Economic: Not

treatment, adverse effects, and

. . reported
their severity. P

WHEN and HOW MUCH:
Community pharmacy staff
inform applicable patients about
the service when visiting the
pharmacy. Participants then
receive a once-off paper survey
in the mail, complete it, then
return it for review by the
community pharmacy staff.

Study 2 — eDelphi Exercise

In total, there were 59 participants in Round 1 and 49 in Round 2, with a retention of 83%. Most
participants resided in England (44.1% in round 1; 44.9% in round 2) or Scotland (44.1% in round 1,
and 42.9% in round 2), and were female (61.0% in round 1; 59.2% in round 2).

Table 2: Participant Demographics

Demographics Round 1 Round 2
n (%) n (%)
Total 59 49
Stakeholder Role/ldentify (Please note, participants can represent more than 1 group)
Experienced Depression 30 (50.8%) 26 (53.1%)
Health Care Provider 24 (40.7%) 18 (36.7%)
Carer 15 (25.4%) 14 (28.6%)
Policy Maker 6 (10.2%) 5(10.2%)
Charity / third sector representative 8 (13.6%) 7 (14.3%)
Location
England 26 (44.1%) 22 (44.9%)
Northern Ireland 2 (3.4%) 1(2.0%)
Scotland 26 (44.1%) 21 (42.9%)
Wales 2 (3.4%) 2 (4.1%)
Not reported 3 (5.1%) 3(6.1%)
Gender
Female 36 (61.0%) 29 (59.2%)
Male 18 (30.5%) 15 (30.6%)
Non-binary / 3rd gender / other 2 (3.4%) 1(2.0%)

Not reported 3 (5.1%) 3(6.1%)




* Participants could represent more than 1 role/identity

The results of Round 1 of the eDelphi stakeholder exercise identified all services as being recognised
as at least a moderate priority (median score 25), with a consensus reached with Treatment
Adherence Services recognised as the sole high priority service (median score 26). Four additional
community pharmacy depression services were suggested: Signposting and Referral Services;
Suicide Prevention Service; Depression Public Awareness Campaign and Perinatal Mental Health
Services.

After round 2, consensus was achieved on four services being a priority, each with median of 6
(‘High Priority’): Treatment Adherence (IQR 5-6), Education / Advice (IQR 4-6), Signposting and
Referral (IQR 4-6), and Suicide Prevention (IQR 4-7), as presented in Figure 2.

(
bk Treatment Adherence Service Depression Advice Services
Services focusing on adherence- the extent to This service involves community pharmacy
which patient's take their medication as it is e.: staff discussing the person’s knowledge of
intended. In mental health, adherence is often ‘s their medication, any concerns as well as
not very good for a variety of reasons. providing advice and support.

J/

(
Signposting & Referral Services
- Community Pharmacy can signpost or refer . . .
patients to other services such as: social Suicide Prevention Services
— support, bespoke mental health digital Training of pharmacy staff on  ‘suicide
'

services  (including  apps), charities  or prevention’
community organisations, or other mental

health services
J J

Figure 2: Summary of services considered ‘high priority following eDelphi round 2 (n=49)

Qualitative analysis identified general support for community pharmacy-based depression services,
eDelphi participants highlighted the benefits of these services including the belief they could lead
to improved service delivery, patient experience, resource allocation, and patient knowledge.
Reported barrier by the participants was the limited UK evidence base on the empirical outcomes,
stigma, and resource constraints.

Discussion (500 words max)
Please use this section to analyse the findings of your research and link it back to the original hypothesis.

This project identified that out of the myriad of community pharmacy depression services explored
internationally, four were considered high priority to be implemented within the UK: Treatment
Adherence Service, Depression Advice Service, Signposting and Referral Service, and Suicide
Prevention.

The systematic review identified a heterogenous array of services to support people with
depression from a myriad of different geographic locations. This variety likely reflects the
complexity of depression and the multitude of ways in which it could be supported by pharmacy
staff. The limited UK research indicates the scope to further explore the concept of pharmacy
depression services locally. The most common types of services trialled to support people with




depression internationally were advice and screening services. Services involving an in-depth
medication review and disease / therapy management were less common, which suggests
pharmacy staff have limited extended role in supporting people with depression internationally.
Additionally, for such services to be successfully delivered this may require pharmacists to have the
ability to monitor symptoms, review antidepressants and initiation prescriptions which is not widely
adopted internationally. This suggest further work is needed for community pharmacy staff to have
an established role detection of mental health, medication optimisation, and collaborative care, as
suggested by the International Pharmaceutical Federation (Federation, 2015).

Despite a large number of studies on community pharmacy depression services (n=39), there lacked
strong empirical evidence on the beneficial clinical, humanistic and economic outcomes of
community pharmacy depression services. There was limited evidence of their ability to improve
symptoms of depression, quality of life, or demonstrate cost-effectiveness. This is unsurprising as a
Cochrane review of pharmacist’s services for non-hospitalised patients in 2018 also identified
limited evidence of pharmacists influence on depressive outcomes (de Barra et al., 2018). However,
only a minority of studies we identified were RCTs (n=10), and more RCTs would be needed to
decipher impact. Internationally, general support was identified towards community pharmacy
staff supporting people with depression. Nevertheless, lack of resources, stigma, and issues with
lack of privacy are important factors to consider to ensure successful implementation.

Three of the reported services identified as high priory for a UK setting - Treatment Adherence
Service, Depression Advice Service, Signposting and Referral Service - are conceptually similar in
mode of delivery as they involve information being provided to people with a pre-existing diagnosis
of depression within the community pharmacy environment. It may also be feasible for a single
community pharmacy depression service in the UK to incorporate each of these and concurrently
offer advice, support for adherence, and signposting /onward referral. It is plausible these three
services were identified as priorities by our UK respondents as the provision of information to
people from community pharmacy staff is integral within the role and represents what may be
expected of UK pharmacy staff. The services which were not identified as high priority for
community pharmacy — e.g. depression screening, a depression public awareness campaign, in-
depth medication review, disease and therapy management — may embody a more advanced and
extended role which may not be considered within the core role of UK community pharmacy staff
yet.

Limitations (300 words max)
Address where your research could have been further improved.

For the systematic review, not all stages (e.g. data extraction) were conducted independently.
There is a potential risk of researcher bias in terms of deciding what data to extract, but using a
data extraction template mitigated against this. The literature search was conducted in January
2023, approximately 18 months ago. The authors have since become aware of newer, recently
published studies (EI-Den et al., 2024), and an updated search will need to be conducted prior to
manuscript publication. The quality assessment tool used (QUADS) was selected as it can assess the
quality of various study designs. However, the researchers noted that the QUADs tool places strong
emphasis on the theoretical underpinning of studies, which may be less relevant to some study
designs (e.g. RCTs). Another limitation of the tool includes the subjective nature of the assessment
questions, which meant it was challenging to administer. The risk of researcher bias in how ‘quality’
was assessed with this tool was identified early on, and to mitigate this and promote consistency




the quality assessment was conducted independently by two researchers with a third resolving
conflicts.

For the eDelphi, the most notable limitation was the small response rate (n=59 and n=49 for each
round), which was less than the target of 100, yet still within the limits of what is considered an
acceptable sample size for eDelphi studies where s ample of 30-50 is considered optimal (Nasalain
and Juneja, 2021). Due to a delay in the project, the eDelphi questionnaires were disseminated
throughout winter 2023/24, which is considered as an exceptionally difficult time for recruitment
given service pressures and availability of people’s times. The majority of respondents were from
Scotland and England, which may reflect the academic team’s own influence over networks in
Scotland and the role that England has as the largest of the Home Nations. The limited response
from people in Wales and Northern Ireland suggests that future research should be conducted there
to understand their local priorities.

Conclusion (300 words max)
Please provide a succinct conclusion to the report and provide the key take-home message for the reader
to understand.

The review identified a heterogenous array of community pharmacy depression services
internationally, with limited evidence on empirical outcomes. All the studies were short-term pilot
/ trials, with none representing ‘care as usual’. This suggest there would need to be significant
efforts to integrate depression support within routine pharmacy practice to be able to exert notable
benefit on populations. The limited empirical evidence for the outcomes of depression services will
hinder this, therefore larger-scale, high quality RCTs will be required.

The priorities for community pharmacy depression services were identified as: Treatment
Adherence, Depression Advice, Signposting and Referral, and Suicide Prevention. Two of which
were identified from the review - Treatment Adherence Service, Depression Advice Service —
therefore the review results offer information on service design and delivery which may be relevant
to the UK. However more exploratory research is needed to consider the development of
signposting / referral services and suicide prevention initiatives as they did not feature in the review
and were suggested by the eDelphi participants. The conceptual similarity of the mode of delivery
of three of the priorities (Treatment Adherence Service, Depression Advice Service, and
Signposting/Referral Service) suggest these elements could all be incorporated into a single service
to have greater impact, but an outcomes evaluation must be conducted to explore this.

In general, there is support for the concept of community pharmacy depression services, yet key
factors to consider to support successful implementation in the future include: further exploration
of potential barriers and facilitators for implementing pharmacy based depression services,
addressing the lack of strong evidence by conducting high quality RCTs, initiatives to reduce patient
and pharmacy stigma towards depression and anti-depressants, sufficient resources and training to
support service delivery, and the need to ensure privacy within pharmacy environment through the
use of consultation rooms.

Summary of outputs (300 words max)
Please include a list of dissemination activities carried out during the life of the project, in addition to
future activities planned.

Written outputs
1. A briefing paper will be developed and sent to each stakeholder (e.g. patient
representatives, strategists). Please see draft in Appendix 1.




2. Oral presentation at CMHP 2023, and one planned for CMHP 2024 [Available upon
request]

3. Two manuscripts are planned for publication: one detailing the systematic review and
another detailing the eDelphi findings. Both studies will be of value to primary care
clinicians and policy makers thus will be published in a relevantly broad journal (e.g.
Health Services Research) rather than a pharmacy-specific journal which may have
narrowed audience. Open access publication will be sought. [Please see draft in Appendix
2 &3]

4. Poster presentation at Health Care Futures (Glasgow) and Pharmacy in Practice
(Edinburgh) [Appendix 4]

Dissemination

1. All stakeholders and eDelphi (Study 2) participants were invited to a final online
dissemination event which will help to develop a network to facilitate follow-on stages.
The final report from this is available in Appendix 5.

2. Ashort 15-minute presentations of the findings will be recorded for stakeholders
including to pharmacy organisations (e.g. Community Pharmacy Scotland, Pharmaceutical
Services Negotiating Committee, Royal Pharmaceutical Society); mental ill health-related
groups (e.g. NHS Mental Health Group, College of Mental Health Pharmacy); and patient
representative groups and third sector organisation (e.g. Mind, Lanarkshire Association of
Mental Health, Lanarkshire Links, MQ: Transforming Mental Health, SeeMe). This will be
hosted on YouTube for longer term access to the general public.

3. Editors of the Pharmaceutical Journal and Johnathan Laird, Publisher at Pharmacy in
Practice, will be consulted to consider publishing a blog post and/or podcast

4. Findings will be shared on social media (e.g X). Influential social media profiles will be
asked to share messages to enhance reach. Figures to support this have been developed
[Appendix 6], and will be shared after the holiday period.

Recommendations for future research (300 words max)
Discuss the impact of your research more generally, whether it is towards a particular patient group or
for further research.

Due to limited UK-wide response the results are only known to be relevant to Scotland and England.
England may be further in developing the role of community pharmacy staff to support people with
depression, with the UK papers identified from the review conducted in England. Within England,
there are existing efforts to provide access to suicide awareness training to pharmacy staff (Centre
for Pharmacy Postgraduate Education, 2024), with evidence it improves attitude and preparedness
(Gorton et al., 2023a). Additionally, the expansion of the New Medicine Service to include anti-
depressants (NHS Business Services Authority, 2022), involving advice and adherence support, is
promising. To the authors knowledge, this represents the only depression service in community
pharmacy internationally which is routine care and not limited to a short-term pilot/trial.
Considering the review identified limited evidence of the outcomes, the authors strongly
recommend an evaluation plan for this service is introduced focusing on adherence, depressive
symptoms, quality of life, and cost-effectiveness.

Within Scotland, the authors are not aware of any initiatives or research to develop community
pharmacy depression services or suicide prevention initiatives. A PhD student has recently been
identified, supervised by Dr Weir, to develop a community pharmacy treatment adherence service




which will incorporate elements of advice and signposting/referral. This will focus on barriers and
facilitators and progress onto a trial to explore cost-effectiveness. The research will use a mixed
methods approach, involving interviews with patients and pharmacy staff. Thereafter, funding will
be sought to evaluate the service as part of an RCT. Additional efforts will also be made to progress
suicide prevention training to pharmacy teams (grant application planned). Within Northern Ireland
and Wales, further research is needed to understand priorities related to pharmacy depression
services, which may be best conducted by local academics.

References
Please use the Harvard referencing format.

Please see end of document.




Appendix 1: Executive Lay Summary (draft)

Community Pharmacy Depression Services Project

Executive Lay Summary

Dr Natalie Weir, Dr David Kernaghan, Dr Gazala Akram, Professor Judith Pratt, Professor Margaret
Maxwell, Professor Margaret Watson

Introduction

Without appropriate support, mental ill health has a negative impact on people’s lives. Depression is
the most common mental health condition affecting over 300 million people worldwide. This number
is increasing in the UK, and over a decade the number of anti-depressants prescribed has almost
doubled. People who work in community pharmacies (chemists) could help people with depression as
pharmacies are widely distributed, especially in deprived areas where depression is more common,
and are easy to access without an appointment. The Royal Pharmaceutical Society (the professional
organisation for pharmacists) considers pharmacy personnel well placed to support people with
mental ill health, and pharmacy services for depression have been tested throughout the world with
some promising results. These include services which help identify people with depression, and
services which involve reviewing people’s depression medicines. It is unclear, however, which services
help people the most or which will work best in the UK.

Aims and objectives

This aim was to gather the results of research that has been conducted on community pharmacy

depression services and identify which should be provided in the UK. The objectives were to conduct:

1. Areview of the international research on community pharmacy depression services (Study 1)

2. A formal consensus process with different groups of people to seek agreement on which
community pharmacy depression services should be prioritised in the UK (Study 2)

Methods

Study 1 explored databases which stored research studies. Relevant studies on community pharmacy
depression services were read and important information was collected. This included information on
the depression services, the impact it had on patients (including their depressive symptoms), costs,
and what made the services difficult or easy to provide. The quality of each study was also assessed.
This offered a picture of what community pharmacy depression services have been tested across the
world, and if they were beneficial or not.

In Study 2, the results of Study 1 were summarised into an online questionnaire. This was sent to a
range of people, including those who have experience of depression, healthcare professionals, people
who make policy decisions, and people who work for mental health charities. The questionnaire
described the services and the research findings, and people were asked for their opinions which
services are a priority and could be most beneficial within the UK, and if they had other suggestions
for pharmacy depression services. After the results of this questionnaire were analysed, a second



round of the questionnaire was send to people which included the results of round 1, and offered
them the opportunity to again share their opinions.

Results
Study 1

In total, 39 relevant studies were identified. Of these, 10 were conducted in the US, followed by
Canada (n=5) and the UK (n=5). There were many different types of studies including those which
tested to see if the depression service was better than usual care, and many studies to identify peoples
opinion of community pharmacy depression services. The quality of the studies also varied which
ranged from a score of 8 to 32 out of a total of 39. The median (middle) quality score was 26. Common
areas where studies were considered low in quality was when there was no research ‘theory’ used,
and researchers not explaining well their data collection and analysis methods.

General attitudes

Twelve studies explored general attitudes towards community pharmacy providing depression
support, focusing mostly on the opinions of pharmacy staff, with only 4 studies focusing o the patient
opinions (n=4) . The studies identified that:

e Community pharmacy was an acceptable place for depression support

e specialised training to pharmacy staff is really important

e pharmacy staff are generally willing to support people with depression

e stigma is a barrier that needed to be addressed

e for perinatal woman pharmacy staff may lack the specialist knowledge and skills to discuss
sensitive mental health conditions

e For men and the elderly there may be unique stigma-related barriers

Service evaluation

In total, 27 studies explored a specific depression service with the description, as described in Table
1. There were five different types of community pharmacy depression services identified which had
been trialled on lots of different places across the world:
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Table 1: Description of the community pharmacy depression services.

Service type |Description of the Service Impact of service Key Barriers and Facilitators References
Depression |WHAT: People diagnosed with depression offered |Clinical: Limited evidence of Barriers: (Bosmans et al., 2007, Brook
Advice information about their medication and/or ability to improve depression  |¢  Challenges recruiting and engaging| et al., 2003a, Brook et al.,
Service condition. symptoms patients (n=5), 2003c, Prats and Cebrian,
(n=15 e financial restraints (n=4). 2002, Chew-Graham et al.,
studies) HOW and WHERE: Typically face to face in a private Humanistic: Generally positive 2022a, Crockett et al., 2006,
room, with option to conduct via telephone. Most |opinions and perceptions of the [Facilitators: Chike-ObuekweGray and
commonly delivered one-to-one. service. Limited evidence of e overcoming stigma and Gorton, 2022, Phimarn et al.,
ability to improve adherence to misinformation amongst patients | 2015, Rickles et al., 20053,
WHEN and HOW MUCH: Offered most commonly |medication, quality of life (n=4); Rickles et al., 2010, Rubio-
when patients are newly prescribed e community pharmacies were Valera et al., 201643,
antidepressants. Involves 1-6 (average 3) sessions  [Economic: Limited evidence of considered an appropriate setting | ShiamptanisOsesky and de
that vary from once per week to once per 3 month, |cost effectiveness (n=3) Graaf-Dunlop, 2022)
lasting 20-60 mins. Telephone sessions were
typically shorter (11-19 mins).
Screening WHAT: Application of a series of questions to Clinical: Most people scored low [Barriers: (Ballou et al., 2019, Chen et
Service identify potential depression, or those risk of (no-mild depressive symptoms) |e  stigma preventing patient and al., 2008, Knox et al., 200643,

(n=7 studies)

depression, using validated questionnaires.
Participation is expanded to the wider general
population.

HOW and WHERE: Typically face to face, with the
option to screen via telephone or mail. Participants
are most often invited verbally or after seeing
posters/information included in a prescription bag
from the pharmacy.

during the screening services,
with small proportions of
patients requiring further
referral.

Humanistic: Some evidence that
the service was considered
valuable.

pharmacy staff involvement (n=3),
e lack of privacy or space in
community pharmacy (n=3)

Facilitators:

e Accessibility of community
pharmacy (n=3),

Kondova et al., 2018b,
KentO'Reilly and Maguire,
2021, Rosser et al., 2013b,
Zmoira et al., 2021b)




Service type

Description of the Service

Impact of service

Key Barriers and Facilitators

References

Economic: Not reported

e access to a private consultation

WHEN and HOW MUCH: Completed once often room (n=3).
while participants are waiting to collect
prescriptions. Participants complete 1-2
questionnaires in 1 session using validated tools,
such as PHQ-9 and PHQ-2.
Depression |WHAT: Services which solely explore patient Clinical: Not reported Barriers: (Bell et al., 2004, Bultman and
Treatment [adherence to anti-depressants and provision of . ) e stigma preventing patient and Svarstad, 2002a, Klang et al.,
Humanistic: All studies reported )
Adherence |[support. i . pharmacy staff involvement (n=1) | 2015a)
Service improvements in adherence,

(n=3 studies)

HOW and WHERE: Typically face to face at the
community pharmacy with option to performin a
private room or via telephone.

WHEN and HOW MUCH: Offered to patients when
newly prescribed antidepressants or when
renewing. Usually delivered as multiple short
sessions over a 2-12 month period with session
conducted every 2-3 months

with some evidence of positive
perceptions of the service and
improvements in knowledge and
attitudes.

Economic: Not reported

Facilitators:
e Monitoring tools (n=1); pharmacy
staff training (n=1)

Disease and
therapy
management
(n=1 study)

WHAT: Comprehensive management of complex
patients and their condition, focusing on diabetes
prevention for people with depression. This study
involved more people that just pharmacy staff (e.g.
community health educators).

Clinical: Not reported

Humanistic: There was good
interaction with the health
professionals involves and good
patient attendance.

Economic: Not reported

Barriers:
e Challenges recruiting and engaging
patients (n=1)

Facilitators:
e People reported high satisfaction
with the service (n=1)

(Pérez-Zepeda et al., 2013)




Service type

Description of the Service

Impact of service

Key Barriers and Facilitators

References

HOW and WHERE: Typically face to face, with
videoconferencing option, in numerous locations
including patient’s homes and community centres.

WHEN and HOW MUCH: The 1st session created a
comprehensive medication record, and the 2nd
identified drug-therapy problems, a medication
action plan and report for health care providers. Up
to 3 additional meetings if required.

Anti-
depressant
medication
review (n=1
study)

WHAT: The service enables people to report
experiences of adverse events (i.e. side effects) that
they think are due to their medication.

HOW and WHERE: A medication review
gquestionnaire sent to patients explores
antidepressant treatment, adverse effects, and their
severity.

WHEN and HOW MUCH: Community pharmacy
staff inform applicable patients about the service
when visiting the pharmacy. Participants then
receive a once-off paper survey in the mail,
complete it, then return it for review by the
community pharmacy staff.

Clinical: The service identified
adverse events likely caused by
anti-depressants (n=1).

Humanistic: Not reported

Economic: Not reported

Not reported

(Andreea et al., 2010)




Study 2

In total, there were 59 people who responded in Round 1 and 49 in Round 2 of the questionnaire.
Most participants had experience of depression, lived in England and Scotland, and were female (see
Table 2).

Table 2: Participant Demographics

Demographics Round 1 Round 2
n (%) N (%)
Total 59 49
Persons Role/Identity*
Someone with experience of depression 30 (50.8%) 26 (53.1%)
Health Care Provider 24 (40.7%) 18 (36.7%)
Carer 15 (25.4%) 14 (28.6%)
Policy Maker 6 (10.2%) 5(10.2%)
Charity / third sector representative 8 (23.6%) 7 (14.3%)
Location
England 26 (44.1%) | 22 (44.9%)
Northern Ireland 2 (3.4%) 1(2.0%)
Scotland 26 (44.1%) 21 (42.9%)
Wales 2 (3.4%) 2 (4.1%)
No response 3 (5.1%) 3(6.1%)
Gender
Female 36 (61.0%) 29 (29.3%)
Male 18 (30.5%) 15 (30.6%)
Non-binary / 3rd gender / other 2 (3.4%) 1(2.0%)
No Response 3 (5.1%) 3(6.1%)

* Participants could represent more than 1 role/identity

The results of Round 1 identified all services as being recognised as at least a ‘moderate’ priority, with
a consensus reached with Treatment Adherence Services recognised as the sole high priority service.
Four additional community pharmacy depression services were suggested:

Signposting and Referral Services
Suicide Prevention Service

Depression Public Awareness Campaign
Perinatal Mental Health Services.

el

After round 2, consensus was achieved on four services being a high priority, as presented in Figure 2.



Treatment Adherence Service Depression Advice Services
Services focusing on adherence- the extent to This service involves community pharmacy
which patient's take their medication as it is »* staff discussing the person’s knowledge of
intended. In mental health, adherence is often their medication, any concerns as well as
not very good for a variety of reasons. providing advice and support.

Signposting & Referral Services

Community Pharmacy can signpost or refer

patients to other services such as: social Suicide Prevention Services
support, bespoke mental health  digital Training of pharmacy staff on ‘suicide
services  (including  apps), charities  or prevention’

community organisations, or other mental

health services

Figure 2: Summary of services considered ‘high priority following eDelphi round 2 (n=49)

People who responded to the questionnaires thought community pharmacy-based depression
services were a good idea. They highlighted the benefits, such as the possibility that they could lead
to improved depression support, could improve patient experience, would benefit resource
allocation, and could improve people’s knowledge of depression and it’s treatment. A key challenge
reported by the participants was the limited UK evidence on the outcomes of these services, in
terms of being able to improve depression symptoms.

Conclusion

Study 1 identified a lot of different types of community pharmacy services to support people with
depression from lots of different places across the world. This may reflect how complex depression is
and the various ways it could be supported by pharmacy staff. The limited UK research indicates
further research is needed to explore the idea of pharmacy depression services in Scotland, England,
Wales and Northern Ireland. The most common types of services trialled to support people with
depression internationally were depression advice and screening services. And there was little or no
research on community pharmacy staff being involved in medication reviews for people on anti-
depressants or collaborative care with other healthcare professionals.

=> Key conclusion 1: most community pharmacy depression services focused on providing
advice and screening people for depression, with very little/no studies about community
pharmacists prescribing or reviewing people’s anti-depressant medication

Although there was as many as 39 studies, there was not a lot of evidence on which services may
actually improve symptoms of depression, people’s quality of life, or be cost-effective. However, more
studies which compare community pharmacy depression services to ‘usual care’ would be needed to
be sure about their possible impact. However, across the world, the studies showed general support
towards community pharmacy staff supporting people with depression.

= Key conclusion 2: It is unclear which community pharmacy depression services, if any,
actually improve people’s symptoms of depression or quality of life. Considering the



positive attitude towards the idea of community pharmacy depression services, more
studies should be conducted to explore this.

Three of the services identified as high priory for a UK setting - Treatment Adherence Service,
Depression Advice Service, Signposting and Referral Service - are similar in delivery as they involve
information being provided to people with a confirmed diagnosis of depression within the
community pharmacy. It may be possible for a single community pharmacy depression service in the
UK to include all of these elements. It is plausible these were identified as high priorities as the
provision of information to people from community pharmacy staff is integral within the role and
represents what may be expected of UK pharmacy staff.

= Key conclusion 3: Community pharmacy depression services in the UK should align to the
existing role of community pharmacy and include depression advice, anti-depressant
adherence support, and signposting/referral.

In general, there is support for the concept of community pharmacy depression services, yet key
factors to consider to ensure successful implementation in the future include:

1. reducing stigma towards depression and anti-depressants

2. ensuring sufficient resources

3. ensure appropriate pharmacy staff training

4. ensure privacy within pharmacy environment using private consultation rooms.

=> Key conclusion 4: Implementing community pharmacy depressions services in the UK may

be challenging, and will need to be supported by an implementation strategy which
address stigma, provides sufficient resources and training to the community pharmacy
staff, and ensures the use of pharmacy consultation rooms.

Proposed Future Research

Next stages Rationale
Develop and test a Scottish There are promising ongoing efforts to develop and
community pharmacy implement the New Medicine Service with a focus on anti-

depression service focusing on depressants in England. However, within Scotland - where the
adherence support, advice, and | authors reside - there are no service development initiatives
signposting/referral. focusing on community pharmacy depression services
suggesting a gap in care. Further research is needed in
Northern Ireland and Wales before such a service can be
developed and tested.

Develop community pharmacy | Additional efforts will also be made to progress suicide
suicide awareness programmes | Prevention training to pharmacy teams across the UK. This will
build upon the work already piloted in NHS England on
pharmacy teams' attitudes and preparedness towards suicide
prevention (Gorton et al., 2023a, Gorton et al., 2023b, Gorton
et al., 2019).

Conduct more research in Wales | There were few people from Wales and Northern Ireland who

and Northern Ireland participated in this research. Further research is needed to




understand priorities related to pharmacy depression
services, which may be best conducted by local academics.

Develop an evaluation program | Since starting this project, NHS England piloted and

for England’s New Medicine introduced anti-depressants within the remit of the pharmacy
Service which has recently been | New Medicine Service. To the authors knowledge, this
expanded to include anti- represents the only depression service in community
depressants pharmacy internationally which is part of routine care and not

limited to a short-term pilot or trial. Considering this project
identified limited evidence of the outcomes of pharmacy
depression services, we recommend an evaluation program
focusing on adherence, depressive symptoms, quality of life,
and cost-effectiveness.

Found this interesting?

Please do not hesitate to contact Dr Natalie Weir on natalie.m.weir@strath.ac.uk if any of this is of
interest and you wish to share your opinions or would like to be involved in future research.
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A systematic review of community pharmacy-led depression services: service

components, outcomes and implementation barriers and facilitators

Authorship

David Kernaghan, Hisham Alshammari, Gazala Akram, Judith Pratt, Margaret Maxwell, Margaret
Watson, Natalie Weir (corresponding author)

Target Journal: Depression and Anxiety

Introduction

Depression is the most prevalent mental ill health condition, with global estimates suggesting more
than 300 million people are affected (World Health Organisation, 2017). The prevalence of depression
is increasing (World Health Organisation, 2017) with the number of anti-depressant prescriptions in
England almost doubling within a decade to 70.9 million in 2018 (lacobucci, 2019). Over one third
(39%) of the English population were accessing treatment for mental ill health conditions such as
depression in 2014 (NHS Digital, 2014), an increase from 23% identified in 2007 (NHS Digital, 2014). In
Scotland, adults reporting 2 or more symptoms of depression increased from 9% in 2013 (The Scottish
Government, 2020) to 11% in 2020 (The Scottish Government, 2014). Increasing rates of depression
were also identified during the COVID-19 pandemic (O'Connor et al., 2021) alongside a reduction in
primary care contacts in the UK (Mansfield et al., 2021), which might contribute to under-diagnosis
and/or under-treatment (Mansfield et al., 2021). UK research has identified willingness of community
pharmacy personnel to support people with mental ill health (Gorton et al., 2019, Landers et al., 2002),
with scope to act as ‘front-line advisers’ (Landers et al., 2002) and have ongoing rapport with patients
(Gorton et al., 2019). Despite this, few studies have explored community pharmacy depression
services within the UK, and there are no government-funded services despite supportive policy.
Implementation of such services could be complicated by lack of training (Gorton et al., 2021b,
Carpenter et al., 2020, Chew-Graham et al., 2022c), insufficient resources (Carpenter et al., 2020),
time constraints (Carpenter et al., 2021, Chew-Graham et al., 2022c, TaylorCairns and Glass, 2021),
pharmacy personnel concern with “making the situation worse” (Carpenter et al., 2020), and limited

referral options (Carpenter et al., 2021).

The role of community pharmacy personnel has evolved to offer enhanced clinical services. This
includes support for smoking cessation (Brown et al., 2016), alcohol/substance misuse (Brown et al.,
2016), weight management (Brown et al.,, 2016), and advice, treatment and referral services

(Community Pharmacy Scotland, 2020). UK community pharmacy personnel also support wellbeing



needs by offering safe spaces for domestic abuse sufferers (Robinson, 2021), indicating capacity for
psychological and social crisis management. Community pharmacies are uniquely accessible with
extended opening hours and are typically located within every community, including socially deprived
areas (Todd et al., 2014), where people are twice as likely to experience mental ill health (Scottish
Public Health Observatory, 2020). As many as 70% of people visit a community pharmacy monthly
(Boardman et al., 2005), and during the pandemic 35% of people visited a community pharmacy when

unable to access their GP (Burns, 2020).

The UK'’s Stepped Care Approach to mental health care identifies primary care as the key setting for
identification, assessment, psychoeducation, monitoring, and referral, and an International
Pharmaceutical Federation review identified that community pharmacists have a role in mental health
triage, early detection, optimising medicines, adherence support, education, and collaborative care
(Federation, 2015). The Royal Pharmaceutical Society (RPS) postulates that community pharmacy
personnel can have a role in mental health by identifying vulnerable individuals, accelerating access
to support, collaborating with the wider healthcare team, offering support to patients initiating anti-
depressants, and signposting / onward referral (Royal Pharmaceutical Society, 2020b, Royal

Pharmaceutical Society, 2020a).

Internationally, community pharmacy personnel have demonstrated capacity and capability to
support people with depression, with services tested in the USA, the Netherlands, Australia, Canada,
Thailand, Spain, Germany, Japan, and Kuwait (Al-Jumah and Qureshi, 2012, Karp et al., 2021, Miller et
al., 2020, Rubio-Valera et al., 2011). Reviews published in 2011 (Rubio-Valera et al., 2011) and 2012
(Al-Jumah and Qureshi, 2012) identified services to promote adherence to antidepressants. A more
recent review (Miller et al., 2020) of depression screening services (n=10 studies) identified positive
impacts such as treatment initiation. In 2021, a review (n=13 studies) of community pharmacy
depression services involving educational interventions, telehealth, medication reviews, and
mindfulness programs identified improvements in medication adherence and stigma reduction (Karp
et al., 2021). These reviews have many limitations however, such as: focusing only on a single type
of depression service (i.e. depression screening (Miller et al., 2020) or adherence intervention (Rubio-
Valera et al., 2011, Al-Jumah and Qureshi, 2012)), focusing only on a sub-set of outcomes (e.g. patient-
reported outcomes (Karp et al., 2021)), were conducted over a decade ago (Rubio-Valera et al., 2011,
Al-Jumah and Qureshi, 2012), or were limited to studies of RCT design (Brown et al., 2019). Therefore,
this systematic review will offer clear information regarding which services are most effective and will
outline barriers/facilitators to be overcome by exploring the feasibility of depression services and
consolidating existing reviews to outline which services may be most effective whilst illuminating

factors integral to implementation success.



Aim
The aim of this work is to conduct a systematic review on the (i) service components of implemented
community pharmacy-led depression services; (ii) associated clinical, humanistic, economic, and

service outcomes, (iii) and implementation barriers / facilitators. The review has the following

research questions:

1. What evidence is available on community pharmacy-led depression services?

2. What outcomes have community pharmacy-led depression services achieved, including

humanistic, clinical, service, and economic?

3. What barriers and facilitators exist which impact the implementation of community

pharmacy-led depression services?

Methods

Search Strategy

On 24/01/2023, the databases Medline, EMBASE, PsycINFO and CINAHL were searched and
supplemented by screening reference lists and reviewing publication alerts of key journals (e.g.
International Journal of Pharmacy Practice, Research in Social and Administrative Pharmacy). Search
terms included synonyms of “community pharmacy” and “depression services” and utilised Boolean
operators and truncation codes. Associated subheadings were also including using the ‘explode’
funding in OVID databases for Medline and EMBASE. See Table 1 for details. Studies not published in
English were translated using University of Strathclyde networks and/or online translation software.
Unpublished literature was also searched, including articles published within the medRxiv repository
which hosts medical related pre-print articles and is indexed in Medline. Other sources of unpublished
literature included The Royal Pharmaceutical Society (UK) e-Library and OpenGrey.eu. Authors who
have conducted earlier and complementary reviews of community pharmacy mental health services
were also contacted to identify other potentially relevant literature, and calls for information was
posted on social media sites often used for professional networking (e.g. X (formerly Twitter),

LinkedIn). The protocol for this systematic review was published on PROSPERO (CRD42023397704).



Table 1: Search Strategy

Search Specific search terms Specific search Specific search Specific search
terms for use in Medline terms for use in terms for use in terms for use in
EMBASE PsycINFO CINAHL
Search - community - community - community - community
terms for pharmacy services/ pharmacist/ pharmac* pharmac*
pharmacy: - pharmacies/ - "pharmacy - retail pharmac* - retail pharmac*
- pharmacists/ (shop)"/
- community - Community
pharmac* pharmac*
- retail pharmac* - Retail
pharmac*
Search - depression/ - depression/ - depress* - depress*
termsfor - exp depressive - mental health/ - mental adj - mental adj
depression disorder/ - community health health
services: - community mental mental health/ - antidepressant* -  antidepressant*
health services/ - mental health
- mental health/ service/
- exp antidepressive - antidepressant
agents/ agent/
- depress* - depress*
- antidepressant* - antidepressant*

Eligibility Criteria

Qualitative (e.g. studies of interviews / focus groups), quantitative (e.g. RCTs, observational), and
mixed method study designs (published from 2000 onwards) that report empirical data was included
from peer-reviewed journal articles. Books, editorials, lecture commentaries and conference
proceedings were excluded. Eligible studies describe the service components, outcomes and/or
barriers and facilitators of implemented community pharmacy depression services. The population of
interest relating to outcomes: Adults (18 years or older) with depression. The population of interest
relating to service components and identification of barriers and facilitators: all stakeholders,
including patients or their carers, the general public, community pharmacy personnel, other

healthcare professionals (e.g. general practitioners), and strategists / policy makers.

Screening

Titles and abstracts were screened using Covidence software, with relevant studies progressing onto
full-text screening. Two researchers (DK and NW) conducted title/abstract screening, with
approximately 20% screened independently and in duplicate by both NW and DK. The proportional
agreement was 92% (categorised as excellent (16)) and a Cohen’s Kappa of 0.51021 (0.4-0.7 is good)

which was sufficient to permit the remaining abstracts to be screened by DK alone (17). All full text



screening was completed independently and in duplicate by both DK and NW. Throughout the
screening process, a third opinion was sought to resolve any conflicts (either from MM, MW, GA or

JP).
Data Extraction

A data extraction table was devised and piloted with 20% of studies undergoing independent data
extraction by DK and NW to confirm agreeability before the remaining data extraction being
completed by DK. Data extracted included:
e Study characteristics: country of origin, year study conducted, eligibility criteria of patients.
o TIDieR Depression service components: using the Template for Intervention Description and
Replication (TIDieR) checklist (Hoffmann et al., 2014). This included who and what the service
involved (i.e. goal of the service, procedures), the resources and materials required to provide
the services (e.g. consultation room, videoconference facilities, screening toolkit), and effort
required in terms of time commitment (i.e. how long the service takes to be delivered) and
staff commitment (i.e. if dispensers, pharmacists, technicians involved), delivery mode (e.g
face to face / telehealth) (Hoffmann et al., 2014).
e Outcomes: categorised into clinical, humanistic, economic, and service.
e CFIR Barriers and facilitators: This included actual and hypothetical suggestions of what could
have facilitated or prevented implementation according to the Consolidated Framework for

Implementation Research (CFIR) (Damschroder et al., 2009)

Data analysis

Study characteristics are presented as descriptive statistics and summarised narratively. This
facilitates integration of the qualitative and quantitative results with inductive analysis conducted on
the extracted data relating to the depression service component to identify services categorised into
clinical, humanistic, economic, and service outcomes to summarise the evidence base. Data on the
service components was used to categorise services according to the UK’s Stepped Care Approach to

mental health care: identification, assessment, psychoeducation, monitoring, and/or referral (1).

The Consolidated Framework for Implementation Research (CFIR) was used to synthesise the barriers,
facilitators and hypothetical facilitators (Damschroder et al., 2009). The CFIR is a determinant
implementation framework of factors influencing implementation amongst five domains: intervention
characteristics, the inner setting, the outer setting, characteristics of the individual, and the

implementation process (Nilsen, 2015). It is widely applied (Birken et al., 2017), commonly to explore



experiences of implementing an innovation (Kirk et al., 2016), which facilitates cross comparison of
results. The CFIR has been previously applied to community pharmacy research and is considered
applicable to this context (Weir et al., 2019). A deductive content analysis approach will involve the
descriptive text being deductively coded to the CFIR constructs. A descriptive narrative synthesis
method was used to present the overall findings to facilitate integration of qualitative and quantitative

results (Dixon-Woods et al., 2005).

Quality Assessment

All publications were subject to quality assessment which involved each study being categorised based
on the level of evidence as designated by the seven steps of evidence-based practice (Melnyk et al.,
2010) (Table 2) and appraised using the Quality Assessment with Diverse Studies (QuADS) appraisal
tool (Harrison et al., 2021). Quality assessment was performed on all publications independently by

two researchers (DK, NW or HA), with a 3™ researcher acting as mediator for conflicts.

Table 2: Level of Evidence stratification of included studies (Melnyk et al., 2010)

Level of Description

Evidence

Level 1 Evidence from a systematic review or meta-analysis of all relevant RCTs (randomized
controlled trials).

Level 2 Evidence from at least one well-designed RCT (e.g. large multi-site RCT).

Level 3 Evidence from a single well-designed controlled trials without randomization (aka
quasi-experimental studies) OR a systematic review of a complete BOE (integrative
review of higher and lower evidence) OR mixed methods intervention studies

Level 4 Evidence from well-designed case-control or cohort studies

Level 5 Evidence from systematic reviews of descriptive and qualitative studies (meta-
synthesis)

Level 6 Evidence from a single descriptive or qualitative study, EBP, EBQI and QI projects

Level 7 Evidence from the opinion of authorities and/or reports of expert committees, reports
from committees of experts and narrative and literature reviews

Results

Screening Results

The key search terms used across four online databases identified 2643 records (Figure 1). Of these,
625 were duplicates and removed. Researchers individually screened the remaining 2018 abstracts
following the inclusion criteria. This resulted in 91 publications identified for full text review. Of these

52 were excluded following full text review leading to 39 publications being selected for review, for



overview see Figure 1. Two studies were translated from French and Spanish (Acheuk et al., 2020,
Rubio-Valera et al., 2016b), respectively, using Google Translate. The supplementary search yielded

no additional studies to be included.
Characteristics of included studies

Of the 39 studies in total, 10 (25.6%) were conducted in the US, followed by Canada (n=5, 12.8%), the
UK (n=5, 12.8%), Netherlands (n=4, 10.3%), Australia (n=4, 10.3%), Spain (n=3, 7.7%), Egypt (n=1,3%),
France (n=1, 3%), Israel (n=1, 3%), Romania (n=1, 2.6%), and Thailand (n=1, 2.6%), with some studies
not explicitly reporting the geographical location (n=3, 7.7%). The most common study design was an
RCT (n=10, 25.6%) followed by qualitative studies (n=9, 23.1%), prospective/feasibility or pilot studies
(n=9, 23.1%), and mixed method studies (n=3, 7.7%). Other study designs included observational (n=2,
5.1%), cross sectional (n=2, 5.1%), surveys (n=2, 5.1%) and Parallel Group Trials (n=2, 5.1%). It was
most common for studies to be categorised as providing Level 6 evidence (n=24, 61.5%), followed by

Level 2 evidence (n=12, 30.8%). One study offered Level 3 evidence (2.5%), and two level 4 (5.1%).
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General attitude studies

In total, 12 studies (30.7%) solely explored general attitudes to the role of community pharmacy in
providing depression support (Acheuk et al., 2020, BrydgesRennick-Egglestone and Anderson, 2020,
Crockett and Taylor, 2009, Elkhodr et al., 2018, Gardner et al., 2001, Guillaumie et al., 2015, Guillaumie
et al., 2017, Guillaumie et al., 2018, MospanGillette and Wilson, 2020, Pham et al., 2022, Silverio et
al.,, 2023, Soliman, 2020). In general it was identified that there was acceptance of community
pharmacy services for people with depression (Gardner et al., 2001, Guillaumie et al., 2017, Guillaumie
et al.,, 2018, Soliman, 2020). However key facilitators included training provision towards the
pharmacy staff, and included the need to address inadequate resources and stigma as a barrier to
people accessing care and pharmacists offering support (Crockett and Taylor, 2009, Elkhodr et al.,
2018, Guillaumie et al., 2015, MospanGillette and Wilson, 2020, Pham et al., 2022, Silverio et al.,
2023). Some of the services focused on potential sub-populations who may benefit form community
pharmacy led depression services, such as perinatal women, men, and the elderly. It was identified
that for perinatal woman pharmacy staff may lack the specialist knowledge and skills to discuss
sensitive mental health conditions (Elkhodr et al., 2018, Pham et al., 2022, Silverio et al., 2023). For
elderly populations, it was reported that addressing isolation, offering additional adherence support
devices (e.g. a pill counter), and involving carers (e.g. family or nurses) may best support this
population (Acheuk et al., 2020). For men there may be unique stigma-related barriers associated with
societal expectations of masculinity whereby accepting treatment may signature weakness or

dependence (BrydgesRennick-Egglestone and Anderson, 2020).
Service components of implemented community pharmacy-led depression services

In total, 27 studies (69.2%) explored a specific depression service, two of which also explored general
attitudes. The primary focus of the services are categorised in Table 2. Previously applied definitions
to categorise pharmacy services were adapted for use (Weir et al., 2022), with an addition category
of a ‘Screening Service’ identified during inductive content analysis. The primary function of the
services was most commonly to function as a Depression Advice / Education Service (n=15, 53.6%),
and a Screening Service (n=8, 28.6%). Services primarily functioning as a Depression Treatment
Adherence service (n=3, 10.7%) Medication Review service (n=1, 3.6%), and Disease Therapy and
Management Service (n=1, 3.6%) were less common. No services were categorised as being a
Medicines Reconciliation Service. A summary of the typical description of the service is presented in

Table 3.



Table 3. Summary of the types of services explored (n=28 studies) as per the (TIDieR) checklist

(Hoffmann et al., 2014)

Service type and definition

General Description of the Service

Depression Advice / Education
Service (n=15 studies)

(Bosmans et al., 2007, Brook et al.,
2003a, Brook et al., 2003c, Prats
and Cebridn, 2002, Chew-Graham
et al., 2022a, Crockett et al., 2006,
Chike-ObuekweGray and Gorton,
2022, Phimarn et al., 2015, Rickles
et al., 2005a, Rickles et al., 2010,
Rubio-Valera et al., 20164,
ShiamptanisOsesky and de Graaf-
Dunlop, 2022)

DEFINITION: Services which focus on patient education about medication and/or
diseases, which could involve advice, counselling, or coaching.

WHAT: People diagnosed with depression offered information about their
medication and/or condition.

HOW and WHERE: Typically face to face in a private room, with option to conduct
via telephone. Most commonly delivered one-to-one.

WHEN and HOW MUCH: Offered most commonly when patients are newly
prescribed antidepressants. Involves 1-6 (average 3) sessions that vary from once
per week to once per 3 month, lasting 20-60 mins. Telephone sessions were
typically shorter (11-19 mins).

Screening Service (n=7 studies)

(Ballou et al., 2019, Chen et al.,
2008, Knox et al., 2006a, Kondova
et al., 2018b, KentO'Reilly and
Maguire, 2021, Rosser et al.,
2013b, Zmoira et al., 2021b)

DEFINITION: Application of a series of questions to identify potential depression,
or those risk of depression. Typically, this uses validated questionnaires

WHAT: Application of a series of questions to identify potential depression, or
those risk of depression, using validated questionnaires. Participation is
expanded to the wider general population.

HOW and WHERE: Typically face to face, with the option to screen via telephone
or mail. Participants are most often invited verbally or after seeing
posters/information included in a prescription bag from the pharmacy.

WHEN and HOW MUCH: Completed once often while participants are waiting to
collect prescriptions. Participants complete 1-2 questionnaires in 1 session using
validated tools including: PHQ-9, PHQ-2, HANDS, Zung, WHO-5, and/or
Beyondblue.

Depression Treatment Adherence
Service (n=3 studies)

(Bell et al., 2004, Bultman and
Svarstad, 2002a, Klang et al.,
2015a)

DEFINITION: Services which specifically explore patient compliance and provision
of support.

WHAT: Services which solely explore patient adherence to anti-depressants and
provision of support.

HOW and WHERE: Typically face to face at the community pharmacy with option
to perform in a private room or via telephone.

WHEN and HOW MUCH: Offered to patients when newly prescribed
antidepressants or when renewing. Usually delivered as multiple short sessions
over a 2-12 month period with session conducted every 2-3 months

Medication review
(n=1 study)

(Andreea et al., 2010)

DEFINITION: A review of patient’s medication involving patient/carer
communication.

WHAT: The service enables people to report experiences of adverse events (i.e.
side effects) that they think are due to their medication.

HOW and WHERE: A medication review questionnaire sent to patients explores
antidepressant treatment, adverse effects, and their severity.

WHEN and HOW MUCH: Community pharmacy staff inform applicable patients

about the service when visiting the pharmacy. Participants then receive a once-




off paper survey in the mail, complete it, then return it for review by the
community pharmacy staff.

Disease and therapy
management (n=1 study)
(Pérez-Zepeda et al., 2013)

DEFINITION: Comprehensive management of complex patients and their
condition with an emphasis greater than just medicines management for example
diagnosis and prescribing.

WHAT: Comprehensive management of complex patients and their condition,
focusing on diabetes prevention for people with depression. This study involved
more people that just pharmacy staff (e.g. community health educators).

HOW and WHERE: Typically face to face, with videoconferencing option, in
numerous locations including patient’s homes and community centres.

WHEN and HOW MUCH: The 1st session created a comprehensive medication
record, and the 2nd identified drug-therapy problems, a medication action plan
and report for health care providers. Up to 3 additional meetings if required.

Clinical, humanistic, economic, and service outcomes

A total of 17 studies reported on clinical outcomes which included measuring changes in depressive
symptoms (n=14) (Klang et al., 2015b, Brook et al., 2003c, Chew-Graham et al., 2022b, Littlewood et
al., 2022, Phimarn et al., 2015, Rickles et al., 2005b, Rubio-Valera et al., 2013b, Ballou et al., 2019,
Hare and Kraenow, 2008, Knox et al., 2006b, O'ReillyWong and Chen, 2015, Rosser et al., 20133,
Zmoira et al., 2021a), anxiety symptoms (n=4) (Klang et al., 2015b, Brook et al., 2003c, Chew-Graham
et al., 2022b, Littlewood et al., 2022), if the service resulted in patients being referred to healthcare
services (n=2) (Knox et al., 2006b, Hare and Kraenow, 2008), and detection of drug-related problems
(n=1). Humanistic outcomes were the most prevalent reported by a total of 19 studies. In total, 12
studies measured patient’s adherence to medication (Brook et al., 2005, Bultman and Svarstad, 2002b,
Klang et al., 2015b, Prats and Cebrian, 2002, Crockett et al., 2006, Rickles et al., 2006, Rubio-Valera et
al., 2013b) or participants completion rates at different stages of the service (Bultman and Svarstad,
2002b, Wagner et al., 2021, Bosmans et al., 2007, Chew-Graham et al., 2022b, Littlewood et al., 2022,
Ballou et al., 2019). A total of 13 studies reported participants experience and perceptions of the
service including: whether had a positive opinion or experience of the service (Bultman and Svarstad,
2002b, Brook et al., 2003b, Rickles et al., 2005b, Ballou et al., 2019, Hare and Kraenow, 2008, Knox et
al., 2006b); measuring patients Quality of Life or wellbeing during the service (Crockett et al., 2006,
Gorton et al., 2022, Littlewood et al., 2022, Phimarn et al., 2015); measuring patients’ attitude to drugs
(Bultman and Svarstad, 2002b, Brook et al.,, 2003b, Crockett et al., 2006, Rickles et al., 2005b);
recording Patients’ Knowledge of depression and treatment methods (Bultman and Svarstad, 2002b,
Rickles et al., 2005b, Rickles et al., 2006, Knox et al., 2006b); drug related problems and adverse events

patients experienced (Prats and Cebrian, 2002, Andreea et al., 2010); and cognitive outcomes of




patients (Rickles et al., 2005b). Two studies also highlighted how the service enabled patients to report
important feedback and communicate better with staff (Rickles et al., 2005b, Rickles et al., 2006).
There was minimal reporting of economic and service outcomes. A full summary of the outcomes

associated with each study is presented in Table 3.



Table 3: Study Details and Associated Outcomes

Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
Depression Advice / Education Service
Bosmans Providing Patients: 88 19 pharmacists, 2 24 [Clinical outcomes are NR No differences in direct, There were no differences in
2007, The education participants in the in urban and reported elsewhere - indirect or total costs. resource use between the
Nether- and trial (intervention rural regions Brook 2003] Incremental cost- intervention and control group.
lands coaching group: n=40, effectiveness ratio was
(Bosmans control group: n=48) €149 per 1% improvement
etal., of mixed genders in adherence and €2550
2007) and severities of per point improvement in
depression the depression mean item
score. The cost-
effectiveness acceptability
curve for adherence shows
that decision makers
should have little belief
that coaching and
education by pharmacists
is cost effective.
Brook Providing 135 participants in 19 pharmacists 2 28 The intervention arm NR NR NR
2003, The education the trial; improved significantly
Nether- and (intervention group: more than the controls
lands coaching n=64, control group: on depressive symptoms
(Brook et n=71) of mixed and anxiety (General
al., 2003c) genders and Linear Model analyses
severities of and per protocol
depression analysis). However,
intention to treat (ITT)
with the group mean
imputation (GMI) method
showed no differences.
Brook Providing 135 in trial; 107 19 pharmacists 2 24 NR Intervention patients had a NR
2003b, The | education returned drug significantly more positive drug
Nether- and attitude attitude compared to control
lands coaching questionnaire (DAI- group. Intervention patients
(Brook et 30); (intervention were significantly more positive
al., 2003a) group: n=64, control than the controls, regarding the
group: n=71) of clear explanation of ADs and
mixed genders and helpfulness of coaching. Most
severities of would recommend drug coaching
depression by pharmacists and positively
perceived the service.




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
Cardo Providing 13 people NR 4 25 NR Drug related problems detected NR NR
Prats 2002, | educating diagnosed with included: misdiagnosis of
location and depression; women depression, patients
not monitoring n=11, men n=2; age inappropriately stopping
reported range 21-67 years medication, non-adherence, and
(Prats and (avarege 42.7); 12 side effects.
Cebrian, diagosed with
2002) treatments for >1
year
Chew- Brief 24 participants; 51- 8 community 6 26 Reported elsewhere - NR NR Average recruitment rate of 0.55
Graham psycho- 83yrs (mean 66yrs); pharmacies in Littlewood 2002 participants per community
2022, logical Male n=6, Female rural and urban pharmacy per month.
England intervention | n=18; White settings in the
(North delivered ethnicity n=24; north east of
East) within a Hypertension England.
(Chew- collab- (n=16). [n=9 facilitators
Graham et | orative care | [n=11 patient participated in
al., 2022a) framework participated in interview; n=5
interview] facilitators
participated in a
focus group]
Crockett Advice and 106 participants in 32 community 3 22 NR No difference in adherence NR NR
2006, New | support trial (intervention pharmacies, between control and trial
South group: n=46, control | rural and participants, and no change in
Wales, group: n=60) remote drug attitude.
Australia mean age 46 years, Wellbeing scores decreased
(Crockett predominantly significantly in both groups.
etal., female and not
2006) currently employed
Gorton Repeat 76 participants; 10 pharmacies 6 21 NR Patients described a range of NR NR
2022, UK consult- median age 39 (IQR in major concerns such as mental
(Greater ations 28-47); 62% 9 pharmacists and physical health generally,
Man- women; sertraline had begun trauma, bereavement and work.
chester) was the most recruiting Few (n = 7) highlighted
(Gorton et commonly patients at the medication as a priority.
al., 2022) prescribed point of their Pharmacists documented

medication (46%)

initial interviews
4 pharmacists
were able to
participate in
the follow-up
interviews

consultation focussed on life
experience (n = 51), medication
(n =47), health (n = 42), support
solutions (n = 36) and patients'
expression of their feeling (n =
31).




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
Littlewood Brief Feasibility study: Feasibility study: | 2 31 Slight reduction in There were small changes across Intervention cost per 75% of participants allocated to the
2022, psycho- n=24 eligible pharmacies depression symptoms at quality-of-life domains in both participant was £51.40 intervention took up the
England logical participants (of involved n=17 4-month follow-up in arms, but the overall utility (range £9.30-91), intervention with 89% completing
(North) intervention | whom 9 were both arms, with a slightly | values reduced by the same including the cost of at least two sessions; the retention
(Littlewoo delivered interviewed), 51- Pilot RCT: larger reduction in the quantity in both treatment arms. sessions, administrative rate was 93.2% at the 4-month
detal, within a 83yrs (mean 66yrs), pharmacies usual-care arm. work and clinical post-randomisation follow-up
2022) collab- Male n=6, Female involved n=12 Mean episodes of supervision. Intervention delivery (n=24):
orative care | n=18, White depression was similar Received 4-6 session (n=12_,
framework ethnicity n=24, between the groups. received 1-4 sessions (n=9), did not
For the GAD-7 anxiety commence sessions (n=6).
Pilot RCT: n=44 score, at the 4-month
eligible participants follow-up in both
(n=24 intervention, treatment arms these
n=20 usual care), was a reduction in mean
20-89yrs (mean scores for both groups.
67yrs), Male n=21,
Female n=23,
Phimarn Group and 68 students with 1 university 2 30 Depression Scale (CES-D) At week 16, counselling types NR NR
2015 individual experience of pharmacy scores of both groups significantly increased Quality of
Thailand counselling depression (Nursing, significantly reduced Life mean score of physical
(North- Medicine, Pharmacy from the baseline. The health whereas the mean score
eastern) and Public Health) decreased score was of mental health was increased
(Phimarn Group counselling greater when counselled significantly only by the
etal., by pharmacist individually individual counselling. At week
2015) (n=34), Male n=22, 16, both counselling types
female n=12; Mean significantly increased mean
age 20yo; score of physical health, whereas
Individual score of mental health was
counselling by increased significantly only by
pharmacist (n=34), the individual counselling.
Male n=22, female
n=12; Mean age
19.9yo.
Rickles Telemonitor | 63 participants 14 pharmacists 2 28 Intervention did not have | Intervention patients were NR NR
2005; USA ing of anti- (intervention group recruited from a significant impact on significantly more likely to
(Wis- depressant n =28, usual care n= | eight depression symptoms. communicate witht eh study
consin) use 32); 92% were white | community Both groups showed pharmacist about their condition
(Rickles et and 84% were pharmacies significant reductions in and treatment. The intervention
al., 2005a) women; Median 38 affiliated with a symptoms from baseline arm had a significantly positive

years old (range, 19
to 70),

large managed
health care
organization.

to the end of the 3-
month intervention
period (P <.001). The
percentages of patients

impact on antidepressant
knowledge, antidepressant
beliefs, and orientation toward
treatment progress.




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
experiencing at least a
50% improvement were
not significantly different
in the two groups.
Rickles Telemonitor | 63 participants 14 pharmacists 2 31 NR [As above] Patient feedback was NR NR
2006; USA ing of anti- (intervention group recruited from unrelated to measures of
(Wisconsin | depressant n =28, usual care n= | eight nonadherence or depression
) (Rickles use 32); 92% were white | community symptom after 3 months.
etal, and 84% were pharmacies
2006) women; Median 38 affiliated with a
years old (range, 19 large managed
to 70), health care
organization.
Rubio- Providing 179 participants Not reported 2 25 NR The effectiveness analysis The effectiveness analysis NR
Valera education (intervention group showed no statistically significant | showed no statistically
20133; n=87, usual care differences between groups in significant differences
Spain group n=92); most either adherence, depressive between groups in either
(Gava and were women (75%); symptoms or QALYs. adherence, depressive
El Prat, mean age of 46.6 symptoms or QALYs. Total
Barcelona) years; 51% met costs were higher in the
(Rubio- DSM-IV criteria for CPI group, mainly because
Valera et major depression. of increased costs in
al., 2013a) productivity losses. Cost-
effectiveness planes and
CEACs showed that a brief
CPI had a probability of
only 0.71and 0.75 in
terms of improvement of
adherence and QALY,
respectively, of being cost-
effective when compared
to UC. The CPI was unlikely
to be cost-effective in
comparison with UC in
terms of remission of
symptoms.
Rubio- Providing 179 total, Not reported 2 27 Both groups showed an Intervention group more likely to | NR NR
Valera education randomized to the improvement in remain adherent at 3and 6
2013b; CPI (n=87) or UC symptoms at 3 and 6 months, but not statistically
Spain group (n=92) months. No differences in | significant. NNT was 5. A
(Gava and Most participants symptom severity were significant timexgroup
El Prat, were women (75%), interaction was found in health
Barcelona) with mean age of related quality of life tariffs in




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
(Rubio- 46.6 years. 51% of observed between favour of the intervention group.
Valera et the participants met groups. Overall improvement was higher
al., 2013b) DSM-IV criteria for in the intervention group.
major depression.
Rubio- Providing 179 participants; 2 18 The proportion of NR NR NR
Valera education 113 whose relapses was lower in the
2016; symptoms had intervention group at 18
Spain remitted at 6 months after starting
(Gava and months selected for treatment, but was not
El Prat, secondary analysis statistically significant.
Barcelona) (intervention group
(Rubio- [GI] = 58; control
Valera et group [CG] = 55);
al., 2016b) mostly women (64-
82%)
Shiamptani | Providing 30 participants; 5 providers (3 6 29 Pharmacists identified NR NR
52022 education average of 2 follow- physicians and 2 drug-related problems in
(Shiampta and follow ups. pharmacists) 13 (43.3%) patients and
nisOsesky up 18 total (7 provided pharmaceutical
and de physicians and opinion/intervention to
Graaf- 11 pharmacists) 10 (33.3%) patients. 12
Dunlop, (40.0%) received
2022) additional support on
healthy sleep habits, 8
(26.6%) on physical
activity, 5 (16.6%) on
nutrition and 1 (3.3%) on
yoga.
Depression Treatment Adherence Service
Brook Providing 135 participants 19 community 2 23 NR Intention-to-treat analyses NR NR
2005 education (Intervention group pharmacists in showed no intervention effect on
(Netherlan | and n=64, Control group | various regions adherence, whereas analyses of
ds) (Brook coaching to n=71); meanSD age | of the patients who received the
etal., improve was 43+13 years; Netherlands - intervention showed improved
2005) adherence mostly women (same as brook adherence (73 percent compared
(70%); most had 2003) with 90 percent). Neither analysis
moderate to severe showed effects on depressive
symptoms (82%) symptoms.
Bultman Patient 100 participants; 23 community 6 8 24% reported stopping the NR Monitoring: 17% of patients had no
2002 USA interview mean age 36; pharmacies antidepressant within 2 to 3 further contact with a pharmacist

(Wisconso

mostly women

months; 83% of individuals

concerning their antidepressant




Study ID,
Location

Service

Population
(Patient)

Population
(Pharmacist)

Level of
Evidence

QuADS
score

Outcomes

Clinical

Humanistic

Economic

Service

n)
(Bultman
and
Svarstad,
2002a)

and
monitoring

(76%) and white
(89%);

reported non-adherence during
study period
(forgetting/omitting/adding
doses).

Knowledge of medication: 81%
knew about adverse effects; 76%
were aware of means of coping
with the adverse effect; 64%
knew that antidepressants
require about 2 to 6 weeks
before experiencing benefits;
30% knew recommended
treatment at least 6 months; 40%
could explain how the
antidepressant worked
Perceptions: 93% viewed taking
the antidepressant was a good
option; 30% agreed adverse
effects would be bothersome; 7%
indicated they would prefer a
different medication; Taking
antidepressants on a daily basis
was viewed as not harmful by
86%

Satisfaction: 57% reported
feeling better a lot of the time,
and 30% some of the time; nearly
75% reported the antidepressant
did not bother them or only
bothered them a little of the
time; being very satisfied with
the antidepressant was reported
by 47% of patients

medication; 75% were asked
whether they had any questions,
53% felt the pharmacist
encouraged them to ask questions;
54% reported that the pharmacist
listened to their concerns;
Pharmacists were reported to solve
medication problems (32%);

Klang
2015,
Isreal
(Klang et
al., 2015a)

Providing
advice and
reminders

173 participants in
intervention group;
49 men (28%) 124
women (72%)

mean age 53.9
18.9 years (range:
21-91)

12,746 patients
experienced
‘treatment-as-usual’

17 pharmacies

31

NR

At 1 month, the adherence rate
was 71% in the pharmacist arm
and at 6 months, the rates were
55% versus 1-month adherence
rates of 57% in the TAU
(treatment as usual) arm; at 6
months, the rate was 15.2% (N =
1934) in the TAU arm (compared
with CP rates: P < 0.0001)

NR

NR




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
(TAU) (i.e.
prescribed
escitalopram by
their family
physician in the
same 17 centres
where the study
was carried out)
Screening Service
Ballou Providing 77 surveys 1 independent 6 27 Most participants scored 93% (72/77) rated depression NR 1/50 (2%) questionnaires were
2019, screening to | completed across community <10 on PHQ-9, indicating screening service at least returned in the bag stuffer group
North for three methods (bag pharmacy no or mild depression; somewhat valuable; 53/77 36/50 (72%) questionnaires were
Carolina depression stuffer, personal 18/77 participants participants rated “very” or returned in the personal ask group
(Wilkes ask, interview); required referral for “extremely” valuable; All 18 that 40/50 (80%) questionnaires were
County) mostly female; treatment; 4/77 required scored 10 or higher on the PHQ-9 returned in the interview group
(Ballou et median age 51.5; activation of the rated eithe “very” or
al., 2019) 31% previous or emergency protocol at “extremely”valuable
present diagnosis of level 1 or 2; 0/77
depression, 22% required a level three
currently or measure of care.
historically treated
for depression
Hare 2008 Providing 18 particapts; 16 6 community 6 19 78% (n = 14) were 82% of the patients screened NR NR
USA screening to | women, 2 men; 16 pharmacists, unlikely to have major were satisfied (n = 3) or very
(Kansas for white, 1 black, 1 and 4 depressive disorder satisfied (n = 11) with the
City depression Asian; mean age 56. | psychiatric (MDD); 17% (n=13) had service; none was dissatisfiedn/
metropolit ; pharmacy symptoms consistent very dissatisfied.
an area) specialists with current MDD; 6% (n All said that they would
(Hare and =1) had symptoms participate in future screenings in
Kraenow, strongly consistent with the pharmacy setting.
2008) depression;

Recommendations made
to 6 patients screened
(33%): immediately
transported to the
hospital (n=1),
recommended
continuation of
medication/counselling
(n = 2); referral (n = 3).




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
Knox 2006, | Providing 25 participants; 16 6 32 Mean score on the Zung Most participants reported that NR NR
USA screening to | women, 9 men; 18 Self-Rating Depression the survey was very useful, they
(California) | for students, 5 Scale was 32.04; only one | were very comfortable
(Knox et depression faculty/staff, 1 participant scoring completing the survey, they were
al., 2006a) alumnus, 1 parent greater than 50. Two very or somewhat likely to read
of a student; Age formal referrals made as the provided information, and
Range 18 to 53 one participant scored they had learned something
years, majority 48, placing that individual | about depression or themselves
between 18 and 22 in the “borderline by participating in the survey.
years of age depression” range.
Kondova Providing 83 participants NA 6 29 70% were positive for NR NR NR
2018, screening to | mean age 57.8 years depressive symptoms;
Bulgaria for 55% of the individuals
(Kondova depression had indications of mild to
etal., moderate depression and
2018b) were directed to a
psychiatrist
O'Reilly Providing 41 participants; 20 pharmacists 6 29 70.7% of participants PHQ-9 was the most commonly NR NR
2015, screening to | mostly female (n = from 12 were referred to a used tool (n = 22) as it was
Australia for 29); most ages 18- participating healthcare provider. considered more comprehensive.
(New depression 40 years pharmacies WHO-5 was 2nd most used (n =
South 15) with some pharmacists
Wales) commenting that the tool was
(O'Reillyw preferable due to the positive
ong and wording of the items, making it
Chen, less confronting to use as a
2015) screening tool. Beyondblue
Depression Checklist was the
least used (n = 8), some
pharmacists found it a helpful
tool to use as many of their
patients felt at ease with it as
they were familiar with the
Beyondblue organization.
Rosser Providing 3,726 participants; 6 27 PHQ-2: 67 (1.8%) NR NR NR
2013 screening to | 53% women, mean screened positive; PHQ-9:
(Rosser et for age 53 years. A total of 17 (25.3%)
al., 2013b) depression would warrant

consideration of
diagnosis or modification
of treatment. All patients
with a positive PHQ-9




Study ID, Service Population Population Level of QuADS Outcomes
Location (Patient) (Pharmacist) Evidence score Clinical Humanistic Economic Service
were referred to
physician.
Zmoira Providing 69 participants 6 28 12 (17.4%) screened NR NR NR
2021, USA screening to positive on the PHQ-2,
(Zmoira et for and 6 patients (8.7%)
al., 2021b) depression screened positive on the
PHQ-9. These patients
were refrered to their
provider to consider a
depression diagnosis or
monitoring depression
symptoms.
Medication Review Service
Farcas Medication 50 participants 12 community 6 31 All reported an adverse NR NR NR
2010, review for (participated in pharmacies in event; total number
Romania adverse questionnaire); Cluj-Napoca reported was 375;
(Cluj- reactions mostly female median per patient was
Napoca) (68%); average age 7.5 (range 1-26); 54%
(Andreea 45.8 years (range percent of the total
etal., 20-82); number of the reported
2010) adverse events was
classified as being
probably caused by the
antidepressant, with 45%
classified as being
possible.
Disease Therapy Management
Wagner Interventio 188 participants 2 27 NR NR NR Treatment fidelity was high;
2021, nto participants reported treatment
Connecticu | decrease EWS n=70 satisfaction, group cohesion, and
t, risk of EWS+MTM n=65 therapeutic alliance to
Massachus | diabetesin SS n=53 pharmacists.
etts, or people with
Rhode depression
Island
(northeast
ern U.S.)
(Wagner et
al., 2021)




Depression Advice / Education Service (n=15)

Clinical outcomes for Educational Advice / Education Services related to symptoms of depression
(n=5), anxiety (n=2) or drug related problems (n=1). Of the studies that reported details of depression
symptoms, 2/3 identified that service improved symptoms of depression when compared to those
who did not receive the Educational Advice Service: with one study identifying two thirds of
participants to be in remission at 6 months (Brook et al., 2003c), whilst the other identified a slight
reduction in symptoms (Littlewood et al., 2022, Chew-Graham et al., 2022b). The other studies (n=3)
reported that people who experienced the service had improvements in depression symptoms,
however there was no discernible difference when compared to people who received care as usual.
Of the studies that reported symptoms of anxiety (Brook et al., 2003c, Chew-Graham et al., 2022b,
Littlewood et al., 2022), there was a reduction in people’s anxiety when compared to those who did
not receive the service. Finally, one study (Prats and Cebrian, 2002) showed evidence the service could
detect up to 9 drug-related problems that otherwise may go unnoticed such as misdiagnosis of
depression or drug side effects, whilst another identified drug related problems in 43.3% of
participants and provided various support including sleep hygiene and nutrition (ShiamptanisOsesky

and de Graaf-Dunlop, 2022).

Relating to humanistic outcomes, four studies reported details regarding medication adherence which
relates to the frequency that someone takes their medicines exactly as it has been prescribed. Three
studies (Prats and Cebrian, 2002, Crockett et al., 2006, Rickles et al., 2006) found no significant
difference in medication adherence for those who experienced the Educational Advice Service with 1
study reporting non-adherence was related to drug related problems (Rubio-Valera et al., 2013b). Four
studies (Crockett et al., 2006, Gorton et al., 2022, Littlewood et al., 2022, Phimarn et al., 2015)
identified improvements in peoples Quality of Life, yet only one (Phimarn et al., 2015) identified a
significant increase when compared to usual care. The remaining studies all reported humanistic
outcomes relating to improved awareness and engagement. Two studies (Brook et al., 2003b, Rickles
et al., 2005b) identified an impact on public perception with participants reporting significantly more
positive perceptions about their progress because of the service compared to control with 1 of these
studies (Brook et al., 2003b) reporting participants would recommend the service to others. Regarding
attitudes to drugs, one study (Brook et al., 2003b) identified significantly more positive attitudes from
participants towards antidepressant medication, though another found no significant changes
(Crockett et al., 2006) while a third study (Rickles et al., 2005b) reported people who experienced the
service had significantly better knowledge of antidepressants than those who had not, and that
patients were more likely to communicate their healthcare experiences with the pharmacist because

of the service.



Two studies (Bosmans et al., 2007, Rubio-Valera et al., 2013a) concluded that a Depression Advice
Service was unlikely to be cost-effective in terms of improving remission symptoms, adherence, or
Quality-Adjusted Life-Years. The third study (Littlewood et al., 2022) found the cost per participant
was £51.40 (range £9.30—£91.00), including the cost of sessions, administrative work, and clinical
supervision. One study noted no significant differences in health care resource use by people (e.g.

visits to healthcare professionals) for those who experienced the service.

Screening Service

All 7 screening service studies (Ballou et al., 2019, Hare and Kraenow, 2008, Knox et al., 2006b,
Kondova et al.,, 2018a, O'ReillyWong and Chen, 2015, Rosser et al., 2013a, Zmoira et al., 2021a)
reported clinical outcomes relating to depressive symptoms with the majority of patients scoring low
(no-mild depressive symptoms) with the screening tools used during each screening service. Two of
these studies (Hare and Kraenow, 2008, Knox et al., 2006b) reported the proportion of patients
requiring further referral for depression services after screening. The rate of referral was typically 25%
or less (range = 8-55%) however there was no discussion on if referrals were acted upon. Only 3
screening services reported a humanistic outcome which all related to the perceived value of the
service to patients. One study (Ballou et al., 2019) reported that 93% (72/77) of participants thought
the service was valuable, with 100% of people identified as at risk of depression during the screening
service considering it either very or extremely valuable. Another study (Knox et al., 2006b) found high
levels of satisfaction with all participants describing the service as very (64%) or somewhat (36%)
useful and that the experience was very (96%) or somewhat comfortable (4%). The final study (Hare
and Kraenow, 2008) reported patients being either satisfied (17%) or very satisfied (61%) with the

service and 100% participate in future screenings held in the pharmacy setting.

Depression Treatment Adherence Service

All 3 adherence services noted multiple humanistic outcomes, reporting the impact the service had
on patients’ medication adherence with two studies reporting significant increases in adherence for
participants receiving the service when compared to treatment as usual. This was 90% vs 73% in one
study (Brook et al., 2005), and 71% vs 57% at 1 month then 55% vs 15.2% at 6 months in the other
(Klang et al., 2015b). A third study (Bultman and Svarstad, 2002b) identified 24% of patients stopped
their antidepressant within 2-3 months, and 83% of people had either forgotten to take their
antidepressant, chose not to take it, or took extra medication. This study also showed the adherence
service to have a positive impact on peoples’ knowledge, their attitudes to drugs, and their ability to

ask the pharmacists questions.

Medication Review



In the single medication review study (Andreea et al., 2010), all participants (100%) reported at least
one adverse event associated with their antidepressant drug, with over half (54%) reporting more
than 5 adverse events. The most common adverse events included fatigue, somnolence (sleepiness
during the day), excessive sweating, weight gain, and sexual disorders. Of these reported adverse

events. 99% were classified as being probably (54%) or possibly (45%) caused by the antidepressant.

Drug Therapy Management

In the single drug therapy management study (Wagner et al., 2021), participants reported good
interaction and relationship with the health care professionals involved with the study reporting that
98% of participants attended at least one session with the community pharmacist, and 77% of people

completed = 4 sessions.
Implementation barriers / facilitators

A number of barriers and facilitators were identified, summated in Table 4.

Barriers

A total of 9 studies reported challenges with recruiting participants or a lack of patient involvement
(Chew-Graham et al., 2022b, Gorton et al., 2022, Kondova et al., 20183, Littlewood et al., 2022, Rubio-
Valera et al., 2013b, Rubio-Valera et al., 2016b, Wagner et al., 2021, Zmoira et al., 2021a, Hare and
Kraenow, 2008). Six studies noted that financial restraints and cost effectiveness of implanting the
services had proven to be a barrier(Chew-Graham et al., 2022b, Littlewood et al., 2022, O'ReillyWong
and Chen, 2015, Rickles et al., 2005b, Rubio-Valera et al., 2013b, Zmoira et al., 2021a). Five studies
identified that staff lacked confidence or felt and emotional strain they were not supported with when
providing such services (Chew-Graham et al., 2022b, Gorton et al., 2022, O'ReillyWong and Chen,
2015, Zmoira et al., 2021a, Bultman and Svarstad, 2002b) with 4 studies reporting implementing the
service to be burdensome with staff lacking time to do so (Chew-Graham et al., 2022b, Littlewood et
al., 2022, Zmoira et al., 2021a, Knox et al., 2006b). Three studies noted stigma as a barrier for patients
taking part (Kondova et al., 2018a, Zmoira et al., 2021a, Hare and Kraenow, 2008). Three studies
highlighted low awareness of CP staff role in offering depression services(O'ReillyWong and Chen,
2015, Zmoira et al., 2021a, Bultman and Svarstad, 2002b). Two studies reported a Familiarity with staff
deterring participation(Littlewood et al., 2022, Hare and Kraenow, 2008). Two studies noted a lack of
collaboration with physicians (Rickles et al., 2006, Zmoira et al., 2021a). One study reported patients

with a reluctance to seek help (Bultman and Svarstad, 2002b).



Depression Advice / Education Service

The most frequently reported barriers for Depression Advice / Education Services involved
recruitment of participants and financial restraints. Five studies reported challenges in recruiting
people to the service (Chew-Graham et al., 2022b, Gorton et al., 2022, Littlewood et al., 2022, Rubio-
Valera et al., 2013b, Rubio-Valera et al., 2016b). This was often attributed to the COVID-19 pandemic
measures and low physical footfall in the pharmacy. Four studies (Chew-Graham et al.,, 2022b,
Littlewood et al., 2022, Rickles et al., 2005b, Rubio-Valera et al., 2013b) reported that financial
restraints could prevent them from offering the service and there were concerns with the cost
effectiveness of the service with 2 of these studies (Chew-Graham et al., 2022b, Littlewood et al.,
2022) noting that implementing an Educational Advice Service was burdensome with staff finding it
challenging to fit the Educational Advice Service into their daily routine and busy pharmacy schedule.
Other barriers identified related to the personal aspect of delivering an Educational Advice Service,
with two studies (Chew-Graham et al., 2022b, Gorton et al., 2022) reporting that pharmacy staff may
lack the confidence to conduct such a service. This stemmed from challenges talking about suicide and
stigma. One study (Littlewood et al., 2022) also noted that patient’s familiarity with community
pharmacy staff may have prevented some people from participating. Finaly, one study (Rickles et al.,

2006) noted a lack of collaboration with physicians.

Screening Service

Societal stigma and lack of suitable resources were the most common barriers identified regarding
screening services. Three studies highlighted that the stigma of depression can prevent participants
from seeking support and avoid being screened (Kondova et al., 2018a, Zmoira et al., 2021a, Hare and
Kraenow, 2008). Two studies (O'ReillyWong and Chen, 2015, Zmoira et al., 2021a) reported that
Community pharmacy staff may not feel comfortable or have enough training about mental health to
deliver screening services, and the act of providing a screening service had an emotional impact on
staff. One study also noted familiarity with staff may prevent patients from participating in screening
for depression (Hare and Kraenow, 2008). Regarding resources, 3 studies (Kondova et al., 2018a,
O'ReillyWong and Chen, 2015, Zmoira et al., 2021a) noted space restraints as a barrier and that within
the pharmacy there was not enough space and a lack of privacy that hinder the service, as well as ‘low
traffic’ locations of pharmacies that may result in few people getting involved with the service. Two
studies (O'ReillyWong and Chen, 2015, Zmoira et al., 2021a) stated that financial pressures in the
pharmacy and lack of time may prevent the pharmacy from being able to dedicate staff and training
to offer screening services. Finally, 2 studies (O'ReillyWong and Chen, 2015, Zmoira et al., 2021a)
found that there was low awareness of community pharmacist’s role with patients unaware that

support for depression could be sought from a community pharmacy.



Adherence Service

One study (Bultman and Svarstad, 2002b) identified that stigma meant patients were often reluctant
to ask community pharmacists about their problems and did not often talk about medication concerns
with pharmacists showing a low awareness of their role and skills. This study also found that some
guestions relating to antidepressants may be difficult for pharmacists to ask, with patients remarking

guestions asked by pharmacists were very general.

Medication Review

The barriers of this service are unknown as this was not reported by the study (Andreea et al., 2010).

Drug Therapy Management
The only reported barrier related to challenges involving people with the service with some patients

having difficulty attending the sessions (Wagner et al., 2021).

Facilitators

Overall, a total of 5 studies referred to the trustworthiness and accessibility of community pharmacy
to patients (Chew-Graham et al., 2022b, Gorton et al., 2022, Kondova et al., 2018a, Zmoira et al.,
2021a, Knox et al., 2006b). Five studies emphasised the importance of these services for overcoming
stigma or misinformation (Gorton et al., 2022, Littlewood et al.,, 2022, Rickles et al., 2005b,
ShiamptanisOsesky and de Graaf-Dunlop, 2022, Zmoira et al., 2021a). Four studies noted significant
patient satisfaction with the services (Chew-Graham et al.,, 2022b, Rickles et al., 2005b,
ShiamptanisOsesky and de Graaf-Dunlop, 2022, Wagner et al., 2021). Four studies recognised
community pharmacies as an appropriate and expected setting to conduct the service (Chew-Graham
et al., 2022b, Kondova et al., 20183, Littlewood et al., 2022, O'ReillyWong and Chen, 2015). Four
studies emphasised the importance of having access to a private space for confidentiality (Chew-
Graham et al., 2022b, Kondova et al., 2018a, O'ReillyWong and Chen, 2015, Zmoira et al., 2021a).
Three studies noted imporved collaboration with other health care services and workers (Rubio-Valera
et al., 2016b, ShiamptanisOsesky and de Graaf-Dunlop, 2022, Knox et al., 2006b). Three studies
highlighted the utility of training and study material (such as booklets and flyers) (Chew-Graham et
al., 2022b, Littlewood et al., 2022, Knox et al., 2006b) with 2 further studies highlighting the use of
displays (posters and flyers) that raise awareness being effective for recruitment (O'ReillyWong and
Chen, 2015, Zmoira et al., 2021a). Finally, 2 studies praised tools/services that were quick to conduct

(Kondova et al., 2018a, O'ReillyWong and Chen, 2015).

A number of anticipated facilitators were also identify, which are recommendations of what people

consider would support implementation. This included 5 studies that noted the benefits of



transferable skills and improved training for staff (Chew-Graham et al., 2022b, O'ReillyWong and Chen,
2015, ShiamptanisOsesky and de Graaf-Dunlop, 2022, Bultman and Svarstad, 2002b, Knox et al.,
2006b), 4 studies recognised greater Staff and GP relationships could facilitate (Chew-Graham et al.,
2022b, O'ReillyWong and Chen, 2015, Rubio-Valera et al., 2016b, ShiamptanisOsesky and de Graaf-
Dunlop, 2022) and 3 studies suggested greater staff numbers and improved patient relationships
(Gorton et al., 2022, Littlewood et al., 2022, Rickles et al., 2006) with 1 study (Zmoira et al., 2021a)

advising the importance of staff motivation in the success of the service.

Depression Advice / Education Service

Four studies (Gorton et al., 2022, Littlewood et al., 2022, Rickles et al., 2005b, ShiamptanisOsesky and
de Graaf-Dunlop, 2022) identified the importance of Educational Advice / Education Services and their
ability to help patients overcome stigma regarding depression and to counter misinformation amongst
patients seeking depression support. Three studies (Chew-Graham et al., 2022b, Rickles et al., 2005b,
ShiamptanisOsesky and de Graaf-Dunlop, 2022) reported positive patient satisfaction praising the
Educational Advice Service for enabling patient feedback. Three studies (Chew-Graham et al., 2022b,
Gorton et al., 2022, Littlewood et al., 2022) identified that community pharmacies were considered
an appropriate setting that was local, trusted, and familiar with one of these studies (Chew-Graham
et al., 2022b) highlighting the importance of confidentiality between patients and pharmacy staff.
Anticipated facilitators reported by three studies identified how such services could encourage greater
collaboration with the broader primary health care team (Chew-Graham et al., 2022b, Rubio-Valera
et al., 2016b, ShiamptanisOsesky and de Graaf-Dunlop, 2022), three studies that show Educational
Advice Services fostering greater patient/pharmacist relationships (Gorton et al., 2022, Littlewood et
al., 2022, Rickles et al., 2006) and two studies that identified the benefit of developing and providing
adequate training and study material to pharmacy staff helped support the implementation of the
service as well as learn transferrable skills (Chew-Graham et al., 2022b, ShiamptanisOsesky and de

Graaf-Dunlop, 2022).

Screening Service

The main facilitator for screening services was the accessible nature of community pharmacies. Three
studies (Kondova et al., 2018a, Zmoira et al., 2021a, Knox et al., 2006b) reported how easy it is for
patients to access community pharmacies, and the trust people have in them, which may encourage
greater participation with a screening service. Three studies (Kondova et al., 2018a, O'ReillyWong and
Chen, 2015, Zmoira et al., 2021a) stated that having access to a private area in the community
pharmacy where screenings can be performed confidentially was important. Two studies (Kondova et

al., 2018a, O'ReillyWong and Chen, 2015) reported the advantage of screening being quick to



implement and that there was scope for the activity to be delivered while prescriptions are being
prepared. Finally, 2 studies (O'ReillyWong and Chen, 2015, Zmoira et al., 2021a) noted that displays in
the pharmacy (such as posters and flyers) helped raise awareness of the services and that awareness
campaigns can also help reduce stigma. For anticipated facilitators, 2 studies (O'ReillyWong and Chen,
2015, Knox et al., 2006b) advocated for the importance of improved training, especially on
communication skills. They stated this should be prioritised for community pharmacy staff
undertaking screening service duties with 1 of these studies (O'ReillyWong and Chen, 2015) also
noting that resources such as written flyers and signposts to mental health helplines should be
provided to CP staff. One study (Zmoira et al., 2021a) considered that pharmacy staff being motivated
to offer the service would be key and this study identified that greater relationships between

community pharmacy staff and psychiatrists could allow for easier support/care.

Adherence Service
For Adherence services, one study (Bultman and Svarstad, 2002b) suggested that monitoring tools
designed for pharmacists to use would help facilitate the service and the need to identify training

needs was necessary to improve pharmacists’ interviewing skills.

Medication Review

The facilitators of this service are unknown as this was not reported by the study (Andreea et al., 2010).

Drug Therapy Management
People reported high satisfaction with the service being prioritised in the community with flexible
interpersonal skills including bilingual reading and writing skills being key facilitators for this service

(Wagner et al., 2021)



Reported barriers, facilitators and Anticipated Facilitators

Table 5

Anticipated
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Depression Advice
Bosmans 2007

(Bosmans et al.,

2007)

Brook 2003 (Brook
etal.,, 2003a)

Brook 2003b (Brook
et al., 2003c)

Cardo Prats 2002

(Prats and Cebrian,

2002)

Chew-Graham 2022

(Chew-Graham et
al., 2022c)

Crockett 2006

(Crockett et al.,
2006)

Gorton 2022

(Gorton et al.,
2022)

Littlewood 2022

(Littlewood et al.,

2022)

Phimarn 2015
(Phimarn et al.,

2015)

Rickles 2005

(Rickles et al.,
2005a)

Rickles 2006

(Rickles et al., 2006)
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Rubio-Valera 2016

(Rubio-Valera et al.,

2016b)

Shiamptanis 2022

(ShiamptanisOsesky

and de Graaf-

Dunlop, 2022)

Screening

Ballou 2019 (Ballou

etal., 2019)

Kondova 2018

(Kondova et al.,

2018b)

O'Reilly 2015

(O'ReillyWong and
Chen, 2015)
Rosser 2013

(Rosser et al.,
2013b)

Zmoira 2021

(Zmoira et al.,
2021b)

Hare 2008 (Hare
and Kraenow,

2008)

Knox 2006 (Knox et
al., 2006a)

Adherence services
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Study ID

Brook 2005 (Brook
et al., 2005)

Klang 2015 (Klang
etal., 2015a)
Bultman 2002
(Bultman and

Svarstad, 2002a)

Drug Therapy Management

Wagner 2021

(Wagner et al.,
2021)

Medication Review

|

Farcas 2010 75)




Quality Assessment

The quality of the studies also varied which ranged from a score of 8 to 32 out of a total of 39, as

presented in Table 5. The median quality score was 26. Common areas where studies were considered

low in quality was when there was no research ‘theory’ used, and researchers not explaining well their

data collection and analysis methods. There were no notable differences between the quality of study

of the different types of community pharmacy led depression services.

Table 6: Quality Assessment of Included studies using the QuUADS tool

Study ID

QuADS Areas*

Acheuk 2020

Ballou 2019

Bosmans 2007

Brook 2003

Brook 2003b

Brook 2005

Brydges 2020

Bultman 2002

Cardo Prats 2002

Chew-Graham 2022

Crockett 2006

Crockett 2009

Elkhodr 2018

Farcas 2010

Gardner 2001

Gorton 2022

Guillaumie 2015

Guillaumie 2017

Guillaumie 2018

Hare 2008

Klang 2015

Knox 2006

Kondova 2018

Littlewood 2022

Mospan 2020

O'Reilly 2015

Pham 2022

Phimarn 2015

Rickles 2005

Rickles 2006

Rosser 2013

Rubio-Valera 2013

Rubio-Valera 2013b

6 7 8 9 10 11 12 13

Total QUADS
Score

24

27

24

28

24

23

24

215




QuADS Areas* Total QUADS

Study ID 1 2 3 4586 7 8 9 10 11 12 13 Score
Rubio-Valera 2016 1333323310 3 0 3 28
Shiamptanis 2022 1333013130 3 0 2 23
Silverio 2022 2333313310 3 0 2 27
Soliman 2020 3333303320 2 0 3 28
Wagner 2021 123 3 3 3 3 03 2 0 0 2 25
Zmoira 2021 1333132120 1.0 2 22

0 = no mention at all; 3 = full, explicit, and detailed mention

*1. Theoretical or conceptual underpinning to the research

2. Statement of research aim/s

3. Clear description of research setting and target population

4. The study design is appropriate to address the stated research aim/s

5. Appropriate sampling to address the research aim/s

6. Rationale for choice of data collection tool/s

7. The format and content of data collection tool is appropriate to address the stated research aim/s
8. Description of data collection procedure

9. Recruitment data provided

10. Justification for analytic method selected

11. The method of analysis was appropriate to answer the research aim/s

12. Evidence that the research stakeholders have been considered in research design or conduct.
13. Strengths and limitations critically discussed

Discussion

This systematic review identified a heterogenous array of services to support people with depression
from a myriad of different geographic locations. This variety likely reflects the complexity of
depression and the multitude of ways in which it could be supported by pharmacy staff. The limited
UK research indicates the scope to further explore the concept of pharmacy depression services
locally. The most common types of services trialled to support people with depression internationally
were advice and screening services. Services involving an in-depth medication review and disease /
therapy management were less common, which suggests pharmacy staff have limited extended role
in supporting people with depression internationally. Additionally, for such services to be successfully
delivered this may require pharmacists to have the ability to monitor symptoms, review
antidepressants and initiation prescriptions which is not widely adopted internationally. This suggest
further work is needed for community pharmacy staff to have an established role detection of mental
health, medication optimisation, and collaborative care, as suggested by the International

Pharmaceutical Federation (Federation, 2015).

What evidence is available on community pharmacy-led depression services?

Despite a large number of studies on community pharmacy depression services (n=39), there lacked
strong empirical evidence on the beneficial clinical, humanistic and economic outcomes of community
pharmacy depression services. There was limited evidence of their ability to improve symptoms of

depression, quality of life, or demonstrate cost-effectiveness. This is unsurprising as a Cochrane review



of pharmacist’s services for non-hospitalised patients in 2018 also identified limited evidence of
pharmacists influence on depressive outcomes (de Barra et al., 2018). However, only a minority of
studies we identified were RCTs, and more RCTs would be needed to decipher impact. Internationally,
general support was identified towards community pharmacy staff supporting people with
depression. Nevertheless, lack of resources, stigma, and issues with lack of privacy are important

factors to consider to ensure successful implementation.

Therefore, evidence is somewhat limited with a relatively small number of studies over the past 20+
years regarding community pharmacy-led depression services. While educational advice services were
best represented with 15 studies meeting that definition and 7 studies identified as screening services,
only 3 studies investigated the implementation of medication services reporting and only single
studies representing both medication review and disease and therapy management services. No
services were categorised as being a Medicines Reconciliation Service. This sparse level of literature is
compounded by the fact that only 3 studies total were conducted within the UK, all of which being
educational advice services. The majority of studies were conducted in the USA (n=10) which has a
very different approach and environment regarding their healthcare services and community
pharmacy settings compared to the UK. This therefore means that there is very limited evidence for
community pharmacy-led depression services specifically in the UK and more research is required in

this field.

Additionally, feedback from the eDelphi study that inquired perceptions of various stakeholders
regarding community pharmacy-led depression services all identified one of the major barriers as
being the lack of existing evidence and literature to support such services. This lack of evidence makes

many stakeholders weary of investing already stretched resources in unproven services.

What outcomes have community pharmacy-led depression services achieved, including

humanistic, clinical, service, and economic?

For educational advice services, which focused on providing advice, counselling, or coaching to
patients regarding their depression treatment, the main outcomes from 15 studies were that this
service may improve clinical outcomes such as symptoms of depression, anxiety, and quality of life in
patients though the improvements are often not discernible from care as usual. This sometimes
resulted in the education advice services not being deemed cost effective, however. Despite this,
these services do offer additional benefits including improving engagement between patients and
community pharmacy staff, improving awareness, and fostering more positive attitudes to
treatments, drugs and pharmacist’s role in supporting patients with depression, and better

identification of drug related problems.



For Screening services, which explored services which screened patients for symptoms of depression,
7 studies showed such services to be affective at identifying and referring patients at risk of depression
in a quick and easy to perform format that can be easily implemented during usual care. These services
were also perceived to be of very high value to patients.For adherence services, which focus on
monitoring and supporting patients to take their medication as it was intended, 3 studies noted
significant increases in patients adherence to their medication as well as improvements to patients
knowledge and attitudes to the medication, treatment and depression services available to them.
These services were also shown to encourage engagement between patients and community

pharmacy staff and wider healthcare providers.

For the medication review service, which focused on reviewing the affects and experiences of
medication on patients receiving medication treatment for depression. The single study showed the
service helped identify adverse events in patients that were drug related. Finally, the drug therapy
management, which focused on a diabetes prevention intervention on participants with depression.

The study showed good engagement and attendance for the service.

What barriers and facilitators exist which impact the implementation of community

pharmacy-led depression services?
Barriers

Recruitment proved to be one of the most notable barriers, with many studies reporting issues with
recruiting participants to take part or low participation rates. This was often attributed to restrictions
caused by the covid pandemic which often led to lower footfall in community pharmacies which would
have impacted recruitment. Additionally low awareness of such services, particularly that these
services were accessible via a community pharmacist in their role, also likely impacted participation

and recruitment.

Another major barrier reported in these studies was a lack of resources to perform these services
alongside the already stretched services. Implementation of these services were often recognised to
be an additional burden with concerns raised on the time and financial cost (and incentives) associated
with implementation. A lack of private space was also raised as a barrier for implementing screening
services. While some services were deemed already capable by community pharmacists, many
required additional training or support to effectively deliver, often requiring greater capacity in the

community pharmacy and wider healthcare services that currently does not exist.

The final major barrier identified was that of stigma. Patients were often reported as finding it difficult

to seek help and discussing topics of depressions, with community pharmacy staff also raising



concerns of untrained staff having difficulties raising and discussing the topic of depression and
associated issues with patients. This issue of stigma can also be compounded by the fact that the
familiarity between patients and staff in the community may make such discussion more difficult,
though the chew-graham study noted this familiarity could prove to be beneficial in patients having

more trust in communicating with staff they know better.
Facilitators

One of the main facilitators identified was the ability for these services to break down barriers and
overcome the stigma associated with depression. This was attributed to such services facilitating
greater communication between patients and community pharmacy staff which in turn helped raise
awareness of the role of community pharmacy staff and the availability of support available for those
with depression. Another significant facilitator for these services was their perceived value to the
public and patients with many of these services scoring high satisfaction ratings amongst participants

and of being very useful services they would like to see implemented.

Community pharmacies themselves also proved to be a major facilitator with them being identified as
a highly appropriate location for delivering such services due to their highly accessibility and
convenient location to the general public with those with private rooms where confidential meetings
being highly praised. The final facilitator is the potential for introducing these services having a knock
on effect of improving overall services, with the opportunity to upskill existing staff with transferable

skills and fostering greater collaboration with wider healthcare services.

Limitations

Not all stages (e.g. data extraction) were conducted independently. There is a potential risk of
researcher bias in terms of deciding what data to extract, but using a data extraction template
mitigated against this. The literature search was conducted in January 2023, approximately 18
months ago. The authors have since become aware of newer, recently published studies (El-Den et
al., 2024), and an updated search will need to be conducted prior to manuscript publication. The
guality assessment tool used (QUADS) was selected as it can assess the quality of various study
designs. However, the researchers noted that the QUADs tool places strong emphasis on the
theoretical underpinning of studies, which may be less relevant to some study designs (e.g. RCTs).
Another limitation of the tool includes the subjective nature of the assessment questions, which
meant it was challenging to administer. The risk of researcher bias in how ‘quality’ was assessed with
this tool was identified early on, and to mitigate this and promote consistency the quality

assessment was conducted independently by two researchers with a third resolving conflicts.



Conclusion

The review identified a heterogenous array of community pharmacy depression services
internationally, with limited evidence on empirical outcomes. All the studies were short-term pilot /
trials, with none representing ‘care as usual’. This suggest there would need to be significant efforts
to integrate depression support within routine community pharmacy practice to be able to exert
notable impact and benefit on populations. The limited strong empirical evidence for the outcomes
of depression services will likely hinder this, therefore larger-scale, high quality RCTs will be required

to further build the evidence base.
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Authorship
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Target Journal: Depression and Anxiety

Introduction

Depression is the most prevalent mental ill health condition, with global estimates suggesting more
than 300 million people are affected (World Health Organisation, 2017). The prevalence of depression
is increasing (World Health Organisation, 2017). Within a decade, the number of anti-depressant
prescriptionsin England almost doubled to 70.9 million in 2018 (lacobucci, 2019). Over one third (39%)
of the English population were accessing treatment for mental ill health conditions such as depression
in 2014 (NHS Digital, 2014), an increase from 23% identified in 2007 (NHS Digital, 2014). In Scotland,
adults reporting 2 or more symptoms of depression increased from 9% in 2013 (The Scottish
Government, 2020) to 11% in 2020 (The Scottish Government, 2014). Increasing rates of depression
were also identified during the COVID-19 pandemic (O'Connor et al., 2021) alongside a reduction in
primary care contacts in the UK (Mansfield et al., 2021), which might contribute to under-diagnosis
and/or under-treatment (Mansfield et al., 2021). UK research has identified willingness of community
pharmacy personnel to support people with mental ill health (Gorton et al., 2019, Landers et al., 2002),
with scope to act as ‘front-line advisers’ (Landers et al., 2002) and have ongoing rapport with patients
(Gorton et al., 2019). Despite this, few studies have explored community pharmacy depression

services within the UK, and there are no government-funded services despite supportive policy.

The role of community pharmacy personnel has evolved to offer enhanced clinical services. This
includes support for smoking cessation (Brown et al., 2016), alcohol/substance misuse (Brown et al.,
2016), weight management (Brown et al., 2016), and advice, treatment and referral services
(Community Pharmacy Scotland, 2020). UK community pharmacy personnel also support wellbeing
needs by offering safe spaces for domestic abuse sufferers (Robinson, 2021), indicating capacity for
psychological and social crisis management. Community pharmacies are uniquely accessible with
extended opening hours and are typically located within every community, including socially deprived

areas (Todd et al., 2014), where people are twice as likely to experience mental ill health (Scottish



Public Health Observatory, 2020). As many as 70% of people visit a community pharmacy monthly
(Boardman et al., 2005), and during the pandemic 35% of people visited a community pharmacy when

unable to access their GP (Burns, 2020).

The UK'’s Stepped Care Approach to mental health care identifies primary care as the key setting for
identification, assessment, psychoeducation, monitoring, and referral, and an International
Pharmaceutical Federation review identified that community pharmacists have a role in mental health
triage, early detection, optimising medicines, adherence support, education, and collaborative care
(Federation, 2015). The Royal Pharmaceutical Society (RPS) postulates that community pharmacy
personnel can have a role in mental health by identifying vulnerable individuals, accelerating access
to support, collaborating with the wider healthcare team, offering support to patients initiating anti-
depressants, and signposting / onward referral (Royal Pharmaceutical Society, 2020b, Royal

Pharmaceutical Society, 2020a).

Aim

The aim of this project is to conduct a formal consensus exercise with a multi-stakeholder group to
identify which community pharmacy-led depression services should be prioritised in the UK. This study
offered various stakeholders the opportunity to identify priorities specific to the UK. This is critical to
better understand the landscape so future research efforts have the best chance of success while
offering value-for-money. This work complements an ongoing review on pharmacist and consumer

perceptions of community pharmacy’s role in mental health (PROSPERO 2021 CRD42021283469). The

results guide the research agenda in relation to community pharmacy depression support.

Methods

Participants

Approximately 100 individuals were invited to participate: 230 primary and secondary healthcare
service providers (e.g. community pharmacy personnel, GPs, psychiatrists); 230 people with lived
experience of depression or their carers; 215 policy makers (e.g. representatives of the NHS, CPS, RPS,
RCGP, CMHP); 215 representatives from third sector organisations. Delphi sample sizes can vary from
15 to several hundred participants (Jaam et al., 2022) though the range of expertise is considered
more important than numbers (Jaam et al., 2022); our calculation of 100 considers the stakeholders
required for appropriate representation and to allow for attrition across rounds. All participants were

offered a £25 participation fee in the form of a gift voucher to thank them for their time.

Ethical approval was granted by the Departmental Ethics Committee of the Strathclyde Institute of

Pharmacy and Biomedical Science on 1/6/2023. A Participant Information Sheet and Consent form



were developed as well as an e-Delphi questionnaire that underwent internal review by the co-

applicants and researchers.

PPI Involvement
A Patient and Public Involvement and Engagement (PPl) Strategy document was developed and
reviewed by the Project Team and the wider Project Advisory Group and a Lay Summary of the project.

A generic email address for the project was also developed (sipbs-pharmacy-project@strath.ac.uk) to

manage communications associated with the project. This email is checked / reviewed on a weekly

basis.

At the outset of the study, three people with lived experience were involved in conceptualising the
research project and informing study design. All of whom are women residing in England, so there was
a deliberate effort to increase this number to six people representing the different UK nations and
different communities, for example those who may be considered under-represented or with
protected characteristics. This permitted identification and involvement of two further individuals

with lived experience: a male from Scotland; and a female from Wales.

Recruitment

Recruitment of people with lived experience of depression and carers occurred via engagement with
various mental health charities. This included UK wide and nation-specific charities such as Vox (Voice
of experience, Scotland), Mind Cymru (Wales) and MindWise (Northern Ireland). Charities that were
specifically oriented to support people characterised as under-represented across the four UK nations
were also contacted. For example, Black Minds Matter UK (an organisation which ensure that black
people in the UK can access mental health support), MindOut (a mental health service run by and for
lesbians, gay, bisexual, trans, and queer people), and Scope (a disability equality charity). As only a
minority of people might liaise with charities, especially those who are in mental health recovery,
social media website X (formerly Twitter) was utilised to supplement recruitment. Prospective
participants identified via social media were initially asked to complete a screening questionnaire
exploring their personal characteristics. This data was reviewed before sending the first eDelphi round
to ensure balanced representation of participants, prevent >100 participants (due to budget
constraints), and to reduce the risk of programmed software applications (i.e. ‘bots’) being recruited

and completing the eDelphi.

For inclusivity, inclusion criteria permitted people who self-identify with depression in addition to
those with a formal diagnosis. This approach incudes those who may not be formally diagnosed but

could still experience barriers with the diagnosis process that could offer valuable insight towards the
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role of community pharmacy in overcoming such barriers. This allows perceptions from both those
who access and do not access traditional routes of healthcare, as these perceptions will influence

potential community pharmacy depression services which could be prioritised in future.

Recruitment of service providers and policy makers occurred via direct email contact; either to named
individuals or nominated representatives. Supplementary recruitment strategies ran concurrently and
involved advertisements via X (formerly Twitter), newsletters targeted towards the different

participant groups (e.g. charity and pharmacy newsletters), and snowball sampling.

For the recruitment of primary and secondary healthcare service providers, third sector
representatives, and social work representatives; advertisements were disseminated that specifically
targeted the inclusion of people with experience of supporting depression care for people who could
be characterised as under-represented. UK-wide organisations were engaged to support recruitment
(e.g. Royal Pharmaceutical Society, Royal College of General Practice), and where a nation-specific
organisation was involved (e.g. Community Pharmacy Scotland) comparable organisations were
involved from the other nations (i.e. Community Pharmacy Wales, Community Pharmacy Northern
Ireland, Pharmaceutical Services Negotiating Committee). Effort was made to encourage the
involvement and recruitment via nation-specific bodies was balanced across the four nations. The full

list of contacted stakeholders is presented in Table 1.

Round 1 of the eDelphi study opened to participants on 09/11/2023 and closed on 09/01/2024. Round
2 of the eDelphi study opened to participants on 21/02/2023 and closed on 12/03/2024. Participants
that were eligible and completed round 1 were invited to complete round 2 via direct email contact,

with additional reminders sent before the deadline closed.

Table 1: Organisations contacted to support recruitment

Organisations Name Geographic remit
Third Sector
Aware NI NI
Black Minds Matter UK
Breathing Space Scotland
Depression Alliance England
Depression UK UK
DPJ Foundation Wales
Mental Health Foundation England / Wales
Mind (England/Cymru) England/Wales

Mind Cymru (Wales) Wales




MindWise NI

Scope England/Wales
Tommy's UK
Vox (Voice of experience) Scotland
MQ Mental Health Scotland
Change Mental Health Scotland
BlackDog Outdoors England
Outdoor Partnership UK
Joseph Rowntree Foundation Scotland, England, Wales
Policy Makers / Health Care Professionals
College of mental health pharmacy UK
Community Pharmacy Scotland Scotland
Royal Pharmaceutical Society UK
Community Pharmacy Northern Ireland NI
Community Pharmacy Wales Wales
Community Pharmacy England England
NHS Research Scotland (NRS) Mental Health Network Scotland
Royal College of Psychiatrists Scotland, England, Wales
British Psychological Society UK
Social Work
British Association of Social Workers UK
Community Care UK
Mental Welfare Commission Scotland
Who cares? Scotland

eDelphi instruments

The eDelphi consensus exercise comprised of two rounds of a survey design using two iterations of a
guestionnaire to ensure confidence in consensus was achieved. A Participant Information Sheet was
provided, and informed consent obtained. Participation was anonymous, however demographic
characteristics were collected. The first eDelphi questionnaire presented vignettes of each service
showcasing their components and a summary of the available data on outcomes, barriers, and
facilitators (Appendix A). These were identified and extracted from a systematic review conducted by
the authors. Each service was rated using a 7 point-Likert scale from ‘Very Low Priority’ to ‘Very High
Priority’. The Likert scale presented an equal number of positive and negative categories in a
consistent direction (e.g. from negative to positive) with a neutral response mid-point. There were
also open-ended questions asking participants to justify their rationale. Questions were formulated to
be as short as possible and avoid leading questions with the use of neutral wording. The second-round
guestionnaire presented new vignettes that displayed the overall median rating for each service, and
a collation of participant’s responses in round 1 with justifications and concerns for each service

(Appendix B). Participants undertook a new review of the proposed services using the same 7-point



Likert scale and open-ended question. The eDelphi questionnaires were conducted online to increase

accessibility, however, a paper copy was available upon request.

The eDelphi questionnaires were bespoke and developed following the systematic review, as a
relevant validated questionnaire had not been identified. Face validity testing was performed as part
of the piloting process to establish if at ‘face value’ the questionnaire appears to measure what it
intends to (DeVon et al., 2007) and to offer insights into how respondents might interpret the
guestionnaire (DeVon et al., 2007). An assessment of the questionnaire’s grammar, syntax, usability,
organisation and appropriateness was also conducted as part of the pilot testing (Polit and Beck,
2006). A total of 7 participants conducted the pilot testing including representative of healthcare
service providers (n=3), a social work representative (n=1), Individuals with experience of depression
(n=3). Three academic researchers conducting usability testing (n=3). Following piloting, minor
changes were made to the language to ensure layman terms used, and slight edits to the design and

functionality.

Data Analysis

Median, mean, and range scores were calculated for all participants collectively and for each
participant group. Consensus was reached on a component being a priority if the overall median score
of all participants was =5 (Moderate Priority). Free text responses were thematically analysed using
Braun and Clarke thematic analysis method using NVivo software which was used to develop a
codebook of major and minor themes (Braun and Clarke, 2012). The point of integration of the
gualitative and quantitative components of this study was at the interpretation and reporting level.
The results of the priority ratings are presented in their entirety, and where results the responses of
the open-ended questions were conceptually linked, the ‘weaving approach’ was adopted whereby
the results were written as an integrative account on a theme-by-theme basis (FettersCurry and

Creswell, 2013).

Results

In total, there were 59 participants in Round 1 and 49 in Round 2, with a retention of 83%. The (see
Table 2 for demographics). There was an adequate spread of different role/identities, except for no
responses from social care representatives. Most participants resided in England (44.1% in round 1;
44.9% in round 2) or Scotland (44.1% in round 1, and 42.9% in round 2), and were female (61.0% in
round 1; 59.2% in round 2).

Table 2: Participant Demographics



Demographics Round 1 Round 2
n (%) n (%)
Total 59 49
Stakeholder Role/ldentify*
Experienced Depression 30 (50.8%) 26 (53.1%)

Health Care Provider

24 (40.7%)

18 (36.7%)

Carer 15 (25.4%) 14 (28.6%)
Policy Maker 6 (10.2%) 5(10.2%)
Charity / third sector representative 8 (13.6%) 7 (14.3%)
Location
England 26 (44.1%) 22 (44.9%)
Northern Ireland 2 (3.4%) 1(2.0%)
Scotland 26 (44.1%) 21 (42.9%)
Wales 2 (3.4%) 2 (4.1%)
Not reported 3 (5.1%) 3(6.1%)
Gender
Female 36 (61.0%) 29 (59.2%)
Male 18 (30.5%) 15 (30.6%)
Non-binary / 3rd gender / other 2 (3.4%) 1(2.0%)
Not reported 3 (5.1%) 3(6.1%)

*participants can represent more than 1 role/identity

Round 1 results (n=59)

The results of Round 1 of the eDelphi stakeholder exercise identified all services as being recognised

as at least a moderate priority (median score of all participants was >5) and a consensus reached with

Treatment Adherence Services recognised as a ‘high priority’ service. Four additional community

pharmacy depression services were suggested: Signposting and Referral Services; Suicide Prevention

Service; Depression Public Awareness Campaign and Perinatal Mental Health Services (table 3).

Table 3: eDelphi round 1 results

Maedian (represented as

Services Median (IQR)
Likert response)

Advice / Education Services “Moderate Priority” 5.0 (4.0-6.0)

Screening Services “Moderate Priority” 5.0 (4.0-6.0)

Treatment Adherence Services “High Priority” 6.0 (4.0-6.0)

Drug Therapy Management Services “Neutral Priority” 5.0 (4.0-6.0)

Medication Review Services “Moderate Priority” 5.0 (3.0-5.0)




Round 2 results (n=49)

After round 2, consensus was achieved on four services being a high priority, each with median of 6.0
(‘High Priority’): Treatment Adherence (IQR 5.0-6.0), Education / Advice (IQR 4.0-6.0), Signposting and
Referral (IQR 4.0-6.0), and Suicide Prevention (IQR 4.0-7.0), as presented in Table 4. The IQR range for
Treatment Adherence services is smallest (5.0-6.0) which would suggest the central data are close
together and therefore greater consistency between respondents. For these services, none of the
groups of participants had a median response of <5.0 (moderate priority); see Appendix C for sub-

analysis of responses.

Table 4: eDelphi Round 2 Results

Median (represented as Likert )
Round 2 results Median (IQR)
response)

Original service identified by the Systematic Review

Advice / Education Services “High Priority” 6.0 (4.0-6.0)
Screening Services “Moderate Priority” 5.0 (3.0-6.0)
Treatment Adherence Services “High Priority” 6.0 (5.0-6.0)
Drug Therapy Management Services “Neutral Priority” 4.0 (2.0-5.0)
Medication Review Services “Moderate Priority” 5.0 (4.0-6.0)

Services recommended by round 1 participants

Signposting and Referral services “High Priority” 6.0 (4.0-6.0)
Public Awareness Campaign “Moderate Priority” 5.0 (4.0-6.0)
Perinatal Mental Health Services “Moderate Priority” 5.0 (4.0-6.0)
Suicide Prevention Services “High Priority” 6.0 (4.0-7.0)

Treatment Adherence Service (High Priority)

The service that was deemed the highest overall priority by participants was Treatment Adherence
Services, which was the only service to receive a median rating of ‘High Priority’ in both round 1 and
round 2. Feedback from participants perceived Treatment Adherence Services as a core tenant of a
community pharmacy that they would expect to be part of routinely delivery by community

pharmacists over other health care professionals:

“high because this is exactly the sort of service that pharmacy staff should routinely deliver. it
should be within their existing skill set and the opportunity is already there. there's plenty of

data to demonstrate that about half of medicines for long term conditions - such as



depression - are not taken properly, therefore there's lost health gains, and wasted costs

(prescribing, dispensing, appointments etc).”

One of the main advantages identified for treatment adherence services was that participants
considered it could be cost effective. The consensus was that by prioritising patient adherence,
community pharmacies could proactively tackle medication issues, encouraging greater adherence
and resolving issues before they escalate. This minimises the long term societal and economic impact
of depression as individuals can be treated more comprehensively in the earlier stages, reducing the

need for additional services in future and preventing problems:

There are significant challenges in seeing a GP and this is an easy-win in helping to ensure
that more people are using their medication correctly and can be an early intervention to

stave off problems.

Another recognised benefit of Treatment Adherence Services is that they enable patients to directly
report and discuss issues with their medication and their side effects directly with qualified
professionals. Feedback from the eDelphi exercise highlighted the importance of adherence,
especially in the early stages and first-time diagnosis as medication treatment plans can prove difficult
for patients especially when dealing with unexpected or unclear side effects. By having easy access to
a professional who can advise support and solutions to medication issues, patients can better adhere

to their medication and have a higher chance of seeing benefits of treatment.

| think depression treatment compliance services should be given a high priority in the UK.
For me, understanding and following a treatment plan for depression can sometimes feel
particularly difficult. Dealing with the side effects of the medication, the timing of the
medication, and the various details associated with the treatment are all huge challenges for
me. | need stability and consistency, which is essential for maintaining my routine and

reducing anxiety.

Finally, another major theme identified for Treatment Adherence Services was the importance of
patient autonomy and their ability to be involved in decision making when it comes to treatment and
medication. The consensus was that while Treatment Adherence Services at their core may encourage
patients to adhere to their medication, the focus should be on informing and educating patients on
the benefits of adherence but that the ultimate decision should be down to the patient. While fully
informed, it should be up to them to ultimately decide whether the current treatment is right for them

or whether they wish to end, and community pharmacists in this role should never coerce patients



into taking a specific medication and should be open to discussion for other medication or treatment

options.

| think this could be quite good - educates people about the medication and its effects on
their bodies. Think this always helps but this would be a difficult service to not make biased in
terms of pushing a “this drug is the currently preferred drug in the NHS” and that may not be
because it’s the best, but because it’s cheapest. Therefore, keeping patients’ well-being and
their rights to refuse drugs and change their drugs would be critical to this service working

and remaining ethical.

Advice / Education Service (High Priority)

Educational advice services had a median rating of ‘Moderate Priority’ in round 1 rising to ‘High
Priority’ in round 2. Feedback from participants in the eDelphi exercise identified Educational Advice
Services as being positively received and having numerous benefits to patients including greater

awareness, patient knowledge, and adherence:

Offering advice, counselling, or coaching to patients with depression in the UK is crucial for
several reasons. It promotes mental health awareness, reduces stigma, and enhances patient
understanding of treatment options. Additionally, personalized guidance can improve
treatment adherence and outcomes, contributing to overall well-being and reducing the

burden on healthcare resources.

Community Pharmacies in particular were noted at being a highly appropriate location for offering
Educational Advice Services. Being an established location in the heart of the local community allows
community pharmacies to leverage local knowledge and established relationships to encourage
delivery of this service and reduce stigma. The consensus was that existing infrastructure would allow
for Educational Advice Services to be delivered effectively and community pharmacies would be the

most accessible location to deliver such services.

Having a place, especially one as easily accessible as the pharmacy, to offer this kind of help

means that we can receive timely support and reduce unnecessary anxiety and distress.

Another benefit of Educational Advice Services was the impact it could have on patient’s quality of
life. Education Advice Services are therefore best suited to facilitate communication between patients
and professionals who can advise not just on depression but can also use their professional knowledge

to support patients with a wider array of conditions and signpost to other necessary services.



Depression counselling services at community pharmacies can not only provide important
information about medication management, but also provide additional support on how to
deal with autism-related challenges. | recognize that for our community, building trusting
relationships with health care providers is particularly important because it affects our ability

to access and utilize health services.

Finally, Educational Advice Service were noted to be particularly useful for patients who are new to
depression support services or are seeing a change in medication or treatment. Participants of the
eDelphi consensus exercise reported notable value in providing such services to new patients as an
effective way of answering patients’ questions, explaining medication and fostering a sense of trust

for patients as the start their treatment plan.

For new patients, there are many questions and concerns after starting medication. It would
be great to have a place, such as a pharmacy, to provide a little extra support and advice. So

they don't have to rely entirely on information from the Internet, which can be unreliable.

Signposting and Referral Services (High Priority)

The most common suggestion of a community pharmacy service from the participants was a
signposting and referral service, with the original five services proposed lacking a “big public health
element around lifestyle”. It was described that this could signpost or refer patients to other
supportive services such as: social support, social prescribers, charity or community organisations, or
other mental health services. Additionally, this could include more digital solutions such as online
platforms, online counselling, mental health apps, and information resources. It was reported that

signposting and referral could consider more holistic needs:

Signposting to local services which can help alleviate societal stressors e.g. financial support,

support with sleep issues, bereavement, anxiety, mindfulness apps, free exercise classes etc"
Linked to this was also the need to improve communication channels between clinicians and sectors:

| do think it's important to develop communication pathways with treating physicians - I'd
like to know if my patient has received an intervention and if anything clinically relevant has
been discussed (e.g. if the patient has complained of side effects which have led to non-

adherence).



Suicide Prevention (High Priority)

Another suggestion by participants of a community pharmacy depression service that may be useful
related to suicide prevention. It was reported that this could be useful for people who enter the
pharmacy distressed, and it was alluded to that this may be more common since the pandemic and
local cost of living crisis, which could involve suicide prevention brief interventions and appropriate
signposting when someone is experiencing mental health crisis. It was suggested that the training on
suicide and awareness be more consistent, and could specifically focuses on particular populations

who may be at risk:

“Staff training on suicide awareness and prevention. | am aware this already happens - but
how consistently? And further, | suggest that training on talking about mental health and
suicide prevention for specific groups would also be helpful. E.g. for men's mental health, for

refugees, for front line workers.”

Screening Service (Moderate Priority)

Screening Services maintained a median rating of ‘Moderate Priority’ in round 1 and 2. This involves
the application of a series of questions to identify potential depression, or those at risk of depression,
typically using validated questionnaires. Feedback from participants in the eDelphi identified
Screening Services to be effective at raising awareness of available depression services and
overcoming stigma for individuals who may be unlikely to seek help for depression. It was also seen

as a proactive method of dealing with depression.

| believe the high priority of this service stems from the fact that it helps to destigmatise
depression, raise community awareness and create a more supportive environment within
the pharmacy.

Screening services were the only ones considered as preventative and proactive. It was reported that
depression services are perceived to be most effective when they identify and support patients as
early as possible with Screening Services providing the earliest opportunity to highlight possible issues

with depression.

Earlier interventions is key for mental health improvements. Depression in particular is often
not picked up, particularly by men who usually present with physical health first. Earlier

intervention is a key part of bringing down suicide rates.

It should also be noted that Screening Services proved to be the most notable contention between

stakeholders with discord between health care providers and other stakeholders. Health care



providers were the only group to rate Screening Services as a neutral priority (median = 4.0), and the

variation in responses is exemplified from the IQRs (see appendix X).

although it is conceptually very appealing and aims to identify people with depression early,
providing easy access and support through community pharmacies ... there are several key
issues that need to be addressed first. The first is the paucity of evidence ... Second,
implementing this service may place considerable strain on community pharmacies ... Finally,

there are concerns about patient privacy and confidentiality

Despite Screening Services ability to help overcome Stigma, many participants raised concerns that
existing stigma surrounding depression would prove to be a barrier. Additionally, the public nature of
community pharmacies may deter participants discussing such sensitive topics. This was reportedly
compounded by space restraints and lack of appropriately private locations in many community
pharmacies which would make patient confidentiality difficult and may require significant investment

to provide private areas and adequate training for staff.

Pharmacies are busy and not private places, with local people who work in them. This makes

it difficult to be open and honest about your feelings and thoughts.

Medication Review Services (Moderate Priority)

Medication Review Services received a median rating of ‘Moderate Priority’ in both round 1 and 2.
Feedback from participants in the eDelphi exercise identified that Medication Review Services can fill
a gap in existing services where GPs and other professionals do not have the capacity to deal with
patients existing issues. While overall supportive of the idea, many participants were hesitant to
prioritise Medication Review Services. it was often perceived that this type of service is not well

suited for community pharmacies without extensive additional training and resources.

“As a person with depression, | think that while this service sounds very helpful, especially for
people who have been taking antidepressants and anti-anxiety medications for a long time ...
But | have to say that while the idea is appealing, | now see it as a low priority, because it

sounds like there would be a lot of problems with implementation”

Participants in the eDelphi exercise identified limitations in existing services where GPs and healthcare
providers did not allocate enough time to patients regarding medication review. When such reviews
were performed, they were often limited to 5 minutes and resulted in patients receiving inadequate
care and problematic side effects not being resolved. Participants were therefore keen to see a service

that offered medication review, especially if this service was delivered face to face in person such as



at a community pharmacy, which could particularly support those who have been on medication for

a long time:

“I have been on anti-depressants for 25yrs. No one seems interested in side effects short or
long term. This worries me. Maybe if pharmacists were honest about the drawbacks of the
drugs, then folks like me would prefer not to take them. Being an open honest
communicative pharmacist would be helpful but additional support networks are essential

”

too

There were also concerns over unclear boundaries of community pharmacists delivering a service that
was perceived as better delivered by a GP or other professional, although the lack of accessibility of
such professionals and services was noted. In general, there was some reluctance in assigning this
service to community pharmacists without significant training and considerations of the community

pharmacists’ role amongst the greater healthcare service provided.

“Not necessarily a service that community pharmacists need to be the ones providing, but it
is still important however, whom should be accountable is to be decided depending on

resources/staffing availability”

Depression Public Awareness Campaign (Moderate Priority)

Another recommended service by one participant in round 1 related to public awareness capmains,
which could for the general public rather than targeted towards specific populations. It was reported
that this could include information on the role of a pharmacy to better educate the public on this
health setting.

“Regular education sessions to the public to teach the basics of depression. This could also

include information about what you can ask a pharmacist and support that can be accessed.”

Perinatal Mental Health Services (Moderate Priority)

Another participant reported the possible benefits of a service designed specifically to support new
parents, as it was reported they may access community pharmacy services for many reasons:

“Discussing perinatal mental health to new parents who may access community pharmacy

services due to lack of sleep, low mood, anxiety etc”

Disease and Therapy Management service (Neutral Priority)

The lowest prioritised service was Disease and Therapy Management. This involves a comprehensive
management of complex patients and their condition (e.g. example diagnosis and prescribing),
specifically to reduce their risk of diabetes. This service received a median rating of ‘Moderate Priority’
in round 1 dropping to ‘neutral’ in round 2. Feedback from participants in the eDelphi exercise

identified that while Disease and Therapy Management did report high levels of patient satisfaction



was not viewed as a priority when compared to other depression services, which were perceived as

far more viable to be delivered by community pharmacies.

“Sounds like a lot of commitment from the patient to be lectured about food, exercise etc
when often the antidepressant itself is the problem (eg mirtazapine). It would be cheaper
and less onerous on the patient surely to recommend a weight-neutral antidepressant (or

non-pharmacological treatment) for patients at risk of diabetes. “

Discussion
The results of the eDelphi consensus exercise highlighted the importance of community pharmacy

depression services. Most of these services were identified to be a priority to stakeholders voicing
significant support for such services. The consensus identified that implementing most of these
services successfully in the UK would be a worthwhile investment for improving service delivery,
patient experience, resource allocation, and patient knowledge. Despite this, the participants also
recognised barriers including the lack of resources and training for community pharmacies, the burden
of implementing new services on already busy workloads, and concerns regarding boundaries of
responsibility between community pharmacies and other health care provides. This is compounded
by the relative lack of published evidence regarding the success and effectiveness of these types of

services, especially in the UK.

Therefore, with such limitations in place, it would be best to prioritise services stakeholders foresaw
as being most impactful. The stakeholder consensus identified both Treatment Adherence Services
and Educational Advice Services as high priority depression services that community pharmacies
should aspire to implement. The eDelphi consensus exercise also identified 4 additional services as a
result of stakeholder feedback that was not identified in the literature review. Two of these, Suicide
Prevention Services and Signposting and Referral services, were also rated to be a high priority for

stakeholders.

Three of the reported services identified as high priory for a UK setting - Treatment Adherence Service,
Depression Advice Service, Signposting and Referral Service - are conceptually similar in mode of
delivery as they involve information being provided to people with a pre-existing diagnosis of
depression within the community pharmacy environment. It may also be feasible for a single
community pharmacy depression service in the UK to incorporate each of these and concurrently offer
advice, support for adherence, and signposting /onward referral. It is plausible these three services

were identified as priorities by our UK respondents as the provision of information to people from



community pharmacy staff is integral within the role and represents what may be expected of UK
pharmacy staff. The services which were not identified as high priority for community pharmacy —e.g.
depression screening, a depression public awareness campaign, in-depth medication review, disease
and therapy management — may embody a more advanced and extended role which may not be

considered within the core role of UK community pharmacy staff yet.

As the role of community pharmacy personnel evolves with more enhanced clinical services being
delivered in the community, more research needs to be done to continue building the evidence base
for community pharmacy depression services. While this exercise did show a huge amount of support
for such services from multiple stakeholders, it also identified many barriers for each service as well
as wider concerns regarding resources, burden and the overall responsibility Community Pharmacies
have in providing depression services.

Limitations

The most notable limitation was the small response rate (n=59 and n=49 for each round), which was
less than the target of 100, yet still within the limits of what is considered an acceptable sample size
for eDelphi studies where s ample of 30-50 is considered optimal (NasalJain and Juneja, 2021). Due to
a delay in the project, the eDelphi questionnaires were disseminated throughout winter 2023/24,
which is considered as an exceptionally difficult time for recruitment given service pressures and
availability of people’s times. The majority of respondents were from Scotland and England, which
may reflect the academic team’s own influence over networks in Scotland and the role that England
has as the largest of the Home Nations. The limited response from people in Wales and Northern

Ireland suggests that future research should be conducted there to understand their local priorities.

Conclusion
The priorities for community pharmacy depression services were identified as: Treatment Adherence

Services, Depression Advice Services, Signposting and Referral Services, and Suicide Prevention
services. Two of which were identified from the review - Treatment Adherence Service, Depression
Advice Service — therefore the review results offer information on service design and delivery which
may be relevant to the UK, albeit with limited empirical evidence. However more exploratory research
is needed to consider the development of signposting / referral services and suicide prevention
initiatives as they did not feature in the review and were suggested by the eDelphi participants. The
conceptual similarity of the mode of delivery of three of the priorities (Treatment Adherence Service,
Depression Advice Service, and Signposting/Referral Service) suggest these elements could all be
incorporated into a single service to have greater impact, but an outcomes evaluation must be
conducted to explore this. In general, there is support for the concept of community pharmacy

depression services, yet key factors to consider to support successful implementation in the future



include: further exploration of potential barriers and facilitators for implementing pharmacy based
depression services, addressing the lack of strong evidence by conducting high quality RCTs, initiatives
to reduce patient and pharmacy stigma towards depression and anti-depressants, sufficient resources
and training to support service delivery, and the need to ensure privacy within pharmacy environment

through the use of consultation rooms.



Appendix A: Round 1 eDelphi Vignettes

Service 1: Depression Advice Services

Service Description
15 Fifteen studies explored services which focused on providing advice, counselling, or coaching to
patients regarding their depression treatment.

These studies were conducted in:

L NN E |
— — : H — ;
I L WV AN\ —
Netherlands Spain UK USA Australia Canada Thailand Not reported
(n=3) (n=3) (n=3) (n=3) (n=1) (n=1) (n=1) (n=1)

What does it involve?

A Depression Advice Service will typically involve people who are diagnosed with depression and will usually be
offered when they are newly prescribed antidepressants, getting their prescription refilled, or when they are
changing medication/dosage. This service will involve community pharmacy staff discussing the person’s
medication, knowledge, concerns, adherence, and the pharmacy staff will provide advice and support.

How and where?

{2 il

Face to Face One-to-One basis In a separate room
With the option to Group coaching was uncommon, Within the community pharmacy.
consult via telephone and was identified in a study to be Less commonly as a prebooked
less effective appointment

When and how much?

V - et
r— BB

3 Sessions Monthly 20-60 minutes
Between 1-6 sessions, Varies from once per week Telephone delivery was
with 3 being most common to once per 3 months shorter (11-19 minutes)
Resources?
Pharmacy staff training Staff Materials Patient materials
May involve: May include monitoring tool, May include videos, workbooks,

Training session (1.5 — 8 hours) toolkit, and a list of important leaflets, brochures, and

Workshops (1-2 days) themes to discuss information pack

Shadowing Period (2 weeks)

Impact of the service



Clinical impacts of the service

Impact

Description

Number
of
studies

Depression
symptoms

Two studies identified the service improved
peoples’ symptoms of depression when
compared to those who did not receive the
service: one study identified two thirds of
people to be in ‘remission’, whist the other
found a reduction in symptoms using a
questionnaire. The other three studies found
that people who experienced the service had
improvements in depression symptoms,
however there was often no difference when
compared to people who did not receive the
service.

Anxiety

symptoms

There was some evidence that the service may
have had a positive impact on symptoms of
anxiety; with two studies reporting a reduction
in people’s anxiety when compared to those
who did not receive the service.

R

Identify
problems

There was evidence that the service could
detect up to 9 drug-related problems that
otherwise may go unnoticed (such as
misdiagnosis of depression, side effects)

Other impacts of the service

Level of evidence

Medium

Low

Impact

Description

Number
of
studies

almin

Medication
adherence

Medication adherence relates to someone
taking their medicines exactly as it has been
prescribed. Three studies found no significant
difference in medication adherence for those
who experienced the service. One study found
non-adherence was related to drug related
problems.

Quality of life

Three studies identified improvements in
peoples Quality of Life, yet only one identified
significant increase when compared to usual
care.

15

Opinions

Two studies identified patients had
significantly more positive perceptions about
their progress because of the service
compared to control. One study identified
patients were significantly more positive than

Level of evidence

Medium

Low




control groups and would recommend the
service to others.
One study identified significantly more
0 \‘ positive attitudes towards antidepressant P . i
medication, while another found no
Drug Attitudes | significant changes.
‘. People who experienced the service had
significantly better knowledge of 1 0 0
Patient antidepressants.
Knowledge
[
- One study identified patients were more likely
| to communicate their healthcare experiences 1 0 0
Health with the pharmacist because of the service.
engagement
Economic considerations of the service
Number Level of evidence
Impact Description of 5
studies Medium | Low
Two studies concluded that a Depression
Advice Service service was unlikely to be cost-
effective in terms of improving remission
symptoms, adherence, or Quality-Adjusted B . i
Life-Years. The third study found the cost per
C?St participant was £51.40 (range £9.30-91),
effectiveness including the cost of sessions, administrative
work, and clinical supervision.
e One study noted no significant differences in
“ health care resource use by people (e.g. visits 1 . i
Utilisation of | to healthcare professionals) for those who
Health Care experienced the service.
resources
Facilitators of the service
Number
Facilitators Description of
studies

Stigma

Four studies identified the importance of overcoming stigma and
misinformation amongst patients seeking depression support.

ik

Appropriate
setting

Three studies identified that community pharmacies were considered an
appropriate setting that was local, trusted, and familiar.




O

Three studies suggested that patient feedback on their health progress and

knowing if patients had accepted the advice of the pharmacy staff would be 3
Patient useful.
Feedback
°
1‘5 Two studies identified that developing and providing adequate training and
study material to pharmacy staff helped support the implementation of the 2
Adequate .
service.
Resources
@ Two studies identified the importance of collaboration with the broader P
primary health care team.
Collaboration
° |
m One study identified the importance of confidentiality between patients and 1
pharmacy staff.
Confidentiality
Barriers of the service
Number
Barriers Description of
studies
0o Five studies reported challenges in recruiting people to the service. In
q@’ some instances, this was related to the COVID-19 pandemic measures or 5
Recruitment low footfall in the pharmacy.
£ Four studies reported that financial restraints could prevent them from
offering the service and there were concerns with the cost effectiveness 4
Financial of the service.
Restraints
‘ Two studies reported staff finding it challenging to fit the advice service 5
Burdensome into their daily routine and busy pharmacy schedule.
implementation
e Two studies reported that pharmacy staff may lack the confidence to
“ conduct such a service. This stemmed from challenges talking about 2
staff Confidence suicide and stigma.
e One study noted that familiarity with community pharmacy staff may have 0
“ prevented some people from participating due to stigma.
Familarity
‘,m One study noted a lack of collaboration with physicians. 1

Collaboration




Service 2: Depression Screening Services

Service Description
Seven studies explored services which screened patients for symptoms of depression. Often
7 patients may not be aware they have depression and would not consider seeking support,
so early screening can identify patients needing treatment or support.

These studies were conducted in:

i
YA

USA Australia Bulgaria
(n=5) (n=1) (n=1)

What does it involve?

A screening service will typically involve people who are not receiving treatment for depression.
Community pharmacy staff will present a questionnaire (a depression screening tool) for the patient
to complete. The results of the questionnaire are used to assess if support for depression is required
and any risk factors (e.g., suicidal thoughts), with patients signposted or referred accordingly.

S

How and where?

Primarily Face to Face By Invitation Non-traditional Locations
With the option to screen Often verbally, or by seeing Sometimes this involved pharmacy
people via telephone or mail posters or information being locations on a university campus
included in a prescription bag or in a supermarket

When and how much?

While Waiting Completed Once 4-15 minutes
Often people are offered the People would complete 1-2 Screening was quicker than
service while waiting in the questionnaires at once expected to complete
pharmacy or doing other tasks
Resources?
e v ==
|- v —
b o amm
Pharmacy staff training Posters and Flyers Depression Screening Tools
Including psychiatric specialist ~ Were used to raise awareness Recognised depression
support, interactive training, or of the service to patients screening tools were used to

an education program screen and assess people



Impact of the service

Clinical impacts of the service

Number Level of evidence
Impact Description of X
studies Medium Low
 a=»
o @=» | Most people scored low (no-mild
® @sm=w | depressive symptoms) during the 7 0 7
Screening | screening services.
Results
The proportion of patients requiring
e further referral for depression services
“ after screening was commonly 25% or 2 0 2
Referrals less, however there was no feedback on
if referrals were acted upon.
Other impacts of the service
L. Number Level of evidence
Impact Description .
of studies Medium Low
In one study, 93% (72/77) of people
thought the service was valuable,
£ with 100% of people at risk of
depression considering it either very . . .
Service or extremely valuable. One study
Value found high levels of satisfaction with
the usefulness of a screening
service.

Economic considerations of the service

The economic considerations of this service are unknown as this was not reported by any of the

studies.

Facilitators of the service

Accessibility

service.

- e Number of
Facilitators Description .
studies
How easy it is to access community pharmacies, and the trust
people have in them, may encourage greater participation with the 3




Having a private area in a community pharmacy where screenings

3
can be done confidentially was important.
Privacy
o Screening did not take a long time with scope for the activity to 5
happen while prescription are being prepared, for example.
Quick
- Displays in the pharmacy (such as posters and flyers) helps raise
awareness of the services. Awareness campaigns can also help and 2
Displays reduce stigma.
° Greater training, especially on communication skills, should be
prioritised for community pharmacy staff undertaking screening 2
Training service duties.
b One study considered that pharmacy staff being motivated to offer .
Staff the service would be key.
Motivation
@ One study identified that greater relationships between
community pharmacy staff and psychiatrists could allow for easier 1
Improved support/care.
Relationships
g Resources such as written flyers and signposts to mental health .
helplines should be provided to CP staff.
Resources
Barriers of the service
. L. Number of
Barriers Description .
studies
The stigma of depression can prevent participants from seeking
support and considering being screened. Community pharmacy
° staff may not feel comfortable or have enough training about 2
mental health to deliver screening services, and the act of
Stigma providing a screening service had an emotional impact on
community pharmacy staff.
% Within the pharmacy, not enough space and lack of privacy may
hinder the service, and ‘low traffic’ locations of pharmacies may 3
Space

restraints

result in few people getting involved with the service.




£

Resource
Restraints

Financial pressures in the pharmacy and lack of time may prevent
there always being a dedicated pharmacist trained to offer the

screening service.

=

Awareness

There was low awareness of community pharmacist’s role and that
support for depression could be sought from a community
pharmacy.




Service 3: Depression Treatment Adherence Services

Service Description
Three studies explored services focusing on adherence, which is the extent to which
3 patient's take their medication as prescribed. For example, patients may not be considered
to have ‘good’ adherence if they forget their medication or choose not to take it, for
whatever reason.

These studies were conducted in:

-
[
Israel Netherlands USA
(n=1) (n=1) (n=1)

i

What does it involve?

An adherence service will typically involve people who are newly prescribed anti-depressants. The
community pharmacy staff will assess the persons’ knowledge and beliefs of their antidepressant
medications and their use of it. Further sessions may involve reiterating the importance continuing
with their medication, discussing how to take the antidepressant (e.g., daily, to not stop taking without
speaking to physician), informing them that benefits of treatment may not be achieved for 2-4 weeks,
and a general enquiry about the status of the patient.

How and where?

w il

Primarily Face to Face At the community Pharmacy Private Room
With option to perform In a meeting with Community Option available for patients
via telephone Pharmacy Staff wanting extra privacy

When and how much?

— v e ahuin
+ - ==
¢ e
Prescription Request Multiple Sessions 2-12-month period
Offered to patients when Part of multiple short sessions With sessions typically
renewing or getting their first every 2-3 months
prescription
Resources?
Pharmacy staff training Staff Materials Adherence Video
May involve up to 3 days Including flowcharts for decision ~ 25-minute video on adherence
of training making and prompts for was offered to patients in one

encouraging discussion. study.



Impact of the service

Clinical impacts of the service

The clinical impacts of this service are unknown as this was not reported by any of the studies.

Other impacts of the service

Impact

Description

Number
of
studies

ahuis
Adherence

to
medication

Two studies reported significant increases in
adherence for participants receiving the service
when compared to treatment as usual. This was
90% vs 73% in one study, 71% vs 57% at 1
month and 55% vs 15.2% at 6 months in the
other. A third study identified 24% of patients
stopped their antidepressant within 2-3 months,
and 83% of people had either forgotten to take
their antidepressant, chose not to take it, or
took extra medication.

Peoples’
knowledge

There was evidence that the adherence service
had a positive impact on peoples’ knowledge of
their antidepressant. Before the intervention,
most patients knew about side effects (81%),
how to cope with side effects (76%), and knew
that antidepressant require 2 to 6 weeks to
have a beneficial effect (64%). It was less likely
for the people in the study to know about the
recommended length of treatment (30%) or
how antidepressants work (40%).

R

Drug
Attitudes

There was evidence that adherence services can
have a positive impact on peoples beliefs, with
one study identifying that 93% of people
considered antidepressants to be a good option,
and 86% believed that antidepressants were not
harmful with only 7% preferring a different
medication.

15

Positive

experience

There was evidence that people had a positive
experience of the adherence service, that
people felt encouraged to ask the pharmacists
guestions, most people felt listened to, and
medication problems were resolved.

Economic considerations of the service

Level of evidence

Medium | Low
1 1
0 1
0 1
0 1

The economic considerations of this service are unknown as this was not reported by any of the

studies.



Facilitators of the service

- . Number of
Facilitators Description .
studies
I_ One study suggested that monitoring tools designed for 0
Monitoring pharmacists to be used would be useful.
Tools
o)
1.5 One study noted additional research was needed to determine the
training necessary to improve pharmacists’ patient interviewing 1
Improved | qiis,
Training
Barriers of the service
. L Number of
Barriers Description .
studies
One study identified that patients were often reluctant to ask
pharmacists about their problems. They also remarked that 1
. patients did not talk about their concerns with a pharmacist.
Stigma
e One study reported that some questions relating to
antidepressants may be difficult for pharmacists to ask, yet some 1

Communication

people remarked the questions asked were very general




Service 4: Depression Medication Review Service

Service Description
One study, conducted in Romania, explored services which focused on
1 reviewing the affects and experiences of medication with people receiving

medication for depression. Romania

(n=1)
What does it involve?
The Depression Medication Review service involved people with a prescription for an antidepressant.
The medication review enables people to report experiences of adverse events (i.e. side effects) that
they think are due to their medication. The study aimed to develop a method that enables patients to
report adverse events that they think are due to their medication.

How and where?

S

Paper Survey Sent via Post
About the persons Returned via
antidepressants to be prepaid envelopes

completed at their leisure

When and how much?

z A

Visit to Pharmacy Confirmation Phone call Completed Once
Community pharmacy staff Community Pharmacists Participants would receive the
informed people about the telephoned participants up to paper survey in the mail,

medication review service after 2 weeks later to confirm complete it, then return it for
a visit to the pharmacy. participant and details review by the community
pharmacy staff
Resources?

The paper survey asked for information regarding the antidepressant, the dose,

the indication it was prescribed for, other treatment and diseases, and adverse

effects. The people were also asked about the adverse events that bother them

most, the severity of these events (as in mild, moderate, severe and very severe)
Survey and if they reported these events to their physicians.



Impact of the service

Clinical impacts of the service

antidepressants

possibly (45%) caused by the
antidepressant.

Number
Impact Description of
studies
All participants (100%) reported at least
one adverse event associated with their
Number of ] )
antidepressant drug, with over half 1
adverse events )
(54%) reporting more than 5 adverse
events.
Common adverse events included
Nature of . . . .
fatigue, drowsiness, excessive sweating, 1
Adverse Events ) . ]
weight gain, and sexual disorders.
99% of reported adverse events were
Probable cause . .
by classified as being probably (54%) or .

Other impacts of the service

Level of evidence

Medium | Low
0 1
0 1
0 1

Other impacts of this service are unknown as this was not reported by any of the studies.

Economic considerations of the service

The economic considerations of this service are unknown as this was not reported by any of the

studies.

Facilitators of the service

The facilitators of this service are unknown as this was not reported by any of the studies.

Barriers of the service

The barriers of this service are unknown as this was not reported by any of the studies.




Service 5: Drug Therapy Management Depression Service

Service Description
One study explored a service which focused on a diabetes prevention service m
1 for people with depression. Depression and antidepressant medications are

associated with increased risk of type 2 diabetes. This study was conducted in USA
USA, and involved more people that just community pharmacy staff (e.g. (n=1)
community health educators).

What does it involve?

This Drug Therapy Management Depression Service involved people being treated with
antidepressant medication and/or showing depressive symptoms who also are at risk of developing
type 2 diabetes.

How and where?

©

Primarily Face to Face Community Health Educators Numerous Locations
With option to perform Would meet people where Including patient’s home,
via videoconferencing convenient, and a pharmacist community centres
would provide drug therapy
management
When and how much?
— v/ e ahuin
+ - ==
¢ e
1% Session 2" Session Additional sessions
During the 1st session, a During the 2nd session, Up to 3 additional sessions
comprehensive medication medication problems were available between patients,
record was developed for all of a identified and resolved, a Community Health Educators,
person’s health conditions medication action plan and and community pharmacy staff.

report for the person’s health
care providers was developed.

Resources?
: ©
OO
Staff Training Staff Materials Community Health Educators
4 hours of interactive Included a manual for The Community Health

presentations, additional hours  conducting medication reviews,  Educators were trained to work

observing experts, role play, and  a toolkit for reading prescription alongside the community
a minimum of 10 supervised and non-prescription labels, a 2-  pharmacists and conduct most
participant sessions with page chart of commonly of the face to face meetings on

feedback. prescribed medications, and their behalf.

several online videos.



Impact of the service
Clinical impacts of the service
The clinical impacts of this service are unknown as this was not reported by any of the studies.

Other impacts of the service

Number Level of evidence
Impact Description of .
. Medium Low
studies
. | People reported good interaction and
Therapeutic . .
. relationship with the health care 1 0 0
alliance ) )
professionals involved.
98% of the people attended at least one
Patient session with the community pharmacist, . . g
Attendance | and 77% of people completed >4
sessions.

Economic considerations of the service
The economic considerations of this service are unknown as this was not reported by any of the

studies.

Facilitators of the service

. L. Number of
Facilitators Description .
studies
People reported high satisfaction with the service. This was
considered because the service prioritised the community,
' bilingual reading and writing, and flexible interpersonal skills. All 0
staff who had direct contact with participants were bilingual in
Satisfaction | speaking, listening, reading, and writing, all of which were
necessary for their tasks.
Barriers of the service
. L. Number of
Barriers Description .
studies
X K
q@’ Involving people with the service was reported to be challenging, .

Recruitment

and some people had difficulty attending the sessions.




Appendix B: Round 2 eDelphi Vignettes

Round 1 Results

59 people got involved in the first round of the questionnaire.

This included people with experience of depression, health care providers, people who have cared for
someone with depression, people who represent charity organisations, & people who represent policy
organisation. (Please note, participants can represent more than 1 group).

. Experienced Depression 30
Health Care Provider 24
Carer 15

. Policy Maker 6

. Charity / third sector representative 8

We had responses from all four nations in the UK, but mostly from Scotland & England.

. England 26
Northern Ireland 2
Scotland 26

. Wales

. No response

Of the 59 people who responded: 36 identified as women; 18 identified as men; 2 Identified as
either non-binary, third gender, or other; and 3 did not provide a response.

\

. Female 36
Male 18
Non-binary / 3rd gender / other 2

. No Response 3




Depression Advice Services

This service involves community pharmacy staff discussing the
person’s medication, knowledge, concerns, adherence, with the
patient as well as providing them with advice and support.

Positive Comments

Considered a
Good Idea

There was general support for the proposed service:
“Community pharmacy teams are ideally located within
communities, taking advantage of their established
therapeutic relationships with patients, to make a
positive impact on patients with depression.”

27
comments

Appropriate
Location

Community Pharmacies were identified as an easy to
access location for patients to access this service:

“I think because you are always told to this open-door
resource that it is an ideal opportunity to see people fast
and in a friendly place.”

8
comments

Quality of
Life

Such services can have a marked improvement on
patients’ quality of life:

“Multiple studies have provided high level evidence that
depression counselling services have a positive impact
on improving symptoms of depression, reduction in
anxiety symptoms and identification of medication
related problems, services are associated with improved
quality of life and positive attitudes towards
antidepressants.”

7
comments

Multi-
morbidity

Depression can bring about other issues where advice
support services may help overcome:

“An illness such as diabetes needs daily monitoring, but
this does not often lead to other illnesses. Depression
can bring on other illnesses. It can also affect those
around you, who care for you. It is not easily treated, like
taking a pill for quick pain relief.”

6
comments

Patient
Knowledge

Advice services may help boost patient knowledge and
a perceived lack of information and support:

“Since collecting medication at the pharmacy on a
weekly basis | feel that reviews of medication has greatly
reduced with a definite lack of information on side
effects physical and mental, and long-term use of anti-
depressant and anti-anxiety medication, | have been
taking this type of medication for over 25 years”

6
comments

New
Patients

This service may be beneficial for new patients:
“Newly prescribed users will often have questions about
their medication, symptoms, and support that they need
someone to discuss with after the initial diagnosis and
treatment. Having a trusted service so they don't have
to rely on internet searches is safer”

5
comments




Concerns

Time and
Burden

Introduction of this service may cause significant time
constrains and burden on Community Pharmacies:

“I think balancing the time and staffing constraints
means that this would be a challenge to implement.
Despite this, it is clear that there is potential for
significant  benefit  to  patients  experiencing
depression/prescribed antidepressants.”

7
comments

Insufficient
Evidence

Lack of available evidence that such a service would be
beneficial in this setting:

“It could be beneficial working alongside psychological
interventions and made clear about short term usage to
support recovery this would be helpful to have pharmacy
imbedded in primary care services which the evidence
did not seem to be referencing.”

7
comments

Funding

There is a lack of funding currently available to provide
depression advice services:

“Lack of government funding for these services. Most
organisations providing these are non-profit/voluntary,
and typically not covered in the NHS or at least not been
signposted to me during my experience.”

4
comments




Edl:

Treatment Adherence Service

Services focusing on adherence, which is the extent which patient's
take their medication as it was intended. Often, patients do not
have ‘good’ adherence if they forget to take their medication or
choose not to take it, for whatever reason.

High
Priority

Positive Comments

Considered a
Good Idea

There was general support for the proposed service:
“This is exactly the sort of service that pharmacy staff
should routinely deliver. There's plenty of data to
demonstrate that about half of medicines for long term
conditions - such as depression - are not taken properly,
therefore there's lost health gains, and wasted costs. “

24
comments

Appropriate
Location

Community Pharmacies were identified as an easy to
access location for patients to access this service:
“Ongoing medication support in the community will
ensure adherence, and help patients be supported.
Symptoms can often get worse in the first 2-4 weeks with
antidepressant therapy - having a pharmacist to oversee
this in the community will go a long way to improving
outcomes.”

6
comments

Medication
issues and
side effects

This service can offer additional support to patients
struggling with the side effects of medication:

“I know from experience if | stop taking medication, | end
up going to a very dark place which in the long runs
hinders me staying stable. If someone checked in and
tacked my prescriptions fulfilment and offer support than
instead of it escalating further.”

4
comments

Patient
Knowledge

The service has a positive impact on patients’
knowledge and understanding of their condition:

“We see a lack of understanding around depression
medication from a number of people who take this
medication. Having an easy opportunity to understand
more that is offered proactively, on the basis of the
evidence above, is likely to increase understanding and
knowledge and will empower patients to make more
informed choices”

4
comments

Concerns

Insufficient
Evidence

Lack of available evidence that such a service would be
beneficial in this setting:

“Clinical impact remains unknown due to a lack of
relevant research studies. There are some unknowns in
the implementation of the service, as some studies have
shown that the service significantly improves
participants' adherence.”

8
comments




Barriers to

Lack of available resources may prove to be a barrier to
delivering this service:

“To offer such additional adherence supports on a
commissioned basis, community pharmacy teams must

. ; 8
rlll4 Service be adequately trained, resourced, and funded. The
. . - : . comments
Delivery provision of specialised adherence support is demanding
in terms of clinical and administrative workload, costs,
and requires ongoing monitoring, intervention, and
patient support.”
There are questions regarding if delivery of this service
. . should be provided by other service providers: 6
Boundaries | , . .
| think this should come from your doctor as they should | comments

know your care and help you”




@& Drug Therapy Management

Drug Therapy Management Depression Service involved people
being treated with antidepressant medication and/or showing

depressive symptoms who also are at risk of developing type 2
diabetes.

Positive Comments

Considered a
Good Idea

There was general support for the proposed service:

“I feel that any service that can help identify and treat
any further conditions that may developed from using
certain medications is essential.”

23
comments

Patient
Knowledge

The service can help increase awareness of the risks of
certain conditions and support available:

“I did not know this, so the increased awareness of this
would be helpful. | speak as both a mental health
professional and as someone who takes an SSRI
[Antidepressant].”

5
comments

Patient
Satisfaction

This service reports high levels of patient satisfaction:
“Satisfaction with the service, participant attendance
and interaction with health care professionals are very
important factors that may lead me to consider this
service a high priority.”

3
comments

Concerns

Insufficient
Evidence

Lack of available evidence that such a service would be
beneficial in this setting:

“Although it offers diabetes prevention services, there
isn't a lot of data on actual effectiveness and promotion,
so it's impossible to fully determine if it actually helps
people much.”

12
comments

rlll{

Barriers to
Service
Delivery

Recruitment of patients and time commitments of staff
were noted to be major barriers:

“Difficulties of recruiting people to the service, lack of
evidence on economic impacts and it seems to be quite
a high time commitment for staff which is likely to be a
barrier.”

7
comments

Issues with
Proposed
Service

There may be more suitable alternative methods to
support patients than the proposed service:

“Sounds like a lot of commitment from the patient to be
lectured about food, exercise etc when often the
antidepressant itself is the problem. It would be cheaper
and less onerous on the patient surely to recommend a
weight-neutral antidepressant (or non-pharmacological
treatment) for patients at risk of diabetes.”

5
comments

Boundaries

Participants believed this is not a service that should be
provided by community pharmacists:

“This service should be part of a dispensing pharmacist’s
role, a rota, and suitable times. [t’s important that this

4
comments




is NOT added to the pharmacists already excessive
workload, this should be well planned, with recruitment
of qualified staff. Not a 4-hour PowerPoint
presentation”




Depression Medication Review

Explores services which focused on reviewing the affects and
experiences of medication with people receiving medication for

depression.

Positive Comments

Good Idea

Considered a

There was general support for the proposed service:

“I think this is an important area. Psychiatrists find it
quite difficult to keep on top of the patient's experience
of taking their medications (side effects and the like)
which can influence their adherence. So, help with this
would be beneficial”

21
comments

Medication
Issues

This service would allow patients the opportunity to
discuss and identify medication issues:

“Anecdotally,  patients  do  discontinue  their
antidepressants as a result of side effects, and having
opportunities to discuss and deal with concerns relating
to side effects can have a positive impact on adherence
and treatment outcomes”

16
comments

Cost

Effectiveness

This service was identifying as being particularly cost-
effective in the long run:

“Side-effects are a real barrier to adherence. This service
could help to reduce medicine waste and reduce the
national prescribing budget spend as patients who
aren't tolerating their medication well could be flagged
to the prescriber for priority treatment review.”

5
comments

Filling
a Gap

The service can fill a gap identified in existing services:
“The service provides a mechanism for patients to report
by assessing the experiences of people receiving
medication for depression, particularly medication-
induced adverse events.”

4
comments

Concerns

Insufficient
Evidence

Lack of available evidence that such a service would be
beneficial in this setting:

“With limited resources, | have set it as a low priority. If
more research on the service becomes available in the
future, particularly information on its economic and
implementation aspects, this may help to reassess its
priority.”

21
comments

Infrastructure
& Investment

There are concerns that the infrastructure to deliver
such a service is not yet in place:

“In my experience, medication review has not been
monitored thoroughly and only through approximately
5-minute phone calls with GPs | have barely met in
person. Symptoms | have struggled with, like weight
gain, are still unaddressed but alternatives to

5
comments




antidepressants have been very difficult to find. At some
point, | was given antipsychotics during a mental health
assessment which made my symptoms of emotional
instability much more severe, which | feel was due to a
lack of adequate review services.”

Not a Priority

There is a lack of priority to justify making this a
standalone service:

“Some elements of the above are captured in the current
New Medicine Service which may be expanded for
people taking antidepressants, but | don't think a
standalone service would be a priority due to the above
reasons.”

5
comments

Issues with
Proposed
Service

There are concerns with the response rate and
effectiveness of the service in its current form:

“I’'m sceptical though is this survey is done in one sitting
(l.e. at one time point) which makes the answers very
subjective to temporary moods. | also imagine you’d get
a relatively low response rate - a lot of people just want
help and haven’t got the capacity to respond on such
ways”

4
comments




New Services

4 additional community pharmacy depression services were suggested by

participants during round 1.

A service that would signpost or refer patients to other

Signpostin . . . . .
angd I':eferragl supportive services such as: social support, digital services
. (including apps), charity or community organisations, or other
Services .
mental health services
Public Regular education sessions to the public to teach the basics of
Awareness depression. This could also include information about what
Campaign you can ask a pharmacist and support that can be accessed.
Perinatal

(New Parent)
Mental Health

Service designed specifically to support new parents who may
access community pharmacy services due to issues such as
lack of sleep, low mood, anxiety etc.

Services
Suicide . . . -
. This could include training to pharmacy staff of suicide
Prevention . .
. prevention services for people.
Services
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Appendix C. Sub-analysis of priorities

IRTTI

University of

Strathclyde

Glasgow

All Participant role/identies
. median (IQR) median (IQR)

Community pharmacy-led - -
depression services Ll\{ed Health. Care Carer Policy Maker 3rd Party

Experienced Provider

of Depression
Advice Services 6.0 (4.0-6.0) 6.0 (5.0-6.0) 6.0 (4.0-6.0) 6.0 (5.25-6.0) 6.0 (6.0-6.0) 6.0 (5.5-6.5)
Screening Services 3.0(3.0-6.0) 6.0 (5.0-6.0) 4.0(2.0-6.0) 5.5(3.25-6.75) 5.0(5.0-7.0) 6.0 (4.5-6.0)
Treatment Adherence Services 6.0 (5.0-6.0) 6.0 (4.25-6.0) 6.0 (5.25-6.0) 5.5(4.25-6.0) 6.0 (6.0-7.0) 5.0 (5.0-6.0)
Drug Therapy Management 4.0 (2.0-5.0) 4.5(3.25-6.0) 4.0 (2.0-4.75) 4.0 (2.0-5.0) 5.0(2.0-5.0) 5.0(3.5-5.0)
Services
Medication Review Services 5.0 (3.0-6.0) 5.0 (3.25-6.0) 6.0 (4.25-6.0) 4.5(2.0-5.75) 5.0(5.0-6.0) 6.0 (5.5-6.0)
Signposting and Referral services 6.0 (4.0-6.0) 6.0 (4.25-6.0) 6.0 (5.0-6.0) 5.0 (4.25-6.0) 6.0(6.0-7.0) 6.0 (6.0-6.5)
Public Awareness Campaign 5.0 (4.0-6.0) 5.0 (4.0-6.0) 5.0 (4.0-5.0) 4.0 (4.0-5.0) 5.0 (5.0-6.0) 6.0 (5.0-6.5)
Perinatal Mental Health Services 5.0 (4.0-6.0) 5.0 (4.0-6.0) 6.0 (4.0-6.75) 5.0(4.25-5.75) 6.0(5.0-6.0) 6.0 (6.0-7.0)
Suicide Prevention Services 6.0 (4.0-7.0) 6.0 (4.25-7.0) 6.0 (4.0-7.0) 6.0 (5.0-6.75) 6.0 (5.0-7.0) 7.0 (6.0-7.0)
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Appendix 4: Poster at Health Care Futures (Glasgow) & Pharmacy in
Practice (Edinburgh)

Pharmacy Research

Building the evidence base for
commun_lty pharmacy
depI"ESSIOH services

Natalie Weir*, David Kernaghan*, Hisham Alshammari*,
Margaret Watson*, Gazala Akram*, Margaret Maxwell, Judith Pratt*

*“Swrathdiyde Instiute of Phammacy and Biomedical Science. University of Stmathclyde ~Murzing, &

The goal of this study v » build the evidence base for depre
pharmacy setting. Different types of entified from a

(including those with lived experience ol ressian, carers, and various health care professionals) for them to prioritise

Systematic Review eDelphi Consensus
The review identified five types of community pharmacy 59 stakeholders from across the UK participated in a 2-part
i n: education/advice (n=15)

new ideas
A fotal of 4

3, prv

barmiers including stigm

Educational / Advice Services Treatment Adherence Services
. Services providing advics, counselling, Services which solely explore patient
':: ar coaching to patients regarding their adherence with their anti-depressant

depression treatment and provision of suppart,

Signposting & Referral Services Suicide Prevention Services

Services that direct patients to other This imvolves training pharmacy staff to

live: services incl nerable individuals and

cammunity or ather health care services.

BTSN SUPPOrT.

Next Steps

The immediate next steps are Exploratory study of o take the results of A guantitative

o furth_er explore the idea of patients' perceived y 1 further and study to quantify

depression treatment e — .: commiunity prevalence of

adherence serv ) - iobe’ marman e . _
facilitators of a pharmacdists’ perceived antidepressant

qualitative studies will explore N
possil JI:)n.'1|"|'|'er-; and community o barriers adherence and

facilitators to further develop = pharmacy-led = and facilitators of predictors of
the service, and a third study depression treatment "O 2 community non-adherence
will quantify the extent of adherence service in =) phamacy-led in Scotiand

non-adherence yiland

- e b
offering baseline data. ) Scotland ) gepres ntr»:uja’n»:nt

in Scotiand

s o Wiirstal Hadlth Phitriey (CHHP_PRLUK -200-3 -WW).
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Appendix 5: Report from Dissemination Event

Pharmacy Depression Services — Key Project Findings and Next Stages
Mon 1% July, MS Teams Webinar

Event hosts: Natalie Weir, David Kernaghan, Gazala Akram, Judith Pratt

Discussions Notes

Discussion 1 — Community Pharmacy Depression Treatment
Adherence Service (10 mins + 5 mins feedback)

Participants

ROOM 2

Natalie - facilitator
Gazala - facilitator
Paulami

4 participamts

ROOM 1

David - facilitator
Judith - facilitator
5 participants

General discussion re:

How could this
be a success?

General perceptions

e s this a good The service was generally considered as good, useful and helpful, if it can be
idea? put into practice. It was considered sensible, logical, and straightforward. In an
e What could ideal world they all should be implemented as long as there are enough teams
the service be | to provide the services and enough support for training staff
called?

Overly paternalistic?
One participant reported that the “Adherence service” may feel like “big

e What are the brother is watching you, and that some people may be uncomfortable with this
challenges we | idea. There was general consensus that he patient needs to be at the centre,
need to and the service was optional and additional to other services, it should not be
consider? replacing care elsewhere.

e Anything else
that could be Facilitators
done? e It was commented that it may be simpler if it can be added onto an

existing service provided by pharmacies rather than introducing it as a
new standalone service.

o A key facilitator commented upon was the need for good
communication between the GP and pharmacy, and historically there
is poor communication between these settings. Should the GP be
informed of non-adherence? This was suggested by a participants.

e There was general agreement that this service should be implemented
with training, funding, and resources.

e The whole pharmacy team should be involved given the busy-ness of
the community pharmacy staff.

Barriers
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e |t was reported that there were already a lot of expectations on
pharmacy teams. It was questioned much workload it is this going to
be, and will it impact other services? Might it dilute the focus and
resources from other services?

e |t was commented that everybody has access to a consultation room
in the UK but understanding of service delivery by individual teams and
supervisors can vary, especially if they have only 15 minutes to deliver.
It was acknowledged that there is difference of comprehension across
the UK, whether it’s trained pharmacists or technicians, so this may
not be as developed within the whole of the UK

e |t was commented that it could be difficult to find the “non-adherers”,
which may limit the service’s success.

e Another reported challenge related to the poor infrastructure of some
consultation rooms which lack privacy, or are primarily used as “store
cupboards”.

e The best place for a medicines compliance review was reported by a
participant to be the persons own home, but it was acknowledged this
was challenging for a community pharmacy.

Discussions Notes

Discussion 2 — Suicide Prevention Services — what would this look like? (10 mins + 5 mins feedback)

Participants ALL - full group session
General discussion re: Previous experience of suicide prevention training: generally positive
e  What could this look Two participants on the call had experience of the ASIST training or
like? other training for suicide prevention. It was reported that it makes staff
o How could this be a more informed and empathetic when they interact with patients. This
success? kind of training (from feedback the participants had received) was
e What are the really useful and makes staff think and be more conscious about
challenges we need to patient’s needs. The training was promoted by the NHS board as an
consider? optional additional training but was encouraged for as many staff as
e Anything else that possible. It was never part of a service or had any explicit funding
could be done? attached, but it was considered that pharmacy staff were willing to

complete it, especially amongst pharmacists who deem it important. It
was being available to Pharmacists’ teams, but completing the training
itself can be a process and considerations need to be made if this
training is right for all the team members. It was suggested that
different levels and scales of training would be required depending on
what is needed (front line vs pharmacist) would be better? It was
considered every team would be willing to have this, and it could be
taken alongside wellbeing and basic training.

Is a “service” actually possible? Need to consider what is actually
feasible

In general, the suicide prevention area was not considered to be a
“service”, as the intervention was towards the pharmacy staff and their
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training, rather than towards the patients / general public. It was also
suggested that a service would be considered a big responsibility
beyond the scope of community pharmacy practice, and would be
difficult to deliver and it was questioned if community pharmay staff
could actually prevent suicide. It is 1 thing to be aware of techniques
but it’s another thing to being committed to the service and preventing
a suicide attempt. It was reported that pharmacy staff would need to
be able to signpost and support patients, but it takes A LOT of time and
commitment and there was uncertainty if pharmacists and technicians
would have that time or commitment. It was reported that calling it a
service gives the impression that the 5-minute interaction is an actual
service, there is a big limit to what can be offered. It is better off not to
provide what can’t be delivered. Something is better than nothing, but
if pharmacies are offering this, they need to know what they will do
with that information.

Limited community pharmacy integration with mental health teams
A participant in the chat asked how community pharmacies collaborate
with GPs and other healthcare professionals to provide integrated care
for patients with depression, and there was general agreement that
this was very variable and depending on local relationships between
the settings, and that it was likely quite limited. It was considered that
there would be no means of communication between community
pharmacy staff and mental health services in the acute secondary care
sector.

Local community groups / third sector — scope for pharmacy to sign
post to

One participant worked with local community groups and charities,
who are keen to support people in socially deprived areas. An element
involved enabling people from these groups to go on 1 day long first
training on suicidal first aid (Organization names Grassroots based in
Brighton) 1 day training course. It was consdiered useful to have
awareness of this training and the chance to role paly and upskill
volunteers who could then signpost to other services. It was questioned
if a similar service run in Scotland? These were organisation which
could be useful for community pharmacy to signpost people to.

Role of pharmacy - their responsibilities if high risk patient identified
It was considered that communication between everyone concerned
was important such that “no one slips through net”. In terms of
detention under the mental health act and the criteria for it, its very
important, and it was reported that pharmacists could feel like they let
someone down if were knowledgeable about this (and where would
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community pharmacy the get help and support in that situation?). One
participant considered this to be a huge issue.

Training often pivots on asking questions about suicidal intent, but if
someone has a plan, an immediate plan (to end their life) it was
guestion what the pharmacy will do in response? They would need to
act quickly. They cannot just stand there behind the counter and not do
anything about it. Communication is needed with other doctors and
providers and the escalation process needs to be confirmed.
Signposting was considered to be only as good as the info you have
been provided. It was reported that there needs to be a clear
UK/national step by step approach for resources and when they are to
be used. This will be key to providing this service and ensure its up to
date and appropriate.

Patient-centredness important

It was acknowledged that although pharmacists will need to encourage
and pull patients through to be interested in such services and advice,
at its core it should be the personal decision of the patient if they want
to be involved or have such discussions. What if the patient says its
none of the pharmacist’s business? Patients should be able to opt out
of these services

In relation to patient centredness, it was reported that the pharmacy
team may have good knowledge of the patient and their problems, and
know them on a personal level. This can be very helpful and allow
patients to be more open and honest. Having nice staff and a place they
feel comfortable where it is friendly can really help. There was general

agreement that the pharmacy environment is important.

Discussions \ Notes
Discussion 3 — What Else? (10 mins + 5 mins feedback)
General feedback: Pharmacy increased access to services — counsellors, charities and

private services

A participant noted in the chat had noticed that many patients
struggled to access mental health services due to long wait times or lack
of resources. They asked what do you think can be the solution to that?
Suggestions in response related to access to a counsellor via the GP or
pharmacy through referral. The benefit of talking therapies was
reported on. There were concerns of having the discussions in the
pharmacy, for “the fear is if you open a box, you don’t know what you
are going to get”. It was asked of the group if referral to charities would
be useful, or out of scope? There was general agreement that access to
charity services, which were possibility perceived, was a good idea.

Referral to private services
It was asked of the group if referral to private therapy services would

be useful, or out of scope? O ne participant acknowledge the growing
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demand for private services and that for some this would be useful. It
was reported that there is a cohort of society that want instant sorting
of problems and success, this is shown by increases in private clinics
and innovative private services. It was suggested that by keeping
abreast of this, we could identify innovation and practices that could
benefit the NHS.

Peer support

The group were also asked about What people think of peer support
groups could work? (Both online and in person) options. It was
acknowledged as one option, and more options are often for the best
as everyone needs / differences have to be taken into account. Some
reported personal challenging trying to access peer support because its
so complicated logistically to organise. Some people may also have
concerns as talking to peers, what might they do with that information,
i.e. is it really confidential? Some people may also feel like they are
burdening someone. It was reported that it will often depend on the
person, some will like, some wont, but the more options the better.
Needs to be very tailored to the person, also need to flag that people
can say no and that’s okay

General busyness of community pharmacy

It was again reported on the everyday pharmacy being under pressure,
who are trying their best to survive and manage day to day. It was
guestioned how will they cope and what do they think of these services
themselves? Often the people who are busiest will be the hardest to
get involved.

Engagement

It was suggested that the results of this study should be sent around to
EVERY community pharmacy using the newsletter to garner their
feedback. One participant noted that they were surprised there is not
more users on the chat today, and suggested we need more user
groups to be involved. There was consideration of running another
dissemination event in September, and consideration as to how future
research methods can be more feasible for people to complete.
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Appendix 6: Social Media Dissemination Visuals

Building the evidence base for Educational / Advice Servi
C 0 m m U n.l ty p ha rm a cy Sen;:e'z:rolviodir:gaadvice, cotéiﬁngzrrilai::g to
d e p ress I o n Se rVI C e S patients regarding their depression treatment

Following a study invalving multiple .

Treatment Adherence Services
stakeholders from across the UK, we Services which solely explore patient compliance with their
identified four Community Pharmacy anti-clepressant and provision of support.
Depression services that were deemed

a High Priority. . . .
9 y Signposting & Referral Services

Service that direct patients to other supportive services

including charity. community or other health care services

Suicide Prevention Services
This involves training to pharmacy staff to recognise
vulnerable individuals and suicide prevention technigues

#ComPharmDepression2024

Universityof
@Strathclyde @ CMHP  Pharmacy Research UK
" Glasgow

@

. . . Universityof
Building the evidence base for Strathelyde @ CMHP  Pharmacy Research
= asgow

community pharmacy
LTSS RY-TQVTYY  #ComPharmDepression2024

"For new patients, there are many questions and concerns
after starting medication. It would be great to have a place,
such as a pharmacy, to provide a little extra support and
advice so they don't have to rely entirely on information from
the Internet, which can be unreliable”

Q Person with Lived Experience of Depression /
O

#CommunityPharmacyVoices
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community pharmacy
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‘| have seen or spoken to approx. 500 service users re: \
depression (since July 2020) where GPs refer to the MH
pharmacist and the service users are verbally grateful for the
advice provided which may lead to preventing non-adherence,
allow service users to make more informed decisions... reduce GP
time... and also improve overall patient care!

\ Specialist Mental Health Pharmacist Q

#CommunityPharmacyVoices

Building the evidence base for Strathclyde @ CMHP  Pharmacy Research
community pharmacy [
oI SISy MY=TQVTe=Xy  #ComPharmDepression2024

“Making sure people with depression get the right medicine
and support is super important in the UK. It's like having
regular check-ups to see how well the medicine is working
and if any changes are needed. This helps keep everyone
safe and makes sure the treatment is doing its job!

Q Carer & Person with Lived Experience of Depression/
O

#CommunityPharmacyVoices
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commun]ty pharn)acy
depression services

We invite all stakeholders to attend our event

celebrating the completion of the first phase of our
study to build the evidence base for community
ression services, and to share key

pharmacy
findings with you and discuss next stages.
People with lived experience of depression
Health Care Professionals

Carers of those with Depression

Policy Makers

Charity / third sector representative

O 0O O O O

#ComPharmDepression2024

i | Universityof
5@; Strathclyde (’ CMHP  Pharmacy Research
" Glasgow >

Invitation

ONLINE EVENT: Mon 1t of July 2-4pm
OR
IN PERSON EVENT: Wed 3" of July 2-4pm

D

her
University of Strathclyde
Hamnett Wing, 161 Cathedral Street
Glasgow, G4 ORE

=

Please complete this form or scan [|] 1=
the QR code: ;

{ttps://tinyurl.com/y6997v55 [x]
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