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Abstract

Background: Adults with long-term health conditions (LTCs) are more likely to experience depressive symptoms
which can worsen health outcomes and quality of life, and increase healthcare costs. Subthreshold depression may
go undetected and/or untreated.

The Community Pharmacies Mood Intervention Study (CHEMIST) explored whether community pharmacies rep-
resent a suitable setting to offer brief psychological support to people with LTCs and comorbid subthreshold
depression.

Methods: A feasibility intervention study with a nested mixed methods evaluation was employed. Adults with sub-
threshold depression and a minimum of one LTC were recruited from community pharmacies/local general practices
and offered a brief psychological support intervention (‘Enhanced Support Intervention’ (ESI)), based on behavioural
activation within a Collaborative Care framework. The intervention included up to six sessions supported by phar-
macy staff (‘ESI facilitators’) trained to deliver the ESI within the community pharmacy setting.

Recruitment, retention rates and engagement with the ESI were assessed. Semi-structured, one-to-one interviews
with pharmacy staff and study participants, and a focus group with pharmacy staff, explored experiences and accept-
ability of the study and the ESI. Themes were mapped onto constructs of the Theoretical Framework of Acceptability.
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Results: Recruitment of ESI participants was challenging and slower than anticipated despite the varied methods of
recruitment employed; although, this was useful in identifying barriers and enabling factors for participation. Engaga-

Trial registration: ISRCTN11290592

ment with the ESI was good with n=17 (71%) recruited participants commencing the ESI. The ESI was found to be
acceptable to participants and ESI facilitators. Retention rate at 4 months was good n=20 (87.0%).

The main barriers to identifying potential participants for pharmacy staff were lack of time, resources and limited

experience in research. The ESI training and support manual were acceptable to ESI facilitators. The ESI and support-
ing patient workbook were acceptable to people with LTCs and subthreshold depression.

Conclusions: Community pharmacies were viewed as an acceptable setting in which to deliver preventative brief
psychological support to people with LTCs at risk of depression.

This feasibility study provided important data to inform the design of a pilot randomised controlled trial in this setting
and highlighted important considerations for future pharmacy-based research.

Keywords: Community pharmacies, Public health, Long-term conditions, Subthreshold depression, Multi-morbidity,
Psychological intervention, Mental wellbeing, Behavioural activation, Feasibility study, Mixed methods

Key messages regarding feasibility

+ Prior to this feasibility study, it was not known
whether community pharmacies are a suitable setting
to offer brief psychological support to people with
LTCs and comorbid subthreshold depression, and
whether such an intervention would be acceptable to
pharmacy staff and this patient group. The barriers
and facilitators to recruitment were unknown.

+ The research team considers that the community
pharmacy could be an ideal setting to deliver a psy-
chosocial intervention to older adults, particularly in
deprived areas, with subthreshold depression, reducing
the stigma associated with low mood in older adults.
Our feasibility intervention study with a nested mixed
methods evaluation showed that the intervention was
acceptable to our study participants. We demonstrated
however that there were several barriers to recruitment
which would need to be overcome in a full trial and in
future implementation of this intervention.

o Study processes need streamlining to facilitate
embedding the study within the community phar-
macy setting. A variety of recruitment strategies are
also required with a need to extend beyond phar-
macy-based recruitment approaches, and should
include a wider collaboration with general practi-
tioners (to undertake searches of practice lists) and
the wider community and support services.

Background

Up to 30% of the UK population have long-term physi-
cal health conditions (e.g. heart disease, diabetes, arthri-
tis), which accounts for 70% of the National Health

Service (NHS) expenditure [1]. Depression is two to
three times more prevalent in people with long-term
conditions (LTCs), compared with the general popula-
tion, and accounts for 4.3% of the global disease burden,
causing 63 million disability adjusted life years annually
[2, 3]. Depression alongside LTCs can worsen health
outcomes and quality of life, reduce the ability to self-
manage and double healthcare costs [2]. Subthreshold
depression, defined as depressive symptoms which fall
below criteria for a diagnosis of major depression [4],
is highly prevalent, impacts on functioning and qual-
ity of life, and is a major risk factor for progression to
major depression [5]. Subthreshold depression can be
identified by a positive screen on the Whooley depres-
sion questions [6], but not meeting the threshold for a
depressive illness. People with comorbid subthreshold
depression and LTCs are more likely to live in more
deprived areas, contributing significantly to health ine-
qualities [7].

For many people with subthreshold depression along-
side long-term physical health conditions, symptoms
may go undetected and untreated. Primary care and
mental health services struggle to meet the demands of
depression, with over 80% of ‘below threshold’ conditions
remaining untreated [8]. Recent research suggests that
psychological interventions can reduce depressive symp-
toms in people with subthreshold depression and reduce
the incidence of major depression [9], but they are not
commonly available. To overcome this challenge, there
is a need to place less focus on traditional health service
providers and more emphasis on viewing subthreshold
depression as a public health priority requiring new man-
agement approaches.

Community pharmacies have been identified as an eas-
ily accessible and cost-effective platform for delivering
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health care and public health services worldwide [10].
They are an integral part of NHS primary care services
and offer people a link to local health and social care [11,
12]. Community pharmacies already play an active role
in health promotion and are well placed to offer oppor-
tunistic support to people with a range of health prob-
lems, including subthreshold depression. Moreover,
people with LTCs have regular contact with their phar-
macy, which might provide an opportunity to reach out
to people experiencing subthreshold depression who
may otherwise not have access to support. Community
pharmacies also have a strong presence in poorer com-
munities, and potentially offer a less stigmatising place
to identify and offer support for mood problems [13, 14].
Given that 89% of people live within a 20-min walk of a
community pharmacy, this may represent a convenient
and plausible public health setting to offer people brief
psychological interventions [14].

A large UK-based randomised controlled trial (RCT)
conducted with people over 65 years (the CASPER trial)
with subthreshold depression (most with at least one
LTC), found that a collaborative care (CC) intervention
was effective and acceptable to older adults [15]. The
CC intervention included behavioural activation (BA),
which focuses on activity scheduling to encourage peo-
ple to resume activities that they may have previously
enjoyed but are currently avoiding, or develop new activi-
ties that take into account life changes (such as physical
health problems or bereavement). In the CASPER trial,
the intervention was supported by structured phone or
face-to-face sessions delivered by a non-medical special-
ist (a case manager), regular use of a mood measurement
questionnaire, and liaison with the General Practitioner
(GP) involved in the care of the patient, if needed [15].
The CASPER intervention was shown to reduce depres-
sive symptoms at the 4th- and 12th-month follow-ups,
and nearly halved progression to major depression, com-
pared with usual primary care [15].

BA delivered by Practice Nurses, who already provide
ongoing monitoring and support to people with LTCs,
is a promising approach [16, 17]. There is emerging evi-
dence of the feasibility of delivering BA by nonspecialist
mental health professionals [18, 19], and practitioners
outside the NHS [20]. The content of a BA intervention
for subthreshold depression shares much with other
public health interventions, such as smoking cessation
or weight management (e.g. goal setting, facilitated self-
help and diary keeping) already delivered as part of the
Healthy Living Pharmacy programme in community
pharmacies [21]. Therefore, a BA intervention, targeted
at people with subthreshold depression, may also lend
itself for delivery by pharmacy staff trained to implement
public health behavioural change programmes.
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The Community pHarmaciEs Mood Intervention
STudy (CHEMIST) adapted an existing BA interven-
tion [15] for people with subthreshold depression
delivered within a CC framework [16]. It aimed to deter-
mine whether this psychological intervention (termed
‘Enhanced Support Intervention’ (ESI)) could be deliv-
ered by suitably trained community pharmacy staff (ESI
facilitators) to adults with subthreshold depression and
LTCs. We report a mixed methods evaluation of the fea-
sibility of conducting CHEMIST. The quantitative evalu-
ation reports the feasibility of recruitment, engagement
with the ESI and retention rate. The qualitative evaluation
explored the experiences of the ESI with ESI facilitators
and participants offered the ESI within the community
pharmacy setting. This feasibility study enabled refine-
ment of the ESI and study procedures in advance of a
pilot RCT [22].

Methods

Design

A feasibility intervention study with a nested mixed
methods evaluation.

Population

Adults (aged 18 years or over) with a minimum of one
LTC (arthritis, cancer, cardiovascular conditions, dia-
betes, respiratory conditions, stroke, progressive condi-
tions such as Parkinson’s disease) and comorbid current
subthreshold depression (determined by two to four
symptoms of depression (score of 2—-4) on the major
depressive module of the Mini International Neuropsy-
chiatric Interview (MINI) [23]). People who were drug or
alcohol dependant, or with active suicidal ideation, a cog-
nitive impairment, bipolar disorder/psychosis/psychotic
symptoms or who were currently receiving psychological
therapy were excluded.

Intervention

All eligible participants were offered the ESI, and no
care was withheld. The ESI was a modified form of a
CC/BA intervention for subthreshold depression vali-
dated in previous studies in UK primary care [16].
Community pharmacy staff with roles such as phar-
macy managers, dispensers, healthy living advisors and
counter assistants with experience in health promo-
tion programmes were recruited and trained to deliver
the ESI. The training involved attending a two-day
ESI facilitator workshop—workshops included com-
munity pharmacy staff from across recruiting phar-
macies and were held mainly off-site. The workshop
trainers were experienced in BA/CC and had a variety
of backgrounds including clinical psychology, psycho-
logical services and health care services. Following the
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training, ESI facilitators were required to complete and
pass a telephone-based competency assessment before
delivering the ESI. The ESI was supported by an ESI
facilitator manual.

The ESI included up to six sessions, delivered either
face-to-face or over the telephone, over a maximum
4-month period. The first session was intended to last
up to an hour with subsequent sessions lasting up to 30
min. The ESI involved BA using facilitated self-help, goal-
orientated activity scheduling, with a focus on identifying
aspects of the participant’s life that were having a detri-
mental impact on psychologically healthy activities, and
scheduling activities to become and stay well. A patient
workbook was provided and intended to be used during
and between sessions.

Recruited participants (‘ESI participants’) were pro-
actively followed up by their ESI facilitator who moni-
tored their depressive symptoms at each session and
signposted them to other services (for example their
GP or local community resources) where necessary.
ESI facilitators were supervised on a session-by-ses-
sion basis by a clinical supervisor, who was a member
of the research team. In the supervision sessions, any
questions that arose relating to the intervention were
discussed. The supervisor worked collaboratively with
the ESI facilitator to problem solve any difficulties and
share learning from the intervention both within and
across similar trials. The supervisor checked that the
intervention was being adhered to and that, within
session measures and risk monitoring had been con-
ducted at every session. ESI facilitators could contact
the supervisor between scheduled supervision sessions,
if they needed to.

We considered that an ESI participant had ‘completed’
the intervention if they had participated in at least two
sessions, and this was deemed appropriate for the par-
ticipant circumstances through discussion with their ESI
facilitator and the clinical supervisor. We considered an
ESI participant to have ‘dropped out’ if they completed
only one session.

Recruitment

Recruitment of participants to the feasibility study

Potential participants were identified from community
pharmacies in the northeast of England. Community
pharmacies were identified and recruited via discussions
with our pharmacy stakeholders (including pharmacy co-
applicants) and via local pharmacy/research networks.
The aim was to recruit between 20 and 30 participants
using a variety of recruitment methods, which were
refined and/or implemented as the feasibility study pro-
gressed based on ongoing feedback from recruiting com-
munity pharmacies.
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Pharmacy-based recruitment

o In-person approach by pharmacy staff: Eligible peo-
ple visiting the pharmacy were invited to receive a
study information pack to take away and read.

« Home delivery: Eligible customers who receive their
prescriptions via home delivery services were pro-
vided with a study information pack with their pre-
scription.

o Pharmacy system search: Pharmacies identified eligi-
ble customers via the pharmacy patient medication
record systems, and they were posted a study infor-
mation pack.

+ Posters: Study posters were displayed in recruiting
community pharmacies, and customers were encour-
aged to contact the study team directly or speak to
the pharmacy staft for more information.

GP-based recruitment

o GP database search: Research-active GP practices
located near to participating community pharma-
cies conducted searches to identify eligible patients.
Study information packs were then posted out via the
GP practice.

The study information pack included an invitation let-
ter, participant information sheet, consent form, back-
ground information sheet and a prepaid return enve-
lope. Interested customers/patients were asked to return
the consent form and background information sheet to
the research team. On receipt of a completed consent
form, the participant was contacted by a member of the
research team and a telephone diagnostic interview to
determine study eligibility was conducted.

Recruitment of participants to the qualitative study
Participants were asked for consent to participate in a
qualitative interview as part of the original study consent.
ESI participants were approached for an interview fol-
lowing completion of the ESI. Those participants who did
not commence the ESI were also approached to take part.
ESI participant interviews were conducted at their home,
at their community pharmacy or over the telephone
(dependent upon ESI participant preference).

ESI facilitators who completed the ESI training work-
shop received a study information pack in the post
inviting them to take part in the qualitative study. This
included an invitation letter, participant information
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sheet, consent form and a prepaid return envelope.
Interested ESI facilitators were asked to complete and
return the consent form directly to the research team.
This process was conducted independent of the phar-
macy to ensure study invitation/involvement was free
from coercion from employers and/or co-workers.
Those ESI facilitators who returned a consent form
were invited to an initial interview to explore their
experiences and views of the training immediately fol-
lowing the ESI workshop. These ESI facilitators were
also invited to participate in a second later interview
to explore their experiences of delivering the ESI once
they had delivered this to a minimum of one ESI par-
ticipant. Other ESI facilitators were interviewed after
they had delivered the intervention to a minimum of
one ESI participant. Interviews with ESI facilitators
were conducted in a private room at the community
pharmacy or over the telephone (dependent upon their
preference).

In-depth semi-structured interviews were conducted
with ESI participants and ESI facilitators. Existing litera-
ture was used to develop interview topic guides, which
were amended following each interview and as analysis
progressed.

A focus group was also held with community phar-
macy staff to explore their experiences of the study
including recruitment, delivery of the ESI, and the study
procedures. All pharmacy staff (including ESI facilita-
tors but also the broader staff responsible for recruit-
ment) within each recruiting pharmacy received a study
information pack (including an invitation letter, par-
ticipant information sheet, consent form and prepaid
envelope). Those pharmacy staff interested in attending
a focus group were asked to return the consent form to
the study team.

Data analysis

Quantitative analysis

ESI participants provided basic demographic infor-
mation at the point of consent. Eligible participants
completed questionnaires at baseline and 4 months post-
baseline. These included the PHQ-9 [24] (Patient Health
Questionnaire-9 for depressive symptoms), PHQ-15 [25]
(Patient Health Questionnaire-15 for somatic symptoms),
GAD-7 [26] (Generalized Anxiety Disorder-7 for anxiety
symptoms) and SF-12 [27] (Short Form Survery-12 for
quality of life). Quality and completeness of these ques-
tionnaires were explored to determine their acceptability
as outcome measures. As this was a feasibility study, no
formal statistical analyses were undertaken, and results
are thus presented descriptively.
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Qualitative analysis

The interviews and focus group were recorded using an
encrypted digital audio recorder and were professionally
transcribed verbatim. All data were analysed thematically
initially using constant comparison [28] followed by a
framework analysis [29] using the Theoretical Framework
of Acceptability (TFA) [30] to guide the analysis. A team
of researchers from different professional backgrounds
conducted the analysis, to increase the trustworthiness of
the analysis [31] with regular consensus meetings.

Results

Quantitative findings

We recruited eight community pharmacies in both rural
and urban settings in the north east of England.

A total of 24 ESI participants were recruited over a
9-month period between April and December 2017 (see
Fig. 1). Overall, 882 study information packs were dis-
tributed across the eight community pharmacies (168
face-to-face in pharmacy, 414 via home deliveries, 300 via
one pharmacy system search) and 200 information packs
were posted following one general practice database
search. A total of 71 people consented to be screened
(6.6%), and 28 were eligible to participate in the study
(39.4% of those who consented) with 24 (85.7% of those
who were eligible) agreeing to take part. The length of
recruitment activity across the eight community pharma-
cies varied from 2.7 to 7.2 months, with an average length
of 5.5 months. This gives an average recruitment rate of
0.55 participants per community pharmacy per month.
Figure 2 details the screening and recruitment for each
community pharmacy.

The most common reasons for study ineligibility were
scoring > 5 on the MINI indicating a major depressive
episode (n = 15), or scoring < 2 on the MINI indicating
no current depression (n = 15). Further details of reasons
for ineligibility can be found in Fig. 3, which also shows
the flow of participants through the feasibility study.

Participant characteristics

Baseline data for the 24 recruited ESI participants are
detailed in Table 1. There were no missing data with
respect to participant characteristics. The average par-
ticipant age was 66.8 years, ranging from 51.3 to 83.6
years. All participants classified themselves as of white
ethnicity. The majority of participants (58.3%) had not
continued with education after the minimum school
leaving age; however, six participants had a degree or
equivalent level qualification. A variety of health prob-
lems were self-reported, with the most common being
hypertension (n = 16).
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Recruitment Target

Participants Recruited

Expressions of Interest
Received

Participants Recruited (target 20-30)

Mar-17 Apr-17 May-17 Jun-17
Rec

Fig. 1 Recruitment activity by month
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Fig. 2 Number of people screened and recruited per pharmacy
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Follow-up

A total of 20 ESI participants completed and returned a
4-month follow-up questionnaire (87.0%); this included
five participants who did not commence the ESI ses-
sions. One participant withdrew from the study.

Standardised measures
ESI participant scores on the PHQ-9, GAD-7, PHQ-
15 and SF-12 (physical and mental components) are

reported in Table 2, both at baseline and 4-month
follow-up.

The level of completion for these measures was excel-
lent; 100% at baseline, and between 95 and 100% at
4-month follow-up. Although the sample is small, and,
as such, no formal comparisons can be made; there does
appear to be an observable trend that scores on out-
come measures reduce between baseline and 4-month
follow-up.
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Ineligible (n = 38)*:

- Mini<2,n=15
Mini 25, n=15
Currently receiving
psychological therapy,
n=3
No LTC, n=1
No longer interested,
n=5

*Multiple reasons for

exclusion may be given

Approached/invited (n=1082)

!

Approached for screening (n=71)

v

Excluded (n=9):

- Nolonger interested
(n=5)

- Uncontactable (n=4)

‘ Eligible (n=28) |

Declined to participate (n=4)

Included (n=24)

Withdrawn from study (n=1)

Intervention (n=23)
Withdrew from treatment before starting (n=6)
Started allocated treatment (n = 17):
- Received all 6 sessions (n=10)
- Received 5 sessions (n=4)
- Received 4 sessions (n=2)
- Received 3 sessions (n=1)

4 Months Follow-Up
Patient questionnaires not returned (n=3)
Patient questionnaire returned (n=20):
PHQ-9 completed (n=19)
- GAD-7 completed (n=19)
- PHQ-15 completed(n=20)

Fig. 3 Flow of participants through the study

Intervention delivery
Seventeen of the 24 ESI participants (70.8%) commenced
the ESI. Engagement with the ESI sessions is detailed in
Table 3.

All 17 participants who commenced the ESI completed
a minimum of two sessions. Ten of the seventeen com-
pleted all six sessions (58.8%). A total of 91 sessions were
conducted, of a possible 102, giving an average attend-
ance of 86.1% for those who started the ESL

Qualitative findings

Eleven ESI participants were interviewed, from across
five of the eight participating community pharma-
cies (Table 4). Nine ESI participants had completed
between four and six ESI sessions (seven participants
had completed all six ESI sessions) and two par-
ticipants did not start the ESI sessions. Interviews

with ESI participants explored their views on being
recruited into the study, study processes and their
experiences of receiving the ESL

Thirteen interviews were conducted with nine ESI
facilitators from across seven of the recruiting com-
munity pharmacies (Table 5). Four ESI facilitators
completed two interviews (the first on their experi-
ences following the ESI training workshop, the second
focused on their experience of delivering the ESI). Five
ESI facilitators completed a single interview on their
experiences of ESI training and delivery.

Five pharmacy staff participated in the focus group.

We report the following themes following applica-
tion of the TFA [30]: Intervention Coherence, Perceived
Effectiveness, Self-efficacy, Burden, Opportunity Costs
and Affective Attitudes. Data relating to the construct of
‘Ethicality’ were not present in the transcripts.
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Table 1 Baseline characteristics
Age, years
Mean (SD) 66.8 (9.8)
Median (min, max) 65.9(51.3,83.6)
Gender; N (%)
Male 6 (25.0)
Female 18 (75.0)
Smoking Status: N (%)
Non-smoker 12 (50.0)
Current smoker 4(16.7)
Ex-smoker 8(333)
On average, do you drink 3 or more units of alcohol each day? N (%)
Yes 1(42)
No 23(95.8)
Do not know 0(0.0)
Health problems: °N (%)
Diabetes 7(29.2)
Osteoporosis 2(83)
High blood pressure 16 (66.7)
Rheumatoid arthritis 3(12.5)
Osteoarthritis 9(37.5)
Stroke 5(20.8)
Cancer 2(83)
Respiratory conditions 7(29.2)
Eye conditions 3(12.5)
Heart disease 8(33.3)
Other 14 (58.3)
Did your education continue after the minimum school leaving age? N (%)
Yes 10 (41.7)
No 14 (58.3)
Do you have a degree or equivalent professional qualification? N (%)
Yes 6 (25.0)
No 18 (75.0)
Ethnicity: N (%)
White 24 (100.0)
Asian or Asian British 0(0.0)
Black or Black British 0(0.0)
Other ethnic group 0(0.0)
Number of children: N (%)
0 4(16.7)
1 7(29.2)
2 8(333)
3 5(20.8)
4y 0(0.0)
Marital status: N (%)
Single 1(42)
Divorced/separated 1(4.2)
Widowed 5(20.8)
Cohabiting 2(83)
Civil partnership 3(125)
Married 12 (50.0)

2 Multiple answers could be selected
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Table 2 PHQ-9, GAD-7, PHQ-15 and SF-12 scores at baseline and 4-month follow-up
Baseline (N = 24) Month 4
follow-up (N
=20)
PHQ-9 Depression (range 0-27)? N=24 N=19¢
Mean (SD) 135 (5.8) 99(6.1)
Median (min, max) 13(2,24) 9(3,20)
No depression 14.2) 5(26.3)
Mild depression 4(16.7) 7 (36.8)
Moderate depression 12 (50.0) 1(5.3)
Moderately severe depression 2(8.3) 5(26.3)
Severe depression 5(20.8) 1(5.3)
GAD-7 Anxiety (range 0-21)° N =24 N=19°
Mean (SD) 10.3 (5.0 6.5(4.6)
Median (min, max) 10(1,21) 6 (0, 16)
No anxiety 2(83) 7 (36.8)
Mild anxiety 9(37.5) 8(42.1)
Moderate anxiety 8(33.3) 2(105)
Severe anxiety 5(20.8) 2(10.5)
PHQ-15 Depression (range 0-30)® N=24 N=20
Mean (SD) 148 (4.7) 13.2 (4.5)
Median (min, max) 15 (4, 25) 14 (5, 23)
Minimal depression 14.2) 0(0.0)
Low depression 2(83) 4(20.0)
Medium depression 8(33.3) 7 (35.0)
High depression 13 (54.2) 9 (45.0)
SF-12 Physical Component (range 0-100)® N=24 N =20
Mean (SD) 30.9(84) 30.8 (84)
Median (min, max) 30.1(16.3,49.6) 320(17.2,464)
SF-12 Mental Component (range 0—100)'° N=24 N=20
Mean (SD) 357 (94) 41.1(10.7)

Median (min, max)

35.7(19.6,52.5) 409 (17.5,60.4)

2 Higher scores are worse, *higher scores are better, “not all responses were able to be scored

Table 3 Number of sessions attended by participants

Number of
participants

Total number of intervention session completed

6 10
5 4
4 2
3 1
2 0
1 0
Withdrew from intervention before start of intervention 7

Data are presented to support analysis and labelled by
identifier and number: P, ESI participant; ESI, ESI facili-
tator; Pharm, pharmacy staff (focus group).

Intervention coherence
This construct assesses the extent to which the ESI par-
ticipants understand the ESI and how it works.

The identification of mood problems and the provision
of subsequent support made sense to ESI participants
who received (‘patients’) and delivered (‘ESI facilitators’)
the ESI. All participants acknowledged the link between
physical and mental health and ill health:

Well it’s gotta be [linked] cos if you're getting up
every day feeling poorly it’s, you're not gonna be feel-
ing happy, are you, really? So obviously if you get
up, you're not well, you stop doing things, makes yer
pretty miserable, doesn’t it? (ESI2)

I do focus on the physical disabilities now as caus-
ing me great unhappiness and depression because 1
can’t see any improvement, I, I, and I couldn’t look
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Table 4 Participant demographics for qualitative interviews

Age, years
Mean 64.3 (7.7)
Median (min, max) 62.9 (53.1,79.8)
Gender: N (%)
Male 7 (63.6)
Female 4(36.3)
Health problems: N (%)
Diabetes 3(27.2)
High blood pressure 8(72.7)
Rheumatoid arthritis 2(18.1)
Osteoarthritis 3(27.2)
Stroke 2(18.1)
Cancer 1(0.9)
Respiratory conditions 4(29.2)
Eye conditions 1(0.9)
Heart disease 3(27.2)
Other 5(45.5)
Table 5 ESlfacilitator demographics
Gender: N (%)
Male 1(11.1)
Fermale 8(88.9)
Job role: N (%)
Accuracy checking technician 1T(11.1)
Counter assistant 2(222)
Dispenser 5(55.5)
11

Trainee dispenser

to any improvement, 1 just felt as if my life was over.
(P049)

The actual ESI seemed to make sense, with ESI par-
ticipants reflecting on the usefulness of the ESI patient
workbook, the structured nature of the ESI, and the
‘homework’ required of them:

Yes, it did. It was particularly in the workbook, it
mentioned things like can’t be bothered, not going
out, making excuses; and I thought yes, that, that,
that'’s me, but I thought it was just getting older and,
you know, not wanting to do things like that, so. That
wa, that was, that was very useful. (P018)

I thought, and 1, I, perfectly honest, it has done me
the world of good. It's been therapeutic, because
I was getting a regular call on a Wednesday, and I
would work to that call on the Wednesday, because
I was given a plan, I was given advice, keeping me
diary, for example, on how I felt from day to day,
planning to do tasks, even though they seemed insur-
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mountable at times... (P049)

The community pharmacy was seen as an appropriate
setting within which to deliver the ESI, with the location
seen as familiar and non-stigmatising:

We have a lotta people that come in and tend to, for
whatever reason, see it, us in a pharmacy, as some-
one as a, who they can talk to openly and honestly.
(ESI1)

ESI participants also reflected on the importance of
confidentiality, which appeared to give them confidence
to engage in the ESI, that it could produce a positive out-
come or ‘good result”

I know [the facilitator], I can speak to [her] and I
know it'll be confidential and it wouldn’t go any, any
further, it wouldn’t go any further with any of the
staff or anything like that, she would give me a good
result and I would give her a good result... (P022)

Perceived effectiveness

The TFA construct of ‘Perceived Effectiveness’ (PE)
describes the extent to which participants perceive that
the intervention will achieve its purpose [30]. A number
of aspects of the ESI were perceived as likely to achieve
their purpose, although some ESI participants disclosed
initial uncertainty about the initial assessment:

Yeah, I thought it was a bit (sighs) a bit strange at
first, and then when you read and understand what
everybody’s trying to say and get to and get your
answers from you, 1 think it, it's done in a very sensi-
tive way and I think it, it’s positive. (P014)

The materials were thought to achieve their purpose, in
particular, the patient workbook was well received by ESI
participants and also by ESI facilitators who described
working through them with the ESI participants:

We went through it together. So she was like asking
us the questions out the book that I already had,
you know, so went through together. So yes, it was all
right, I understood it, yeah. (P006)

I thought that was fine, I just, I thought it made
more sense once I got the self-help work book, eve-
rything, once I got that, I read this from begin-
ning to end. So I didn’t even, you know, I, once I
got this I thought oh so we’re gonna be doing this
and gonna be doing that; but that’s the person
I am. Some people might just do one stage as, at
a time, I read the whole thing to see what it was
gonna entail before; so I was well aware what I was
going into, and if there was something I didn’t like
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I would have said; but I thought oh this is all right,
seems all right to me. So, there you go. (P002)

Although some ESI participants described how they
did not continue with writing in the workbook.

I gave up filling the end part of the book up cos I
thought what activities do yer like to keep, help
yer keep well? There’s a lotta things that I could,
I could be doing more, but that’s gonna come in
time. I'm more worried about, I'm, was more inter-
ested in filling this chart [activity planner] to say,
right, this is what I did. (P002)

Self-efficacy

Self-efficacy refers to ‘the participant’s confidence that
they can perform the behaviour(s) required to partici-
pate in the intervention’ [30]. ESI facilitators expressed
mixed views about whether they had developed the
confidence to deliver the ESI following the ESI training.
They particularly expressed concerns about anxiety and
uncertainty around assessment of risk:

...OK. I think one of the questions I would, I would
find it quite awkward asking people where you had
to just say have you thought about killing yerself in
the last week; I think that might come across as, I
don’t know what the word is, a bit blunt. (laughs)
But yeah, apart from that... (ESI6)

Though ESI facilitators described how they gained
confidence with increasing experience of intervention
delivery:

I didn’t really find it difficult. I found, I did, at
first, at first, when I first started, I thought ask-
ing the questions, the risk questions I'd askd be
quite daunting and impersonal and whether they
would be quite negative, but when we’ve done it on
a regular basis I can see that there’s a need for it
and you can see, especially with one, with one of
them, even with the one that decided at four weeks
decided she didn’t want to go any further, it was
a noticeable difference in the scores that it had
improved, so at least there was some benefit. So
with regards to that, I think it was quite OK, to be
honest, I didn’t really have any problems with that.
(ESII 2nd interview)

ESI participants all described confidence in goal-set-
ting, keeping diaries and being monitored by their ESI
facilitator:

...in particular when we were talking about break-
ing activities down into smaller parts, because again
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me mobility has really restricted me with a lot of
things, and even a simple thing like making the bed
(laughs) you, you know, we used that as an ex, one,
one example, and it was a case of not making it and
changing the blankets all in one go and, you know,
so we did it sort of like, you know, with [names ESI
facilitator] help we, we broke that down into smaller
steps. (P046)

Not all ESI participants were confident that they could
continue to practice what they had learned during their
work with the ESI facilitators:

I think I try to now, yeah, I think on things a bit
more. Whereas before I would just sit, now I try to
get up and do something and I try to have a different
outlook on, on the way it was to the way it is now,
even though I've got the pressure of my wife it’s still,
it’s still a bit different than what it was. (P014)

Other ESI participants, however, described contin-
ued use of BA techniques learned, including monitoring
mood:

Having a mood chart but; I mean I've, I'm using me
own calendar and I'm putting me score; so I just
do, I just do morning and night, because morning
I'm usually, nine times out of ten, I'm very high in
a morning, because I like getting up, I'll get up early,
I do everything on a morning, so my mood’s quite
high, it's when I get, after work I'm tired. Obviously,
it lowers and things like that, and at the minute it’s,
it’'s on about a 5 when I come back from work, cos
when I come back from work I'm thinking about me
sister, so. But it’ll, it’ll be like that, and I'm not wor-
ried about that being low when it's been an 8 on the
morning, because you haven’t had time to think, you
know, things like that... (P002)

Burden

Burden refers to ‘the perceived amount of effort that is
required to participate in the intervention’ [30]. Both
ESI facilitators and ESI participants alluded to the bur-
den that participating in the study entailed. For example,
ESI facilitators described the challenge of discussing the
study with pharmacy customers, and specifically the dif-
ficulty of finding the words to describe the purpose of the
study and the description of ‘mood”:

Like my big problem was how to initially say to peo-
ple do you want to participate, cos I didn’t want to
say it's about low mood or sub-threshold depression,
1 just didn’t wanna mention those terms cos I just
knew people would be put off. So I was like I need
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some key words to throw in here (laughs) and she
said "Say it's a psychological wellbeing study”. And
as soon as she said that I was like, right, that’s much
easier (laughs) I approached a lot more people then,
yeah. (ESI4)

Additionally, pharmacy staff also discussed the burden

of the recruitment process:

..C0S we, weve over fourteen thousand items every
month, so we have a high patient turnover, so a lot of
the staff would only know a handful of patients each.
So we're not in a position to sit and, or know that that
patient might be eligible or things like that. So I think it
would be suitable in the future, but at this stage of the
trial, where they're still testing the things out, it doesn’t
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A bit, like you said, like it’s the, the, [Facilitator]
would have to go, shed want to sit and prepare before
somebody came in, to read the notes, to see where
she was at. I think the first person that came in took
about three-quarters of an hour and then, then there
was the phone call with [names clinical supervisor]
to then catch up; it just seemed to take a lotta time
and I know, obviously I, there was another three
Pharmacies in my group, one of them didn’t do it
because they do like seventeen thousand, like eight-
een thousand items, just don’t have time to do it, they
said they just don’t have time to get the staff to go
and give the packs out, never mind seeing people; and
it’s, it's unfortunately about money... (FG P5)

Descriptions of burden from ESI participants, however,
were seen infrequently; rather, the sessions with the ESI
facilitators were seen positively:

work particularly well for that area, but, and I think
that’s more to do with the socioeconomic of where that
pharmacy’s based, rather than anything else. (FG P3)
In fact when she said when it was the last one I was
quite disappointed really because it was becoming a
regular on the Wednesday morning, you know, about
an hour we would have talking together. (P049)

All ESI facilitators and pharmacy staff described some
difficulty fitting aspects of the study into their daily
routine:

it’s sort of fifteen/twenty minutes taken off my time

and I'm very needed on the shop floor. So, it means A minority of ESI participants described lack of moti-

vation impacting on their ability to complete the ESI:

that somebody has to drop down, and then I feel like
I've left two very capable dispensers having to cover
a shop floor with a queue full of people, which some-
times I do feel guilty about. (ESI1 2nd interview)

However, this ESI facilitator added:

But then when you think of the impact it’s gonna
have on the customers that we see, it's worthwhile
doing; regardless of how many staff we've got on
the counter, if we can help just one person it’s been
worthwhile. (ESII 2nd interview)

...but it was just the, just the, just the mood I was in,
I would say to [the Facilitator] "T'll come in tomor-
row". And then when the, the tomorrow come, I
thought oh 1, I really didn’t want to come, you know.
but I did, I mean I did do it all, I finished it; took a
bit of a while. But just, like I said, all depending; 1
mean today, the way my hand is, I, I found difficulty
driving, to tell you the truth, cos I had to drive with
them two fingers. So there is times where I've got to
push meself, otherwise I'm just in the house, you

know. But, but yeah, I, 1, I, I think it’s, like I say, I still
come, but it was a bit difficult sometimes not want-
ing to come, so. [PO06]

And the ESI facilitator was keen to stress the generalis-
ability of the training and skills learned in being part of
the study:

Yeah, and it’s expanded my knowledge, it’s made me
aware to, to look for what’s in our community, not
further afield, because people don’t want to travel,
but to see what’s openly available. So now I've got
a list of what’s openly available for people who are
overweight or struggling with anything and; men’s
football clubs for the over fifties, running clubs. I've
been looking at everything so that if anybody says to
me I need to do that, I've got a folder; and I would
never have done that if it hadn’t have done the
CHEMIST study. (ESI1 2nd interview)

Opportunity costs

The TFA domain of ‘Opportunity Costs’ describes if ben-
efits, profits or values need to be relinquished in order to
engage in the intervention [30]. Discussion of opportu-
nity costs was reported by ESI facilitators and pharmacy
staff in terms of the time cost on regular pharmacy work
due to the ESI facilitator delivering the ESI:

So I think it’s got a big impact on the pharmacy, if
you're working in a busy pharmacy, cos you're tak-
ing somebody away for a good thirty minutes and
then, which is a good hour, because then you have to
call (supervisor) and then you go through the session

Participants in the focus group shared their concerns
over the burden and impact of participating in the study:
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with (supervisor); so you're talking about, sometimes
that can be another fifteen/twenty minutes, depends.
So you're taking like a, a body out of the pharmacy;
so while that, while that’s getting done my work at
the back’s not getting done. (FG P1)

ESI participants did not feel that being involved in
the study had any impact on their day-to-day activities
(‘opportunity costs’), but one ESI participant acknowl-
edged the difficulty of fully participating in the study due
to a recent bereavement:

But I can only do; and obviously with just losing
me sister, everything’s gone a bit pear-shaped at the
minute, but I can only do so much and it, it, it is
what it is, but I will get there. (P002)

Affective attitudes

Affective Attitudes describes participants’ feelings about
the intervention [30]. That the ESI facilitators were
known to ESI participants appeared to be a key enabler of
their positive feelings towards participating in the study
and working with the ESI facilitator to complete the ESI:

...but knowing the pharmacy, this particular phar-
macy as I do, [ wasn’t surprised that they were inter-
ested in it. (P018)

...] think a big part of it is like how the staff are with
the patients, like you said you know your patients
very well... (FG P3)

Additionally, the personal qualities of the ESI facilita-
tors were deemed to be important in relationship-build-
ing and remaining with the ESI:

Oh great, absolutely great, great, because she’s [the
Facilitator] friendly, she’s approachable, you know
what I mean, so; and I mean that, that’s what you
need because it, it, some people can find it intimi-
dating. (P002)

No, no, I just, I really found [names ESI facilitator]
to be very helpful, very understanding; there was one
time, again it was me mobility, I couldn’t get to the
chemist, she was quite happy to change the appoint-
ment, you know, and, and she was just really, really
helpful. (P046)

The training was valued, not just to help in the deliv-
ery of the study, but to assist in routine work within the
pharmacy:

I found that [training] really interesting, and I
thought my role as the healthcare assistant, the
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counter assistant, I could put, put to good use, and
obviously with seeing the patients on a day to day
basis, I could utilise the skills that they were telling
us... (ESI1)

Discussion

Summary of findings

This study evaluated the feasibility and acceptability of
a brief psychological intervention for people with long-
term physical health conditions and comorbid sub-
threshold depression, delivered by trained pharmacy staff
within a community pharmacy setting.

Community pharmacies were interested in partici-
pating in the study, and supported the training of phar-
macy staff to become ESI facilitators. Recruitment of
participants to the feasibility study was challenging.
Recruitment methods were adapted and new strategies
implemented throughout the recruitment period, which
was extended beyond the original timeframe [22]. Com-
munity pharmacies played an active role in recruitment
discussions and offered alternative ways of recruiting
people to the study, such as providing study information
to those people receiving home-delivered prescriptions.
Engagement with the ESI was relatively good with 17 of
the 24 (70.8%) recruited participants commencing the
ESI. All 17 participants completed a minimum of two
sessions, with 10/17 participants completing all six ses-
sions. Retention at 4 months was high (83.3%) and com-
pletion of the outcome measures was excellent (100% at
baseline, 95 to 100% at the 4-month follow-up). This sug-
gests participants were engaged with the study and were
willing to complete study questionnaires.

The study and the ESI made sense to the ESI facilita-
tors, other pharmacy staff and ESI participants. The ESI
facilitators valued the ESI training, suggesting that it sup-
ported them to develop skills which would help in their
routine work within the pharmacy. People with LTCs
viewed pharmacy staff as appropriate personnel to talk
to about their mood, and to give advice about managing
mood, highlighting important personal qualities of the
ESI facilitator which made the ESI acceptable. The setting
was non-stigmatising and a venue that ESI participants
were comfortable with; the fact that the ESI facilitators
were often well-known to the ESI participants was a key
enabler.

However, there were opportunity costs to the phar-
macies which impeded recruitment and impacted on
the ability and availability of staff to deliver the ESI to
ESI participants. The burden of the recruitment pro-
cesses impacted on routine work within the pharmacy,
and limited the success of the range of study recruit-
ment strategies.
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Comparison with previous literature

Community pharmacies provide people with a link to
local health and social care and are a vital part of NHS
primary care services [11, 12]. They are accessible
and thus well placed to offer opportunistic support to
people with a range of health problems including sub-
threshold depression. In recent decades, the advance-
ment of the pharmacy profession has seen a movement
away from a traditional supply function towards more
clinically orientated activities [13, 21]. These have been
shown to be acceptable developments [32, 33], and a
systematic review suggested that patients and the pub-
lic would find extended services delivered by pharma-
cies to be acceptable [34]. There is evidence to support
the effectiveness of pharmacy-delivered interventions,
for example smoking cessation [35, 36]. Whilst no
previous studies report pharmacy staff being trained
to deliver a psychological intervention to people with
mood problems, there is evidence that non-mental
health professionals can deliver such psychological
interventions [19, 20, 37].

Strengths and limitations

A strength of this study was the novel-setting, commu-
nity pharmacies, to deliver a brief psychological interven-
tion to adults with LTCs and subthreshold depression.
Community pharmacies were interested in being
involved, were engaged with the study and supported
training of their staff. The ESI facilitators participated in
the ESI training and remained engaged in the study. All
reported that the skills learned would be useful in their
usual pharmacy work. The qualitative findings provided
a valuable learning opportunity and were important in
informing the next stage of this research (a pilot RCT).

A limitation of the study is the small sample size which
was limited to those of white ethnic origin, although it
does reflect the composition of participating commu-
nity pharmacies in the north east of England. Recruit-
ment was slow, despite the use of a range of recruitment
strategies, and additional pharmacies had to be recruited
to achieve recruitment figures within the original target
[22]. Pharmacy staff identified lack of time and experi-
ence of research as barriers to recruiting participants.

Implications

Learning from the feasibility study contributed to the
design of a pilot RCT [22]. This included refinement of
recruitment strategies (e.g. increasing opportunities for
pharmacy customers to receive the study information,
modification and simplification of recruitment materi-
als, and streamlining pharmacy staff recruitment paper-
work and training), refinement of the ESI training for ESI
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facilitators, and modifications of the patient workbook
and ESI facilitator support manual.

Conclusions

This feasibility study informed the design of a pilot RCT
[22]. Recruitment within the community pharmacy set-
ting was found to be difficult despite the varied methods
of recruitment employed, although qualitative findings
helped to identify barriers and enabling factors for par-
ticipation. Study processes need streamlining to facilitate
embedding the study within the community pharmacy
setting which in turn would reduce the burden on phar-
macies. A variety of recruitment strategies are also
required with a need to extend beyond pharmacy-based
recruitment approaches and should include wider collab-
oration with general practitioners (to undertake searches
of practice lists) and the wider community and support
services. Once recruited, participants engaged well with
the ESI and study in general.

Community pharmacies were viewed as an appropriate
and non-stigmatising setting in which to deliver preven-
tative brief psychological support to people with LTCs at
risk of depression. There were factors within the pharma-
cies which impeded recruitment, and impacted on the
ability and availability of staff to deliver the ESI to ESI
participants. The psychological intervention, delivered by
trained members of the pharmacy team, was acceptable
to people with long-term physical conditions and sub-
threshold depression.
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