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ABSTRACT

In Australia, mental illness accounts for nearly 30% of the burden of non-fatal disease. Nearly
half of all Australians aged between 16 and 85 years will experience a mental health disorder in
their lifetime. For people experiencing depression and anxiety, management is commonly
provided in primary care settings. Although the appropriate use of medication is an integral part
of effective management for these conditions, psychosocial issues such as stigma and
discrimination, and medication related issues such as side effects and delayed onset of beneficial
effects can result in medication being used sub-optimally. This can limit provision of care, and
consequently, delay recovery from mental illness. Strategies are therefore needed to improve the
medication management and subsequent health outcomes for Australian mental health
consumers. With an extensive network of practices across Australia, and as the primary
suppliers of medication to the public, community pharmacists and pharmacy support staff are
well placed to provide support to mental health consumers and their caregivers, subsequently
playing a greater role in mental health. However, preliminary studies indicate community
pharmacy staff lacked the skills and confidence required to be effective in a mental health care
role.

The development of a mental health educational package to support community pharmacy staff
and enable staff to provide care for mental health consumers and their caregivers was part of a
large longitudinal intervention project to improve the health outcomes for mental health
consumers through the provision of community pharmacy services. The studies presented
within this thesis were conducted alongside that project. This study aimed to i) identify the
mental health specific learning needs of Australian community pharmacy staff to facilitate the
development of a targeted educational package, and ii) assess the effectiveness of the
educational package in enhancing the knowledge and skills of community pharmacy staff in a
mental health care role. A mixture of methods was used to gather, analyse and interpret data
from key informants. In-depth interviews with mental health consumers and caregivers explored
their perspective of living with mental illness and sought to identify their specific needs,
expectations and experience of community pharmacy. Interviews were also conducted with key
stakeholders involved in providing care to mental health consumers to explore similar issues
from a health providers’ perspective. An online questionnaire was used to gather information
about the practice behaviour, mental health knowledge, attitudes, beliefs, confidence and skills
of community pharmacy staff. A questionnaire was also used to collect information from mental
health consumers and caregivers within 72 hours of their visit to a community pharmacy, to
learn about the behaviour of pharmacy staff when providing care, and to gauge consumers’ and
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caregivers’ level of satisfaction with the services that they received. Information and insights
gained from these studies were used to inform the development of a targeted online educational
package (training) for the current community pharmacy workforce to optimise their current
practice and prepare them for the future. The impact of training was assessed by i) comparing
pre- and post-training data collected from community pharmacy staff to identify changes in their
practice behaviour, attitudes, beliefs, confidence and skills, and ii) by comparing consumers’
and caregivers’ reported experiences and level of satisfaction at baseline with their follow-up
interviews post intervention. The research methods were specifically chosen to ensure that
participants’ perspectives were comprehensively measured and to allow triangulation of the data
to strengthen the validity of the findings. However, limitations are acknowledged. These include
bias arising from participants’ self-selection into the research, the instruments used, and the
environment in which the research was undertaken.

Significant changes were observed in the reported practice behaviour and across knowledge,
attitudes, beliefs, confidence and skills scales for community pharmacy staff after training. No
significant changes were reported by consumers and caregivers for the receipt of medication
information or level of satisfaction with the services they received from community pharmacy
after the intervention. However, consumers’ and caregivers’ observational accounts of changes
in the behaviour of staff and reflections of their own experience during the course of the study
strongly support the effectiveness of the educational package in narrowing of gaps between
consumer and caregiver needs and expectations, and the knowledge and skills of community
pharmacy in meeting these.

This study demonstrated that a targeted mental health educational package developed to support
Australian community pharmacy staff with their mental health practice needs was an effective
instrument for addressing existing practice challenges and in improving the provision of
community pharmacy services that could potentially improve outcomes for mental health
consumers and caregivers. There is room for improvement in the quality of practices, as well as
a possible transition towards a patient-centred approach to mental health care. Future research
should evaluate the long term impact of the educational package on the knowledge and skills of
community pharmacy staff in a mental health care role. Evaluation should incorporate the
perspectives of community pharmacy staff, mental health consumers and caregivers and key
health stakeholders. Research should also explore strategies for community pharmacy staff to
effectively engage with consumers and caregivers, thereby enhancing opportunities to utilise
their knowledge and skills in a mental health care role, and advancing their position as integral
members of the health care team.
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GLOSSARY OF TERMS
Caregiver / Carer

A person who provides care and support to someone living with mental
illness (e.g. family member, friend or paid caregiver).

Complementary or

Medical products and practices that are not part of standard care.

alternative

Standard care is what medical doctors, doctors of osteopathy, and

medicines

allied health professionals, such as nurses and physiotherapists practice
(1).

Community

A business providing professional services in accordance with the

pharmacy

Pharmacists Regulations Act 2001 (QLD), but does not include a
public sector hospital (2).

Community

An agreement between The Commonwealth of Australia and The

Pharmacy

Pharmacy Guild of Australia to remunerate community pharmacy for

Agreement

providing government subsidised medication and specific health
services through the Pharmaceutical Benefits Scheme (3).

Consumer

A person with a lived experience of mental illness.

Consumer Medicine

Brand-specific written information about the medication produced by

Information

the manufacturer that conforms with the provisions set out in the
Therapeutic Goods Regulations 1990, specifically targeted at patients
(4).

Home Medicines

A government subsidised, consumer focused service with the goal of

Review

maximising consumer benefits from their medication and preventing
medication related problems. In cooperation with the individual's
general practitioner, the pharmacist visits the individual at home,
reviews their medicine regimen, and provides the general practitioner
with a report. The general practitioner and consumer then agree on a
medicine management plan (5).

xvi

MedsCheck and

MedsCheck and Diabetes MedsCheck are structured pharmacy

Diabetes MedsCheck services, which take place in the pharmacy, involving face-to-face
consultations between the pharmacist and consumer aimed at
improving QUM and reducing adverse drug events for people using
multiple medication by helping to better understand and manage their
medication (6).

Medicare Locals

Regional organisations charged with planning and coordinating
improvements in primary health care for communities (7).

Medication

Patient-centred services provided by community pharmacy staff to

management

consumers and caregivers to optimise QUM (8)

Medication review

Comprehensive evaluation of a consumer’s medication regimen

services

undertaken by pharmacists to optimise QUM (8, 9)

Mental health

Knowledge and beliefs about mental health which aid their recognition,

literacy

management or prevention (10)

Mental Health-

A longitudingal intervention project to improve the outcomes of mental

Community

health consumers and caregivers through the provision of community

Pharmacy Project

pharmacy services. A key objective of the project is the development
of an educational package to support and enable community pharmacy
staff to provide medication-related support for mental health
consumers who experience depression and anxiety, and their
caregivers, living in communities across Australia (11).

Mental Health First
®

Aid

A standardised course designed to help adults provide emergency
support to others who may have developed a mental health illness or be
in the midst of a mental health crisis (12).

Mental illness

A group of medical conditions that can negatively affect how a person
thinks, feels and behaves (13).

Mystery shopper

Accredited QCPP assessor (14).

xvii

National Medicines

The National Medicines Policy (NMP) is a well established endorsed

Policy

framework

based

on

partnerships

between

Governments

-

Commonwealth, States and Territories - health educators, health
practitioners, and other healthcare providers and suppliers, the
medicines industry, healthcare consumers, and the media to bring
about better health outcomes for all Australians, through improved
accessibility to health care and wise use of medication (15).

Over The Counter

Over-the-counter medicines (OTC) are medicines that can be

Medicines

purchased from the pharmacy and other retail stores without a
prescription, and are not not complementary medicines (16).

Peak body

A representative organisation that provides information dissemination
services,

membership

support,

coordination,

advocacy

and

representation, and research and policy development for its members
and other interested parties (17)
Pharmacy Guild of

The national peak organisation representing community pharmacy

Australia

owners. As the national employers’ organisation The Guild is
responsible for negotiating terms of CPAs with the government. The
Guild also provides a range of accredited education and training
programs and management of pharmacy practice research initiatives
funded by the Australian Government under CPAs (18).

Pharmacy Only

Schedule 2 medicines as defined under Schedule 2 Medicines (19, 20)

Medicines
Pharmacy support

Pharmacy or dispensary assistants or technicians and other staff

staff

involved in retail aspects of pharmacy business (21).

Pharmaceutical

In partnership with the Australian Government, community pharmacies

Benefits Scheme

are remunerated to supply PBS medicines through the dispensing of
prescriptions and related health services to the public (22).
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Pharmaceutical

The Pharmaceutical Society of Australia, established in 1977, is the

Society of Australia

peak national professional pharmacy organisation representing
Australia’s pharmacists working in all sectors and across all locations
(23).

Pharmacist

A person licenced to practice pharmacy under an Australian State or
Territory Act (24).

Pharmacist Only

Schedule 3 medicines as defined under Schedule 3 Medicines (19, 20)

Medicines

Pharmacy Practice

Under the current CPA, $344 million has been allocated (over the life

Incentives

of the Agreement) to remunerate community pharmacies for providing
services targeted towards improving the health outcomes for people
living with chronic health conditions (25).

Prescription

Also referred to as Schedule 4 (S4) medicines, are substances that the

Medicines

use or supply of which must be by or on the order of persons permitted
by State or Territory legislation to prescribe, and should be available
from pharmacists pursuant of a prescription (19).

Primary Health

Refers to health care services that are provided outside hospital settings

Care

(26).

Quality Care

A quality assurance program based on best practice business model

Pharmacy Program

developed by the Guild in consultation with the PSA to raise the
standards of community pharmacy services provided to consumers
(27).

Quality Use of

The selection of appropriate medicines if a medicine is considered

Medicines

necessary, using medicines safely and effectively to get the best
possible results, and wise selection of management options (28).
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Reference Group

A Project Reference Group established to enhance collaboration and
obtain input from participants from professional, consumer and
caregiver perspectives involved in mental health and pharmacy practice
and Aboriginal and Torres Strait Islander people, and culturally and
linguistically diverse (CALD) stakeholders (29).

Medicines Schedule

A national classification system that controls how medicines and
poisons are made available to the public, according to the level of
regulatory control (20)

Schedule 2

Also known as Pharmacy Only Medicines, are substances which do not

medicines

require a prescription for supply, but are available only from a
pharmacy and can be self-selected for purchase (30)

Schedule 3

Also known as Pharmacist Only Medicines, are substances that is

medicines

available to the public but requires professional advice from a
pharmacist to ensure safe and effective use (19).

Side effect

Unwanted effect of medication (31).

Training

A targeted mental health educational package consisting of modules
designed to address the learning needs of community pharmacists and
support staff, voluntarily completed by staff enrolled to participate in
the Mental Health-Community Pharmacy Project (11).
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CHAPTER 1: INTRODUCTION

This thesis describes two studies to identify the mental health learning needs of Australian
community pharmacy staff for working with mental health consumers and caregivers, and to
assess the effectiveness of an educational intervention in enhancing the knowledge and skills of
community pharmacy staff in a mental health care role. This chapter presents the background to
the research and outlines the structure of the thesis.

1.1.

IMPACT OF MENTAL ILLNESS

Globally, mental illness is common and estimated to affect one person in four at some stage of
their life (32). The types of mental illness and their degree of severity is wide ranging and
includes anxiety-related disorders, schizophrenia, bipolar mood disorders, and depression (33).
Depression is a major contributor to the global burden of disease, in third place worldwide and
first place in middle to high-income countries (32). In Australia, mental illness form the largest
single cause of disability, accounting for nearly 30% of the burden of non-fatal disease (34-37).
The National Survey of Mental Health and Wellbeing revealed one in five Australians between
16 and 85 years had been affected by mental illness at some time during the previous 12
months. Anxiety-related disorders were the most common (14.4%), followed by mood disorders
(6.2%), such as depression (35, 38). Thus, mental illness can weigh heavily on the individual
person, their families and caregivers, and have far-reaching detrimental effects on society as a
whole (32, 39).

Over the past three decades the global promotion of deinstitutionalisation has shifted the
emphasis of mental health care management from hospitals and institutions to the community,
with the goal of avoidance of hospitalisation whenever possible (40). The past few decades have
also seen an increase in the availability of pharmacological agents to treat mental illness,
particularly newer classes of antidepressants with better safety and tolerability profiles (41).
Between 2011 and 2012, the Australian government spent $851 million subsidising
prescriptions for mental health medication under the national Pharmaceuticals Benefits Scheme,
representing a significant proportion of Australia’s health spending (42). This represents a
substantial investment made by the Australian Government to improve health outcomes and
quality of life for people with mental illness. However, research indicates that more than half of
Australians experiencing anxiety and depression are not diagnosed, and subsequently do not
receive the appropriate treatment and support to manage their symptoms and promote the
recovery process (43, 44).
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A large body of research has focused on understanding the complexity of issues relevant to
mental health management and identifying options that facilitate symptom management and
promote recovery (45-53). Evidence highlights that optimal treatment for people experiencing
these enduring conditions must focus on both symptom and functional recovery, and include a
range of pharmacological, psychosocial and psychological interventions (40, 51). However,
studies which have sought to gain a better understanding of public perceptions of mental health
illness, (54-63) have revealed that although the public’s ability to recognise mental illness in
general is good, stigmatising opinions about people experiencing mental illness are common.
These stigmatising views include the belief that some mental illness are self-inflicted, stress is
commonly endorsed as the cause, people with a mental illness are perceived as being hard to
talk to, and are likely to display violent behaviour (54-63). Furthermore, members of the public
have expressed a desire to maintain social distance from those with mental health problems (5456, 59-61, 63). In addition to social isolation, distress and workplace problems, several
researchers conclude that the public’s lack of accurate knowledge and negative attitudes and
beliefs contribute to the difficulties faced by people who live with mental illness (39, 54-56, 59,
61, 62). Stigmatising attitudes and beliefs are also found to exist amongst health professionals
and can negatively impact the way they provide care and services to consumers (56, 58, 59, 6467).

Research has also revealed that although the appropriate use of medication is an integral part of
effective management, adherence to treatment regimen is generally poor amongst this group of
consumers (53, 68, 69). Partial or non-adherence (i.e. not taking some or all medications as
prescribed) has been shown to result in a lack of symptom control or deterioration in health, or
lack of symptom improvement and subsequent delayed recovery (70-72), and to increase
financial costs for individuals and the health care system (53, 73). There is an urgent need for
strategies to address these issues and to support the needs of mental health consumers in order
to achieve better outcomes for this vulnerable group.

Australia has a network of over 5500 community pharmacies, staffed by trained professionals
(pharmacists) and their support staff to deliver health care services to the public (74, 75). As
medication experts, community pharmacists, with their support staff, are well positioned to
assist consumers, caregivers and other health professionals with the medication management of
mental illness, and in promoting the recovery process.
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1.2.

COMMUNITY PHARMACY IN AUSTRALIA

Governance

The Australian community pharmacy industry is governed by laws and regulations (functioning
at both national and jurisdictional levels) that shape the practice environment and professional
practice standards and guidelines which are intended to ensure the quality of services that are
provided (76). Of particular significance is the Federal Government’s National Medicines
Policy (NMP) which provides the framework intended to: 1) deliver the public with timely and
affordable access to medicines and health services (Pharmaceutical Benefits Scheme); 2)
optimise the quality use of medicines (Quality Use of Medicines (QUM) Policy); and 3)
maintain a responsible and viable medicines industry (8, 15). Community pharmacy plays a
significant role in the implementation of most of the NMP objectives, of which improving
outcomes for consumers who experience mental illness is a major area of focus (77).

To provide affordable and reliable access to medication and health services in a timely manner,
the Australian Government subsidises the cost of prescription medication via the PBS (78, 79).
The PBS has been part of the Australian health system since 1948 (78, 79), and community
pharmacies are remunerated to supply PBS medicines through the dispensing of prescriptions
and related health services such as dose administration aids (DAAs), supply of products in the
management of diabetes to the public. Consequently, community pharmacy is an integral
component of the Australian health care system. As the majority of prescriptions for mental
health medications are dispensed at community pharmacies (42) and a range of medication
management support services are available through community pharmacy, the opportunity for
community pharmacy to positively impact consumers’ health outcomes through the provision of
services that meet the specific needs of mental health consumers and caregivers is clearly
highlighted. Furthermore, the Australian Government’s QUM policy, intended to promote the
safe and quality use of medicines including prescription, over-the-counter and complementary
or alternative medications (28), is central to the community pharmacy practice environment and
directs the development of practice standards that need to be followed by pharmacists (80). The
current version of the Professional Practice Standards contains 18 codes that provide the
framework for pharmacists’ knowledge, skills and behaviour within their professional role. For
example, Standard 3 (Counselling) states The pharmacist works with the consumer to provide
tailored verbal and written information to ensure the consumer has sufficient knowledge and
understanding of their medicines and therapeutic devices to facilitate safe and effective use,
Standard 12 (Provision of Non-prescription Medicines and Medical Devices) states The
pharmacist is responsible for the safe and judicious provision of non-prescription medicines
and therapeutic devices appropriate to the needs of the consumer, and Standard 13 (Health
3

Promotion) states The pharmacist actively engages the individual consumer and the community
to promote health and wellbeing. Thus, information and advice provided by pharmacists (and
staff under supervision of pharmacists) regarding safe and proper use of medicines, lifestyle
modifications, and complementary and alternative therapies may also positively impact on the
health outcomes for consumers who are being treated with medication and / or purchasing overthe-counter medicines for the management of depression and anxiety.

In addition, the provision of community pharmacy services is largely driven by Community
Pharmacy Agreements (CPAs). CPAs are binding contracts between the pharmacy owners’
national peak body - The Pharmacy Guild of Australia (PGA) and the Australian Government.
These agreements, among other things, dictate the remuneration that pharmacy owners receive
for dispensing PBS medication and provide specified professional services for example,
medication reviews (8, 74). CPAs play an important role in shaping community pharmacy
practice as the terms of the agreements drive the development and introduction of new services.
Since the introduction of the first CPA in 1990, subsequent agreements have increased in scope
to provide for a broader range of professional pharmacy programs and services delivered by
community pharmacy staff, such as clinical interventions and staged supply of medications (74).
Each CPA is usually in place for five years; the Fifth CPA commenced on 1st July 2010 and will
end in 2015 (8). The broad aim of the Fifth CPA is to improve the health outcomes of
Australians by providing consumers with a more coordinated delivery of services across the
health care sector and improved standards of care from community pharmacy (8, 74). For
example, one initiative under the Fifth CPA is e-Health (electronic storage of medical
information) which enables the secure access and sharing of consumer health information
amongst healthcare providers (74). This allows for more informed decisions to be made by
health professionals and assists in coordinating the delivery of care to the consumer, thereby
optimising patient safety and promoting quality use of medicines. These initiatives may be
applied to optimising care for mental health consumers who experience mental illness such as
depression and anxiety though interprofessional collaborations.

A key component of the Fifth CPA is The Quality Care Pharmacy Program (QCPP) which is a
business focused quality assurance program, an industry imposed quality assurance measure to
ensure that Australian community pharmacies provide quality professional services and
customer care (27). Although QCPP was implemented as part of the Fourth CPA (81), new and
more rigorous requirements for accreditation have been introduced as part of the Fifth CPA (27,
74). These include the requirement for all community pharmacy support staff involved in the
supply of Schedule 2 (S2) medicines and who assist in the supply of Schedule 3 medicines (S3),
to undertake accreditation (82, 83). “Accreditation” involves the successful completion of the
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‘Support the supply of Pharmacy Medicines and Pharmacist Only Medicines’ module, where
Pharmacy Medicines are Scheduled 2 (S2) medicines and Pharmacist Only Medicines are
Scheduled 3 (S3) medicines (20). This forms part of certificate level qualification for pharmacy
support staff and is delivered by a registered training organisation, such as The PGA or The
Pharmaceutical Society of Australia (PSA) (82-84). In addition, staff must undertake a
minimum of three hours per year “refresher training ” from a list of modules as part of the
Community Pharmacy Training Package, a range of in-pharmacy training such as those
delivered by senior staff that focus on the supply of S2 or S3 medicines, or a range of QCPP
refresher training options developed and / or delivered by external providers such as those
developed by banner groups, conferences and workshops (27). Pharmacies must also undergo
random assessment visits from accredited QCPP assessors, as well as an external auditing
process every two years to ensure that standards are continuously upheld (27). More rigorous
reporting and record keeping obligations have also been introduced as part of the Fifth CPA
(27). Although accreditation is not compulsory, more than 90% of Australian community
pharmacies are now QCPP accredited (27). Thus, when accessing community pharmacy
services, mental health consumers and caregivers can expect to be provided with a level of care
that meets professional and industry standards.

Another key component of the Fifth CPA is the implementation of Pharmacy Practice Incentive
(PPI) activities, which remunerate community pharmacies for onsite provision of services. PPI
activities include pharmacists providing cognitive services (e.g. conducting in-pharmacy
medication reviews), supply of DAAs, recording of clinical interventions, providing staged
supply of medication and inter-professional collaboration, e.g. pharmacists working with other
health professionals and health care providers to co-ordinate and optimise care for consumers
(85). Furthermore, programs such as MedsCheck and Diabetes MedsCheck, to support
consumers living with chronic illnesses such as diabetes, cardiovascular disease, respiratory
diseases and mental illness with the medication management, took effect from 1st of July 2012
(6). Indeed, several community pharmacy services both existing and newly introduced, could be
utilised to improve the medication management and subsequent health outcomes for mental
health consumers and their caregivers living in the community. Under the Fifth CPA, only
QCPP accredited pharmacies are eligible for remuneration for undertaking PPI activities (27).
This unique partnership between private enterprise and the Australian Government has resulted
in community pharmacy being one of the most highly regulated business environments in
Australia. Subsequently, the provision of many community pharmacy services are aligned with
Government policies and governmental and professional policies set a stringent standard for the
quality of care being delivered.(74, 86). Australian community pharmacies therefore, present a
unique opportunity to improve the health outcomes for mental health consumers who are
5

experiencing high prevalent mental illness such as depression and anxiety, and their caregivers
through the provision of community pharmacy services that better meet their medication-related
needs.

Role and qualification of community pharmacy staff

Typically, Australian community pharmacies are staffed by trained professionals (pharmacists),
health care workers and other support personnel to deliver health care services to the public (74,
87). Internationally, pharmacy support staff may be referred to as pharmacy or dispensary
assistants or technicians, or other terminology may be used, but for the purposes of this study,
they are referred to as pharmacy support staff.

Pharmacists
The key role of a community pharmacist is to ensure the safe and effective use of medication
and to provide a range of primary health care services directly to consumers (74, 88, 89). This
may include the provision of cognitive services such as conducting medication reviews, disease
management (e.g. for chronic conditions such as diabetes and asthma), and lifestyle support
such as smoking cessation and weight loss programs (74). In recent years there has been a
dramatic increase in the number of pharmacy graduates entering the profession (90). With a
projected growth of 160% between 2007 and 2038 this number will be greater than for any
other health subsector entering the workforce (90, 91). Furthermore, approximately 80% of all
registered pharmacists are employed in a community pharmacy setting (92). Pharmacists
therefore, represent a significant proportion of Australia’s future health professionals who can
play an important role in improving accessibility to health care for consumers.

The majority of Australian pharmacists enter the profession via the completion of a 4-year
Bachelor of Pharmacy degree, or a 3-year Bachelor of Pharmaceutical Science and 1.5-year
Master of Pharmacy, or a 2-year Master of Pharmacy qualification from an accredited School of
Pharmacy (93, 94). During their training, pharmacy students undertake a mixture of university
based and experiential learning programs (88, 93, 94). Pharmacy degree curricula are guided by
a comprehensive set of competency standards which specify the level of pharmacotherapeutic
knowledge, numeracy, literacy and communication skills, as well as the attitudes conducive to
professional practice (88). Furthermore, Australian universities offering pharmacy degrees are
subject to a compulsory accreditation process intended to ensure the delivery of high quality
standard of education and training (88, 95). Experiential learning opportunities are embedded
within the curricula and aim to provide students with the opportunity to integrate their
knowledge of pharmaceutical sciences, therapeutics and pharmacy practice with practice (96,
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97). Recent changes in the structure of the competency standards have resulted in a greater
emphasis on pharmacists’ capability to deliver primary and preventative care services, to
promote the quality use of medication, and contribute to therapeutic decision making (88).

After qualifying with their degree, pharmacists are required to complete one year of workplace
training (pre-registration or internship period), under the supervision of an approved pharmacist
and to pass the required exams prior to registration and professional practice (76, 93, 98, 99).
Pharmacists are required to register with the Australian Health Practitioner Registration Agency
(AHPRA) to be able to practice, and they must comply with continuous professional
development requirements for annual re-registration purposes. The continuing assessment of
practice competencies and registration requirements are in place to ensure that pharmacists keep
up to date with all aspects of the profession such as pharmacotherapy (i.e. the use of medication
to treat diseases), and practice developments (98). The requirement for registered pharmacists to
undertake continuing professional development (CPD) as an assurance of practice competency
became mandatory from July 2010 (97, 100, 101). Developed by the Pharmacy Board of
Australia (PBA) under the Health Practitioner Regulation 2009, professional development
programs are intended to enhance pharmacists’ knowledge and competencies in performing
their current roles, and to meet the skills and knowledge requirements of possible future roles
(100). These quality control measures are in place to ensure a high standard of professional
practice and that pharmacists are accountable for their conduct, thus fostering and maintaining
public trust in the profession (76).

In addition to the competency standards as previously outlined, pharmacists are expected to
have specific competencies in the provision of mental health care that includes in depth
knowledge about medications used in the treatment of mental illness and understanding of the
legal, ethical, cultural, communication and sociological issues involved in the management of
this patient group (102). Pharmacists are therefore well suited to a role in supporting mental
health consumers, and caregivers, with the medication management and other primary health
care needs that promote management of, and recovery from, mental illness. However, while
mental health forms a major component of pharmacists’ qualifying degree curriculum and is
intended to align with their expected practice competency, there is a lack of standardised
curriculum among the various program providers (103). It is possible that content may vary
between training providers that may result in variability amongst graduates in terms of the
mental health knowledge that underpins their practice competency. A preliminary study was
undertaken to evaluate the content of Australian pharmacy qualifying programs to provide
insights about the education that underpins pharmacists’ mental health knowledge. The results
of this study are presented and discussed in Chapter 2.
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Pharmacy support staff
Pharmacy support staff represent approximately 70% of the community pharmacy workforce
(92). They play a vital role in the Australian community practice environment as they are
involved in most aspects of community pharmacy service activities including, but not limited to:
accepting prescriptions, providing health advice on minor health conditions and assistance with
the selection of non-prescription medication, and supporting the dispensing process (82).
Pharmacy support staff are often the first and last point of contact for consumers accessing
community pharmacy services. For mental health consumers and caregivers, positive interaction
with community support staff may be crucial in assisting them in the management of mental
illness.

Support staff education and training includes units of competency in knowledge, literacy and
numeracy as well as communication skills required to meet their practice needs across three
levels of qualifications (Certificate II, III and IV) (82, 104). The attainment of certificate
qualifications is through a combination of course work and on-the-job training (82-84, 105).
While there are no defined training / qualification prerequisites, there is a requirement for
candidates to be employed (part-time or full-time) in a community pharmacy to gain these
certificate level qualifications. However, at present, there are no mental health specific
competencies included in support staff qualification training, no legislative or employment
requirements for community pharmacy support staff to have obtained certificate level
qualifications, and support staff do not require formal registration (106, 107). Although a
limited number of national and international studies have explored the role of community
pharmacists in improving the health outcomes of mental health consumers, the role of
community pharmacy support staff to assist mental health consumers and caregivers has been
largely unexplored. Understanding their roles and identifying the gaps in their knowledge, skills
and practice behaviours are a key focus of the current research.

The changing community pharmacy practice environment
Changes to the funding of the PBS and implementation of the Government’s Primary Health
reform strategies have had significant effects on the community pharmacy practice environment
(74). These changes are in part a response to a rapidly growing and ageing population which has
resulted in an increase in the prevalence of age-related, and chronic diseases that place increased
burden on the health system (36, 108, 109). This is further exacerbated by proportionally less
tax paying workers to fund retirees (74, 104, 109). It is estimated that by 2036, one quarter of
the Australian population will be over the age of 65 years (109). Currently, while the over 65
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age group account for only 14% of the population, they account for 80% of the government’s
PBS costs (86). New government health policies have reflected the need for interventions to
address these issues (36, 109), and there is greater focus on improving access to health care and
prevention rather than treatment of chronic diseases (108, 110, 111). This also includes
improving access to after-hours medical care, building links with hospitals and other community
based services such as Aboriginal health, local councils, consumer support organisations and
primary mental health care. Initiatives as part of the Government’s Preventative Health Agenda
can be seen with the establishment of Medicare Locals, which are regional organisations
charged with planning and coordinating improvements in primary health care for their
communities (7).

The Australian Government has also identified that the growth in PBS expenditure was
unsustainable (112, 113), and reforms were initiated with the aim of achieving better value for
money (114). Reforms involved removing the practice of manufacturers discounting medication
prices to community pharmacies (112). The immediate impact of PBS reforms on community
pharmacy was the reduction of profits from dispensing prescriptions, resulting in a shift in focus
from dispensing related activities towards remuneration through new practice incentives (74,
104, 115). Whilst additional initiatives for pharmacy were introduced (such as payments for
dispensing generic medications), these have also added to the pressure experienced by
community pharmacy staff and owners that has resulted in a number of changes to the
community pharmacy environment (113). For example, generic substitution requires
pharmacists to spend more time explaining these changes to consumers and caregivers (113).
Furthermore, while the practice of generic substitution may help to improve medication access
for consumers through better pricing, the different medication names, packaging and appearance
may cause confusion, adversely affect patient safety and add a further barrier to medication
adherence (116, 117).

Under the current CPA, these services have been extended, and $344 million (over the 5-year
life of the Agreement) has been allocated to remunerate pharmacies for the provision of health
and medication management services to support consumers with chronic illnesses such as
diabetes, cardiovascular disease, respiratory diseases and mental illness (8). Several services
could be utilised to improve the medication management and subsequent health outcomes of
mental health consumers and their caregivers living in the community. These include those
services in place for many years, such as Home Medicines Review (HMR), provision of DAAs,
and inter-professional collaborations, as well as newer services such as in-pharmacy medication
reviews and clinical interventions (25).
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Changes resulting from PBS reforms, the Fifth CPA and extensions to the professional role of
pharmacists have subsequently impacted on the role of community pharmacy support staff (74,
104). With pharmacists now expected to spend more time with consumers in the provision of
professional services, and in response to the enhanced scope of community pharmacy
involvement in preventative health, support staff are required to undertake a broader role,
including providing product and health advice on diet, smoking cessation, sexual health, and
assist in screening activities such as blood glucose and blood pressure monitoring (74, 104).
Notably, initiatives referred to thus far have primarily involved the current or extension of the
role of pharmacists (8, 118). However, with the expansion of pharmacists’ scope of practice, the
role of support staff may also change, thus requiring new knowledge and skills. Furthermore, it
is possible that both pharmacists and support staff will need to develop and extend their
knowledge and skills to meet their changed practice needs.

In summary, community pharmacy staff are involved in health promotion, early intervention,
prevention, assessment and general management of consumers’ health and are often the first
point of contact for consumers accessing health services. The extensive network of community
pharmacies throughout Australia offer opportunities for improved access to primary care for
mental health consumers and their caregivers. The unique partnership between the Australian
Government and private enterprise has resulted in the provision of community pharmacy
services that align with the Government’s Health Agenda. Community pharmacy and
community pharmacy staff therefore represent resources that can be utilised to improve the
health outcomes for mental health consumers and their caregivers through the provision of
community pharmacy services.

The Community pharmacy practice landscape is constantly undergoing change that reflects the
ageing population profile and the need for health care to promote early intervention and
prevention of chronic diseases. Thus, as primary care providers the role of community
pharmacy and its staff are constantly expanding. As health professionals with expertise and
knowledge of medication management, the expanding scope of practice of pharmacists now,
more than ever before, include a range of cognitive services that promote the quality use of
medicines. While the role of community pharmacists to support consumers with heart disease,
respiratory disease and diabetes is well established, it is not the case for mental health. While
many community pharmacy services are directed towards improving health outcomes for people
with chronic health conditions including mental illness, there is a paucity of research to explore
consumers’ perspective of community pharmacy services, particularly with regards to their
specific medication needs, expectations and experience, and more limited are research to assess
the actual knowledge and skills of community pharmacy staff in providing community
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pharmacy services specifically for mental health consumers and caregivers. It is, therefore, not
surprising, that little is understood about the current and potential role of community pharmacy
to contribute to optimising outcomes for mental health consumers through the provision of
community pharmacy services. Thus, understanding the needs of mental health consumers and
caregivers and the perspective of key health stakeholders who are involved in providing care for
them will assist in highlighting the current and potential role of community pharmacy staff in
mental health and identify future opportunities for the profession in mental health care.

This research aims to contribute to the knowledge pool by providing (i) comprehensive
information about the specific needs of mental health consumers and caregivers and their
expectations and experience of community pharmacy, (ii) evidence of community pharmacy
service utilisation by mental health consumers and caregivers and their perceptions about the
skills of staff in rendering care, and (iii) comprehensive, evidence-based assessment of the
knowledge, attitudes and practices of community pharmacy staff in a mental health care role,
including a model to demonstrate relationships between staff characteristics and their
perceptions of barriers to their role in mental health care. Areas of deficiencies identified by the
research will be applied to the development of an educational package specifically targeting
those key areas learning needs. This research will also evaluate the impact of the educational
package on the knowledge, attitudes, skills and practices of community pharmacy from both the
perspective of staff who completed the training and from consumer and caregivers who
provided feedback about their experiences throughout the study duration. In addition, an
exploration of relationships between staff characteristics to identify predictors of increased
motivation and enhanced behavioural intention will be included in the assessment. This
information will contribute to the optimisation of the package for future application.

1.3.

STRUCTURE OF THE THESIS

This thesis is presented in nine chapters. This chapter explains the context of the research within
a larger project and identifies the general aims of each of the studies. This chapter also provides
an overview of the information covered in each chapter.

Chapter 2 presents the findings from targeted reviews of the literature and a preliminary study
involving the 18 accredited pharmacy degree program providers in Australia. The purpose to the
literature review was to build knowledge of the subject area, to identify gaps in the current
literature, and to provide rationale for the current research. The purpose of the preliminary study
was to gain insights into the mental health knowledge that underpins the practice competencies
of Australian pharmacy graduates. This chapter also provides an overview of patient-centred
care (119), a concept important to the delivery of health care, and an overview of the Theory of
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Planned Behaviour (120), a framework utilised for understanding health professional behaviour.
Gaps in the current knowledge pool in the area of the current and potential role of community
pharmacy in mental health in the Australian context, and the knowledge and skills of staff in a
mental health care role form the rationale for the current research. The key research questions
are identified and presented, and the contributions of the current research to pharmacy education
and to the role of community in mental health are highlighted.

Chapter 3 provides an overview of the study methods and describes the studies that comprise
the thesis. Details about the sampling and recruitment of research participants and ethical
approval for the research are also provided in this chapter.

The results of Studies 1a, 1b and 1c are presented and discussed in Chapters 4, 5 and 6. Studies
2a and 2b are presented and discussed in Chapters 7 and 8 respectively. Chapter 8 also presents
a summary of the key findings from studies that comprise the thesis. Each chapter begins with a
summary of the study’s aim(s) and method(s).

Chapter 9 summarises the thesis and discusses the implication of the key findings for
community pharmacy practice in Australia. The strengths and limitations of the methods used in
the research are reflected upon before drawing final conclusions. Implications for future
research are identified. A full reference list and supporting documents are appended.

The following chapter presents findings of the literature review and preliminary study to explore
the role and competency of community pharmacy in mental health, and outlines key concepts in
understanding consumers and caregivers’ perspective and the practice behaviour of community
pharmacy staff.
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CHAPTER 2: LITERATURE REVIEW

This chapter presents the findings from a review of the literature focused on exploring existing
work on 1) community pharmacy practice and service provision for mental health consumers
and caregivers and 2) identifying validated methods for assessing staff knowledge, skills and
attitudes about mental illness, treatment, and interactions with consumers and caregivers (21).
This chapter also presents the results of a preliminary study to evaluate the mental health
content of accredited pharmacy programs that underpins the mental health knowledge and
competency of Australian pharmacy graduates in a mental health care role (103). An overview
of the concept of patient-centred care (119) and the Theory of Planned Behaviour (120) are
provided to facilitate understanding of the framework used for understanding consumers and
caregivers interactions with, and their perceptions of community pharmacy and staff, and the
behaviour of staff when rendering care for mental health consumers and caregivers.

2.1.

THE IMPACT OF COMMUNITY PHARMACY ON CONSUMERS’ HEALTH
OUTCOMES

There is a large body of evidence to support the overall positive impact that pharmacist
interventions can have on consumer and health care outcomes (74, 121-133). Specifically within
the community pharmacy setting, consumer groups who have been shown to benefit include
people with chronic conditions such as cardiovascular disease, asthma, diabetes mellitus, as well
as consumers with other physical conditions (74, 123, 124, 126, 127, 132, 133). Pharmacists
have also been involved in the monitoring of anticoagulation therapy, in supporting consumers
with smoking cessation, and in other primary health care issues (74). One systematic review of
pharmacists’ role in mental health (134) identified that pharmacists were involved in several
aspects of mental health medication management including making treatment recommendations,
providing education to consumers and prescribers, and as providers with prescriptive authority.
These interventions were delivered by clinical pharmacists rather than community pharmacists.
Bell, McLachlan, Aslani, Whitehead and Chen (2005) conducted a systematic review of the
impact of community-based services delivered by pharmacists and identified four studies
showing that pharmacist medication reviews may reduce the number of potentially
inappropriate mental health medications prescribed to older persons. The review also identified
three studies showing that adherence in those commencing antidepressants, could be improved
by pharmacists providing medication counselling and treatment monitoring (133). Both of these
reviews identified a small number of studies which were limited by sample size and study
design issues.
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A recent New Zealand study investigating the community pharmacist’s role in meeting
medicine-related needs for people with mental illness found that pharmacists need to increase
consumer focused services, such as medication management (e.g. compliance packaging, home
delivery) and medicine counselling services that are provided in a proactive and individualised
manner (135). These services need to be extended to include the consumer’s family whenever it
was appropriate. Participants in this study identified as very important; i) the building of
effective relationships through adopting a nonjudgmental and culturally sensitive manner, ii)
respecting consumer privacy, ii) spending more time with consumers, and iv) using varied
communication techniques. However, it is important to note that the study explored only the
perspective of pharmacists and did not include mental health consumers. Furthermore,
participants were selected on the basis of their strong interest in mental health or their current
involvement in dispensing clozapine and the study had only a total of 10 participants. These
factors may bias the result towards the identification of greater medication management support
such as dose administration aids and may therefore lack generalisability. Australian studies have
also shown community pharmacist interventions to have a positive impact on mental health
consumer outcomes (53, 136, 137). An investigation of the potential role of community
pharmacists as members of community mental health teams (CMHTs), identified many valuable
areas of pharmacist contributions, including advising both CMHTs and consumers about the
quality use of prescription and non-prescription medications including complementary and
alternative medicines (CAMs), conducting drug information presentations, and providing
consumers with individualised medication regimen review services, reviewing CMHT
medication charts, obtaining community pharmacy dispensing records and contacting other
health care providers (137). Results indicated that the inclusion of community pharmacists in
the clinical team was welcomed by mental health professionals and consumers. However, it is
important to note that most multidisciplinary CMHTs in Australia currently do not include a
pharmacist (137).

For community pharmacy staff to meet the needs of mental health consumers and caregivers it
is important that they have a sound knowledge base and adequate skills and confidence to apply
these in practice. To provide an evidenced based assessment of health professionals’ educational
needs, the following sections will review the literature regarding methods of assessing these
areas of knowledge, skills, attitudes and beliefs. Furthermore, these studies focused on the role
of the pharmacist. Pharmacy support staff outnumber pharmacists in many community
pharmacy settings in Australia and throughout the world and therefore are an integral yet underresearched group (106).
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2.2.

INSTRUMENTS FOR ASSESSING MENTAL
ATTITUDES, CONFIDENCE AND SKILLLS

HEALTH

KNOWLEDGE,

Knowledge

Studies seeking to assess knowledge about mental health have typically used case vignettes
requiring participants to recognise problems and identify a plan of action (56, 66, 138-142).
Vignettes based on symptoms and diagnostic criteria for disorders such as schizophrenia and
depression have been used most often among the public and health professionals (56, 66, 138141). For example, Jorm and colleagues (56) used a postal survey to investigate the mental
health knowledge of the general public (n = 2031) and key mental health stakeholders (n= 2054
GP, psychiatrists and clinical psychologists), and their attitude towards people who experience
mental illness using vignettes that described a person with depression and another with
schizophrenia. Participants were asked their opinion about possible diagnosis, effectiveness of a
range of treatment options, long-term outcomes with and without treatment and the likeliness of
the person being discriminated against. However, while these studies have highlighted
knowledge about mental illness to be generally good, in the majority of studies the vignettes
used were developed for use among the general public and therefore may not have been suited
for use among health professionals given the differing levels of health literacy among the two
populations.

Only one study (138) was identified that investigated the mental health literacy of Australian
community pharmacists. In that study, O’Reilly, Bell and Chen (2010) explored community
pharmacists' (n = 391) knowledge and beliefs about mental health treatment and outcomes. The
measure of mental health literacy used was previously developed by Jorm and colleagues (139).
The survey contained a descriptive vignette of a person with depression or schizophrenia, for
which participants were asked "What, if anything is wrong with..." and then asked to rate a
series of items as being helpful, harmful or neither.

O’Reilly and colleagues found that

community pharmacists’ had a high level of mental health literacy with more pharmacists being
able to recognise depression than schizophrenia, and that general practitioners and clinical
psychologists were rated as the most helpful professionals. However, this study had a low
response rate (19.5%) and used a survey instrument which was developed for the general
population rather than health professionals. These limitations may negatively impact the
generalisability of the research findings. Despite the effectiveness of the use of case vignettes
for knowledge assessment there were no studies identified in the literature that reported using
this methodology for anxiety disorders in the context of community pharmacy. Similarly, no
studies were located exploring the knowledge of pharmacy support staff in regards to mental
illness.
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Communication skills

Research assessing the communication skills of community pharmacy staff working with mental
health consumers and caregivers is sparse. Studies exploring the mental health consumer
perspective have identified a wish for greater autonomy in the management of their mental
illness, including greater involvement in the decision making process (143), and increased
disclosure about their medication (136, 144) particularly regarding risks and alternative
therapies (145). However, other studies have identified consumer dissatisfaction with several
aspects of communication, including lack of information, and lack of follow-up counselling
(146-148). In their systematic review exploring the impact of health professionals providing
medicine information to mental health consumers, Desplenter, Simoens and Laekeman (144)
report that seven of thirteen studies showed an improvement in adherence in the intervention
groups. A combination of written and verbal information appeared to have better outcomes than
either verbal or written communication alone. Knowledge was also found to improve in most
studies. Another review assessing the impact of adherence interventions for long-term
medication use (not specifically mental health) provided by community pharmacists was unable
to identify a successful strategy to improve adherence: 8 studies showed adherence
improvement and 8 showed no effect (124). An Australian study (53) demonstrated the value of
pharmacist communication with mental health consumers (n = 92 pharmacists; 58 in
intervention, 34 in control group). The intervention included seeking information about the
consumers’ experience with their medication, assessment of adherence issues, reinforcing the
need to take the medication as directed, identifying any potential side effects and possible
referrals to a general practitioner and face-to-face follow-up. Consumers reported that they
found the additional support helpful. The authors recommended that studies to develop
techniques for community pharmacists to promote and improve medication adherence were
needed.

The effectiveness of communication is difficult to measure, particularly in a community
pharmacy practice setting. Scales developed to assess the effectiveness of communication
include self-reporting inventories of participants’ perceived competence (149). However, these
scales may not be reflective of effectiveness in real-world practice; for example, self-report can
be affected by memory and the tendency to give socially desirable responses (149). In a study to
evaluate the effectiveness and barriers to communication between community pharmacists and
people taking antidepressants, pharmacists rated their communication as more effective than did
consumers (150). This study highlighted an important issue of variation between pharmacist and
consumer perceptions of communication skills and the effectiveness of pharmacist counselling.
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Strategies to improve communication should be explored, together with valid and reliable
methods for measuring the effectiveness of communication.

Attitudes and beliefs

Public beliefs about and attitudes towards people with mental illness have been well
documented (46, 54-63, 151). Although most publications are descriptive in nature, at least one
review of population studies (61) also included theory-based models of the stigmatisation of
people with mental illness, analyses of time trends and cross-cultural comparisons, and
evaluation of anti-stigma campaigns. In general, the available literature identified that the public
hold stigmatising, prejudicial, and stereotypical views of mental illness (46, 59). For example, a
report by SANE Australia identified that 73% of people surveyed (more than 400 adults) had
experienced stigma or discrimination in the previous 12 months because of their mental health
disorder (152). This is a significant finding considering the massive public media campaign
over the last five years to address this issue. However, the figure was no different to the 2006
survey that found 74% of people experienced stigma or discrimination (152)1. Attitudes and
beliefs of health care professionals including nurses, psychiatrists, psychologists, pharmacists
and general practitioners have also been explored. Studies have focused on attitudes and beliefs
about people with mental illness (53, 56, 58, 64-66, 141, 153-155), the treatment of mental
illness (58, 138-140, 156), and provision of services to consumers / caregivers (65, 66, 135, 140,
147, 150, 154). Attitudes and beliefs have typically been assessed using questionnaires such as
the Social Distance Scale (157), the Beliefs Towards Mental Illness Scale (158) and the
Depression Physician Belief Scale (159). Despite the education about mental illness that health
care professionals receive during their training, in the majority of existing studies, stigmatising
attitudes were found, which is likely to have a negative impact on their provision of care to this
group of consumers (56, 58, 59, 64-67, 141).

The attitudes and beliefs of community pharmacists have only been specifically explored in a
small number of studies (53, 65, 66, 135, 138, 141, 160). For example, one Canadian study
explored community pharmacists’ (n = 283 participants; 35.4% response rate) interactions with
people taking psychiatric medications compared to those taking cardiovascular medications
(65). Using a 5-point Likert scale ranging from strongly agree to strongly disagree, participants
were asked to rate their agreement with a series of statements in a questionnaire. The
questionnaire contained domains relevant to professional interaction: attitude, level of comfort
when counselling, barriers to providing professional services and counsellor role orientation.
1

It is important to note that the study was conducted by a mental health charitable organisation and
therefore the information presented may be biased towards respondents who have mental health issues
and their caregivers.
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Pharmacists generally endorsed a positive attitude towards people taking mental health
medications, but perceived the lack of private space for counselling and inadequate training in
mental health as important factors limiting their consumer interactions. The authors found that
community pharmacists felt uncomfortable discussing symptoms of mental illness and indicated
reduced monitoring for medication-related problems among mental health consumers when
compared with those taking cardiovascular medications (65). In another study, Cates, Burton
and Woolley (154) investigated the attitudes of pharmacists (n = 187 participants; 42% response
rate) towards mental illness and towards providing care to mental health consumers using an
adapted questionnaire. Analysis revealed pharmacists generally held positive attitudes to mental
illness and provision of care. However, both Cates et al. and Phokeo et al. studies utilised
questionnaires that were not specific to any particular mental disorder, but rather considered
mental illness in general. Differences may also exist between pharmacists’ attitudes and beliefs
based on the type of mental health disorder given research has shown pharmacists to have
higher level of mental health literacy of depression than schizophrenia (138).

In contrast, Scheerder and colleagues (66, 141) specifically explored community pharmacists’
attitude towards depression. Scheerder and colleagues (2008) surveyed a sample of 200 Belgian
community pharmacists (response rate 34.5%), piloting a modified version of the Depression
Attitudes Questionnaire (DAQ) adapted to the unique context of the pharmacist (161) (Note: the
DAQ was previously developed to measure general practitioner attitudes to depression).
Scheerder et al (2008; 2009) also included items derived from the Defeat Depression
Questionnaire (162) in their pilot survey instrument. Statements within this instrument were
assessed using a 5-point Likert scale. Pharmacists generally had a positive attitude towards
depression and people with depression but several inaccurate opinions about treatment were
observed, for example, the belief that patients with depression need to pull themselves together,
and that antidepressants change one’s personality. The pharmacist respondents perceived
several barriers to fulfilling their role in depression care including: lack of education in mental
health issues, lack of time with individual consumers, lack of information about the consumer
and about their treatment, lack of privacy in the pharmacy, and difficulties in communicating
with people with depression (66, 141).

In a subsequent study, Scheerder and colleagues (2011) sought to explore community
professionals’ (e.g. teachers, police officers, social workers, pharmacists and clergymen; n =
968), mental health professionals’ (e.g. doctors, and mental health workers; n = 169) and
nurses’ (n = 1533) attitudes towards depression in nine countries belonging to the European
Alliance Against Depression (58). As well as assessing participants’ attitudes towards training
programmes, the questionnaire included an assessment of the participants' attitudes towards
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depression, its treatment, perceived causes, preferred treatment options and knowledge of
depression symptoms using an adapted form of the DAQ. In summary, the majority of
professionals agreed that depression was a real disease that could be treated, the most likely
cause of depression was life events, and the preferred treatment options were contacting a
doctor and a psychotherapist. Recognition of depression symptoms was high among all
participants. Differences in attitude towards depression in professional groups were observed,
for example, community professionals and nurses were found to have more negative attitudes
towards people with depression and towards antidepressants than the mental health
professionals in the study. The authors concluded that these differences may negatively affect
professional collaboration, challenge optimal treatment and stigmatise consumers (58).

An Australian study conducted in New South Wales found that pharmacists (n = 391; response
rate 19.5%) believed that people with mental illness were highly likely to be discriminated
against by members of the community, and those with schizophrenia more so than those with
depression (138). In general the pharmacist had a negative view about long-term outcomes. We
located only one study that explored the attitudes and beliefs of community pharmacy staff
(including pharmacy support staff), towards mental illness including depression, anxiety,
bipolar disorder, schizophrenia and substance use disorders (53). Participants were asked to rate
their alignment with attitudinal statements using a combination of 5-point and 7-point Likert
scales. In addition, participants were asked to identify from a list of positive and negative traits
those that they believed most represented a) people with mental illness and b) their own
personality. Lastly, pharmacists (but not pharmacy support staff) completed questions that
assessed their views about their professional role and interactions with people with mental
illness. Overall, the study revealed that community pharmacy staff held a combination of
stigmatising and non-stigmatising attitudes and beliefs about mental illness, depending upon the
mental health disorder under consideration. In general, beliefs and attitudes held towards people
with depression and anxiety disorders were more favourable whilst those held towards those
with schizophrenia and substance use disorders were less favourable. People with mental illness
were considered to possess fewer positive traits and more negative traits than the pharmacy
participants themselves. Limitations of the study included a low participation rate (n = 32
pharmacists; 22 pharmacy support staff) and the use of the same questions for all mental
disorders under investigation.
To summarise, although the Healthcare Management Advisors (2010) and O’Reilly et al (2010)
studies have contributed to a better understanding of the current knowledge, skills and attitudes
to mental illness in the community pharmacy practice environment, both studies have limited
generalizability and used survey questionnaires which had not previously been tested with
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community pharmacy staff. Furthermore, only the Health Care Management study (2010)
included pharmacy support staff. A larger and representative study investigating the knowledge,
skills, attitudes and beliefs of the Australian community pharmacy workforce is required to
inform the development of an educational package which will equip pharmacists and pharmacy
support staff to engage confidently with mental health consumers / caregivers.

A critical evaluation of the existing literature indicates a need for the development of an
educational package for community pharmacy staff to support their practice needs for working
with mental health consumers and their caregivers that clearly highlight the need for the content
of the package to be informed through a systematic and evidence-based identification of
knowledge gaps of community pharmacy staff alongside an exploration of the needs and
expectations of mental health consumers and caregivers. Such a needs assessment should also
include other stakeholders such as consumer and caregiver organisation representatives, and
other health professionals involved in the provision of mental health care as a collaborative
approach has been shown to optimise consumer outcomes. The assessment of community
pharmacy staff knowledge, skills and attitudes should be based on validated tools, and should
include both pharmacist and pharmacy support staff; however, reliable instruments must be
tailored for this purpose.

While the review has provided key information about the knowledge and skills of Australian
community pharmacy staff, and has highlighted the potential of pharmacists to contribute to
optimising care for mental health consumers, little is known about the actual mental health
practices and competencies. A preliminary study that evaluated the mental health content of
accredited Australian pharmacy degree qualifying programs was undertaken to provide insights
about the mental education the underpins pharmacists’ mental health knowledge and shape their
practice competency (103). The findings of the study are presented in the following section.

2.3.

PRELIMINARY STUDY TO EVALUATE CONTENT OF ACCREDITED
AUSTRALIAN PHARMACY DEGREE PROGRAMS

International research focused on pharmacists’ attitudes and beliefs reveal positive outcomes in
terms of pharmacists’ value and overall approach in working with mental health consumers, and
the importance of inter-professional collaboration (65, 154). However, it has also demonstrated
that pharmacists lacked knowledge, confidence and effective communication skills (65, 154,
163). These findings suggest that education and training for pharmacists might be inadequate in
preparing them for a role in mental health care. In the Australian context, exploratory work has
shown similar positive attitudes among pharmacists (53, 138), but there is a lack of research
about the practice readiness of Australian community pharmacists in mental health care.
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In addition to knowledge of disease states and pharmacotherapy, pharmacists are also expected
to have an understanding of the legal, ethical, cultural, communication and sociological issues
involved in the management of patients, including those with mental health conditions (102).
For example: pharmacists need to be familiar with medicine supply and dispensing
requirements, resolve ethical dilemmas, respecting consumers’ personal and cultural beliefs and
employing strategies to overcome communication barriers. Furthermore, pharmacists should be
capable and confident to adopt a multidisciplinary team approach to ensure optimal health
outcomes. Mental health specific competencies were developed by the profession’s governing
bodies in 2009 through the Statement of mental health care capabilities for pharmacists (102).
Updated in 2013, the new Framework for pharmacists as partners in mental health care (118)
emphasises pharmacists’ knowledge, attitudes and communication skills as major enablers to
their extended role in mental health care. Even so, little is known about the actual practice
competencies of community pharmacists in mental health care.

Aim

The purpose of this study was to explore the mental health content included in the curricula of
accredited pharmacy programs in Australia, acknowledging that this is only one component in
shaping pharmacists’ practice competency. The information was intended to provide insights
regarding the competency of graduate pharmacists in providing mental health services in a
community pharmacy setting. This study involved: 1) A review of the mental health curricula of
pharmacy qualifying programs and 2) A survey of pharmacy academics.

Method

The mental health content of pharmacy programs was evaluated by accessing program provider
websites between January 2012 and July 2012. For consistency purposes, the steps undertaken
to access publically available information followed a standardised procedure. From the
university home page, the word “pharmacy” was entered in the search window. Links to degree
course e.g. “Bachelor of Pharmacy” (BPharm) or “Master of Pharmacy” (MPharm) were
followed. The program profile was downloaded and content reviewed by the primary author,
using key words that included, but not limited to: mental health, depression, anxiety,
neurological disorders and antidepressants. For each accredited program, the review focused on
identifying how mental health teaching was delivered within the program including the time
allocation and mode of delivery.
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A survey involving the 18 accredited Australian pharmacy degree program providers was also
conducted to seek information not publically available or easily obtained from the online
program information. The survey was emailed to the Heads of Schools as well as relevant
academics identified through the program websites, focusing on those who had roles in
coordinating the pharmacy program, in January 2012. The survey collected information about:


The type of pharmacy program(s) offered at the university (i.e. BPharm / MPharm /
both).



Mental health specific experiential learning (i.e. placement at mental health units or
clinics).



The program content with specific reference to legal, ethical, communication or
sociological issues pertaining to mental health.



Changes made to content to reflect the Government’s national emphasis on mental
health.



Approximate student learning time (in hours) spent within core subjects / units (i.e.
pharmacology, pharmacotherapy and pharmacy practice) allocated to mental health
content.



The format of delivering mental health education (i.e. lectures, workshops and
placements).

Responses were invited via return email, facsimile or telephone. Initial response rates were low
(5 / 18 = 28%) despite follow up emails and attempts to contact the academics by telephone. In
January 2013, website information was again reviewed to identify alternative staff members to
approach. To encourage responses to the survey, the primary author sent an email appealing for
the support of the addressee (with the survey attached), followed immediately by a telephone
call. A message was left if the addressee did not answer the telephone. Email responses were
checked daily, and if no response was received, further attempts to contact the addressee by
telephone (again leaving messages if no answer). This intensive effort continued over a two
week period and resulted in another seven responses, increasing the total number of survey
participants to 12 out of 18 (67%). The review of pharmacy program information available on
public websites found that in general mental health content was delivered within core subject
areas such as pharmacology, pharmacotherapy and pharmacy practice, and involved multiple
strategies including lectures, workshops (in which case-based scenarios and role plays were
employed as teaching tools) and experiential learning (94, 164-180).
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Results

Pharmacology, a foundation subject for pharmacy students, appeared to be utilised for initial
delivery of mental health content. Within this subject, course profiles indicated that teaching
was aimed at providing students with an understanding of the aetiology of mental illness such as
schizophrenia, anxiety and mood disorders, alongside the mechanism of action of medicines
used in the treatment of these disorders, such as antidepressants, antipsychotics and sedative
hypnotics. The actual time dedicated to the delivery of mental health-related pharmacology
teaching could not be determined from the program information. The bulk of mental health
content was delivered in the study of Pharmacotherapeutics. For example in one program,
integration

of

foundation

subjects

physiology,

pathophysiology,

epidemiology

and

pharmacology was used to deliver mental health teaching via face-to-face lectures, case-based
tutorials and workshops. Another program profile indicated the use of lectures and tutorials to
equip students with therapeutic decision making skills that incorporated patient parameters with
pharmacoeconomic considerations. Other profiles outlined the development of students’
knowledge of pharmacotherapy through case-based learning, and development of students’
communication skills through role plays and experiential learning opportunities. One program
profile indicated mental health teaching delivery through 3.5 hours of lectures, 2.5 hours of
tutorials, and 3 hours of experiential placement per week over two semesters that accounted for
over 11% of the overall content of the third year program.

A number of program providers listed subjects which appeared to recognise a mental health
specific practice role for pharmacists. For example, learning objectives included understanding
of roles and responsibilities of the pharmacist in community mental health programs, residential
care, and opioid substitution programs. The program also covered the social and emotional
issues that affect people living in rural, remote and indigenous communities. The mental health
role of pharmacists in rural and remote settings was further highlighted in another program,
delivered in the fourth year of BPharm degree. The syllabus, which included mental health
issues in rural settings, Indigenous health and mental health issues for rural health care
providers, appeared to be a key focus in the final year of this degree program, featuring in the
Therapeutics as well as the Rural Pharmacy Practice program profiles. While it is not possible
to estimate the actual time dedicated to the delivery of mental health content, these two courses
account for over 74% of the year’s teaching. In total, three providers stated that experiential
learning formed part of the students’ mental health learning activities. Survey data were
obtained from academics at 12 of the 18 pharmacy programs providers (67%), with at least one
response in each Australian state and territory. Participants’ responses to the survey questions
are summarised in Table 2.1.
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Table 2.1: Summary of mental health content of pharmacy programs
Number of respondents (n=12)

Yes

No

Other

5

5

2*

 Legal

8

3

1#

 Ethical

10

1

1#

 Communication

11

0

1#

 Sociological issues

8

3

1#

5

5

2^

Do pharmacy students undertake placement at sites with specific mental health focus? e.g. mental
health centres, community clinics
Does pharmacy teaching include specific references to:

Have changes been made to the course content to reflect the national emphasis on mental health?
BPharm

MPharm

1st year

2nd year

3rd year

4th year

1st year

2nd year

3

5

11

10

2

1

0 - 44

2 - 36

10 -80

0 – 90

9 - 60

9 - 60

 Lectures

3

5

11

11

3

2

 Workshops / tutorial

0

4

11

11

3

2

 Placements

0

0

2

4

0

0

Number of programs with mental health
content
Range in approximate hours per year
Mode of delivery

NB: *Did not indicate “YES” or “NO” but provided comments regarding placement opportunities, # Did not indicate “YES” or “NO” but provided comments regarding the
incorporation of all elements within curriculum elsewhere in their response. ^Did not indicate “YES” or “NO” and did not provide comment.
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Eight of the respondents indicated their institution offered a BPharm only, one offered a
MPharm only, and three offered both BPharm and MPharm qualifications. While all
respondents who provided information about specific references to legal, ethical,
communication and sociological aspects of their program reported that ethical and
communication issues were addressed, three respondents indicated that their programs did not
specifically address legal or sociological issues as they pertain to mental health.

A combination of lectures, workshops and experiential learning was used to deliver the content.
However, inter-program variations were evident. While all respondents indicated mental health
teaching to be integrated throughout all major disciplines (pharmacology, pharmacotherapy and
pharmacy practice), there were wide variations in the number of hours and delivery mode. Three
respondents indicated that mental health was part of the first year BPharm degree, one stated
that mental health was introduced in the first year only by way of brief comments in lectures
(the duration of which could not be quantified), while all others indicated that mental health
content was reserved for later years. One respondent indicated that mental health was mainly
delivered within the second semester of the second year of their four year program, but the
majority of respondents signified the bulk of mental health teaching was delivered to students
during their third and fourth year. Further variations were evident, for example, amongst those
who delivered the bulk of their mental health content within the third year, a wide range of time
(10 to 80 or more hours) was estimated to be dedicated specifically to this topic area.
Furthermore, it was not possible to quantify the mental health targeted learning that students
received through work-integrated learning (industry placements).
The responses varied as to whether the content reflected the Australian Government’s emphasis
on mental health care. Three respondents stated that an emphasis on mental health had
traditionally always been incorporated in their programs, one stated that recent changes were
due to the involvement of new staff with interest and expertise in mental health care, and
another confirmed that Mental Health First Aid® was a mandatory component of their pharmacy
degree program since 2012. One participant reported that while not specific to pharmacy,
students enrolled at the university can access Mental Health First Aid® training free of charge.
In the nine remaining institutions, participants reported that changes were being made to the
syllabus at the time of the study. For example, one respondent indicated the incorporation of
project data from the National Survey of Mental Health and Wellbeing as well as the new
Framework for pharmacists as partners in mental health care into teaching offered in the 4th
year of their BPharm program as of 2013. Another respondent indicated that they were “keen”
to incorporate Mental Health First Aid® training into their curriculum, and were investigating
training for a staff member to become a training instructor.
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Discussion and conclusion

This study found that while the Statement of mental health care capabilities for pharmacists
2009 (102), and other professional standards and frameworks were used to guide pharmacy
curricula, the evaluation of online pharmacy program information and Pharmacy School survey
responses revealed wide variations between programs. Variations were identified in the content,
format of delivery, practice application and intended competencies. This research has identified
the need for outcomes-based mental health criteria for all pharmacy programs as assurance of
standardised competency for new pharmacy graduates in a mental health care role. That is, the
assessment of students’ mental health competencies should focus on the application of their
knowledge and the demonstration of their required skills in a mental health care role and
registered pharmacists must undergo continuous assessment of their skills in practice. The
recent release of the Framework for pharmacists as partners in mental health care (118)
provides clear guidance for the development of skills and competencies for community
pharmacy to play a more integrated role in mental health care. Amongst the recommendations,
Mental Health First Aid® training (12) was identified as a facilitator to improved
communication with mental health consumers and their caregivers. One accredited school
indicated the inclusion of Mental Health First Aid® in their current program in response to an
open question about recent changes to their curricula content to reflect the national emphasis on
mental health. At the time of the research, the new Framework (118) had just been released. It is
possible that many of the schools were still considering changes to their curriculum. For those
who indicated changes to curricula, attempts were made to clarify the nature of the change
although many schools had not finalised their reviews. While it remains to be seen how the
Framework will impact on future pharmacy curricula, it highlights opportunities for pharmacy
tertiary education providers to emphasise mental health as a possible area of practice
specialisation, and to offer advanced practice mental health courses. Some program providers
already offer interprofessional post-graduate programs (e.g. Graduate Certificate and Master of
Mental Health Practice(94)) which could potentially enhance registered pharmacists’ roles as
integral members of multidisciplinary teams providing mental health care.

There are some limitations to this study. Reviewing available information from university
websites may be limited by website design and content age. Furthermore, using a standardised
process may have resulted in missing information. For these reasons, the email survey
instrument was used to collect data that could not be gleaned from reviewing the profile, to
clarify discrepancies, and support information gathered. The survey was designed for ease of
completion. Institutions with more than one qualification option (for example BPharm and
MPharm) were asked to complete two separate surveys, however, some completed only a single
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survey and did not indicate whether they were referring to one program or both. This could have
affected the way the data was interpreted. Follow-up telephone calls were successful in
clarifying the information. Furthermore, there was insufficient information to enable the authors
to draw meaningful conclusions about possible differences program types. Respondents were
asked to simply indicate “YES” or “NO” as to whether their curricula addressed legal, ethical,
communication and sociological issues as they pertain to mental health, however, a clear
definition for each element was not provided. This may have led to variations in their
interpretation of the question and subsequent response. However, with an almost 70% response
rate from program providers representing all jurisdictions in Australia, the information gathered
provides some generalisability of the findings. There are many educational components that
contribute to ensuring competent pharmacists, such as internship training and CPD activities.
However, as this study aimed to provide insights into the tertiary education and training which
underpins pharmacists practice competencies, a sole exploration of the curricula content of
qualifying programs is justified.

While much remains unknown about the actual roles and competencies of community pharmacy
staff in providing mental health care, this study provides valuable insights into the structure and
content of Australian tertiary training in mental health underpinning the knowledge and skills of
Australian trained pharmacists. Importantly, the study has highlighted considerable variations in
pharmacists’ qualifying degree programs which could contribute to a lack of consistency in
pharmacists’ practice competencies upon entry to the workforce. Further research is required to
determine the alignment of pharmacy degree programs with the new Framework (118) as a
means of ensuring the practice readiness of new pharmacy graduates in mental health.

As mental health care is increasingly being delivered at the primary care level, it is imperative
for new pharmacy graduates to have the required knowledge and skills to meet their expanding
role. The current study supports the findings of a recent review of the educational needs of
community pharmacy staff that highlighted deficiencies in knowledge and skills as well a range
of negative attitudes and beliefs among community pharmacy staff that impede on their
effectiveness in a mental health care role (21). Pharmacy mental health care content should
therefore, focus on the required knowledge, skills, attitudes, beliefs and behaviours when
working with mental health consumers and caregivers, and mental health consumer and care
giver needs, expectations and experience of community pharmacy.

The following section presents an overview of the concept of Patient-Centred Care (119). This
concept has been demonstrated to be important to the delivery of mental health care and will be
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used in the current research to interpret the data gathered from consumer and caregiver
participants.

2.4.

UNDERSTANDING
CONSUMER-STAFF
PATIENT-CENTRED CARE

INTERACTION

THROUGH

Consumers’ and caregivers’ perception about the service they received may influence their
valuing of the contribution of community pharmacy to the management of their mental health.
However, in the Australian context, little is known about how mental health consumers’ and
caregivers’ view community pharmacy, and which community pharmacy services, if any, they
value in the management of their health. In general, studies which have explored consumers’
perception of the quality of community pharmacy services have mainly focused on measuring
their level of satisfaction (181-187). In the delivery of mental health care, the importance and
value of exploring consumer and caregiver perspectives and how they engage with pharmacy
staff is increasingly apparent (118, 188). For example, in a study to characterise health
consumer-pharmacists relationships, Austin and colleagues concluded that pharmacists engaged
in a variety of adaptive and responsive strategies to meet the specific needs of the individual
(188). The authors conclude that for pharmacists to meet the needs of those they serve, they
must engage with and seek to understand the individual’s needs. This need for greater
understanding of the consumers’ perspective has been recognised by the profession’s governing
body in Australia, and forms the framework by which community pharmacy staff are to align
their practice (118). Furthermore, studies exploring health consumers’ perspectives have
highlighted the importance of relationships with health care providers in health management
(47, 49, 50, 62, 189-195). This is particularly important for those with chronic conditions such
as mental disorders, where relationships between consumer and health care providers are
integral to effective management and supporting recovery (196).

The formation of trust is crucial in establishing and maintaining consumer-health care provider
relationships (194, 197-200). For example, the increasing importance of doctors’ ability to
cultivate trust to address clinical uncertainty and reinforce consumers’ beliefs in chosen
therapeutic options has been highlighted (197). Specifically, consumers have emphasised the
importance of health professionals listening to them, adopting a caring approach, and being
compassionate in gaining their trust (199, 200). Interactions that create a safe space for open
dialogue have been described as fundamental to ‘trust building’ (198, 200). However, trust may
be difficult to establish in vulnerable populations that experience conditions associated with
stigma or uncertainty over disease outcome, including mental illness, because the consequences
of misplaced trust may be high (199).
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Health care that is individualised, explores consumer experiences and promotes engagement,
empowerment and partnership in care also reflects elements of the health related concept of
patient-centered care (PCC) (201-203). Four key domains of care have been identified as
fundamental to the delivery of PCC and these are holistic, individualised, respectful and
empowering care (119). Holistic care seeks to understand the whole person and identify and
address consumer needs beyond those related to medications. Individualised care personalises
delivery of health services to the specific needs or preferences of the individual. Respectful care
recognises and supports individuals as competent and active health consumers able to make
their own healthcare decisions. Finally, empowering care encourages consumer autonomy and
self-determination with a view to developing their capacity to effectively access and negotiate
the health care system. Aspects of a patient-centred approach have been linked to consumer
benefits, particularly in terms of satisfaction, quality of care and health outcomes (192, 204).
For example, in a pilot study to explore the impact of nurses delivering PCC to patients in a
neuroscience hospital ward, individualised treatment and respectful interactions were found to
be positively associated with consumer satisfaction and perceived quality of care (192). In a
systematic review of studies to assess the impact of PCC interventions on the outcomes for
consumers with chronic health conditions, consumer satisfaction appears closely linked to the
receipt of PCC (204). These studies highlight opportunities for community staff to provide
medication related support that align with this concept.

Trust in the health care provider has been shown to be facilitated by providers adopting a
patient-centered care approach to service delivery (192, 194, 195, 203). A relationship between
consumer and health care provider that inspires trust, encourages open communication, and
values the consumer as an equal partner in therapeutic decision making defines a therapeutic
alliance (193, 196). International research has highlighted the importance of PCC in the
building and nurturing of trusting relationships between health care providers and consumers
that promote therapeutic alliance and subsequent improvement in consumer health outcomes
(191, 193, 195, 203, 205, 206).

Australian community pharmacy staff deliver a range of pharmacy services directly to
consumers, including people with mental disorders (74). The effectiveness of pharmacy services
is contingent on staff forming collaborative relationships with consumers and caregivers and
with other health care providers (207-210). Consumers have identified that pharmacist attributes
of approachability, responsiveness, trustworthiness, caring and respect are important in forming
trusting relationships and therapeutic alliance (207). The quality of consumer-pharmacist
relationships has also been positively associated with consumer satisfaction and perceptions of
pharmacists’ medication expertise (211). Although the importance of trusting relationships
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between mental health consumers and a range of health care providers have been acknowledged
(196, 199, 200, 212), it is unclear whether such relationships exist between community
pharmacy staff and mental health consumers and caregivers. Likewise, studies which have
explored patient-centered care are not specific to the experiences of mental health consumers in
community pharmacy (201, 202, 204). These limited insights are further compounded by a lack
of information as to how community pharmacy staff can, or already do, deliver patient-centered
care in the context of mental health. A greater understanding of how relationships are formed,
the delivery of patient-centered care in community pharmacy, and the related impact on the
management of mental health is needed. The influence of non-pharmacist support staff should
also be considered since they make up the majority of the community pharmacy workforce (92),
are involved in most aspects of service provision, yet are often neglected in community
pharmacy practice research.

The following section provides an overview of the Theory of Planned Behaviour (120), a
framework which has been used extensively in health research to demonstrate relationships
between health practitioners’ attitudes and beliefs and their practice behavior (213-219). This
framework will be used in the current study to facilitate understanding of data collected from
community pharmacy staff.

2.5.

UNDERSTANDING STAFF BEHAVIOURIAL
THEORY OF PLANNED BEHAVIOUR

INTENTIONS

THROUGH

Little is known about the practice behaviour of community pharmacy staff when providing care
for mental health consumers and caregivers. A review of the literature has highlighted that while
pharmacists in general expressed a positive attitude towards providing care, they cited a range
of perceived barriers such as lack of confidence, lack of time and lack of private counselling
space to effectively do so in their practice (21). Understanding the variables that contribute to
the perceptions of barriers will enable the development of strategies to address those issues as
well as to promote behavioural intention and motivation amongst community pharmacy staff.

In health behaviour research theoretical models such as the Health Belief Model (HBM), the
Transtheoretical Model (TTM), and the Precede-Proceed Model (PPM)and frameworks such as
the Social Learning Theory (SLT), the Theory of Reasoned Action (TRA), and Theory of
Planned Behaviour (TPB) have been applied to facilitate understanding of behaviour at both the
individual and population level. Some theoretical models have been applied to aid in the
development of targeted interventions that promote positive behavioural changes among health
care consumers as well as health care providers (214, 216, 218-233). The HBM, developed by
social scientists in the 1950’s to facilitate understanding people’s failure to adopt disease
30

prevention strategies, proposes that a person’s course of action is dependent on their perceptions
of the benefits and barriers related to that behaviour (234). This model has been widely applied
to health services utilisation research (221, 234). However key deficiencies in the model that
include, weak effect size and limited predictive capacity when compared with other social
cognition models has prompted researchers to apply alternative models to their research (224).
The TTM proposes behavioural change occurs in stages of pre-contemplation, contemplation,
preparation, action, maintenance and termination (228). This model has been applied to research
areas such as treatment adherence, smoking cessation and sexually transmitted disease
prevention (224). However, weaknesses of the model include: i) arbitrary dividing lines that
separate the stages, ii) makes the assumption that all individuals make coherent and stable plans,
iii) does not accurately assess ‘readiness or preparedness’ iv) focuses on conscious decisionmaking and neglects to account for key components that underpin motivation such as rewards
and punishment. These limitations cast shadow over the usefulness of the TTM for
understanding behavioural change (229).

Unlike the HBM and the TTM, the PPM does not in itself attempt to explain or predict
behaviour, but to provides guidance for the application of concepts and theories in the planning
and evaluation of health behavioural change interventions (233). The PPM proposes that
behaviours result from multiple causations that must be individually evaluated in order to
formulate appropriate interventions (230, 233). Additionally, the model calls for the
incorporation of procedural changes and the provision of resources for the person undergoing
treatment to facilitate the desired change. For this reason the PPM has been widely employed in
development of health education programs and interventions (230, 232).

Other theoretical frameworks such as the SLT, TRA and TPB have also been widely applied to
understanding health behaviour and behavioural change (220, 221, 224). The SLT posits that a
person’s behaviour results from their expectancies and incentives (222). Expectancies comprise
of three components i) expectations about environmental cues (i.e. beliefs about how events are
connected), ii) expectations about outcomes (i.e. belief or expectancies about the consequences
of one’s own action) and iii) expectations about one’s own ability to perform a behaviour (also
termed self-efficacy). Incentives are defined as the value the individual places on a particular
object or outcome. Thus, behavioural change results from integration of expectancies and
incentives. Of particular importance to the SLT is the role of learning through modelling the
behaviour of others. The SLT suggests that behavioural change may be affected through
modifying expectations, in particular, self-efficacy (220, 222).
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While a range of theoretical models could potentially be applied to the development and
evaluation of mental health training for community pharmacy staff, the current study is focused
on understanding internal factors that influence the behavioural intentions of community
pharmacy staff in a mental health care role. The literature suggests stigmatising attitudes and
beliefs held by staff may contribute to their perceptions of barriers to their role in mental health
and negatively impact on their practice behaviour (21). Thus, understanding the factors that
contribute to perceptions of barriers is important for future efforts to elicit positive behavioural
change.
The TRA, developed by Fishbein and Ajzen, asserts behavioural intent is created by a person’s
attitudes towards that behaviour and their subjective norms (235). A person’s attitude was
comprised of their beliefs about that behaviour (Behavioural beliefs) and the value they attach to
that behavioural outcome. Subjective norms are the result of one’s perception of what their
peers believed about the behaviour (Normative beliefs) and their own motivation to comply
with that behaviour. The TRA allowed researchers to distinguish between a person’s attitudes
towards an object (e.g. food poisoning) from their attitudes towards a behaviour (e.g. seeking
medical attention). Widely applied in health behaviour research, the model has been shown to
provide good predictive power when used within the constraints as defined by the creators
(227). However, researchers wishing to understand behaviours beyond this framework have
prompted further development of the theory resulting in the formation of the Theory of Planned
Behaviour (TBP) (224, 227).
The TPB proposes that a person’s behaviour is the result of one’s attitudes and belief about the
behaviour, subjective norms and perceived behavioural control (120). In addition to their
attitudes and subject norms, the theory asserts that a person’s behavioural intention is also
informed by the extent to which a person feels they are able to enact the behaviour (Perceived
behavioural control), which in turn is influenced by their perceptions of facilitators and barriers
to performing that behaviour (Control beliefs). These components are thought to interplay to
form a person’s intention to perform that behaviour and subsequently to result in the person
performing the behaviour are illustrated in Figure 2.1.
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Figure 2.1: Theory of planned behaviour (120).
According to the TPB, a person’s attitude towards a given behaviour is a measure of their level
of agreement (or disagreement) with that behaviour (120). In the context of community
pharmacy practice, examples may include a staff member’s attitudes towards interacting with
mental health consumers and caregivers, their attitudes towards the provision of medication
information and their attitudes towards providing advice about treatment options. Subjective
norms are external pressure (from colleagues or significant others) placed on the individual to
perform a given behaviour (120). Subjective norms may be demonstrated in community
pharmacy practice settings by the expectation that support staff greet customers and answer
general questions regarding supply of over-the-counter products while pharmacists deliver
cognitive services such as conducting medication reviews. Perceived behavioural control are the
ways an individual views the degree of difficulty in performing a given behaviour and is
thought to result from the individuals past experiences as well as perceived impending obstacles
(120). For community pharmacy staff, perceived behaviour control could be their perception of
their own confidence and skills (behavioural intention) to deliver mental health services and / or
perceptions of barriers to effective fulfilment of their practice role (120).

The TPB has been used extensively to explore relationships between psychological variables
and resulting behaviours (216, 225, 235, 236). In a meta-analysis of studies seeking to
demonstrate relationships between attitudes and behaviours using self-reported and
observational data, the TPB was found to be a robust framework across a range of research
fields (225). In health research, the Theory has been widely used to explore factors associated
with health professionals’ attitudes and beliefs to health-related behaviours and has been
demonstrated to be the most efficacious when compared with other social cognitive theories
(216). Research suggests the model can be applied to the development of curriculum in medical
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education (214). For example, using the TPB framework, Archer and colleagues (2008)
proposed changes to medical education (in addition to knowledge and skills based instruction),
should include opportunities for students to model professional behaviour (e.g. problem solving
scenarios), discuss their views and reflect on their experience, that staff model and reinforce
subjective norms of professionalism, and is delivered sequentially (i.e. easy at first, then gets
progressively harder) (214). However, these researchers acknowledged that their proposal was
based only in theory and advocated for a large scale study based on the model proposed.

In pharmacy practice research, the TPB has been used extensively to explain relationships
between pharmacists’ attitudes and beliefs and their practice behaviour. For example, Walker
and colleagues applied the TPB framework to explore variables that influence pharmacists’
decision to supply non-prescription medication (219). Using a questionnaire that contained
attitudinal, beliefs and self-reported practice measure, the researchers were able to demonstrate
relationships between psychological variables that interplayed in pharmacists’ decision to
supply a non-prescription medicine. The TPB framework has also been applied in research to
predict pharmacists’ intention to undertaken certain behaviours. For example, Fleming and
colleagues used the TPB to explore relationships that predict pharmacists intention to utilise a
medication information service (215), Herbert used the framework to predict pharmacists’
intention to provide a medication management service, and Amin and colleagues demonstrated
variables that interplayed in pharmacists’ practice behaviour in adjusting medication therapy
(213, 217). Although research specifically to explore the behaviours of community pharmacy
staff in mental health is extremely limited, a review of the application of theory driven
approaches to modifying health professionals’ behaviour (including pharmacists) uncovered
strong evidence to support the use of the TPB framework to map interventions that elicit the
desired behaviour (218). The framework will be applied to the current research to facilitate
understanding of factors influence staff’s intention to work with mental health consumers and
caregivers as measured by their perceptions of motivations and barriers to their roles. Note, the
shaded areas in Figure 2.1 indicate aspects of the theory that were assumed to have impacted on
the measures of attitudes towards behaviours, subjective norms and perceived behavioural
control. Note also, concerns about the value of using attitudes as a determinant of behaviour
have been raised and direct associations cannot be assumed (237, 238). This study may provide
insights for future research to build upon.
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Summary of findings from the literature review and preliminary study

1. A large body of evidence exits that support the positive impact of medication related
services delivered by pharmacists on consumer health outcomes particularly for people with
chronic conditions such as cardiovascular disease, respiratory disease and diabetes (74, 123,
124, 127, 132-134, 239, 240). However, studies which have specifically explored the impact
of services delivered by community pharmacists and their support staff on the health
outcomes of people who experience depression and anxiety is extremely limited. In the
Australian context, no large studies have thus far been conducted in this area.

2. Of the limited research that has explored the attitudes and beliefs of community pharmacy
staff about mental illness and assessed their knowledge and skills in a mental care role (65,
66, 138), staff were found to hold a range of stigmatising attitudes and beliefs that may
negatively impact on the way they provide care for mental health consumers and caregivers.
While pharmacists were found have a high level of mental health literacy, they lacked the
confidence and skills to effectively apply these to their mental health care role. These
findings strongly support the development of an educational intervention targeting stigma
and discrimination, enhancing knowledge, and developing skills and strategies to improve
confidence and communication skills.

3. While community pharmacy support staff are an integral part of the pharmacy workforce
and are often the first point of contact for consumers accessing community pharmacy
services, support staff have been largely neglected in existing research. Little is known
about the role and competency of community pharmacy support staff, particularly in a
mental health care role.
4. A small number of studies were found that used reliable methods to assess pharmacists’
training needs regarding mental illness and treatment options. These tools may be used
directly or adapted to meet the specificity of the current research. There was little published
specifically in relation to depression and anxiety in community pharmacy practice.
5. While the mental health content of pharmacists’ degree curricula is intended to align with
their expected practice competency, there is variability between programs offered by
accredited providers in Australia that could result in variability of the knowledge and skills
of new pharmacy graduates. A new framework has been established by the profession’s
governing body to provide guidance for advancement of the role of pharmacists in mental
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health care. However, it remains to be seen if and how the framework will influence the
curricula of pharmacy programs in Australia.

6. Little is known about the how mental health consumers and caregivers interact with
community pharmacy staff. While research suggest the valuing of a range of services by
mental health consumers is achieved through providers adopting a PCC approach, the
majority of studies lack specificity to community pharmacy.

7. Little is known about the practice behaviour of community pharmacy staff in mental health
care. Existing health and pharmacy practice strongly advocate the use of TPB as a
framework for understanding staff’s intention to provide care for mental health consumers
and their caregivers through understanding the variables that interplay in their perceptions
of motivations and barriers to their role in mental health.

2.6.

RATIONALE

The development of a targeted mental health educational package for Australian community
pharmacy staff to support and enable staff to provide medication-related mental health care for
people who experience depression and anxiety is one component of a large longitudinal
intervention project (The Mental Health-Community Pharmacy Project) undertaken by a group
of Griffith University researchers (29). The Mental health-Community Pharmacy Project is
hereafter referred to as the project. The project was supported by a grant from the Australian
Government Department of Health as part of the Fifth CPA Research and Development
Programme [grant number 2010 / 11-02 to A.W], and is managed by the PGA. This research
was undertaken alongside that project. The link between the PhD and the project is illustrated in
Figure 2.2.
The Thesis
PhD: Study 1
Identify the mental health learning
needs of community pharmacy staff

PhD: Study 2
Assess the impact of the educational
package on the knowledge and skills of
community pharmacy staff

MHCPP Team: Not in this PhD
Develop mental health educational
package for community pharmacy staff

MHCPP Team: Not in this PhD
Refine and implement educational
package

The Mental Health-Community Pharmacy Project

Figure 2.2: Link between the PhD objectives and The Project
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The purpose of this research was to inform the development of the educational package for
supporting community pharmacy staff with their mental health care practice needs. The research
was undertaken as two interlinked studies. In study 1, the focus was on identifying the mental
health specific learning needs of Australian community pharmacy staff for working with mental
health consumers and their caregivers. This information was used by the project team to inform
the development of an educational package that specifically targeted the areas of learning needs.
As the actual development of the educational package was the undertaking of the project team,
information about its development and content are reported elsewhere (241) and will not be
provided within this thesis. Study 2 focused on assessing the impact of the educational package
in enhancing the knowledge and skills of community pharmacy staff in a mental health care
role. This information was used by the project team to optimise the educational package for
widespread application in supporting community pharmacy staff with their mental health
practice needs.

2.7.

THE RESEARCH QUESTIONS

In the Australian context, little is known about the actual knowledge and practices of
community pharmacy staff in a mental health care role, including their attitudes and beliefs that
may impact on the way they provide care for this group of consumers. Little is also known
about the specific needs of mental health consumers in terms of the provision of community
pharmacy services utilised to support their medication management and the recovery process.
Thus, research must seek to accurately reflect the perspectives of both groups of key informants.
The aim of the research was to answer two overarching questions:

1. What are the mental health specific learning needs of Australian community pharmacy staff
for supporting mental health consumers and caregivers in their current practice roles?

2. Can a targeted mental health educational package enhance the knowledge, attitude,
confidence and skills of community pharmacy staff in a mental health care role?

Three sub-questions were identified within the first overarching research question. In addressing
these sub-questions, it is also important to explore the perspective of key health stakeholders
who are involved in providing care for mental health consumers and caregivers, that include
GPs, nurses, psychiatrists and representatives of caregiver support organisations to gain
understanding from a health providers’ perspective as these are likely to encompass the needs of
mental health consumers and caregivers and may facilitate the promotion of future interprofessional collaborations. Thus, from the perspective of mental health consumers and
caregivers, and key health stakeholders, these questions were:
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a) What do mental health consumers and caregivers need and expect from community
pharmacy and how do they perceive their interaction with staff?
b) What services are actually delivered by staff to support the medication related needs of
mental health consumers and caregivers and how satisfied are consumers and caregivers
with these services and with the behaviour of staff when rendering these services?

From the perspective of community pharmacy staff, the research sub-question was:
c) What are knowledge and skills of the community pharmacy staff in a mental health care
role and what factors impact on their intentions to provide care for mental health
consumers and caregivers within their current roles and practice settings?

In Study 2, comparisons were made between data collected in Study1 and post intervention, for
both participant groups (i.e. community pharmacy staff and mental health consumers and
caregivers). The purpose of these comparisons was to determine the impact of providing mental
health training to community pharmacy staff on the knowledge and skills of staff in a mental
health care role. Two sub-questions were identified within the second overarching requestion.
From the perspective of community pharmacy staff, the specific sub-question was:
a) What changes to knowledge, attitudes, beliefs and confidence and skills occurred as a
result of staff having completed the mental health training and what factors predict
these changes?

From the perspective of mental health consumers and caregivers the research question was:
b) How did the training impact on experiences when accessing community pharmacy
services and did these experiences impact on perceptions about the role of community
pharmacy in mental health?

2.8.

SIGNIFICANCE OF THE RESEARCH

While improving the health outcomes for people who experience mental illness is a major focus
area for the Australian Government, there has been limited attention paid to investigating the
current and potential role that community pharmacy play in supporting mental health consumers
and caregivers. Optimisation of care that can lead to better health outcomes for mental health
consumers who experience anxiety and depression, may be achieved through the provision of
community pharmacy services that meet these specific needs, delivered by community
pharmacy staff who have the required knowledge and skills and adopt practices that promote
open communication and inter-professional collaboration. However, in the provision of mental
health care, it is not yet known what specifically mental health consumers want, need and
expect from community pharmacy or the practices, knowledge and skills of the current
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community pharmacy workforce in a mental health care role. Although many community
pharmacy services implemented as part of the Fifth CPA are aimed towards improving the
health outcomes for consumers who experience chronic ill health, including mental illness, it is
unclear which of these services are currently used by mental health consumers and caregivers,
or even whether they are aware that these services are available through community pharmacy.
This research provides new information in regards to this largely unexplored area.

Understanding the specific medication-related needs of mental health consumers and caregivers
and their expectations and experience of community pharmacy services and staff, is crucial if
community pharmacy is to play a greater role in supporting the management of mental health
consumers and in promoting recovery processes. Thus, research will contribute to advancing the
role of community pharmacy in mental health by i) highlighting existing community pharmacy
services that are working well, and identifying services that may need to be implemented in the
future and ii) identifying the barriers that limit consumers’ and caregivers’ utilisation and
valuing of community pharmacy services and staff in supporting their needs and in playing a
greater role in their care. For policy makers, evidence of current service utilisation and
identification of unmet medication-related and other primary health care needs are important for
future funding of community pharmacy services targeted towards meeting these needs in order
to improve the health outcomes for this vulnerable group. For community pharmacy staff, this
information may highlight key areas of practice that may need to changed and / or new practices
to be adopted to encourage service utilisation and the valuing of community pharmacy services
among this group of consumers.

A systematic assessment of the actual practice competency of community pharmacy staff that
encompass their mental health specific knowledge, attitudes and beliefs, practices and
confidence and skills and include the perspective of key informants will provide evidence that
highlight their strengths and weaknesses in a mental health care practice role, critical to
pharmacy educators for i) developing an educational package to support existing staff that target
areas most in need of improving, and ii) providing evidence-based guidance for future direction
of mental health education and training for community pharmacy staff (and other health care
providers). A targeted mental health educational package that has been optimised to address the
key areas of learning needs of pharmacists and support staff, and to overcome issues of access is
an important resource for providing ongoing support to the current workforce. This resource
may also be applied to qualifying programs to support the profession as it moves towards a
greater role in mental health care. The educational package may also be applied to the training
of other health professionals and health care providers to improve the standard of mental health
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care in Australia. In addition, the methodology and tools developed and utilised in this research
will provide valuable guidance and instruments for future research in this topic area and beyond.

The following chapter presents the information about the study design, sampling and
recruitment of participants and collection, management and analysis of the research data.
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CHAPTER 3: METHODS

This chapter describes the studies designed to address the key research questions, the sampling
and recruitment of the research participants and details the materials and procedures used to
collect the data and analyse the research data.

Two studies were designed to address the overarching research questions. Study 1 focused on
addressing the question What are the mental health learning needs of community pharmacy
staff? and Study 2 focused on addressing the question Can a targeted mental health educational
package enhance the knowledge, attitude, confidence and skills of community pharmacy staff in
a mental health care role?.

Mixed methods methodology (242, 243) was used to explore and measure the needs,
expectations and experience of mental health consumers and caregivers, within the context of
community pharmacy and to investigate community pharmacy staffs’ knowledge, attitude,
belief and skills when rendering services to mental health consumers and caregivers. These
methods included: 1) semi-structured interviews 2) focus groups, 3) computer-assisted
telephone interviews and 4) online questionnaires. Table 3.1 summarises the studies in relation
to the key research questions and the method used to collect the data.
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Table 3.1: Summary of research questions, sub-questions, and methods comprising the thesis
Research Questions
Sub-questions / Study

Objective

Participants

Materials

Procedures

Study 1:

What are the mental health specific learning needs of community pharmacy staff?

a) What do mental health consumers

1. To understand the specific needs of

Mental health

Interview guides,

Focus groups and in-

and caregivers need and expect from

mental health consumers and caregivers

consumers and

discussion prompts and

depth interviews.

community pharmacy and how do

and their expectations of community

caregivers and key

standardised interview

they perceive the nature of their

pharmacy.

health stakeholders.

questions to collect

interaction with staff?

qualitative data.
2. To identify the nature of consumer-staff
interactions.

b) What services are actually provided

To assess mental health consumers’ and

Mental health

A computer- assisted

Computer-assisted

by staff and how satisfied are

caregivers’ immediate experience and

consumers and

telephone interview

telephone interview

consumers and caregivers with these

satisfaction with the services they received

caregivers.

questionnaire collecting

within 72 hours, prior to

services?

from their community pharmacy in order to

qualitative and

intervention.

identify areas of practices that need to be

quantitative data.

improved upon.
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c) What are the knowledge and skills

1. To assess the knowledge, attitudes and

Pharmacists and

Survey instrument

Online questionnaire

of the current workforce for working

skills of community pharmacy staff in

pharmacy support

designed to collect

prior to intervention.

in a mental health care role and do

order to identify specific areas of deficit.

staff.

quantitative and

relationships exist between

qualitative data.

perceptions of barriers and attitudes

2. To explore relationship between barriers

and beliefs?

and attitudes and beliefs.
Can an educational package enhance the knowledge and skill, and change the practice behaviour of community

Study 2:

pharmacy staff?

a) What changes in attitudes,

1. To assess the impact of the educational

Pharmacists and

Survey instrument

Online questionnaire

knowledge and practices of

package on the knowledge and skills of

pharmacy support

designed to collect

post intervention.

community pharmacy staff occurred

community pharmacy staff.

staff.

quantitative and

as a result of training and what factors
explain these changes?

qualitative data.
2. To explore that explain change in staff
motivation and perceptions of selfconfidence in a mental health care role.

b) Did staff completing mental health

To assess the impact of the educational

Mental health

A computer-assisted

Computer –assisted

training change the experiences of

intervention on the experiences of mental

consumers and

telephone interview

telephone interview

consumers and caregivers?

health consumers and caregivers.

caregivers.

questionnaire collecting

within 72 hours of

quantitative and

pharmacy visit, post

qualitative data.

intervention.

43

3.1.

PARTICIPANTS

Sampling and recruitment

Multi-site full ethics approval was granted from Griffith University Human Research Ethics
Committee in December 2011 (GU Ref No: PHM / 13 / 11 / HREC) prior to the commencement
of recruitment.

Consumers and caregivers

Convenience sampling was used to select consumer and caregiver participants from three
geographical regions of Australia. To represent populations from diverse community settings
including metropolitan, regional, rural and remote and indigenous communities, participants
were recruited from three States of Australia: Queensland (QLD), Northern Rivers region of
New South Wales (NSW) and Western Australia (WA). Participants were asked to assist in
recruiting others to the study, thus creating a ‘snow-ball’ effect (244).

Two strategies were used to recruit consumer and caregiver participants to the study. These
strategies included promotion of the study through i) consumer and caregiver forums, mental
health networks, newsletters and Griffith University staff and student networks, and ii)
participating community pharmacies. A recruitment package containing study information and
invitations to participate were distributed in hard-copy and electronically. Due care was also
taken to ensure the specific wishes and requirements of Aboriginal and Torres Strait Islander
Peoples were respected. An engagement process was established with community Elders prior
to commencement of the research, and ongoing communication and transparency were
maintained throughout the research process.

With high regards for the sensitivity of subject matter, community pharmacy staff were asked to
display project information posters at their point of sale so that consumers wishing to participate
could voluntarily contact the project team, and to include a “postcard” (Appendix A) flyer in the
bag which medication was placed in when dispensing a prescription medication commonly used
in the treatment of depression and / or anxiety disorders. This ensured that consumers and
caregivers voluntarily self-selected to participate without pressure or coercion. Community
pharmacy staff were not privy to information regarding which of their customers had selected to
participate. Likewise, consumer and caregiver participants were not told any information
regarding the participant status of the pharmacy they accessed. Consumers and caregivers who
wished to participate were asked to contact the project team directly either via email or by the
free phone number detailed in the recruitment package. All people who agreed to participate
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were assured of their confidentiality and anonymity and written informed consent obtained.
Once recruited, consumer and caregiver participants were asked to identify their regular
community pharmacy and if the pharmacy had not been recruited, an invitation to participate
was extended to the pharmacy.

Key health stakeholders

Key stakeholders who practiced within the geographical regions of the research were
purposively sampled (245) from a variety of health professions to reflect the diverse range of
service providers. These stakeholders included 1) those involved in providing care for mental
health consumers both in the community and in specialist mental health settings (including GPs,
nurses, psychiatrists), and 2) representatives from mental health consumer and caregiver
organisations such as Mental Health Consumer Advisory Groups and Queensland Alliance. Key
health stakeholders were recruited by the project team members who identified and approached
key members of oragnisations nationally and within the project regions in person, by email or
telephone. Identification of key health stakeholders was facilitated by members attending
research conferences and professional meetings, and with the assistance of the project’s
Reference Group.

Community pharmacy staff

Staff employed in community pharmacy settings in QLD, WA, and NSW were purposively
sampled to ensure that key geographic and demographic characteristics of the population were
included, and that pharmacies that provided medication services to large numbers of mental
health consumers were included. Participants were also sought from a range of community
pharmacies, e.g. banner groups such as AMCAL® and Terry White®, as well as independent
pharmacies to represent the different practice models of community pharmacy in Australia.
Pharmacies recruited to the study were required to have a minimum of one pharmacist and one
pharmacy support staff member enrolled to participate, thus ensuring that pharmacy support
staff were included in the training as they are at the forefront of service provision. Recruitment
of pharmacy staff involved extensive distribution of the study information through fax and
email campaigns, and support from the Guild, the PSA and the Quality Care in Pharmacy
Program (QCPP) facilitators. Where possible, in person visits to community pharmacies were
also employed to raise awareness and invite participation. Professional networks such as local
pharmacy groups, consumer and caregiver organisations, mental health services and Medicare
locals were also used to raise awareness and support for the study. Other recruitment efforts
included attendance at national conferences and radio and newspaper advertising. The
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pharmacies recruited across the three regions represented key geographic and demographic
characteristics of the population. The pharmacies included metropolitan, rural and remote
communities to cover all Pharmacy Access / Remoteness Index of Australia (PhARIA) (246)
categories and included banner groups as well as independent pharmacies.

Eligibility, informed consent and compensation

Only persons who met the following criteria were eligible to participate in the research.
Furthermore, eligibility was restricted to only those living within the states of Queensland, the
Northern Rivers Region of New South Wales, and Western Australia.

Consumers and caregivers


Self-identified to be mental health consumers self-identify to be experiencing
depression and or anxiety



were over the age of 18



voluntarily self-selected into the study by directly contacting the project team and had
the capacity and ability to give their full informed consent, or,



were caregivers of person(s) who are experiencing mental health issues

Key health stakeholders


representatives of consumer and caregiver organisation



key health stakeholders involved in providing care for mental health consumers

Community pharmacy staff


employed within community pharmacy setting in role as pharmacist or support staff

To ensure participants were fully informed, project information sheets and consent forms were
developed in line with the requirements of Griffith University Human Research Ethics
guidelines (Appendix B). The monetary values offered to participants were minimal and did not
exceed the time requirement for participation. For consumer and caregiver participants, $20.00
was offered to those who participated in focus groups and $10.00 for those who participated in
telephone interviews. These payments were given in the form of a gift voucher which could not
be redeemed for cash. For community pharmacy staff, $200.00 was reimbursed to pharmacists
and $100.00 to support staff for completing the online training and post-training assessment
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questionnaire. These payments are in line with the expected earnings in their work settings
according to the time requirements of their involvement in the research. Health stakeholders
were offered a gift (a ballpoint pen) to the value of $10.00. Pharmacy academics were sincerely
thanked for their participation.

3.2.

OVERVIEW OF METHODS

A mixture of qualitative and quantitative methods were used to gather information from key
informants, thereby providing evidence-based identification of the mental health learning needs
of community pharmacy staff as well as baseline data for later comparisons to test the
effectiveness of the educational package. Following the educational intervention, statistical
methods were used to compare the pre and post-training responses of community pharmacy
staff, and from consumer and caregiver participants thereby providing evidence about the
effectiveness of the package in enhancing the knowledge and skills of staff and subsequent
impact on the experiences of consumers and caregivers. Content analysis of consumers’ and
caregivers’ comments and responses to open-ended questions were conducted to gain further
insights about their perceptions of pharmacy service quality not able to be demonstrated through
quantitative means. Each sub study is described in the following sections.

Study 1a: What do mental health consumers and caregivers need and expect from
community pharmacy and what are their perceptions about the role of community
pharmacy?

Information relating to the specific needs of mental health consumers and caregivers and their
perceptions about the role of community is currently not available in the Australian context.
This study sought to investigate what mental health consumers and caregivers want, need and
expect from community pharmacy and what are their perceptions about the role of community
pharmacy. This study is important for highlighting areas of strengths and identifying aspects of
community pharmacy service provision and delivery that could potentially be improved. In
addition, the research sought to explore the nature of consumer-staff interactions and assess how
these interactions impact consumers’ perceptions of community pharmacy and the valuing of
community pharmacy services. Additional contextual detail was also sought from selected
stakeholders who advocate for, or delivered services to mental health consumers and caregivers
(e.g. general practitioners (GP), nurses, psychiatrists, psychologists, clinical pharmacists, GP
liaison staff), because their perspectives would likely incorporate both consumer and caregiver
needs and experiences with delivering service or strategies to up-skill community pharmacy
workforce. Note, the materials and procedures for this study have previously been described
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elsewhere (247-249). Findings arising from this study have also been reported in the literature
(247-249).

Aim

To understand the perspective of people who experience mental illness in terms of their current
experiences, specific medication needs and expectations of community pharmacy and the nature
of their interaction with community pharmacy staff.

Method

Participants

The key informants for this study are (i) mental health consumers and their caregivers, and (ii)
key health stakeholders who are involved in providing care to mental health consumers and
caregivers at both primary and secondary levels (e.g. GPs, psychiatrists, psychologists).
Participant sampling and recruitment are detailed later in section 3.2.

Materials

Semi-structured interviews and focus groups were chosen to collect data from key informants.
There was one set of interview prompts and questions (referred to here as an interview guide),
designed specifically for consumers and caregivers and one set designed for health stakeholders.
The focus and content of the interview guides (Appendix C), were partially informed by a
review of the general health consumer’s needs and expectations study (250), a literature review
to explore previous work investigating mental health consumers’ medication management needs
(21), and consultation with members of the research team. The guides were pilot tested with two
stakeholders and subsequently amended. The topics explored in the interviews included
experiences of community pharmacy, therapeutic alliance and partnerships through joint
treatment planning, perceived treatment outcomes, motivational issues, and cultural needs.

Focus group discussion prompts were designed to generate discussion among participants while
questions for the semi-structured interviews were developed to collect narrative data through
dialogue between the interviewer and the participant(s). The guides also contained definitions of
key terms and additional prompts for the interviewer to use to further explore ideas, if required.
While both in-depth interviews and focus groups allowed an exploratory approach, semistructured interviews enabled more probing questions to be asked and to gain more specific
48

details about individuals’ opinions (251). Consumers and caregivers were given the option of
participating in focus groups or individual interviews. Key health stakeholders were interviewed
on a one to one basis only.

Procedure
To ensure participants’ comfort and convenience, participants were offered the choice between
attending a focus group or a one-to-one interview. Issues of confidentiality and anonymity were
explained and written informed consent was obtained prior to the interview taking place.

Two researchers were present at focus groups, one acting as the primary facilitator and the other
taking field notes. An interpreter was available when required. Focus group participants were
given an optional one-page survey on their demographic characteristics, health conditions, and
frequency of access to health care services (Appendix C). To ensure consistency, all focusgroup interviews followed a similar format. The facilitator read and explained the informed
consent material to participants who requested assistance, set the ground rules i.e. Please be
respectful of other’s opinions, and began the interview process. The facilitator asked questions
and used prompts as per the interview guides. Two concluding questions elicited participants’
opinions on the most important focus group interview topic and additional thoughts or
comments.

To obtain rich data, interviews took the form of a guided conversation using open-ended trigger
questions. Note that while the interviewer used the interview schedule to guide and structure the
interviews, each interview was unique. Depending on how the interview progressed, not all
trigger questions were asked (i.e., particular prompts might not have been necessary given the
natural flow of the interview). Occasionally the interviewer transgressed from the schedule to
explore issues or topics that arose during each interview as appropriate. In some instances
interviewees did not provide a response to the intended interview prompts, or, had no comment
on a particular topic. Therefore, the interviewer was flexible and exercised discretion in
conducting each interview as was appropriate for the interviewee, to ensure that the topics were
covered sufficiently.

Semi-structured interviews and focus group discussions were audio recorded and transcribed
verbatim and prepared for analysis by 1) conducting quality checks of a sample of the
transcribed interviews (i.e., a researcher not involved in conducting or transcribing the interview
listened to the recording whilst reading over the transcript in order to check for accuracy), 2)
removing identifiable information from transcripts (such as person, place and business names),
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and 3) storing the audio-recordings and transcripts in a secure location, accessible only to
members of the research team. A computer software package (NVivo Version 9.0, QSR
International) was used to manage and organise the qualitative data and to facilitate the analysis.

Analysis

To understand the perspective of mental health consumers, caregivers and key health stake
holders, an inductive approach was used to inform the thematic analysis of the interview data
(252). The thematic analysis involved multiple stages (summarised in Figure 3.1). First, the
transcripts were read and re-read to gain an understanding of the broad issues relative to the key
evaluation questions. Then, specific themes were developed which captured core messages
reported by the participants. To ensure the process was reliable, two researchers (the candidate
and the senior research assistant) coded and grouped data into thematic categories. An
additional consistency check was conducted on a sample of transcripts to verify that data were
coded in a similar way by a third research team member who had not been involved in
conducting or transcribing the interviews. This process was undertaken to code ‘units’ of data,
then categorise (‘cluster’) units until themes emerged.

Figure 3.1: Thematic analysis of interview data

Results

The findings are reported using a combination of descriptive statistics and qualitative data.
Quotes that reflected the core message are reported using codes to indicate whether the
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participant was a consumer (C), caregiver (CA) or both (C / CA), followed by a unique
identification number.

Study 1b: What services are actually delivered by staff and how satisfied are consumers
and caregivers with these services?

Community pharmacy service utilisation specifically by mental health consumers and
caregivers has not previously been researched in the Australian context. Understanding
consumers’ and caregivers’ immediate experiences and level of satisfaction with the services
they received from community pharmacy is important for identifying the services currently
utilised by consumers and caregivers and determining whether there is awareness among
consumers and caregivers of other community pharmacy services that could be utilised to
support their medication related needs. This information is also important for understanding
how mental health care is being delivered by community pharmacy staff, the behaviour when
rendering these services, and how these were perceived by consumers and caregivers. This
information will enable the identification of gaps in the current service provision and in aspects
of staff behaviour that may need to be modified, in order to achieve better outcomes for
consumers. Thus the key objective of Study 1b is to provide this previously unknown
information. The materials and procedure of this study have been described elsewhere (253).

Aim

To understand the immediate experiences of mental health consumers and caregivers and their
perception about the behaviour of staff when rendering care.

Method

Participants

The key informants in this study are mental health consumers and their caregivers. Sampling
and recruitment of these participants are detailed in section 3.1.

Materials

A questionnaire (referred to as an Exit Interview questionnaire) was used to collect quantitative
and qualitative data from consumer and caregiver participants. The questionnaire comprised a
combination of rating scales, multiple choice checklists, open-ended questions and space to add
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comments. Questions were aimed at understanding consumers’ and caregivers’ immediate
experience at the pharmacy and their level of satisfaction with the service that they received.
The computer-assisted telephone interviews procedure was selected to reduce potential
measurement error associated with item wording and ordering, interviewers’ verbal behaviour
and data processing (156), while preserving confidentiality (253).

Development of the questionnaire drew on the survey used in the Consumer Experiences, Needs
and Expectations of Community Pharmacy Project (250), review of relevant literature (see
Chapter 2, section 2.2) (21), and input from the Mental Health-Community Pharmacy Project
team members. The interview questionnaire was firstly reviewed by three expert consumer and
caregiver representatives (employees of Queensland Health) who considered the content and
length of the structured interview and provided detailed feedback, then the revised instrument
was pilot tested (individually via telephone) with consumers (n = 6) and / or caregivers (n = 4),
and / or members of the academic community (n = 4), and / or members of the local community
(n = 4). Further revisions and alterations to the length, wording, order of items, and number of
items were made on the basis of the feedback from these stakeholders prior to use in the study.
The final interview schedule is attached in Appendix D.

Procedure

When contacted by a consumer or caregiver wishing to participate in exit interviews, the
research team member (who were trained interviewers), explained the purpose of the study, the
duration of the interview, and issues of confidentiality and anonymity. The interview did not
proceed until participants gave their verbal consent to participate. Demographic characteristics
were collected prior to commencing the interview when participants elected to provide this
information. The standardised interview script was programmed into a web-hosted survey tool.
Interviews were conducted within 72 hours of the participants’ most recent community
pharmacy visit. This timeframe was established so that participants’ memory of their experience
was fresh and so that patrons who had visited a pharmacy over a weekend would be eligible to
be interviewed during standard business hours. It was anticipated that interviews would take
approximately 15 minutes to complete, but occasionally may take longer if the participant
provided additional comments. Interviewers were conducted over the telephone, using a
computer to follow the script and simultaneously enter the data. The interviewer took due care
to ensure participants’ responses to open-ended questions and / or comments were recorded as
accurately as possible at the time of the interview.

52

Analysis
Quantitative analyses of responses to the questionnaire were conducted using SPSS™ computer
software (version 21). Content analysis of participants’ responses to open-ended questions that
sought to understand their perceptions about their community pharmacy experiences and
interactions with staff were conducted using NVivo™ computer software (version 9.0).

Results

The findings of Study 1b that sought to understand the behaviour of community pharmacy staff
from the perspective of consumers and caregivers are reported using a combination of
descriptive statistics and qualitative data. Quotes that reflected the core message are reported
using codes to indicate whether the participant was a consumer (C), caregiver (CA) or both (C /
CA), followed by a unique identification number.

Study 1c: What are the knowledge and skills of Australian community pharmacy staff for
working in a mental health care role?

For community pharmacy staff to meet the needs of mental health consumers and caregivers it
is important that they have a sound knowledge base, and adequate skills and confidence to apply
these in practice. Identifying the gaps in the knowledge and skills and practice behaviours of
community pharmacy staff when working with mental health consumers and caregivers is
critical for informing the development of an educational package that address the key areas of
learning needs. In addition, staffs’ attitudes and beliefs about mental illness and about people
who experience mental illness and their perceptions of barriers to their own role in mental
health care may negatively impact on the provision of services for mental health consumers and
caregivers within community pharmacy settings. Strategies to address these issues must also
form part of the educational package.

Aims

1. To assess the actual knowledge and skills of the current community pharmacy workforce for
supporting mental health consumers and caregivers and identify their mental health learning
needs to be addressed by the educational package
2. To explore relationship between staffs’ perceptions of barriers to their role in mental health
care and their attitudes and beliefs.
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Method

Participants

The key informants for this study were community pharmacy staff (pharmacists and support
staff) employed in community pharmacy settings in the States of Queensland, New South Wales
or Western Australia. The sampling and recruitment of community pharmacy staff were detailed
in section 3.1.

Materials

An online instrument (Pre-training Questionnaire) was developed to collect data from
community pharmacy staff (Appendix E). Development of the questionnaire was informed by a
review of the literature to identify existing validated and reliable tools (Chapter 2, section 2.2)
that could either be used directly, or adapted for the purpose of this study (21). The online mode
of delivery was chosen to capatilise on existing technology that allows for widespread
dissemination of the questionnaire, is generally well accepted among the current workforce,
minimises costs (such as printing and postage associated with postal surveys, and human
resources required for telephone surveys), and minimises errors associated with data recording
and data entry (254, 255). The questionnaire included quantitative scales to assess pharmacists’
and support staffs’ 1) practice behaviour, 2) knowledge, 3) attitudes and beliefs and 4)
motivations and barriers for working with mental health consumers and caregivers.
Demographic questions were also incorporated into the questionnaire.

Practice behaviour
Assessments of staff practice behaviour were undertaken to:


Identify possible gaps in the provision of medication counselling and in the behaviour
of staff when rendering care.



Identify how delivery of mental health care is perceived relative to other pharmacy
services to support people with chronic conditions within the community pharmacy
setting.

These aspects of practice behaviour were investigated through a series of multiple choice
questions and Likert-scale ratings. The types of questions include:

Thinking of the last month of your work, of all the people you have provided antidepressants to,
how many have you talked with about the medication? (Tick one)
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01…NONE (go Q6)
02…A FEW (go Q5)
03…MOST (go Q5)
04…ALL (go Q5)
Thinking of the last month of your work, in general if you notice a person whose mental health
you are concerned about what sorts of things do you do? (Tick as many as apply)
01… Talk to them informally
02… Speak with another health professional
03… Speak with another health professional skilled in the mental health area
04… Offer to refer them to a specialist service
05… None of the above
06… I have not come across this in my current workplace
07… I do other things (please specify)
Please rate how likely you are to select each of the following Primary Health Care areas for the
PPI program in your pharmacy.
On a scale from 1 to 7, where 1 = highly unlikely and 7 = highly likely:
Highly
Somewhat
Somewhat
Highly
Unlikely
Neutral
Likely
Unlikely
unlikely
likely
Likely
1. Diabetes

1

2

3

4

5

6

7

Respiratory
disease
Cardiovascular
3.
disease
Mental health
4.
conditions
Health
5.
promotion

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

1

2

3

4

5

6

7

2.

Knowledge
Assessment of knowledge was undertaken to identify the key areas of mental health specific
knowledge deficiency that may negatively impact on the ability of staff to provide effective
care. Case vignettes based on those developed by Jorm et al (139) depicting a person
experiencing anxiety (Sue), and a person experiencing depression (Mark) were used to assess
participants’ knowledge about: i) presenting symptoms of depression and anxiety, ii) treatment
recommendations and rating of the helpfulness of a range of therapies and iii) to assess their
level of comfort when providing care. For pharmacists, the case of Jenine was used to assess
pharmacotherapeutic knowledge and level of comfort in providing comprehensive care for postnatal depression. The case vignette to assess participants’ knowledge is included as an example.
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Sue is a young mother who comes into your pharmacy asking for something for her nerves. She
describes feeling stressed all the time and sometimes it gets so bad she starts to feel shaky,
sweaty and nauseous. Sue is concerned because as hard as she tries she can’t stop herself from
thinking about all her worries. She feels tense and tired and this is affecting her relationship
with her four children and her husband. Sue works as a supermarket cashier and doesn’t want
to go to the doctor because of the cost and she thinks ‘what can they do anyway.’ She states
that she worries about money all day to the point that she is making frequent mistakes in her
job. She wants to buy something to help her sleep and calm her down. Her neighbour had
suggested that there were vitamins that could help her.

1.

What do you think might be happening for Sue? (Tick as many as apply)

01… Lack of sleep
02… Work stress
03… Symptoms of anxiety
05… Normal reaction to life problems
04… Symptoms of depression
06… All of the above
07… None of the above
08… Something else (please specify)
2.

What might you do next? (Tick as many as apply)

01… Recommend Sue takes a multi-vitamin each day
02… Gather more information from Sue
03… Recommend Sue speaks with another health professional (e.g. Nurse, Pharmacist, GP)
04… Recommend Sue speaks with another health professional skilled in the mental health area
05… Recommend Sue takes a herbal sleeping tablet
06… Tell her there is nothing to worry about
07… All of the above
08… None of the above
09… Something else (please specify)
3.

How would you feel about trying to help Sue? (Tick one)

01… Uncomfortable
02… Mildly uncomfortable
03… Neither comfortable or uncomfortable
04… Mildly comfortable
05… Comfortable
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Attitudes, beliefs, confidence and skills
Assessment of attitudes and beliefs of staff were undertaken to identify whether stigmatising
and inaccurate attitudes and beliefs existed among staff that may negatively impact on the way
they provide care to mental health consumers and caregivers. Assessment of staffs’ perceptions
about their own skills and their level of confidence in a mental health care role is important for
identifying whether deficiencies in this area also exist that may also negatively impact on their
practice behaviour.

The development of instruments that assessed the attitudes and beliefs held by community staff
were informed by existing validated tools including but not limited to: the Beliefs About
Medicines Questionnaire (256); the Adapted Depression Attitude Questionnaire (161); the
Leeds Attitudes Toward Concordance (257); the Social Distance Scale (258); the Perceived
Stigma Scale (259); and the Mental Health Nursing Clinical Confidence Scale (260). Case
vignettes that assessed the knowledge and skills of staff and scales to measure their motivations
and barriers were also informed by prior work (57, 141, 261-263). Full descriptions of the final
scales used in the research are provided below.

Depression Attitudes Questionnaire (DAQ) (161)
The DAQ is a validated scale containing 26 statements that reflect attitudes and beliefs about
the nature of depression, the treatment outcome of depression, and their own role in providing
care for people who experience depression (141). These 26 statements formed four subscales:
1.

Treatment approach. This subscale comprised 8 DAQ statements and measures
participants’ attitude towards the nature of mental illness and the treatment of mental
illness. Lower scores indicate participants took depression seriously and believed
people who are experienced depression required treatment and support.

2.

Inevitable course. This subscale comprised 4 DAQ statements and measured
participant’s attitudes and beliefs about the course of mental illness and outcomes of
treatment. Lower scores indicate more optimistic attitudes and beliefs about the course
of depression and recovery from depression.

3.

Role. This subscale comprised 8 DAQ statements and measures participants’ attitudes
towards their role in providing mental health care. Lower scores indicate participants’
perception that they have a role to play in mental health as part of a health care team.

4.

Consumers. This subscale comprised 6 DAQ statements and measures participants’
attitude toward people experiencing depression and anxiety. Lower scores indicate a
more positive attitude towards people who experience mental illness. The example
provided below is part of the DAQ that assesses participants’ attitudes toward mental
illness and towards people who experience mental illness.
57

Please read the following statements carefully and tick the box that matches how much you
agree with each statement:
Neither Tend
Strongly
Tend to
Strongly
Disagree
Agree or
to
Agree
Disagree
Disagree
Agree
Disagree Agree
1.

2.

3.

Mental illness is
not a real disease

1

2

3

4

5

6

7

Anyone can
suffer from
mental illness

1

2

3

4

5

6

7

Antidepressants
are addictive

1

2

3

4

5

6

7

Mental Illness Attitude (MIA) Scale (57)
The MIA scale is made up of 11 statements that measured participants’ beliefs about people
who experience mental illness and about the role of treatment in recovery. These statements
formed two subscales:
1.

Negative stereotypes. Comprised 5 MIA statements that depict negative beliefs about
people experiencing mental illness, such as they are a danger to others, are
unpredictable and hard to talk with. Lower scores indicate more positive attitudes and
beliefs.

2.

Recovery and outcomes. Comprised 6 MIA statements and depicted participants’
beliefs about the outcome of treatment and recovery from mental illness. Higher
scores indicate participants held more positive attitudes and beliefs in this regard.

Confidence and Skills (CAS) Scale (260)
The CAS Scale contained a series of 11 statements that provided insights about participants’
level of confidence in their ability to provide mental health care, adapted primarily from the
Mental Health Nursing Clinical Confidence Scale (260). Aspects of care include talking to
people about their mental health problems and providing medication related advice. Six of the
statements related specifically to the role of pharmacists. Higher scores indicate greater
confidence.

Motivation and barriers
Assessment of participants’ motivations for working with people who experience mental illness,
and their perceptions about barriers that limit their effectiveness in a mental health care role is
critical to identify the key issues and in development of strategies that address these issues. The
Motivations Scale consisted of 11 statements that reflected positive attitudes, while the Barriers
Scale contained 12 statements that reflected negative attitudes towards providing care for mental
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health consumers and caregivers. Development of these scales have been described elsewhere
(264).

In summary, the scales were informed by prior work (261, 262), and adapted for the specific
purpose of the current study. Using a seven point-likert scale (where 1 = Strongly disagree to 7
= Strongly agree), participants were asked to indicate their level of agreement with statements
that reflect their motivations and perceptions of barriers to providing mental health care within
their current roles.

Two parallel versions of the online questionnaire were developed, one specifically for
pharmacists, and one specifically for pharmacy support staff. The primary difference between
these two versions was the inclusion of case vignettes to assess the application of
pharmacotherapeutic knowledge with pharmacist participants. The questionnaire content was
subjected to expert review for face validity and adequacy of coverage of the relevant construct
by six mental health care professionals (multidisciplinary), and four experienced senior
researchers in the health field. Further refinements to the question wording and structure were
made prior to pilot testing with five practicing community pharmacists, one practising pharmacy
intern, and four practicing pharmacy assistants. On the basis of pilot participants’ feedback,
including the time taken to complete, the questionnaire was reviewed and refined by the project
leader. The final version of the questionnaire is presented in Appendix E.

Procedure

Community pharmacy staff wishing to participate in the study registered their interest online.
Collection of demographic data and general information about their practice setting, and
informed consent formed part of the registration process. Once registered, staff were provided
codes for online access to the Pre-training Questionnaire, designed to be completed within 20
minutes.

Analysis
Quantitative analyses of responses to the questionnaire were conducted using SPSS™ computer
software. The handling and analysis of quantitative data was based on reliable statistics methods
used in scientific research (265), represented by Figure 3.2.
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Figure 3.2: Handling of quantitative data
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A standardised format was used for naming variables to minimise confusion for such a large
longitudinal data set. Preliminary assessment included visual examination of the data set for
entry errors and conducting exploratory and descriptive analysis to assess the distribution of the
responses and to clean the data (266). Entry errors were also checked by another member of the
research team for every 5th entry. Frequency distributions displayed as histograms were used to
visually assess the distribution of continuous variables and to decide whether parametric or nonparametric methods would be used to analyse the data. Frequency distributions were also used
to identify outliers. Often these were found to result from entry errors. For example, incorrect
entry of year of birth was automatically converted to year 00, indicating the person was born in
1900 and thus aged 113 years when the data were analysed. In such cases, if clarification could
not be achieved, the variable was treated as a missing value and excluded from analysis.
Variables with greater than 20% missing values were also excluded from analysis. Exploratory
data analysis was also used to determine whether variables needed to be recoded to facilitate
analysis. Frequency distributions were used to check accuracy of the recoded variable by
comparing with the original variable.

Pharmacists and support staff were treated as independent variables as they differ in
qualifications and roles and subsequent expected level of knowledge. Chi-square tests were used
to compare groups of participants’ responses to knowledge questions. Independent sample ttests were used to compare participants’ responses to scale items including the DAQ, MIA,
CAS and Motivations and Barriers scales. A 99% confidence level was used to indicate
statistical significance. Multiple linear regression analysis was conducted to explore variables
that contribute to perceptions of barriers to role in mental health. Analysis was undertaken
according to established rigorous statistics procedures (265). The data were checked to ensure
assumptions are met (independence, linearity, normality, homoscedasticity). Residual analysis
was used to check for violations of model assumptions. Outlying cases were removed and the
data rechecked for violations. Where negligible differences were observed, the whole sample
was used in the regression model. Correlations between variables were explored using Pearson’s
pair wise comparisons to compute the correlation coefficient (r).

Results

Simple descriptive statistics were used to describe the demographic characteristics of the
participants and report on questionnaire data. Participants’ responses to knowledge questions
are reported as frequencies and percentages, responses to scale items are reported as means. The
results are presented in tables alongside p – values where the responses of the two groups were
compared.
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Study 2a: What changes in knowledge and skills of staff occurred as a result of training?

Aims

1. To assess the effectiveness of the training in enhancing the knowledge and skills of
community pharmacy staff
2. To identify factors that influence positive changes in staff motivation and perceptions of
self-confidence in a mental health care role.

Note: the development of the mental health educational package and study design to test its
effectiveness was the undertaking of the project team and lies outside the scope of this thesis. A
diagrammatic representation is included (Appendix F) to facilitate understand of the data
collection time points for Studies 2a and 2b.

Method

Participants

Community pharmacy staff who completed the online training, and post-training assessment
questionnaire.

Materials

Minor modifications were made to the Pre-training Questionnaire described under Study 1c, to
reflect the completion of the online training. The resulting Post-training Questionnaire
(Appendix E) was delivered online to community pharmacy staff immediately after they had
completed the training.

Procedure

Training was implemented in the three regions of Australia (New South Wales, Queensland, and
Western Australia) as part of the Mental Health-Community Pharmacy Project (11). Group 1
pharmacy staff (Intervention Group) commenced the on-line training between September and
November 2012, and completed a post-training questionnaire immediately after completing the
final module. Group 2 pharmacy staff (Control Group) had delayed access to the training and
completed between February and May 2013. Prior to training, Group 2 participants completed
the Pre-training questionnaire for the second time (Appendix F). Data collected from
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participants prior to intervention (in Study 1c) are hereafter referred at Time 1 data (T1). Data
collected from participants post intervention hereafter referred to as Time 2 data (T2). Data
collected from Group 2 participants at T1 referred to as T1a data, and from their second time
completion of the Pre-training Questionnaire hereafter referred to as T1b data.

Analysis
Evaluation of the impact of training on community pharmacy staff was used to explore any
changes in knowledge, attitudes and skills, and perceptions of motivations and barriers between
T1 and T2. Pharmacists and support staff were treated as independent groups and their
responses were analysed separately. The responses of the two roles were compared at T2 to
identify whether differences remained after the training. Before the pre and post-training
analysis was conducted, comparisons were made between:
1) Group 1 and Group 2 to verify uniformity among the groups that would allow data to be
combined.
2) The pre-training response of Group 2 (T1a) to their second time response to the Pretraining Questionnaire (T1b) to identify changes that occurred as a result of prior
exposure to the questionnaire, thus allowing this to be accounted for when considering
the T1 and T2 findings.
3) Information provided at T1 for training “Completers” and “Non-completer” to identify
whether there were significant differences between the groups.

Multiple regression analyses were performed to identify factors that contribute to change in staff
motivation and perceptions of self-confidence and skills in a mental health care role as
previously explained in Study 1c (Figure 3.2).

Study 2b: Did staff completing mental health training change the experiences of
consumers and caregivers?

Aim

To assess the impact of providing mental health training to community pharmacy on the
experiences of consumer and caregiver experiences and their perception about the role of
community pharmacy staff in mental health.

63

Method

Participants

Mental health consumers and / or caregivers who previously provided information about their
experiences in one, or both follow-up interviews within 72 hours of visiting a community
pharmacy.

Materials

Minor changes were made to the exit interview guide as described in Study 1b to: i) assess
changes in the interviewee’s circumstances that might impact on the management of their
mental health, such as changes in medication or health care provider, and ii) allow the
interviewee to reflect on their community pharmacy experiences and their own journey over the
course of the study. Examples of these questions were:
Since our last interview, is there anything about your / your loved one’s mental health
management that has changed, for example: changed, stopped or added medication; changed
doctor or psychiatrist; have been in hospital, etc?

A. YES. Please describe what has changed, and could you please tell us why?
B. NO, nothing has changed.

Have you noticed anything different in pharmacy service or your relationship with the
community pharmacy team (i.e., a positive change; a negative change; nothing has changed;
etc)?
A. YES, please describe what has changed:
B. No, nothing has changed.

Please tell us about how participation in this study has impacted on your views of community
pharmacy services / staff / or expectations from your pharmacy?

Procedure

Two follow-up interviews with consumers and caregivers were conducted between 3 December
2012 (E2) and 1 March 2013 and between 03 June and 18 July 2013 (E3) (Appendix F) using
the modified exit interview guides (Appendix D). These interviews took place at intervals that
64

corresponded to community pharmacy staff completing their online training and followed the
same procedure as previously described in Study 1b.

Analysis

The impact of the training on the knowledge and skills and practice behaviour of community
pharmacy was assessed from the perspective of consumers and caregivers by comparing
experiences and level of satisfaction before and after community pharmacy received the targeted
mental health training using chi-square, t-tests and analysis of variance (ANOVA). Content
analysis of participants’ open responses to questions asking participants to describe their
observations and to reflect on their experience of participating in the research was undertaken to
provide insights not reflected in quantitative data.

For analysis, participants were divided in to groups according to whether they had attended the
same pharmacy for multiple interviews and whether the pharmacy had one or more staff
members who had completed the online mental health training. The grouping of participants for
pre and post-training comparison is illustrated in Figure 3.3.

Group 1
Trained pharmacy
Same pharmacy visited
pre and post training
implementation
Group 2
Untrained pharmacy

Pharmacies visited
between pre and posttraining
implementation
Different pharmacies
visited

Group 3
Untrained pharmacy

Figure 3.3: Grouping of participants for exit interview analysis

Group 1 participants are those who visited the same pharmacy at either E2 or E3 or at both
interviews, where the pharmacy had at least one trained staff member. It is expected that
participants would report an increase in frequency of interaction with staff and in the receipt of
medication counselling in follow-up interviews. Group 2 participants are those who had visited
the same pharmacy at either E2 and / or E3 where the pharmacy did not have a staff member
who had completed the online mental health training modules. It is expected that minimal
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changes would be reported by participant with regards to frequency of interaction and receipt of
medication counselling. Group 3 participants are those who visited a different pharmacy from
that name in their E1 interview and the pharmacy did not have a staff member who was trained.
It is expected that the reports of change across the interviews would also be minimal. The
remainder of E1 participants are those who had visited different pharmacies that were a
combination of trained and untrained are excluded from the analysis.

Summary of methods

In the first instance, a mixture of qualitative and quantitative methods were used to gather
information from key informants, thereby providing evidence-based identification of the mental
health learning needs of community pharmacy staff. Following the educational intervention, the
pre and post-training responses of community pharmacy staff, and consumers’ and caregivers’
baseline and follow-up interviews were compared, thereby providing evidence about the
effectiveness of the package in enhancing the knowledge and skills of staff and subsequent
impact on the experiences of consumers and caregivers.

Chapter 4 describes the results form Study 1a, a qualitative study to explore the needs of mental
health consumers and caregivers and their expectations and experience of community pharmacy.
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CHAPTER 4: EXPERIENCES, NEEDS AND EXPECTATIONS

This chapter presents the findings from Study 1a that sought to understand the specific
medication related needs of mental health consumers and caregivers, and their expectations and
experience of community pharmacy (Table 3.1). Demographic information about the study
participants are presented in section 4.1. Consumers and caregivers’ perspectives in relation to
the research question are presented in section 4.2, followed by the perspective of key health
stakeholders (section 4.3). The key findings from Study 1a are summarised and discussed in
section 4.4. Some of the findings of this study have been published (247-249) or are currently
under consideration for publication in peer-reviewed journals (267).

Summary of study aim and method

The aim of this study was to understand the specific medication-related needs of mental health
consumers and caregivers and their expectations and experiences of community pharmacy.

In-depth consultations with mental health consumers, caregivers and key health stakeholders
were undertaken to explore their needs, expectations and experience of community pharmacy.
All focus groups and semi-structured interviews were audio recorded and transcribed verbatim.
Themes to emerge from both groups of key informants were sought and reported. Quotes that
reflected participants key messages were identified and coded with the following codes to
indicate whether the participant was a consumer (C), caregiver (CA), both a consumer and
caregiver (C / CA), health professionals (HP), or organisational representatives (OR). The codes
(FG) and (SSI) indicate that the information was gathered in a focus group setting or an
interview respectively, and numeric values are unique identifiers for the transcripts.

4.1.

PARTICIPANTS

A total of 98 mental health consumers, caregivers, organisation representatives and health
providers participated in either focus groups or individual interviews. Participant categories are
summarised in Table 4.1. While consumer and caregiver participants were asked to provide
demographic information, organizational representatives and health professional were not. Of
the 74 consumer and caregiver participants, 66 people participated in nine focus groups.
Participants’ characteristics are summarised in Table 4.2. The number of participants in each
focus group ranged from 3 to 11. Eight participants elected to be interviewed on a one-to-one
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basis. The majority of participants (74.3%) were female and over the age of 26 (range = 18 to
55 and over). While participants were not explicitly asked about their cultural background, 8
participants self-identified as Aboriginal or Torres Strait Islanders in the course of the data
collection.

Table 4.1: Categories of focus groups and semi-structured interviews
Interview
Categories

Number of
participants

Consumers /
Caregivers

74

Individuals with lived experience of mental illness.

11

Including individuals from consumer organisations with
expertise / operating in the areas of mental health care,
advocacy, engagement, support, capacity building and
linkages across sectors, diverse communities.

13

Including individual practitioners with significant
expertise / experience in health system advocacy, and
practice and issues pertaining to mental health.

Organisational
representatives

Health
professionals

Description

Table 4.2: Consumer and caregiver characteristics
Number of
participants

%

Male

19

25.7

Female

55

74.3

18 - 25

3

4.1

26 - 40

13

17.6

41 - 55

23

31.1

> 55

22

29.7

Age range (years)

Note: Not all participants answered the question.

In addition to their general demographic information, participants were asked to provide
information about their diagnosis, and their frequency of accessing community pharmacy and
health professional services. Of the 46 who gave information about their mental health
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diagnosis, depression and anxiety were most prevalent amongst participants (30.4%, 41.3%
respectively). The group indicated under the “Other” categories combined bipolar affective
disorder, schizophrenia and other pyschotic disorders, all of which were indicated as a diagnosis
by less than 20% if participants. Seventeen participants indicated they were diagnosed with two
mental health conditions and four indicated they had been diagnosed with three or more mental
health conditions. Participants’ self-reported diagnoded mental illness are presented in Table
4.3.

Table 4.3: Consumer self-reported dignosed mental health disorder
Diagnosis

Number of participants
(n )

%

Depression

14

30.4

Anxiety disorder

19

41.3

Other

25

54.3

Note: Participants could nominate more than one mental health condition.

When asked about their frequency of visits to the pharmacy and to a health practitioner, the
majority indicated that they would go to the pharmacy at least once per fortnight (55.0%) when
compared with 35.6% who indicated the same frequency of visits to a health professional, as
summarised in Table 4.4.

Table 4.4: Comparison between frequency of pharmacy and other health professional
visits
Frequency of pharmacy

Frequency of health

visits (%)

professional visits (%)

Weekly

17 (28.3)

5 (8.5)

Fortnightly

16 (26.7)

16 (27.1)

Monthly

20 (32.8)

25 (42.4)

≥ Every 3 months

7 (11.5)

13 (22.0)

Note: Not all participants answered the question.
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It is important to note almost 30% of participants indicated that they would visit the pharmacy
at least on a weekly basis when compared with less than 10% indicating the same frequency for
visits to other health professionals. This indicates that for a number of participants, pharmacists
are the health professionals that they are most likely to interact with in the management of their
mental health condition.

The thematic analysis of the interviews is presented in two sections with quotes that reflect the
key themes; 1) consumer and caregiver participant perspectives and 2) organisational
representatives and health professional perspectives.

4.2.

CONSUMERS’ AND CAREGIVERS’ PERSPECTIVES

Five major themes emerged from analysis of interview data with consumer and caregiver
participants: 1) the management of mental health, 2) needs, 3) the role of community pharmacy
and the skill of staff, 4), the stigma associated with mental illness and 5) relationships with staff
and ascribed benefits. Quotes that reflected these themes are reported using codes to indicate
whether the participant was a consumer (C), caregiver (CA) or both (C / CA), where the data
was collected in focus groups (FG) or in one-to-one interviews (SSI), followed by a unique
identification number.

The management of mental health

Managing mental health was discussed from the perspectives of medication, psychotherapy and
lifestyle strategies.

Medication

It is clear that consumers and caregivers recognise the importance of medication in the
management of their mental health. One consumer reflected on the positive effect of medication
in controlling his symptoms and in improving his quality of life. However, concerns about
medication side effects, the cost of medication, and personal barriers to taking medicines (e.g.
fear of dependency), appeared to negatively impact on medication adherence. Many consumers
spoke about the myriad of medication side effects (both short and long term), and how these
impacted on their lives.

I look back at how I was and how I am now and I see a lot of progress. I function better. I
manage to have more positive relationships. I’m more self-aware and self-controlled. I used to
self-medicate and get into conflict with other people and I wasn’t aware of the highs and lows
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and tendency to get hyper-manic and how much that was affecting my relationships and jobs. I
was finding it hard to hold onto jobs and I was falling out with people inside and outside of
work regularly because my behaviour was unstable. (C SSI120208)

A number of participants expressed frustration that side effects seemed to be an unavoidable
part of treatment. While a common concern was weight gain, other medication related side
effects described ranged from minor symptoms to major negative clinical outcomes.
Participants also identified that side effects not only affected them personally, but others around
them such as family members and health care workers. They also expressed concern over a
general lack of awareness of medication related side effects, particularly regarding who should
advise them about these effects i.e. doctor, psychiatrist or pharmacist.

I was put on [antipsychotic] which gave me tardive [dyskinesia]. I was a dribbling mess! I went
from functional but depressed to a dribbling mess, and ended up in the [hospital].
(C / CA FG120206)

Whenever they've put me on a medication, I've never had any kind of discussion about side
effects of medication. Not from a GP, not from a psychiatrist, not from a pharmacist. I've never
had anybody. (C FG120302)

Limited awareness of side effects had for some consumers led to negative clinical outcomes and
there was a perception that greater awareness may have reduced some of this. A sense of
powerlessness also emerged when consumers reported telling health professionals that they
were experiencing side effects and were not believed, leading to significant levels of distress
and in some cases possibly avoidable negative clinical outcomes. One participant stated that it
was the pharmacist’s responsibility to inform them about medication side effects. Others felt
forced to seek information from alternative sources such as the internet.
Sorry, but I think it should be a pharmaceutical [pharmacist’s] responsibility to talk to the
patient about the side effects of the medication that they are handing over. (C FG120302)

Consumers provided positive examples of managing side effects through collaborative care
between pharmacists and other health professionals, highlighting the role of pharmacists in
monitoring their wellbeing through partnership with them and health professional colleagues.
Aspects of therapeutic alliance also emerged through stories of managing side effects when
doctors involved mental health consumers in decisions on how to balance side effects with
effectiveness of therapy.
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Sometimes the doctor rings the pharmacy to get the ok for the medication. They can’t always
give you it otherwise. The lady at the pharmacy always asks me if the medication is agreeing
with me or not. And then she can tell the doctor, well you should change it, or so on. They are
very attentive. (C FG120302)

He said do you take 10 mg of [antipsychotic] and have a less disruptive sleep and put up with a
drug hangover? Or do you take 5 mg wake up more often in the night and early in the morning
and don’t have a drug hangover? To be honest, I prefer to get a proper night sleep and rest and
put up with being a bit spaced out in the morning. (C SSI120208)

The majority of participants identified the financial burden of treatment as a major barrier to
effectively managing their mental health problems. The Australian funding system for
medications (PBS) was seen as a mixed blessing, particularly the initial outlay of money
required to become eligible for medications at a reduced rate (reaching the Safety Net threshold
[$1363.30 for a general patient, $348 for a concession card holder in 2014] when medicine
becomes cheaper or free for the remainder of the calendar year) (268).
Some of my medications for example aren’t on the NHS [National Health Service, so like it’s
$180 every 3 months and there’s no subsidy for that so that gets very expensive. Also, the way
the safety net kicks in. Every year they put it up another couple of hundred dollars that you have
to get to before you reach the safety net. Yeah, that can be a real barrier! (C SSI111205)

The need to take the medication daily to achieve symptom control was associated with a fear of
dependency amongst consumers. However, despite the side effects, financial constraints and
personal barriers, medication was viewed as an essential part of management with many
consumers very aware of the high consequence of treatment failure:

Just getting my head around that my daily needs [are] mandated, or the quality of life I had,
was mandated by this single white pill that I’d take every day was a weird idea and one that I
didn’t really feel comfortable with and struggled against a lot. (C FG120206)

A friend of mine died last week. You know mentally ill. They found her accommodation and
there was no follow-up on the half-way [house] she was at. There’s not much follow-up anyway,
but it gave me a fright because I am battling it [mental health disorder] out myself. But I’m well
enough. I have stayed stable enough to keep going so the bubble doesn’t burst. But he, the
bubble burst and she’s dead. But you know they said do I want counselling? And I said no. I
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have been counselled for other suicides. You get used to it you know. It’s life and death for a lot
of us sitting here today. (C FG111216)

Psychotherapy

There were mixed feelings regarding the effectiveness of psychotherapy in the management of
mental illness. While some consumers doubted the efficacy of psychological treatment, others
acknowledged that this has been a helpful part of their overall management:

I was at the point like where I needed to try something else or I needed to use cognitive therapy
and behavioural therapy. (C FG111207)

Lifestyle

There was a general recognition by consumers and caregivers that medication alone is not the
answer to optimal management and recovery from mental illness. A proactive approach that
includes lifestyle modifications, effective communication and having a support network were
seen as essential components to effective management, and in promoting recovery from mental
illness.

Finding things that I used to enjoy doing as hobbies and things years ago, before the
breakdown, bringing them back into my life again made me feel good. Whether it's drawing or
painting or just, could be anything you like doing. Whatever that makes you feel happy. And
that's another thing that's helped me outside of the tablets. It's made a difference. (C FG111207)

Some people wouldn't have a clue on how to sort their lives out. But if you are keen and take a
real responsibility for where you're at and communicate to others in an effective way, then that's
as far as improving your lot in life. That goes a long way. (C FG111207)

Needs

Consumers and caregivers spoke about a range of needs related to healthcare access, medication
and quality of healthcare provided in community pharmacies. Medication related needs included
both the supply aspect of dispensing and the advisory role of pharmacists. Quality of care was
linked to the need for staff to show care in their service delivery and to provide a safe health
care space. Participants emphasised the need for services to be delivered with care and concern
and for community pharmacy staff to display greater empathy. The need for staff to adopt a
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patient-centred approach to service delivery is discussed in the relationships and ascribed
benefits section of the results.

Medication related needs

Participants spoke about several aspects of medication related needs. These can be summarised
as supply related (e.g. having the medication in stock), medication management (e.g. DAAs)
and information (e.g. provision of consumer information with initial supply). The key issues of
medication supply identified by consumers and caregivers were related to stock control, prompt
service, record keeping and provisions for emergency supply. Many participants expressed a
need for pharmacies to carry stock of their medication. This was important not only for
continuity of treatment but also for financial reasons, particularly when consumers do not drive
and rely on taxis.
Sometimes, or in the past, I’ve gone down and they haven’t had the stock in. Like when they did
the order, they didn’t check properly whether they placed an order to get the stuff in so stuff
wasn’t there. [Staff] It’ll be in at 4 o’clock this afternoon. [When] you rely on taxis or
something, you can’t go back until the following fortnight. (C FG111216)

The need for prompt service was aligned to the negative impact that waiting for medications to
be dispensed can have on consumer well-being, and this was described by one participant in the
context of how it can also contribute to the development of stigmatising attitudes.

Because I have anxiety, I just want to get in there and get out as fast as possible. But sometimes
the wait just like really gets to you and you're just sitting there for ages. Sometimes they just
take forever, and that's probably the worst thing. That’s what happens to me [when] waiting for
so long. (C SSI120307)

The need for provision of emergency supply was highlighted as important from two
perspectives, the need for pharmacies to provide for continuation of medication when
prescribers could not be accessed e.g. on weekends, and when either the nature of the disorder
or lack of organisation caused potential disruption to continuation of therapy e.g. forgot to
organise a prescription renewal. Consumers and caregivers clearly saw that community
pharmacy could address potential healthcare access issues in this respect, and those in smaller
community settings also highlighted the need for improved access to after-hours pharmacy
service.
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If there was one pharmacy that is open 24 hours a day, whenever you’ve got a sick kid it’s
always the middle of the night. (C / CA FG111207)

Record keeping emerged as an important issue for consumers who did not understand why they
should always have to present their Health Care Card to receive concessions on health care costs
or be responsible for keeping track of how close they are to reaching eligibility for medications
at a reduced cost (recording each time they have a medication dispensed for Safety Net total).
This was particularly relevant to consumers / caregivers who patronise more than one pharmacy,
and they expressed a desire for pharmacies to have linked computer systems that would enable
them to share that information and maintain accurate records on their behalf.
I would like to be able to go to any pharmacy and have the Safety Net recorded so it’s no longer
my responsibility to chase that all of that around and collect all the paper work.
(CA FG111207)

The need for assistance with medication management was identified by a large number of
consumers. Some participants reported that the complexity of their medication regimen led to
difficulties in managing to take the medication correctly, stating that they have benefited from
DAAs such as Webster® Packs. Others reported finding it difficult to keep track of their
prescriptions, remember when they could be dispensed in order to be subsidised and when they
were due to run out. Participants claimed that they would benefit from a pharmacy reminder
system particularly when prescriptions are due, as this could then potentially minimise difficulty
accessing psychiatrists or GPs for prescription renewal:
I was having a lot of trouble managing my meds because I’m on a few different one. And since
my pharmacist started Webster® packing them for me, I can get a week’s worth or a fortnight's
worth or whatever, that's been really helpful. (C FG111207)

The need for additional medication information and counselling was identified by several
participants, with many consumers expressing frustration that they were not receiving adequate
information. Participants cited the need to be better informed about side effects of the
medication, the likely length of treatment, as well as information on medication interactions
(particularly when new medications are added to the regimen) and alternative therapies.
Consumer needs relating to side effect information are described in the previous section, The
management of mental health. Consumers and caregivers expressed a desire for both verbal and
written information on how to take the medication (such as confirming the dose as prescribed by
the doctor through verbal reinforcement of the label), and to be better informed about
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medication related side effects and for this information to be contextualised with respect to the
actual risks of side effects occurring and potential seriousness. The provision of information
was perceived to help prepare consumers on what to expect and more importantly, what to do if
they did experience side effect(s), with some consumers appearing to feel empowered by this
information and more likely to adhere to treatment.
I’d like to know all side effects. If there’s something I’d like to know, if there’s a particular way
that I have to administer or take something the doctor’s given you, I’d like clarification about
that. If I’m not sure, I’d like that pharmacist to say - you take this twice a day or you do this or
however you take it. I’d like that explanation properly explained because the doctors don’t have
a lot of time and you may forget something. You may have heard it and you get side tracked and
you go out and think, what did he say? Did he say do it this way? Or do it that way? It’s good to
have that clarification from the pharmacist. (C FG111207)

It would be good for pharmacists to explain the side effects of medications to people. I could
understand in some circumstances, not wanting to put the fact sheet in if people really want to
go off their medication all the time, because there can be so many lists of side effects. So
actually having those explained to you and saying well, this is a very rare side effect or this is a
minor side effect. (C FG120302)

There was much confusion around the dispensing of generic brands and consumers and
caregivers wanted to both be consulted when generic substitution occurred and also receive
easy-to-follow information on generics to refer back to. In the absence of adequate information
from health professionals, participants disclosed that they used the internet to access
information, viewing search engines such as Google as a reliable source of medication
information
I sometimes get the proper names and I also get the generic brand and that’s okay. But the
tablets change their shape and size and colour which is not the pharmacist’s fault because they
just use the brands, but it does get very confusing. When you’ve had an oblong tablet one week
and then the next week it’s round, it’s hard to remember which you’re taking. (C FG120224)

Privacy and confidentiality

The key need identified by the majority of participants was for greater protection of privacy and
confidentiality during pharmacy interactions as part of providing a welcoming and safe health
care space. Of greatest concern to consumers was a lack of privacy in community pharmacy
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practice settings. Two major barriers to privacy were identified: the physical layout of the
pharmacy and paradoxically, the accessibility of community pharmacy. Some consumers
expressed concerns regarding all staff knowing about their medical history, through
employment of multiple pharmacists, support staff over-hearing conversations, and the
pharmacy dispensing process when one support staff member takes in the prescription from a
consumer and another staff member hands the medication to the consumer. Within the
pharmacy environment, consumers and caregivers expressed a general fear that both their
privacy and confidentiality were breached when other customers were present in the pharmacy.
For example, other customers in the shop can see them, hear their name and address being
called out (as this is routinely used as methods of verification when collecting prescriptions),
may even see what medications they are receiving, and hear them receiving medication
counselling:

It's not just the pharmacists and that's, what? four or five of them on different shifts? but also
the assistant behind the counter as well. (C FG111207)

Paradoxically, due to the highly accessible nature of community pharmacy services, there is a
fear of being recognised by colleagues, friends and neighbours when collecting medication from
the pharmacy. These fears are heightened in smaller communities, where there is also a greater
chance of a personal association with pharmacy staff and some consumers chose to access
pharmacies at a greater distance to address this.

I went to a different pharmacy so that no-one would recognise me. Because I have lived in the
area 20 years at the time and I thought, I can’t do this. I can’t stand there with [antidepressant]
or [stimulant medicine] while I pay in case somebody comes in. I found that incredibly intrusive
into my personal self. (C / CA SSI120206)

The allocation of a private consultation room or area was seen as the main facilitator for
overcoming privacy and confidentiality issues in pharmacy interactions. However provision of a
separate consulting room was not always viewed as a necessity and a number of the other
suggested strategies reflected a consumer’s desire for respectful care from pharmacists and
support staff. Strategies proposed included dispensing medications in plain packaging, for staff
to be more aware and discrete when asking questions, giving medications advice and
counselling such as lowering their voices when speaking, and for staff to come out from behind
the counter and guide the consumer to a separate area or offer the consumers the opportunity to
speak private:
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I think the chemist should all have a section that you can talk privately regardless because you
might want to ask something personal and not to do with medication. (C FG111207)

Not everyone will take you up on it. Some people are quite happy discussing their medications
in very loud voices in front of everybody. But it’s giving [them] the option, the choice. This is
what we need; it’s option and choices about the service that we’re getting delivered.
(C FG120206)

However, even when pharmacies had adopted some of these strategies (e.g. plain packaging),
consumers provided examples where their privacy and confidentiality were compromised in
other ways:

What does bother me is if I say for [example] can I have some PANADOL over the counter, and
they say are you on any other medication? And I say x and x, and they go, oh what’s that for? Is
it for epilepsy? What’s that for? And it’s like, that’s when I stop. Then I say, I know it’s OK for
me to take that because I have checked before. That’s when I feel anxiety because you have got
people standing around and it’s like oh that’s for a mood disorder. So that’s where I think there
needs to be a little more discreetness. (C FG120224)

Although the majority expressed a greater desire for their privacy and confidentiality to be
protected, it was also generally acknowledged that pharmacies are doing their best and that
consumer privacy has generally been eroded.

You can walk into so many places nowadays, Centrelink or Immigration or whatever, and
you're talking your private lives next to people sitting next to you. It's pretty sad, really.
(C FG120224)

While caregivers expressed similar needs to consumers with respect to community pharmacy,
the burden of providing care is often unrecognised. Many reported they suffered mental illness
as a result. An issue highlighted by caregivers was difficulty encountered in accessing
information due to privacy laws, and one recommended balancing therapeutic need with privacy
constraints. Caregivers in particular, have expressed a greater need for information regarding
support services for them.
Well, that’s what led me to the suicide attempts. Over a period of nearly 4 years, it got to the
stage where I was totally burnt out. Throughout that whole time, not once did anybody ever
mention that there was any such thing as respite, disability pension, carer’s pension, carer’s
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allowance. Nothing. That whole time. Not the doctors, not the hospital, no social worker,
nobody. (C / CA FG120121).

The role of community pharmacy and skill of staff
Consumers’ and caregivers’ views of the current and future role of community pharmacy in
supporting the management of mental illness were generally discussed according to the two
roles – pharmacists and support staff, and varied widely. While they acknowledged the
importance of interacting with both, it was clear from the interview process that they held more
favourable views of pharmacists’ role and skills. The role and skills of staff also appeared in
discussions about their relationships with staff. Therefore, this theme is also presented in the
relationships and ascribed benefits section. A large proportion of consumers viewed the
pharmacist’s primary role as a supply role, that is, dispensing medications and providing
medication related information. The pharmacist information provision role was viewed as
particularly important when therapy was initiated, and cited as having potential to significantly
encourage medication adherence.
The pharmacist’s role is to take your prescription and fill what the doctor’s written. Well, the
pharmacy is basically the middle man, they get scripts, they give you stuff. (C FG 111207)

I was then diagnosed as having bipolar, then for me to go on new med, he [the pharmacist]
explained very in depth what each of the medication was - the antidepressants and the bipolar
medications. (C / CA FG120121)
Pharmacists’ medication knowledge appeared to be valued by consumers and caregivers, with
pharmacists viewed as an alternative source of information to doctors. However one participant
appeared concerned that this could lead to the pharmacists moving beyond the scope of their
practice.

I trust my pharmacist he's always given me really good advice. I do often go to him. One, is
because I could never get in to my doctor. I don't always want to do a walk-in clinic because I
don't need to [and] I can't understand what they're saying. Often we've gone there and they've
gone No, that's nothing to worry about, that will sort it-self out. Or like I said, my [pharmacist]
was really concerned for me and said I really think you need to see your doctor, can I ring him
and things like that. But it concerns me then that do you get this self-labelled, I'm a pharmacist /
doctor? (C FG120206)
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However, while the majority of participants perceived pharmacists to be knowledgeable about
medications and managing minor ailments, they held less favourable views about their role and
capabilities in mental health.
I don’t think that very many pharmacists have a clue about the various types of mental illness
there are. They know the drugs, they know people who need to take the drugs, but the impact of
having a mental illness and why sometimes people are psychotic or manic or depressed and
how that can vary so much. They don’t really have that understanding. (C / CA FG120121)

Participants cited a number of barriers to an increased role for pharmacy in managing mental
health that appeared to be formed by experiences of varying standards of service, different
knowledge levels between pharmacists and receipt of conflicting information, and in seeing
pharmacists primarily located behind the dispensary counter. Another barrier was consumer and
caregiver perception that pharmacists are too busy dispensing to provide spend time helping
them with their queries. Although pharmacists were generally recognised as accessible, some
consumers and caregivers held a view that mental health was outside the scope of practice for
community pharmacists. Furthermore, consumers reported that the pharmacy environment did
not provide an appropriate setting for disclosing personal information, particularly regarding
mental health issues:

I don't tend to see people asking pharmacists for advice. I see pharmacists tucked up in their
little corner putting labels on boxes. (C FG120206)
If you want to ask a pharmacist a question about contraindications, well, you’re standing out in
the middle of a big shop and everyone’s looking. And he comes right down, and you’re standing
there with a big group of people beside you, and staff, and [he] says, is there any private or
personal information that you’d like to talk to me about? Not here! (C FG111207)

In general, participants recognised support staff as front-line and perceived them to be
approachable. However, a large number of participants expressed negative views with regards to
the professionalism and communication skills of support staff, perceiving questions from
support staff as time wasting. Other concerns related to knowledge, protection of confidentiality
and their ability to assist with consumer queries. These concerns were attributed to the
perception of support staff to be too young and lack to experience and expertise.

The jobs are offered to kids that are too young to realistically understand what any of that
medication is about. I mean, I’ve seen mums come into that chemist while I’m waiting for my
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script and they’re talking about issues with their children, and these girls have no idea! They
wouldn’t know what to do with a kid if they fell over one! (C FG120224)

For some participants, pharmacy support staff represented a major barrier to access to the
pharmacist:
Sometimes they do a bit of gate-keeping to the pharmacist. So you say, oh look, I’ve got a rash
and I really want to know. And they’ll ask you a few questions, but I’ve always found that
they’ve pretty much then [say] oh, I’ll get the pharmacist. (C FG120224)

The stigma of mental illness

The stigma of mental illness was mentioned by most participants, emerging as a major barrier to
effective management. It appeared from two key perspectives, social stigma stemming from
interactions with health professionals or other consumers, and self-stigma. Participants appeared
to have a heightened awareness of stigmatising attitudes and behaviours, and were fearful of and
reported being subjected to these from both community pharmacy staff (pharmacists and
support staff) and other people present in the pharmacy (i.e. customers).
I don’t like going into the chemist. They [other customers] look at you because I go to pick up
my Webster pack and then I get extra medication that the doctor hasn’t put in the Webster pack,
and I do look like a big druggie walking out there! And I hate that. You know, that thing that
you see from other people. (C FG120224)

The public and staff misinterpretation of behaviours exhibited by consumers while waiting in
the pharmacy have resulted in certain attitudes and behaviours fostering stigmatising attitudes.
For example, one participant reported that having to wait in the pharmacy for their prescription
to be dispensed can trigger panic attacks and make them agitated, stating that staff do not
understand this, mistake their reaction for aggression and respond negatively. The potential for
interaction between self-stigma and social stigma to contribute to these perceptions of
stigmatising attitudes from pharmacy staff also emerged. Although some participants reported
that staff stereotype and discriminate against them, they also acknowledged the potential
influence of their own self-perception as well. Acceptance of their mental health condition
appears linked with less self-stigma.
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With my mental health drugs, I don’t have to worry about it because nobody cares that I’m on
drugs. And everybody knows, and I don’t really care. It’s pretty common. So you know, so it's
ok. (C FG111207)

Relationships and ascribed benefits

Consumers and caregivers acknowledged that a trusting relationship with their health care
provider was vital to the management of their health and well-being, and in promoting and
sustaining recovery. Although psychiatrists, psychologist, counsellors and GPs were most often
identified as the health professional involved in making therapeutic decisions, their lack of
accessibility was a concern for many of the interviewees. The importance of building trusting
relationships between consumers and caregivers and community pharmacy staff, particularly the
pharmacist emerged as a key theme through the interview process. Consumers and caregivers
perceived this relationship as critical to the management of mental illness, and both positive and
negative experiences emerged as pivotal to the success of treatment.

Formation and nurturing of relationships
Formation of relationships appeared to be strongly shaped by participants’ experiences in
the pharmacy. Positive experiences were identified as the main facilitator to a) forming
initial rapport and b) nurturing a relationship over time through open engagement and the
development of trust. Participants related positive experiences to knowledgeable staff and
feeling welcomed in the pharmacy through a friendly greeting, a smile, recognition and
acknowledgement. The shift from initial rapport to trust appeared to be contingent on
participants being welcomed into a safe health care space by staff who knew them
personally and cared about their wellbeing. For example, when pharmacy staff adopted a
holistic approach by showing interest in participants’ health and wellbeing, they reported
feeling more comfortable to discuss personal information and believed that they were
cared for.
Just going there regularly and they got to know me a bit. They’re friendly and warm and I feel
that they actually care. (C SSI120208)

This approach to service delivery aligns with elements of patient-centered care such as
individualised and holistic care. Participants’ reports of the receipt of PCC and
subsequent impact are summarised according to the four core elements in Table 4.5.Note:
a table format was chosen to enable concise presentation of complex ideas.
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Table 4.5: Elements of PCC in relationships between consumers or caregivers and pharmacy staff
Element

Impact

Exemplary quotes

Individualised
care

Individualised care included simple hints to enhance medication
taking, accommodation of financial constraints and recognition that
their needs may differ to other customers. Deeper understanding of an
individual’s needs created a sense of trust that the pharmacist cares
for them and will provide protection and intervene when necessary.

I did like the fact that the pharmacist explained to me that to stir it
around a bit because it'll just sit at the bottom and it doesn't
completely dissolve. And I just thought little things like that are
nice. I mean, I would've figured it out anyway, it's not a big deal,
but it's just like that's a personalised way of talking to your
customer. (C FG111207)

Holistic care

The pharmacist delivers care that encompasses the person as a whole
and not just medication related issues.

They know what I’m about and if I’m a bit different or unwell, they
will say ‘How are you getting on? What’s happening in your life?’
that type of thing.(C FG120302)

Empowering
care

Consumers and caregivers reported that being trusted by the
pharmacist as being capable and responsible helps to build selfconfidence. Furthermore, knowing the pharmacist has faith and trust
in them empowers consumers to be proactive in the management of
their illness

He [the pharmacist] said oh look, I know I can trust you because
you’re on the ball! You keep all the ducks in a row. That really
gave me more confidence, that he really endorsed the fact that I am
able to look after things. (C / CA FG120121)

Respectful
care

This recognised that the pharmacist viewed the consumer as
competent to make their own healthcare decisions

I said look, I’m quite ok now, I’m quite capable of dealing with that
side of things and he [the pharmacist] trusted me. (C FG 120121)
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Participants also appeared to value relationships with pharmacists more than support
staff. While they showed great appreciation for pharmacists’ knowledge, those who had
formed relationships identified attributes such as approachability, sensitivity and a
willingness to go above and beyond their personal expectations as being important in
building and maintaining relationships. Participants appeared to relate these attributes to a
reduced sense of stigma or ‘feeling labeled,’ and perceived that this made it easier to
speak openly:

Sometimes [you can] have a chat with the pharmacist and that just makes you feel a part of the
community and make it [a] more enjoyable and less depressing experience having to go get
medication and remind you that you’ve got a medical condition. (C SSI120208)

In contrast, while most participants perceived support staff to be front line and approachable,
they were less likely to develop or value relationships with them. Some participants expressed
the view that support staff lacked professionalism, lacked communication skills, or both:

I had a friend who asked for something right, from the pharmacist's assistant and she's 74 years
old. The pharmacy assistant was saying to her you know [loud voice and gestures], wash your
hands now won't you! That sort of thing. And they can be a little bit inappropriate. (C
FG111207)

Others expressed their objections to being questioned by support staff, perceiving the questions
as time wasting and did not value their advice. Others felt that support staff did not protect their
confidentiality and lacked knowledge. These views appear to be attributed to the young age and
presumed lack of experience of support staff. For some participants, frustration with support
staffs’ inability to assist with their enquiries was compounded by perceptions of support staff
acting as barriers to accessing the pharmacist. These issues were previously discussed in the
Needs section.

Omission of patient-centered care appeared to contribute to negative experiences reported by
participants. Factors that contribute to negative experiences are summarized in Table 4.6. This
included being inappropriately questioned, feeling judged, staff failing to protect confidentiality,
or feeling taken advantage of when unnecessary products were suggested.
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Table 4.6: Factors contributing to negative experience in the pharmacy for mental health consumers and caregivers
Theme

Impact

Exemplary quotes

Omission of
respect

Consumers reported an overwhelming sense of
helplessness in not being treated with respect
when subjected to rude behaviour by pharmacy
staff, particularly when there was a dispute.

The staff made me feel like I was nothing. And because I stutter occasionally which
makes it even worse, they would just stand there and look around as if you are a
total dork. They started to be really rude and arrogant towards me and they said,
Oh we can’t deal with you, just go away! It just made me feel, well, why do I
bother! (C FG120228)

Lack of patience

Consumers reported feeling pressured or hurried
in the pharmacy.

I was working out my money and I didn't realise how much I had in the bank. And
I didn't have enough so, [said] oh, hang on. So I dig through my bag and she was
[deep sighs] like. I thought oh. Then I felt panic attacks coming on. (C FG111207)

Perceived
judgement

Consumers and caregivers felt that at times,
pharmacy staff saw them as easier targets and
took advantage of them.

You have the feeling the staff are making a value judgement on what type of
customer you are especially when you know, the pharmacist or chemist always sells
really high priced items. (C FG111207)

Consumers recognised that some negative
interaction occur as a result of barriers beyond
the control of pharmacy staff.

A lot of patients or clients are transient, or they change address or doctors and I’ve
noticed the staff at the pharmacy have trouble keeping track of the records of which
medications should be dispensed to on that particular day. And you get the client
thinking Oh hurry up hurry up can you? Get the paperwork right! I need my meds!
I got to buy them or I’ll get sick. They get very panicky in certain situations, they
get very aggressive. It happens in any health system. (C FG111216)

Structural or
administrative
barriers
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Although participants described negative experiences resulting from interactions with both
pharmacists and support staff, the majority were associated with support staff. Some consumers
reported that as a result of negative experiences, they simply chose not to return to the pharmacy
thereby removing the opportunity to build a relationship with staff. Others reported more
detrimental consequences from these experiences, such as the erosion of self-confidence or a
sense of disempowerment.

Trusting relationships were linked with pharmacist in a protector role

Some participants viewed community pharmacy as having a limited role in mental health care,
and considered it to be outside community pharmacists’ scope of practice. These views
appeared to be shaped by the retail environment of community pharmacy, consumers’ doubts
over the mental health care ‘competence’ of pharmacy staff, and experiences of seeing
pharmacists heavily involved in the physical aspects of dispensing as previously discussed.
Despite these views, the potential for a more involved role of pharmacists as ‘protector’ from
possible drug interactions and adverse drug events emerged. Pharmacists who provided
information alongside their knowledge of consumers’ medication history created a sense of
security amongst participants, with perception that the pharmacist would protect them from drug
interactions and inappropriate purchase of non-prescription medications:
My pharmacist is fantastic! They keep a register of all your medication so if we’re ever given a
different medication, then they can check for interactions. And when I’m buying over the
counter medication, it’s all on file so they can check whether it’ll interact. (C SSI111205)

This protector role was most evident when trusting relationships between pharmacists and
participants had been established. Participants who patronised a regular pharmacy and reported
this relationship to include therapeutic alliance with their pharmacist perceived questioning and
being given detailed advice as the pharmacist caring for their health:

I was diagnosed as having bipolar too and so I felt free to discuss it with [the pharmacist]. He
explained very in-depth what each of the medications was. It took a few goes to find the right
ones, because I’m allergic to quite a lot of drugs. So that’s in their records, and so that meant
that that’s another trust area. (C / CA FG120121)

The theme of protector was further reinforced when participants felt that their pharmacist was
more likely to pick up prescribing changes or refer them to other health care services when
something seemed amiss because they knew them and their medication history. Noticeably,
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consumers and caregivers who spoke about having an established relationship with the
pharmacist were more likely to perceive value in existing community pharmacy services and in
pharmacists providing more in-depth health services, such as medication adherence support.

Education was seen as a key facilitator for pharmacists and support staff to increase their
awareness of a range of issues identified by consumers and caregivers that negatively impacted
their experiences in the community pharmacy, and to improve communication with mental
health consumers and caregivers, and increase knowledge of pharmacotherapy, managing
mental health and related strategies to promote recovery:

There needs to be more education about that and how to explain that in the manner to the client
that not demeaning, that is enabling and giving people their respect back regardless of how
they’re feeling. Because when you’re depressed, and already feeling like a worm, you don’t
need to feel like Oh, I need this tablet or these tablets for my, these antidepressants, and to go
and be made to feel you’re going through the mill because you need those tablets.
(C / CA FG120121)

Specifically, community pharmacy staff could be trained to incorporate elements of patient
centred care, such as holistic care, empowering care and individualised care and align with the
recovery type model utilised elsewhere in the management of mental health.

Pharmacists need to understand and practice a recovery type model, which is very much
handing the power to [the consumers] that actually encourages to see their power, to do things
that support that power and that autonomy themselves. But also be aware that at times
[consumers] do need a little more than just the cursory information, than just checking on the
pills. Actually do need a little bit of a conversation and a little of an opportunity to share what
the issues are so that they can get the best possible outcomes by going to the pharmacy.
(CA FG120206)

4.3.

KEY HEALTH STAKEHOLDERS’ PERSPECTIVE

The views of stakeholders were similar to those of consumers and caregivers. Quotes that
reflected these themes are reported using codes to indicate whether the participant was a health
professional (HP) or an organisational representative (OR), followed by a unique identification
number. The overarching themes, key messages and exemplary quotes are presented in Table
4.7.
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Table 4.7: Summary of themes to emerge from health stakeholder interviews

Theme

Key message for community
pharmacy

Exemplary quotes

Consumer and caregiver’s needs
To feel accepted and respected, treated like any
other consumer, receive appropriate attention
from the pharmacy team, receive adequate and
appropriate information about treatment, and
have appropriate caregivers or family members
involved.

Provide a safe health care
space
Provide contextualised
information

The whole model that I'm presenting, which is about sanctuary
and respect, means that privacy would be fundamental to that.
(OR11)
The bottom line is probably education about the medication
where if the medication doesn't work, some consumers don't even
know that medications take time to work or that the best practice
is to try the maximum dose of medication before changing it to
something else. (HP03)

Barriers to effective management
Medication related
Ranged from concerns about side effects which
discourage consumers from taking or continuing
their medications, to confusion about generic
brands, the financial costs associated with
treatment and symptoms of mental illness.

Facilitate access where
possible e.g. provide
account system
Provide information and
educational support

Cost is a definite issue for people we work with who are living in
poverty and living on pensions and don't have much accessible
money. (OR11)
Discussion around “look the 1st week is probably going to be
awful, you’re likely to have nausea, whatever. But after a week it
should clear up, and if it doesn’t come back and see us”, I think
[the consumers] might be willing to put up with some of those
side effects, if they understand that they’re short term. (OR01)
88

Provide contextualised
information particularly
with regards to how to
manage side effects

With anxiety you find that the doctor’s doing the right thing by
letting the people [consumers] know about the side effects, but
anyone with anxiety will tend to dwell on that quite a lot and that
can often stop them from taking their medication in the first place
or continuing with the medications because of their concerns with
the side effects… they need to know the information, but at the
same time they can, because of their illness, can often blow that
out of proportion. (HP01)

Stigma
Consumers and caregivers might experience selfstigma, which exists on a spectrum ranging from
embarrassment to shame, and social stigma
stemming from interactions with health
professionals

Display empathy

There’s still unfortunately a lot of embarrassment around mental
illness and that embarrassment then stems to an individual not getting
their medication filled for fears of what the pharmacist or staff might
think. Trying to alleviate those concerns for clients would be really
important. (HP01)

Eliminate stigmatising
attitudes and beliefs
among staff

There are still a few [pharmacists] probably who don't want to
engage with mental health consumers. They see them as time wasting,
they see them as inconvenient, they see them as poor payers of
prescription fees, they see them as problematical and they perhaps
have some underlying stigma. (HP02)

Treat everyone as
individuals and equals.

Understanding and not stigmatising so that if someone’s going in
to get an antidepressant that it’s not a problem. If someone’s
going in to get an antipsychotic it’s not a problem, it’s the same
as any sort of pill you get over the counter and people are treated
as such. (HP01)
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Role of community pharmacy

Promoting therapeutic alliance
The role of pharmacy included provision of an
accessible health professional, education for
consumers, a source of empowerment for
consumers, and engagement and relationship
building with consumers.

Provide written information and
resources to support consumers
and caregivers in accessing
appropriate services

It would be really good if community pharmacy could be a
source of information for [consumers], to have a lot of
brochures and know what the referral avenues are.
(OR14)

Check what has been discussed
with the Dr, reaffirm and / or
provide additional information to
support adherence

Your doctor's put you on this medication, have you had a
conversation with him about what the side effects are?
Check with the person that that's happened, and if it hasn't
happened then maybe they can fill in the gaps. (OR05)

Follow-up with consumers, check
on their progress, offer assistance

Talk to the person and listen to them. How have you
found this medication? Have you got any concerns
with it? It's about the offer of that assistance. (OR06)

Engage with mental health
consumers and caregivers and
open lines of communication

If the pharmacy does make an attempt to engage with that
person then it allows for more space to talk about stuff.
(HP02)

Adopt a PCC approach

If the consumers then have a good link and
relationship with the pharmacist it's good rapport, it's
good education. They might be able to identify other
issues … then they might highlight it to the GPs.
(HP03)

Importance of relationships
Good relationships are crucial in pharmacy practice
overall, enabling the pharmacist and support team
to exercise their duty of care and optimise quality
use of medicines.
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Stakeholders’ identification of consumer and caregiver needs were multifaceted and
predominantly focused around the need to feel accepted and respected, to be treated like any
other consumer, to receive appropriate attention from the pharmacy team, to be given adequate
information about their treatment in an appropriate way, and have appropriate caregivers and /
or family members involved, should they wish to do so (Table 4.7). Thus, consumer and
caregiver needs from the perspective of stakeholders are discussed in relation to 1) barriers to
effective management and 2) the role of community pharmacy.

Barriers to effective mental health management

Barriers to effective management of mental health were identified as difficulties consumers face
as a result of stigma and discrimination and poor medication adherence. Stakeholders
highlighted that the stigma of mental illness had far reaching consequences, and community
pharmacy staff should be aware that consumer assumptions and fears may influence their
interpretation of service delivery that may limit their engagement with the service. The need for
community pharmacy to nurture a culture of valuing the consumer and to develop more
effective communications were identified as key to overcoming barriers imposed by stigma and
discrimination. Integral to effective communication is awareness of literacy, health literacy and
cultural factors and health beliefs that might present a barrier to management.

Negative side effects of medications and fear of dependency as well as financial barriers, were
identified by stakeholders to be major contributors to poor medication adherence. In addition,
stakeholders highlighted different ways in which the symptoms of mental health disorder can
present a barrier to effective medications management including symptoms (e.g. anxiety,
confusion and memory problems) and lack of acceptance. For example, anxiety about potential
side effects may cause consumers to discontinue their medications. Concerns were placed
around consumers’ adherence, particularly regarding maintenance or ongoing treatment to
prevent relapse and the risks of abrupt cessation of medications. While the provision of
medication information to consumers was identified as important basic elements in community
pharmacy service for mental health consumers and caregivers, the need for consumers to receive
information in a way that respects their privacy and confidentiality, and in an appropriate space
at the right time was clearly expressed. There was strong agreement among stakeholders that
community pharmacy could assist by providing consumers and caregivers with more
information throughout their treatment and recovery journey, including discussions about
strategies to alleviate side effects, for example, weight gain, and complementary interventions
that could support their health and wellbeing, and to offer medication management assistance
such as staged supply and DAAs.
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The cost of medication, particularly when consumers are taking a number of medications for
physical and psychological problems, was also identified as a major barrier to effective care.
Consumers might find themselves out of pocket for services that are only partially subsidised
such as access to a psychologist, and may not be eligible to access public secondary care
services unless they are acutely unwell. In addition, consumers might not be aware of
concessions and options that apply to their current situation, particularly if they are living in
social housing (hostel) accommodation. Generic medications, which may offer reduced cost to
the consumer, were also perceived as a way in which treatment becomes a barrier. Stakeholders
expressed a desire for further education for both consumers and prescribing health professionals
in order to overcome this.

The role of community pharmacy

The current and potential role of community pharmacy to support mental health consumers and
caregivers were mainly discussed in relation to the provision of educational services and in
improving accessibility to mental health care, particularly for consumers who live in rural and
remote locations. While there was a general perception amongst stakeholders that consumers
and caregivers have fairly low expectations of community pharmacy, and are perhaps not fully
aware of the range of services and support that community pharmacy is able to provide, such as
those offered as PPI activities(25), there was recognition that community pharmacy was an
integral part in mental health care. Furthermore, stakeholders identified the potential for
community pharmacists to broaden their role in the mental health care area.
Aligned with consumers and caregivers’ views, the importance of community staff engaging
consumers and adopting a patient-centred approach that included a whole of pharmacy team
approach to service delivery was identified as key to initiating and promoting the development
of positive relationships. Stakeholders highlighted their awareness that when pharmacists had
good relationships with consumers, there was significant opportunity to adopt a holistic
approach and identify other important issues including physical health and psychosocial
problems. Stakeholders identified the importance of good relationships as being crucial in
pharmacy practice overall, enabling pharmacists and their support staff to exercise their duty of
care and optimise quality use of medicines In addition, stakeholders identified a need for
community pharmacy staff to strengthen bonds with other health professionals and allied
services who work in collaboration with consumers to support their mental health and
wellbeing. These collaborations should include GPs, psychiatrists, psychologists, mental health
nurses, mental health teams, and others who are involved in providing care for consumers and
their caregivers. In particular, stakeholders identified challenges experienced by health
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professionals within the care network include gaining access to, and ensuring accurate flow of
consumer health information to all relevant parties. Community pharmacy were identified as
well placed to provide a focal point or hub for advice for consumers, caregivers and other health
professionals and further promote their accessibility as medication experts, especially in rural
settings. Future roles for pharmacists and community pharmacy practice included medication
prescribing by pharmacists, and a shift away from the medical model towards a more holistic
multidisciplinary approach to care.

4.4.

SUMMARY OF KEY FINDINGS AND DISCUSSION

This study has provided a richness of information and new insights about mental health
consumers’ and caregivers’ specific needs, and their expectations and experience of community
pharmacy. This information was critical for highlighting evidence of the current role of
community pharmacy in mental health, and identifying gaps in the current service provision that
needed to be addressed in order for community pharmacy staff to play a greater role in
supporting mental health consumers and caregivers, and to advance their role in mental health.
Several publications have arisen from this investigation (247-249, 267). The key findings are
summarised discussed according to: i) the role of community pharmacy in mental health, ii)
medication-related needs, iii) the need for protection of privacy and confidentiality, and iv) the
importance of PCC.

The role of community pharmacy in mental health

Australian community pharmacy staff were perceived positively, but with reservations, by
mental health consumers, caregivers and other key health stakeholders. The greater accessibility
to health care offered by community pharmacy when compared to other health care providers
and professionals was specifically acknowledged. These findings are consistent with findings of
previous Australian research involving general health consumers (87, 250). However, while the
provision of professional services forms a major component of the 5th CPA (8), participants in
this study expressed doubts about the capabilities of staff and the suitability of community
pharmacy setting as a place for obtaining mental health care (247-249). These views present
major barriers limiting service utilisation and valuing of information and advice delivered by
staff.
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The perception that the pharmacists’ role was primarily to supply medication and mental health
was outside the scope of practice, particularly for community pharmacists was common among
consumer and caregiver participants. This view appeared to be influenced by consumers’ and
caregivers’ experience of seeing pharmacists heavily involved in the physical dispensing
process such as computer data entry and picking stock from the shelf, and their personal lack of
experience in receiving cognitive services delivered by pharmacists (247, 253). These findings
are not surprising considering previous research found over 70% of consumers accessing
community pharmacy services interact only with support staff and not with pharmacists during
their visit to the pharmacy (250).

The range of negative views held by participants towards support staff, including the perception
that support staff lacked professionalism and communication skills were aligned with previous
research (250). Specifically, support staff were perceived to lack knowledge and
professionalism, and subsequently, some participants viewed being questioned by support staff
as time wasting and did not value their information or advice. A number of participants also
reported support staff failed to comply with privacy and confidentiality requirements during
their interaction. Protection of privacy and confidentiality during interactions with health
professionals has been identified as critical in health provider-consumer interactions (194, 196,
199, 248), the importance of which are recognised in laws and professional practice standards
that govern the Australian community pharmacy industry (269, 270). These findings highlight
barriers that may limit consumers and caregiver use of community pharmacy services, thereby
preventing the opportunity for staff to use their knowledge and skills in providing medicationrelated support.

This study has highlighted that effort must be placed on raising awareness about the services
available through community that could potentially support mental health consumer and
caregiver medication-related and other health care needs, and the capabilities of staff to deliver
these services, if community pharmacy and staff are to be accepted as an integral member of the
health care team. The key to facilitating the transition from community pharmacy being viewed
to have a primarily supply role towards awareness and acceptance of capabilities of staff in
mental health care is the establishment and nurturing of relationships that promote trust and
therapeutic alliance. Consumers, caregivers and key health stakeholders have highlighted the
pathway to achieving this goal begins with community pharmacy staff adopting a PCC approach
to the delivery of services and reflects the work done by Cipolle and colleagues (203). This is
discussed further under the following section titled Importance of PCC.
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Medication related needs

In relation to medication-related needs, consumers and caregivers and health stakeholders
identified three specific areas of needs from community pharmacy: 1) that the pharmacy carries
sufficient stock of medication or can organise supply promptly, and for the pharmacy to have
provisions for emergency supply, 2) that the pharmacy provides medication adherence support
through unit dose packaging, particularly when dose regimens are complicated, and 3) that the
pharmacy provides contextualised medication information, particularly when starting a new
therapy.

New insights gained from consumers highlighted the need for prompt service to be aligned to
the negative impact that waiting for medications to be dispensed can have on their well-being,
particularly for those experiencing acute anxiety. It is possible for example, that the agitation
and panic displayed by some when experiencing long waiting times, can contribute to the
development of stigmatising attitudes amongst staff and other customers present in the
pharmacy who may not understand this as a symptom of the mental health disorder and may
misinterpret this behavior as aggression. The negative impact of stigma has been clearly
documented in the literature (46, 54, 152, 271). Furthermore, the need for pharmacy to carry
stock of medication was linked to financial and fear of negative consequences of disruption to
therapy. For example, one consumer who did not drive and relied on taxis explained that they
could not afford the transport cost of returning to the pharmacy the next day as the pharmacy
did not have their medication in stock and would need to place an order for it. In fact, they could
not return to pick up their prescription until the following fortnight. Thus, negative
consequences of the pharmacy not having the medication in stock can result in disruption and /
or discontinuation of therapy for some, which may have dire consequences on symptom control
and clinical outcomes.

The need for pharmacy to assist in emergency supply was associated with the nature of mental
illness that may sometimes prevent the consumer from arranging for prescription renewals from
the doctor and / or from the pharmacy. A fear of the negative consequence associated
discontinuation of therapy was heightened among consumers and caregivers alike. However, in
Australia continued supply medications are limited to oral contraceptives and statins, and there
are no provisions for continued supply of medication for the treatment of mental illness (272).
When there is a need for emergency supply, pharmacists should phone the prescriber to get a
verbal prescription to facilitate patient-care (22, 273). If the prescriber is not available in all of
the three applicable jurisdictions, the Drugs and Poisons legislation allow for emergency supply
of S4 medicines for three days (273). These findings highlight a need for greater awareness
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among community pharmacy staff to promote understanding and to implement practices that
would facilitate prompt supply and abate the need for emergency supply.
Consumers’ need for support to manage their medication was identified in terms of DAA to
simplify dosing regimens and facilitate taking the medication as prescribed, and prescription
management systems that facilitate continuity of care. The provision of community pharmacy
services to assist people who experience chronic health conditions that include DAAs and
continued supply have both been extended as part of the current CPA (25). While the majority
of participants were aware of the benefits of DAAs, reluctance to use this service appeared
associated with concerns about the cost involved. Participants expressed their need for
assistance with prescription as 1) help to organise multiple prescriptions so that oldest
prescriptions are dispensed first and there is no doubling up to medications dispensed, 2)
reminder systems that lets the consumer or caregiver know when a prescription is due to be
dispensed and when they would need to visit the prescriber for the prescription to be renewed
and 3) record keeping. These needs were particularly important among participants who had
been prescribed multiple medications for the management of co-existing health issues and did
not patronise a regular pharmacy. This was further complicated when the various pharmacies
they had visited dispensed different generic brands. In addition, consumers and caregivers
expressed a need for assistance with the record keeping aspect of supply. In particular, for
pharmacy to maintain records, both in terms of their Health Care Card and PBS Safety Net
status. This was particularly relevant to consumers and caregivers who patronise more than one
pharmacy, and they expressed a desire for pharmacies to have linked computer systems that
would enable them to share that information and maintain accurate records on their behalf.
Opposition to having to present their Health Care Card and to assume responsibility for keeping
track of how close they are to reaching eligibility for medications at a reduced cost appeared
linked to a common misconception that all information relating to their health care and safety
net status were already accessible by pharmacies as both are processed through Medicare (78).

While consumers and caregivers identified a need for support to maintain their prescription
records for financial purposes, there was a clear lack of understanding about the importance
medication records in the promoting quality use of medicines and preventing medication
misadventures, for example through medication interaction, doubling up due to the use of
different brands by different pharmacies etc. These findings highlight a need for staff to provide
information about how to access these services should from part of the provision of medication
counselling for consumers and caregivers at the pharmacy level to ensure that mental health
consumers and caregivers are informed. Education for consumers and caregivers should also
focus of enhancing their knowledge of how health information is use and stored within
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pharmacy, and the laws, regulations, ethical and commercial issues that inhibit information
sharing between pharmacies.

The need to be better informed about side effects of the medication, the likely length of
treatment, as well as information on medicine interactions (particularly when new medicines are
added to the regimen) and alternative therapies were clearly identified, and confirmed findings
from existing literature (147, 148, 274). Medication side effects were commonly cited as a
contributor of poor medication adherence. These side effects ranged from minor, such as
nausea, to major health consequences requiring hospitalisation. Contextualised information
about adverse effects was identified to help consumers to anticipate the unpleasantness, to know
that it will soon subside, and to take appropriate course of action if side effects become severe
or intolerable, and subsequently improve medication adherence. Frustration with a lack of
information about adverse effects among mental health consumers and caregivers were
previously expressed in the literature (148, 275). In the current study, while there appeared to be
a common understanding among participants that medication side effects are inevitable, a lack
of contextualised information contributed to fear and worry that further aggravated their health
condition. Amongst participants, there was also strong association between lack of
contextualised information about medication side effects with erosion of trust between health
professionals and consumers, and negative impacts on adherence (267). Consumers and
caregivers expressed a clear desire for information about medication side effects that was
contextualised with respect to the actual risks of these side effects occurring and their potential
seriousness, particularly when starting a new therapy and to be able to communicate their
medication concerns with their pharmacist, as well as be supported in developing selfmanagement strategies in a safe environment.

The need for community pharmacy staff to provide evidence-based information about
alternative therapies was also identified by participants in the study. Previous research indicate a
high use of complementary and alternative therapies among mental health consumers and
caregivers (276). However, there were mixed feelings about the trustworthiness of information
about complementary and alternative therapies provided in the community pharmacy setting
that appeared to be associated to the retailing role of community pharmacy. This is in contrast
with other findings where pharmacists were identified as amongst the most trusted
professionals, and their advice about prescription and over-the-counter medication were highly
valued (277). Other issues identified by consumers and caregivers in terms of their information
needs related to their perception that insufficient information was exchanged between doctors
and pharmacists, and confusion around the dispensing of generic brands.
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The need for individualised, accurate and timely mental health information, encompassing a
variety of treatments, enabling the consumer to participate in choosing their treatment options
and management has been clearly identified by participants in this study. In Australia, the cost
of providing CMIs are incorporated into dispensing fees that pharmacies receive for supplying
medication and are therefore freely available to consumers through community pharmacies, and
form part of community pharmacy services provision to improve QUM under the current and
previous CPAs (8, 9). However, some participants in the study expressed that they did not know
CMIs existed at all. These findings align with a previous Australian study demonstrating that
46% of the general population on prescription medication had never or rarely received CMIs
(278). In addition, some consumers believed CMIs were too long and contained generic
information and could be better formatted to highlight the important information, as also
previously suggested in the literature (146). This highlights the need for CMI to pre provided
and for relevant information to be discussed in an individualised manner, during the
consultation process. While CMIs are legal documents that may not be changed i.e. information
contained within may not deleted, pharmacists may annotate the information and highlight as
relevant for the specific consumer making the document more indivualised. Dietary and lifestyle
advice was also acknowledged by consumers and caregivers to play a crucial role in managing
common medication side effects, and in promoting medication adherence. For example, being
told to sip on water to prevent dry mouth and advice regarding exercise and healthy food
choices to limit weight gain, were generally appreciated by recipients. Individualised lifestyle
advice should form part of medication counselling provided by pharmacists. In addition the
need for information demonstrating bioequivalence of generic brands to original brands and
proper labelling of dispensed to ensure that consumers (and caregivers) are fully aware that one
item replaces the other and thus will not take both in error, are urgent needed if generic brands
are to be better accepted amongst mental health consumers and caregivers.

It is presently difficult for health professionals to share information due to privacy and
confidentiality legislation. While the Australian Government has recently introduced reforms to
improve information sharing through the Personally Controlled Electronic Health Records
(PCEHR) where consumers can self-select into the network, there is a lack of uptake among the
public to do so (279). This highlights that at least for now, collaborative relationships with other
health professionals may need additional effort from pharmacists, with permission from the
consumer and or caregiver.
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The need for protection of privacy and confidentiality

Experience of stigma and discrimination was reported by a large number of participants
resulting from their interaction with staff and from other people present at the pharmacy (249).
Varying degrees of negative consequences were linked to these experiences. While some chose
not to return to that particular pharmacy, others reported more detrimental consequences of
these experiences, such as feeling humiliated and deterioration in self-esteem. For those living
in small communities where there are no alternative pharmacies, the consequent of negative
experience may be even more detrimental. Closely aligned with fear of being subject to stigma
and discrimination was the perception of a lack of privacy in community pharmacies (248).
While Australia has guidelines for the protection of consumer’s rights to privacy and
confidentiality when accessing pharmacy services (270), strict adherence to these guidelines in
community pharmacy may be complicated by the retail element where patronage by the general
public is a critical component of the pharmacy’s day to day business activities. There is a need
for greater awareness among community pharmacy staff with regards to their legal and ethical
obligation in protecting the privacy of their patrons. It is also important for health professionals
to be aware of how cultural factors and past experiences interplay in consumers’ perception of
their illness and health. Interestingly, making consultations with mental health consumers ‘more
confidential’ (i.e. taking them to a private consultation room) rather than managing them the
same way as general consultations, was perceived as both desirable and undesirable. Some
stakeholders indicated that consumers have reported that it made them feel like they were being
singled out, which can propagate the existing stigma. Thus, elimination of stigmatising attitudes
and beliefs, improved communication skills and strategies for staff to manage privacy and
confidentiality issues within the community pharmacy setting must form key objectives of any
training and education for community pharmacy staff.

Importance of PCC

While much of the information discussed above may help to explain the narrow views held by
mental health consumers and caregivers about the current and potential role of community
pharmacy in the mental health care arena, they also reveal opportunities for community
pharmacy to expand on their role through addressing some of the common barriers. Consumers
and caregivers put forward several suggestions to reduce stigma in community pharmacy
settings, such as changes to pharmacy layout, dispensing medication in plain packaging, and
alternative methods of communication. The formation of a trusting relationship and therapeutic
alliance between mental health consumers, caregivers and pharmacy staff was perceived to be
fundamental to community pharmacy being considered a safe health care space for the provision
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of services. Trust and therapeutic alliance appeared to be established, and relationships nurtured
when participants received individualized service, perceived a sense of safety in the
environment to engage in open communication, and observed the pharmacist as caring (247).
While these findings concur with reports of consumer development of trust with medical
practitioners (199, 200), of importance is the finding that in the community pharmacy context,
discussions around mental health issues appeared to be reserved until trust was established and
consumers and caregivers felt safe to do so (247).
A potential ‘protector’ role for pharmacists emerged particularly when participants felt that they
had established a therapeutic alliance with the pharmacist, and they reported trusting
pharmacists to monitor their wellbeing and intervene if necessary. The formation and nurturing
of relationships appeared to be based on pharmacy services that aligned with one or more of the
four domains of patient-centered care. Of these, respectful care and concern for consumers’
overall wellbeing (holistic care) appeared important in facilitating development of trust, and
subsequent delivery of health care that encouraged consumer self-confidence in managing their
mental health (empowering care). These findings are consistent with earlier research which
indicated that for mental health consumers, aspects of positive experiences included
empowerment, being treated with dignity and respect and feeling safe and cared for (47, 49,
196, 249). Conversely, when negative interactions were described (such as consumers feeling
judged or stigmatized), in many cases one or more elements of patient-centered care
(particularly respectful and empowering care) were missing.

Many examples of good community pharmacy service were highlighted and valued by
participants, and associated with positive attitudes towards a greater role for pharmacists in
mental health. Trusting relationships between consumers and caregivers and pharmacy staff
were perceived to be fundamental to community pharmacy being considered a safe health care
space (247). A patient-centered care approach appeared to foster relationships, particularly
when consumers felt welcomed in to a safe health space and felt supported and valued as an
equal contributor in the management of their mental health. This highlights clear opportunities
for community pharmacy to play a greater role with mental health consumers and caregivers and
strengthening community pharmacy-consumer and caregiver relationships is the key to
improving the role of community pharmacy in mental health care.

Chapter 5 presents the findings from Study 1b that collected quantitative and qualitative
information from consumers and caregivers about their immediate experiences and level of
satisfaction of the service they received from their community pharmacy.
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CHAPTER 5: SERVICE UTILISATION AND PERCEPTIONS OF
SERVICE QUALITY

This chapter presents the findings from Study 1b that sought to address the research question:
What medication-related services are actually provided by community pharmacy staff as
perceived by consumers and caregivers, and how satisfied are consumers and caregivers with
these services? Findings from this study have been published in part (253). Demographic
information about the study participants is presented in section 5.1. Information about their past
pharmacy utilisation behaviour is provided in section 5.2, followed by information about their
immediate experiences and level of satisfaction with the services they received in section 5.3.
Participants’ perceptions about community pharmacy services and staff gained through content
analysis of their comments and responses to open-ended question are presented in section 5.4.
In section 5.5, the key findings are summarised and discussed.
Understanding consumers and caregivers’ experiences of and satisfaction with services they
received at their recent community pharmacy visit was critical to i) identifying which
community pharmacy services are currently utilised by mental health consumers and
subsequently identifying existing services that consumers and caregivers may not be aware of ii)
identifying key areas for improvement, particularly with regards to the behaviour of staff when
rendering services.

Summary of study aim and method

This study aimed to understand mental health consumers’ and caregivers’ immediate
experiences when accessing community pharmacy services and their perceptions about their
behaviour of staff with rendering care as previously summarised in Table 3.1.

The Exit Interview Questionnaire was used to collect quantitative and qualitative data from
consumers and caregivers within 72 hours of their visit to a community pharmacy. The
interviews were conducted between 15 December 2011 and 8 September 2012. Interview script
and space for recording response were previously programmed into a web-hosted survey tool.
Quantitative analyses of responses to the questionnaire were conducted using SPSS™ computer
software. Qualitative data was analysed using the computer software NVivo™. Analysis of
qualitative data followed the general inductive approach. The findings are reported using a
combination of descriptive statistics and qualitative data. Quotes that reflected the core message
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are reported using codes to indicate whether the participant was a consumer (C), caregiver (CA)
or both (C / CA), followed by a unique identification number.

5.1.

PARTICIPANTS

A total 210 participants who self-identified as mental health consumers, caregivers or both,
completed the interview and provided information about their immediate community pharmacy
experience. Participants’ demographic characteristics are summarised in Table 5.1.

Table 5.1: Demographic characteristics
Participant
Role

Gender

Age (years)

Cultural background

Language

Employment Status

Number of persons
living in household

n=210

%

Consumer

172

81.9

Caregiver

15

7.1

Both consumer and caregiver

23

11.0

Female

166

79.0

Male

44

21.0

Minimum

19.0

Maximum

80.0

Australian

159

75.7

Other

48

22.9

English

183

87.1

Other

7

3.3

Full-time

39

21.5

Contract / Casual / Part-time

42

20.0

Student

10

5.5

Retired / Pension

54

25.7

Home duties / Unpaid
caregiver / Unemployed

36

17.1

Living alone

63

30.0

Two

50

23.8

Three or more

63

30.0

Note: The data presented are raw counts thus there is no standard deviation to report
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Approximately 80% of participants were consumers, and the remaining 20% were caregivers or
identified as both a consumer and caregiver. One hundred and ninety five (92.9%) reported they
had experienced an ongoing mental health condition requiring treatment, medication or
monitoring. The majority of participants were female and the mean age was 47 years. While
participants came from a diverse cultural background, most identified themselves as Australian
(White / Caucasian) and spoke English as their primary language. One third of participants
indicated they lived alone, and less than 40% had some form of paid employment.

5.2.

PAST COMMUNITY PHARMACY EXPERIENCE

Participants’ general use of community pharmacy services, and their experiences were
investigated for i) frequency of pharmacy visits compared to other health professional visits, ii)
receipt of medication information, iii) pharmacy choice behaviour, iv) past utilisation of
community pharmacy services, and v) community pharmacy services considered essential to the
management of mental health.

Frequency of pharmacy and health professional visits

To identify frequency and reason for access to community pharmacy services, participants were
asked to indicate how often they would visit a pharmacy and the main reason for their visit.
Participants were also asked to indicate how often they would visit a health professional such as
a GP, psychologist or psychiatrist to provide comparative data. Table 5.2 compares and
contrasts participants’ frequency of pharmacy and health professional visits.

Table 5.2: Comparison of pharmacy and health professional visits
Pharmacy visits

Health professional visits

(%)

(%)

≥ Once per week

54 (26.2)

25 (12.1)

2-3 times a month

82 (39.0)

55 (26.6)

Once a month

60 (28.6)

62 (30.0)

Every few months

10 (4.9)

53 (25.6)

-

12 (5.8)

Frequency (n = 210)

Once or twice a year
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Of the 206 participants who provided information about their frequency of pharmacy visits, and
207 who provided information about their frequency of health professional visits, almost all
(95.1%) indicated they visit a community pharmacy at least once a month. In contrast, the
majority indicated they visited other health professional monthly or less often (61.4%). Almost
all participants indicated the general purpose of their pharmacy visit was to have a prescription
filled, or to purchase over-the-counter medication(s) (OTC) or both (93.8%). Other reasons for
visiting the pharmacy included seeking health-related advice and making enquiries about the
availability of products and services.

Receipt of medication information
Participants’ experience with the receipt of information, counselling or advice when collecting a
prescription or purchasing OTC products was investigated along three domains: 1) whether the
pharmacist had spoken to them about how to use the medication, 2) whether the pharmacist
provided them with written information through the provision of a consumer medicine
information leaflet (CMI), and, 3) whether the pharmacist checked whether they had
experienced side effects from taking their medication. Participants’ responses are illustrated in
Table 5.3.

Table 5.3: Receipt of medication information from pharmacists
Interaction with pharmacist n (%)

How often do you speak with the pharmacist
about how to use the medicine

How often do you receive written
information on how to use the medicine
How often does the pharmacist check
whether you had any side effects from the
medicine

Always Usually

Sometimes

Rarely Never

28

25

67

63

25

(13.5)

12.0)

(32.2)

(30.3)

(12.0)

13

8

61

76

50

(6.3)

(3.8)

(29.3)

(36.5)

(24.0)

12

11

25

32

126

(5.8)

(5.3)

(12.1)

(15.5)

(61.2)

Almost half of the participants indicated that they had never or only rarely received verbal
information from the pharmacist about how to use the medication. The majority (60.4%)
reported they had never or only rarely received a CMI printout as part of the pharmacy service,
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and almost 80% reported the pharmacist had never or only rarely enquired about their
experience of side effects. Of the people who had received reported they had received written,
one person reported they threw the information away without looking at it, and five people filed
the information, or set it aside without reading. Of the four people who indicated they read the
information, one stated they briefly glanced at it in the car, two people said they read it then
threw it away and one indicated that they read the information and would sometimes check
online for more information. Of the people who reported having received written information,
significantly more were collecting a prescription for a new medication than those collecting
medication for continuing treatment: χ2 (N = 210, df = 4) = 160.76, p < 0.001 (253).

Pharmacy choice behaviour

When asked to characterise their choice of pharmacy, 135 respondents (64.3%) indicated they
patronised a regular pharmacy. Their reason for choosing a regular pharmacy was further
explored using a multiple choice question where participants could choose as many options as
they thought applied. Their top five reasons are presented in Table 5.4. Friendly staff who knew
them and knew their medication history was rated as the number one reason for loyalty to a
pharmacy. Other important determinants of loyalty to a particular pharmacy were related to
convenience and to other personalised services such as the pharmacy offered an account system
and existing established relationships.

Table 5.4: Pharmacy loyalty
Ranking

Reason

n

%

1

Staff are friendly and they know me

89

65.9

2

Convenience to home / health facilities / shopping

63

46.7

3

Other (e.g. they keep my prescription on file, they

59

43.7

have account system, historical loyalty)
4

The pharmacist is available / gives good advice

17

12.6

5

Affordable pricing

11

8.1
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Pharmacy service utilisation
A combination of multiple choice and open questions were used to investigate participants’
previous use of commonly available community pharmacy services (Appendix D). The results
are ranked from 1 to 10 as presented in Table 5.5. Almost 60% of participants indicated they
had previously sought the advice of pharmacy staff with regards to whether their condition
warranted referral to the doctor. Support to stop smoking, in-pharmacy medication review, dose
administration support and other support services such as weight loss programs and baby nurse
clinics, had been utilised by more participants than home delivery and medical equipment
maintenance services.

Table 5.5: Past utilisation of commonly available community pharmacy services
Ranking

1

Service

Seek advice where referral to the doctor is

n

%

119

56.7

62

29.5

57

27.1

necessary
2

*Support services such as baby clinics,
weight loss programs,

3

Health screening e.g. have blood pressure
checked

4

In pharmacy medication review

56

26.7

5

Smoking cessation support

49

23.3

6

DAAs

42

20.0

7

Home delivery

26

12.4

8

Testing / calibration of medical equipment

20

9.5

or device
9

Home medicines review

15

7.1

10

Needle exchange

13

6.2

Note: Respondents could select multiple services they had utilised in the past, *combined services not
identified within the survey options.
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Needs and expectations

Participants were asked to choose from a range of service that reflect medication supply, and
provision of medication information, as well as to indicate through open text responses, services
they considered to be essential to them and their family. The services identified as “needs” by
consumers and caregivers are presented in Table 5.6. Prompt supply of medication was
identified to be the primary need. Advice and counselling, dose administration and other
medication support services that are currently offered by community pharmacy were identified
as essential services by very few participants. For example, only 3.8% indicated a need to speak
to the pharmacist about how to use their medication and 1.0% identified a need for pharmacists
to check whether they had experienced side effects from their medication(s).
Table 5.6: Ranking of community pharmacy service identified as a “need”
Ranking
1

Pharmacy service

n

%

Availability of medication for prompt

96

45.7

supply
2

Other needs (e.g. friendly staff, welcoming
atmosphere, already established high level
of satisfaction)

83

39.5

3

Pharmacist advice

10

4.8

3

Written information

10

4.8

5

DAAs

7

3.3

Note: Respondent could select multiple services from the list as well as their own identified needs.

5.3.

IMMEDIATE EXPERIENCE

The immediate experience of mental health consumers and caregivers, their level of satisfaction
with the service that they received and with the knowledge and skills of the staff member
rendering the service were investigated using quantitative and qualitative methods.

Purpose of pharmacy visit

The vast majority (n = 197, or 93.8%) indicated their purpose for visiting the pharmacy on this
occasion to be prescription-related. The remainder were purchasing OTC products or accessing
other services. The number of items collected or purchased by participants during their visit to
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the pharmacy are summarised in Table 5.7. While the majority collected two items or less, over
11% of participants were collecting five or more items from the pharmacy on this occasion.
Twenty three people collected five or more items with three participants collecting 10
prescription items on this occasion.

Table 5.7: Number of items collected by participants during their visit to the pharmacy
Number of items

n

%

1

101

48.1

2

48

22.9

3

23

11.0

4

9

4.3

5

8

3.8

6

4

1.9

7

3

1.4

8

3

1.4

9

3

1.4

10

3

1.4

Note: Total number of items includes prescription and OTC items bought during pharmacy visit.

Type of mental health medication collected

Table 5.8 summarises the mental health medication collected by consumers and caregivers
during the pharmacy visit. Of the one hundred and ninety seven people whose primary purpose
was to collect a prescription, 176 (89.3%) were collecting medications for themselves, the
others were collecting for someone else or both. Thirty one participants (15.0%) reported that
they were at the pharmacy to collect at least one new medication that they had not used before.
On this occasion, 118 participants (59.0 %) reported they collected one or more antidepressant
medication, and 24 people collected five or more medication that included one or more
antidepressants, anxiolytics and antipsychotics.
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Table 5.8: Type of mental health medication collected by participants during the
pharmacy visit
Medication collected

n

%

Antidepressant

118

59.9

Antipsychotic

55

27.0

Anxiolytic / sedative

32

16.0

Mood stabiliser

11

5.0

Note: Medication classified according the Australian Medicines Handbook 2015 (280).

Waiting time

Participants were asked to report on the time they spent waiting to have their medication to be
dispensed. Of the 194 people who responded, the majority reported they waited less than 10
minutes. Participants’ responses are summarised in Table 5.9. One hundred and nine people
(56.0%) waited in the pharmacy while their medication was being dispensed The overall
satisfaction with the waiting time was high, with almost 90% giving a score of 7 or higher out of
10.

Table 5.9: Approximate time spent waiting for prescription to be dispensed
n

%

≤ 10 minutes

118

60.8

11 to 20 minutes

29

14.9

21 to 30 minutes

8

4.1

Other e.g. pre-arranged time

39

20.1

Approximate waiting time
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Receipt of medication information

While the majority of participants reported they waited in the pharmacy for their medication to
be dispensed or to receive the service that they had requested, 126 of the 201 respondents
(62.7%) reported that they did not engage in conversation with staff about their medication or
health related issue(s) during their visit. Of the 75 who reported they had a conversation with a
staff member about their prescription, medication or health related issue, 47 spoke with a
pharmacist and 28 with a support staff. Almost half of the conversations were initiated by the
participant.

For those who were at the pharmacy to have a prescription dispensed, their receipt of
medication information, both verbal and written, is illustrated in Figure 5.1. Of the 31
respondents who had indicated they were collecting at least one new medication, nine (29.0%)
reported they received verbal medication counselling, which included enquiry about their
previous use of the medication, and information about medication indication, clarification of
dosing, advice on how to take the medication and advice about possible side effects, precautions
and medication interaction. Of the 166 people who had collected medication for continuing
therapy, 26 (15.6%) reported receipt of medication counselling. The content of which appeared
to focus on offering choice between original and generic brands, the need to obtain a repeat
prescription from the doctor, and clarification of quantity or other PBS-related issues. One
person who was collecting at least one new medication item during the pharmacy visit reported
they had received a CMI for their new medication. Three people who were collecting
medication for continuing therapy reported the receipt of written information.

Figure 5.1: Provision of medication information
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Level of satisfaction with extent of medication counselling

Seventy of the 75 participants who reported they engaged in conversation with either the
pharmacist or a support staff about their prescription, medication or health related issues,
provided ratings for their satisfaction with the content of medication counselling that they
received along three dimensions: i) helpfulness, ii) happiness and iii) satisfaction using a scale
from 1 to 10 (where 1 = extremely low and 10 = extremely high). Participants’ ratings are
presented according to the role of staff in Table 5.10.

Table 5.10: Rating of satisfaction with extent of medication counselling provided by staff
Pharmacist
n (%)

Support Staff
n (%)

Low (1-4)

3 (6.5)

1 (4.2)

Medium (5-7)

6 (13.0)

6 (29.2)

High (8-10)

37 (80.4)

17 (70.8)

Low (1-4)

3 (6.5)

1 (4.2)

Medium (5-7)

4 (8.7)

3 (12.5)

39 (84.8)

20 (83.3)

Low (1-4)

3 (6.5)

1 (4.3)

Medium (5-7)

4 (8.7)

6 (26.1)

39 (84.8)

23 (69.6)

Rating
Helpfulness

Happiness

High (8-10)
Satisfaction

High (8-10)

Note: Rating of staff performance between 1 and 4 indicate low level of satisfaction, between 5 and 7
indicate medium level of satisfaction, 8 and over indicate high level of satisfaction.
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Participants were highly satisfied with their engagement with staff, majority rating their level of
satisfaction 8 or more out of 10. However, three participants rated their level of satisfaction to
be low and provide reasons for their rating. In one case, the participant was dissatisfied with the
pharmacist for dispensing the more expensive when the cheaper generic brand had been
requested. In the second case, the participant was dissatisfied when the pharmacist refused to
dispense a prescription and had delayed informing the participant for an extended period of
time, after which the pharmacist did not exercise discretion or take steps to protect the
participant’s privacy. In the final case, the participant objected to being asked if they were a
regular customer by a support staff member of the pharmacy.

Rating of level of satisfaction with behaviour of staff

Participants were asked to provide their rating for the staff with whom they had the interaction,
thereby providing insights about the behaviour of the staff member from their perspective.
Elements of staff behaviour that were investigated include those that represent all four elements
of patient-centered care (i.e. individualised, respectful, empowering and holistic care), itemised
through how they performed in 1) making the participant feel welcomed, 2) acknowledging
them by name, 3) being polite and courteous, 4) listening to what they had to say and 5)
protecting their privacy during the interaction. Furthermore, staff were rated along their ability
to 6) use simple and understandable language, and 7) to provide clear information and advice.
Participants rating of staff performance during the interaction are summarised in Table 5.11.
There was a high level of satisfaction overall with the behaviour, and communication skills of
staff. Participants commented that high ratings were primarily related to the friendliness, good
level of knowledge and helpfulness displayed by the staff member. Their low ratings were
related to staff making an error in the dispensing of medication, speaking loudly during
consultation that compromised consumer’s right to privacy and consumers feeling that they
were not being listened to. Overall, participants were highly satisfied with the outcome of their
visit to the pharmacy, with over 80% of participants indicating their level of satisfaction
between 8 and 10.
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Table 5.11: Rating of satisfaction with interaction with behaviour of staff during medication counselling
Low
Rating

Medium

High

Pharmacist

Support
staff

Pharmacist

Support
staff

Pharmacist

Support
staff

Making you feel welcome

3 (7.7)

-

6 (15.4)

6 (28.6)

30 (76.9)

15 (71.4)

Addressing you by your name

3 (7.9)

2 (9.5)

3 (7.9)

2 (9.5)

28 (73.7)

12 (57.1)

Being polite and courteous

1 (2.6)

-

5 (12.8)

3 (14.3)

33 (84.6)

18 (85.7)

Listening to what you have to say

1 (2.6)

-

5 (12.8)

2 (9.5)

32 (82.1)

19 (90.5)

Inviting you to ask questions

1 (2.6)

2 (9.5)

6 (15.4)

8 (38.1)

31 (79.5)

7 (33.3)

Maintaining your privacy

2 (5.1)

1 (4.8)

6 (15.4)

6 (28.6)

31 (79.5)

14 (66.7)

Giving you clear information or advice

2 (5.1)

2 (9.5)

4 (10.3)

5 (23.8)

32 (82.1)

14 (66.7)

Using simple and understandable language

1 (2.6)

-

4 (10.3)

3 (14.3)

34 (87.2)

18 (85.7)

Being available when you needed to speak with a pharmacist

1 (2.6)

-

5 (12.8)

-

33 (84.6)

-

Being able to offer advice about medicines, health-related products or
services

1 (2.6)

-

4 (10.3)

32 (82.1)

Note: Rating of staff performance between 1 and 4 indicate low level of satisfaction, between 5 and 7 indicate medium level of satisfaction, 8 and over indicate high level of
satisfaction.
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5.4.

CONSUMER AND CAREGIVER
SERVICES AND STAFF

PERCEPTIONS

ABOUT

PHARMACY

To further understand the frame of reference by which participants may have interpreted the
nature of their interaction with staff and associated their level of satisfaction, participants were
asked to respond openly about what they hoped would happen during their pharmacy visit, and
to describe what, if anything, they liked about their visit to the pharmacy. While participants
appeared to have low needs and expectations of community pharmacy, their open responses
clearly illustrate their wish for the delivery of community pharmacy services that incorporate
the core elements of PCC as exemplified in the quotes below.

Participants primarily described a wish for prompt, efficient service with the regards to the
supply of their medication, and to a lesser extent, the provision of advice and additional services
such as storing their prescription at the pharmacy. While open responses offer some insights for
why such a high priority has been placed on prompt service delivery, they appear to highlight a
greater hope for acknowledgement and to be treated with dignity and respect.

A smile and a welcome and how are you today, some sort of acknowledgement. (C1187)

Delivery of service with elements of PCC, particularly individualised and respectful care,
appeared to be associated with participants feeling welcomed into a safe health care space.
…that I wasn’t going to be treated like a client or a standard everyday customer…the assistant
took the time to listen to me. The pharmacist took the time to chat about side effects to the
medication. Their personal manner was good. They make you feel welcome and not edgy in any
way. (C500)

They address me by name, are aware of my condition and vulnerabilities, and wanted to know
my support workers so they can get the right person to manage that. (C697)
It’s like going visiting friends…feel cared for and they understand. (C614)

Many participants provided commentary of positive experiences at the pharmacy, and valued
the receipt of services from staff.
For me, I have had all these meds before. What I gained was they were really lovely and very
involved. I get good service and they are friendly. With depression, having a positive experience
is really good. (C1064)
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The pharmacy was also seen as a safe health space and a valuable source of information.

To have my fears allayed, to be reassured and to learn more about the new medication that the
psychiatrist is trialling me on. (C / CA588)

I like to go to the same pharmacy; if there are problems I feel comfortable to talk to them
because they are a little bit aware of my history and what I am taking. (C / CA1595)

However, support staff received less favourable ratings than pharmacists in the areas of inviting
questions, protecting of privacy, providing clear information and advice, and being able to offer
further information and advice about the medication, health-related products or services. One
participant provided an explanation for the low level of satisfaction of their interaction with
support staff.

The pharmacy assistant had called out my name and said that my diazepam pack was ready.
The man standing behind me heard what I was taking. I felt that she could have handled the
situation better with respect to my privacy. (C1460)

Open responses from people who reported that nothing could have been done differently to
improve their visit to the pharmacy also provided insights about the aspect of staff behaviour
that was associated with high level of consumer and caregiver satisfaction. Community
pharmacy staff adopting a patient-centred care approach to the delivery of services was highly
valued by consumers and caregivers, and appeared to be key in facilitating the formation and
nurturing of trusting relationships that promote open communication and therapeutic alliance.
This is best illustrated by the following quote:

I have had a relationship with the pharmacist over many years. Despite change to staff, they
know me, I know them. I feel comfortable asking them any questions. (C653)

In addition to the services deemed essential, participants were also asked to indicate other
services they would like or want to receive from their community pharmacy. Of the 110 people
who responded, the highest response (15.5%) were participants indicating that they had no
further requirements from community pharmacy, other than the services they were currently
receiving. While participants ratings of their satisfaction with the service they received from
their pharmacy was high across all areas of investigation, 63 people (30.0%) reported that their
visit could have been improved. The areas for improvement most commonly mentioned were in
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the provision of medication information, efficiency of dispensing prescriptions (reduced waiting
time), improved customer comfort during wait, and protection of privacy. Participants also
expressed a wish for reduction of stigma from staff and the general public. Exemplary quotes
are provided.

I would like to receive information from the pharmacist as often I would have to look on the
internet for information and I am unsure whether it comes from a reliable source. (C690)
Shouldn’t be any facial or mannerism to treat people differently according to the drugs they are
dispensing for the person. (C1022)

5.5.

SUMMARY OF KEY FINDINGS AND DISCUSSION

This study provided valuable information about pharmacy service utilisation by mental health
consumers and caregivers, and about and their expectations of community pharmacy staff. It is
important to note, participants in the study reported higher rates of living alone and
unemployment than expected than for the general population, where approximately 10% of
Australian adults live alone and approximately 6% are unemployed (281, 282). While these
findings may have a range of implications for the study participants, this lies outside the scope
of this thesis. This study was also critical to uncovering information about the services were
actually provided by community pharmacy staff, and about the behaviour of staff when
rendering services. While some findings drew similarities to those found in a large scale
Australian study with regards to frequency of pharmacy visits (250), this study has identified
differences between the behaviour of the general public and that of mental health consumers and
caregivers that has highlight opportunities for community pharmacy to play a greater role in
mental health care. In some cases improvements could be achieved by extending on existing
practices and in others, modifying practice behaviour. The findings of this study are discussed
according to: 1) past service utilisation, 2) missed opportunities, and 3) perceptions about
service quality.

Past service utilisation

Differences between community pharmacy services utilisation by mental health consumers and
their caregivers and the general public emerged from analysis of exit interview data. Almost
60.0% of participants in the current study reported they had previously sought advice from
community pharmacy staff about the possible need for referral to the doctor. This is
significantly more than the findings previously reported for general consumers (250).
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Furthermore, pharmacy choice was primarily based on their perception of the friendliness of
staff rather than convenience as previously reported. These findings indicate that perhaps more
so than by the general public, mental health consumers and caregivers valued the knowledge
and skills of community pharmacy staff as health practitioners, trusted their advice regarding the
appropriate course of action, and place greater value on their relationship with staff. The current
study has also identified mental health consumers and caregivers utilisation of community
pharmacy services for health screening, in-pharmacy medication review, smoking cessation
support, DAAs, home delivery services and needle exchange services to be higher than the
general public. These findings highlight opportunities for community pharmacy staff to
incorporate mental health into existing services, making mental health care as routinely
delivered as any other community pharmacy services. It is important to note that while a
significant amount of time has lapsed since the previous research, no large scale research has
been conducted within the Australian context to allow for comparison with the current study.

Missed opportunities

The study identified key areas of missed opportunities for community pharmacy staff to
promote quality use of medicines and to optimise care for this group of consumers through
initiatives implemented as part of the 5th CPA (25). Notably, the majority of participants in the
current study reported that in their experience, pharmacists had never or rarely queried their
experience of medication side effects. The low rates reported for the receipt of verbal and
written information is sadly comparable to the available figures for Australian pharmacies
regarding service delivery (283). The obligation of community pharmacy to provide CMIs to
consumers particularly when starting new medication, alongside the provision of verbal
medication counselling, are important components of pharmacists’ professional obligation
(284). While the handing over of CMIs may constitute the provision of written information,
there is a clear mismatch between this action and what is expected from pharmacists in terms of
their professional responsibilities and practice standards. This demonstrates that when issued
without accompanying counselling and advice, CMIs are ineffective in supporting medication
adherence. The need for staff to provide verbal advice along with the written information, to
contextualise the information and offer further assistance if the consumer is having difficulty
understanding the information or has further questions have previously reported in the literature
(53, 135, 148) and in the Study 1a as previously. Furthermore, of the participants who collected
five or more medication, approximately 70% reported that they did not speak with any staff
member about their prescription, medication, or health related issues. In addition to obligations
to the provision of medication information, this highlights a clear missed opportunity for
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community pharmacy such as the provision of MedCheck and Cinical Intervention, which have
been identified by the profession’s governing bodies as key to improving patient outcomes (74,
118). These findings highlight the importance of understanding factors that contribute to
perceptions of barriers from the perspective of community pharmacy staff that limit their
interaction with mental health consumers and carers. The TPB framework has shown good
evidence that indicates perceived barriers to have some influence on association between beliefs
(attitudes) and intentions (225, 285, 286). Future research attention should focus on
understanding the role of perceived barriers in moderating the link between attitudes and
intention.

Perceptions of service quality

While these findings clearly identify a gap in the provision of medication counselling, written
information and follow-up checking by pharmacists, participants reported being highly satisfied
with their pharmacy visit, similar to findings previously reported regarding consumer
satisfaction for a range of community pharmacy services not specific to mental health (287).
This confirms the findings from Study 1a, that revealed consumers and caregivers had low
expectations of community pharmacy services, were unaware about a range of community
pharmacy that could be utilised to support their medication-related needs, and viewed
community pharmacy as having mainly a medication supply role. However, the findings may
also suggest the valuing of community pharmacy services may be dependent on variables not
able to be demonstrated through quantitative means such as a satisfaction scale. Indeed,
participants’ comments and responses to open ended questions that related to their hopes when
accessing community pharmacy services and their valuing of interactions with staff revealed
multiple aspects of PCC and established trusting relationships with staff to underpin their high
rating. Again, these align with the findings of Study 1a and highlight the importance of PCC in
the delivery of community pharmacy services for mental health consumers and caregivers (247).

Chapter 6 presents the results of Study 1c that used an online questionnaire to assess the mental
health knowledge, attitudes and beliefs and confidence and skills of community pharmacy staff.
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CHAPTER 6: PRACTICE BEHAVIOUR, KNOWLEDGE AND
SKILLS

This chapter presents the findings of Study 1c that sought to answer the research questions What
are the knowledge and skills of Australian community pharmacy staff for working in a mental
health care role?, and, Do relationships exist between staff perceptions of barriers to their role
in mental health carer and their attitudes and beliefs about mental illness and about people who
experience mental illness? (Table 3.1). Identifying the gaps in knowledge and skills, alongside
factors that contribute to perceptions of barriers is critical to identifying strategies that address
these areas of concern. Information about the research participants and their practice setting are
presented in section 6.1. Descriptive information about their practice behaviour, knowledge,
attitudes and beliefs and perceptions of motivations and barriers of the workforce are provided
in sections 6.2 to 6.7. Analyses to explore relationships between perceived barriers to their role
in mental health and their attitudes and beliefs are presented in section 6.8. The key findings
from Study 1c are summarised and discussed in section 6.9.

Summary of study aims and method

The aim of this study is to assess the knowledge, attitudes, confidence and skills of the current
workforce for supporting mental health consumers and caregivers. This study also aimed to
determine whether and to what degree a relationship exists between participants’ perceptions of
barriers to their role in mental health care and their attitudes (DAQ) and beliefs (MIA) about
mental illness and about people who experience mental illness (Table 3.1).

The Pre-training Questionnaire described in Chapter 3 was used to collect information from
community pharmacy staff about their practice behaviour, attitudes and belief and knowledge
(see Appendix E). The questionnaire was delivered online to community pharmacy staff
between May 2012 and June 2013. Descriptive statistics were used to describe the participants
and to report on the questionnaire data. Pharmacists and support staff were treated as
independent groups because they differed in qualifications and role and subsequent expected
level of knowledge. Differences between pharmacists and support staff demographic
information and response to categorical items were tested using chi-square tests, differences in
their response to likert-scale items were tested using independent sample t-tests. Differences in
their responses to multiple choice checklists were tested using chi-square tests. Significant
differences between the groups are reported at the 99.0% confidence interval. Relationships
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between staff’s perceptions of barriers to their role and their attitudes and beliefs were explored
using regression analysis. SPSS ™ statistical computer software was used to manage the data
and to conduct analysis.

6.1.

PARTICIPANTS

Of the 791 community pharmacy staff who completed the Pre-training Questionnaire and
provided information about their practice behaviour, knowledge and skills, 465 were
pharmacists and 326 were support staff. A summary of the demographic characteristics of the
participants are presented in Table 6.1. Pharmacists’ and support staff demographic information
were compared using chi-square tests. The majority of participants were female (76.1%) and
had a mean age of 33.9 years. As a group, pharmacists were significantly younger than support
staff with mean age of 32.9 years, while the mean age of support staff was 35.5 years (p =
0.001). Although participants came from diverse cultural backgrounds, most identified
themselves as Australian (69.5%). The majority of participants also indicated English as their
first language (82.5%). However, significant differences were observed between the roles with
regards to their cultural background, with 85.4% of support staff identifying themselves as
Australian White / Caucasian compared to only 53.5% pharmacists (p < 0.001). Of the other
cultural groups, significantly more pharmacists (35.5%) identified themselves as being of Asian
origin compared with 8.2% support staff identifying the same (p. = 0.009).

There were also differences between the roles for main spoken language, with significantly less
pharmacists identifying English as their first language than did support staff (p < 0.001).
Significant differences were observed between the roles and their qualifications. The majority of
support staff held Certificate or Diploma level qualifications while the majority of pharmacists
held Bachelor, Masters or PhD qualifications. It is important to note that while four pharmacists
held a Diploma level qualification, they were obtained overseas when, at the time, the
qualification was equivalent to Bachelor level qualification in Australia. For example, in New
Zealand the Diploma of Pharmacy degree was offered alongside the Bachelor of Pharmacy
degree from 1962 to the 1990s. Both programmes incorporated an intern model of education
where the years were spent on campus in a tertiary education setting, and the final year was an
internship run through the Pharmaceutical Society of New Zealand (288). The majority of
participants were employed on a full-time basis, had six or more years of community pharmacy
experience and had worked in other pharmacy settings.
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Table 6.1: Characteristics of the research participants
Pharmacist

Gender
Age range (years)

Language

Cultural background

Highest qualification

Employment status

Community pharmacy

Support Staff

n

%

n

%

Female

292

62.8

310

95.1

≤ 29

225

52.2

123

36.0

30-39

103

23.9

49

17.5

40-49

54

12.5

55

19.6

50-59

43

10.0

45

16.1

≥ 60

6

1.4

8

2.9

English

297

73.5

251

96.5

Other

107

26.5

9

3.5

Australian

231

53.5

239

85.4

Asian

153

35.4

23

8.2

Other

48

11.1

18

6.4

Secondary

4*

0.9

242

86.7

Tertiary

452

99.1

5

1.8

Full-time

332

77.0

160

57.1

0-5

136

31.6

108

38.6

6-10

122

28.4

69

24.6

11-15

61

14.2

28

10.0

More than 15

111

25.8

75

26.7

Yes

296

74.7

160

61.5

experience (years)

Experience in other
pharmacy settings

Note: *Diploma qualifications equivalent to Bachelor Degree in country and time when obtained
(288),Secondary education = High School Certificate, Vocational Training Certificate, Diploma, Tertiary
education = Bachelor Degree, Master Degree, Doctor of Philosophy.
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The participants were employed in 252 community pharmacies located across NSW, QLD and
WA. Table 6.2 summarises the distribution of pharmacies and number of staff per pharmacy
participating in the study. The majority of pharmacies were located within highly accessible
areas (such as urban and metropolitan areas), open for trading seven days per week, dispensed
more than 200 prescriptions per day and employed four or less full-time equivalent pharmacists.
Almost all pharmacies participating in the study were QCPP accredited. Over 20% of
pharmacies had five or more staff complete the Pre-training Questionnaire and therefore,
eligible to participate in the study. One pharmacy had a total of 14 staff members participating.

Table 6.2: Number of participants per pharmacy according to State
Number of

Australian State

participants

New South Wales

Queensland

Western Australia

1

6 (28.6)

72 (40.4)

6 (11.3)

2

6 (28.6)

37 (20.8)

17 (32.0)

3

2 (9.5)

19 (10.7)

8 (15.1)

4

4 (19.0)

12 (6.7)

8 (15.1)

≥5

3 (14.3)

38 (48.7)

14 (26.4)

Note: Pharmacies must have at least 1 pharmacist complete the Pre-training Questionnaire to be eligible
to participate in the study.

6.2.

PRACTICE BEHAVIOUR

Understanding the practice behaviour of community pharmacy staff when rendering care to
mental health consumers and caregivers is important for identifying what medication-related
services are currently delivered, how they are being delivered and by whom. Practice behaviour
was assessed according to i) number of consumers and / or caregivers participants spoke with
when providing or dispensing an antidepressant, ii) course of action taken by participants when
concerned about a consumer’s mental health and specific to pharmacists, iii) likeliness of
selecting specific primary health care as a PPI activity. Comparisons were made between the
responses of pharmacists and support staff to determine whether they differed in their practice
behaviour according to their interaction with consumers and caregivers and the course of action
they would take if they were concerned about a consumer’s mental health.
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When asked to indicate the number of people with whom they had spoken to in the previous
month when dispensing or providing antidepressants, the majority of participants indicated they
had spoken to none or only a few people when they dispensed or handed over antidepressants to
a consumer or caregiver (Table 6.3).

Table 6.3: Number of people staff spoke with when providing or dispensing an
antidepressant
Number of people

None / A few

Pharmacist

Support staff

n (%)

n (%)

283 (61.0)

307 (94.2)

p – value

<0.001
Most / All

181 (39.0)

19 (5.8)

Note: Chi-square test of independence, p <0.01 indicates statistical significance.

Staff responses indicate differences in practice behaviour between pharmacists and support
staff. Significantly more pharmacists indicated that they had spoken to most or all consumers
and caregivers they had served in the previous month when compared with support staff. These
responses highlight a key area of deficiency that may negatively impact on consumer health
outcomes

To further explore the practice behaviour of staff, participants were asked to indicate (by
selecting from a list of options) the nature and content of their medication counselling when
dispensing or handing over a prescription for an antidepressant Table 6.4. The majority of
participants indicated they used a combination of informal dialogue and providing written
information. However, when participants were compared according to their practice roles, the
extent of medication counselling provided by pharmacists and support staff differed
significantly. The majority of pharmacists indicated in addition to informal dialogue, and
providing CMI printout, they also asked standard questions while less than half of support staff
reported their interactions included asking questions. Interestingly, almost 20% of participants
indicated they provided medication counselling that incorporated strategies other than those
listed. Content analysis of their open responses to the “Do other things” category found both
pharmacist and support staff had included giving lifestyle advice such as proper rest and
exercise and recommendation of complementary and alternative therapy such as meditation,
yoga and herbal supplements as part of their medication counselling.
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Table 6.4: Extent of medication counselling according to role
Pharmacist

Support Staff

n (%)

n (%)

Chat informally

324 (69.8)

183 (56.1)

< 0.001

Ask some standard questions

287 (61.7)

113 (34.7)

< 0.001

Provide CMI

320 (68.8)

139 (42.6)

< 0.001

I don’t usually ask anything

13 (2.8)

51 (15.6)

< 0.001

Do other things

93 (20.0)

46 (14.1)

0.032

Counselling

p – value

Note: Participants could select as many options as they thought applied. Chi-square test of independence,
p < 0.01 indicates statistical significance.

When asked to indicate the course of action taken they would take when concerned about a
consumer’s mental health, the majority of participants indicated they would speak to the person
informally Table 6.5.

Table 6.5: Course of action when concerned about a consumer’s mental health
Pharmacist

Support Staff

n (%)

n (%)

Talk to them informally

330 (71.0)

147 (45.1)

<0.001

Speak to another health professional

163 (35.1)

170 (52.1)

<0.001

63 (13.5)

43 (13.2)

0.884

166 (35.7)

57 (17.5)

<0.001

13 (2.8)

13 (4.0)

0.355

53 (11.4)

51 (15.6)

0.082

38 (8.2)

35 (10.7)

0.220

Course of action

Speak to a health professional with
expertise in mental health
Offer to refer

None of the above
I have not encountered this in my
current practice
Do other things

p – value

Note: Participants could select as many options as they thought applied. Chi-square test of independence,
p < 0.01 indicates statistical significance
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However, when their responses were compared, significantly more pharmacists would speak to
the person informally and would offer to refer the person to a specialist mental health service
while significantly more support staff indicated they would speak to another health professional.
This finding may indicate the referral of consumers to the pharmacist by support staff, in line
with the responsibilities of their practice role.

Pharmacists were asked to indicate on a scale of 1 to 7 (where 1=highly unlikely and 7=highly
likely), their likeliness of selecting from the five primary health care, areas for their pharmacy to
focus on as part of the Pharmacy Practice Incentive (PPI) program (25). Note: only pharmacy
owners are able to make this decision in line with the 5th CPA Business Rules (8). Their
responses are presented in Table 6.6. Multiple pairwise comparisons (t-tests) showed that
pharmacists’ ratings differed significantly across these options. Pharmacists were most likely to
focus on the provision of services directed towards improving the health outcomes of people
with diabetes, and less likely to focus on mental health conditions.

Table 6.6: Pharmacists’ rating of their likeliness to select the five areas of primary health
Primary health area

Comparative

Comparative

(mean)

area

mean

p - value

Diabetes
(6.2)

Respiratory Disease

Cardiovascular
Disease

Mental Health
Conditions

Health Promotion

5.6

< 0.001

6.1

0.013

5.1

<0.001

5.6

<0.001

Note: Participants rated their likeliness to select the 5 areas of focus on a scale of 1 to 7 where 1 = highly
unlikely and 7 = Highly likely. Repeated measures t-test, p < 0.01 indicates statistical significance.
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6.3.

ATTITUDES, BELIEFS, CONFIDENCE AND SKILLS

The attitudes of community pharmacy staff towards anxiety and depression and beliefs about
these conditions were assessed using three previously validated scales which had minor
adjustments made to suit the specific purpose of the current study as explained in Chapter
Three. These were: Depression Attitudes Questionnaire (DAQ), the Mental Illness Attitude
(MIA) scale, and the Confidence and Skills (CAS) scale. Staff responses for all three scales
were compared and contrasted between roles. Comparison of staff responses to individual
statements of the DAQ and MIA scales are presented in Appendix G. Results are summarised in
the following subsections.

Attitudes (Response to DAQ subscales)

Pharmacists and support staff response to the four DAQ subscales are presented in Table 6.7.
Response to the DAQ indicate community pharmacy staff in general have positive attitudes
mental health consumers and caregivers and towards providing care for mental health
consumers and caregivers.
Table 6.7: Pharmacists and support staff sum of mean scores for the four DAQ subscales
Pharmacist

Support Staff

Mean (±SD)

Mean (±SD)

Treatment approach

25.2 (5.1)

26.6 (4.8)

0.021

Inevitable course

15.1 (3.3)

15.1 (3.2)

0.971

Role

28.8 (5.8)

30.5 (6.1)

< 0.001

Consumers

22.7 (4.6)

22.7 (4.3)

0.863

DAQ Subscales

p – value

Note: Independent sample t-test, p < 0.01 indicates statistical significance, lower scores indicative of
positive attitudes and beliefs.

When compared, the attitudes and beliefs of pharmacists and support staff differed only with
regards to perceptions about their roles in providing care. That is, pharmacists’ lower sum of
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means score for the Role subscale indicates that they are significantly more inclined to believe
that they have a role to play in mental health as part of the health care team. There were no
significant differences between the pharmacists’ and support staff attitudes towards people who
experience mental illness, the treatment of mental illness or the outcome of treatment.

Beliefs (Response to MIA subscales)

Results for pharmacists and support staff response to the two MIA subscales are presented in
Table 6.8. Significant differences were observed between the pharmacists and support staff
beliefs about the role of treatment in recovery from mental illness. The higher sum of means
score for support staff is associated with the belief that people who experience mental illness
can lead normal lives, be successful at work, and eventually recover if given treatment and
support. No significant differences were observed between pharmacists and support staff in their
beliefs about people who experience mental illness.

Table 6.8: Pharmacists and support staff sum of mean scores for the two MIA subscales

MIA Subscales

Pharmacist

Support Staff

Mean (±SD)

Mean (±SD)

15.0 (4.2)

15.0 (4.2)

1.000

31.1 (4.1)

32.0 (4.3)

0.002

Negative
Stereotypes*

Recovery and
Outcomes#

p – value

Note: Independent sample t-test, p < 0.01 indicates statistical significance, *lower scores indicative of
positive attitudes and beliefs, # higher score indicative of positive attitude and beliefs.

Confidence and skills (Response to the CAS scale items)

The confidence and skills of community pharmacy staff in providing care for people
experiencing depression and anxiety and providing support to resolve medication issues were
investigated using the CAS Scale containing a series of 11 statements for pharmacists and five
statements for both roles. Their results are presented in Table 6.9.
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Table 6.9: Pharmacists and support staff mean scores for the CAS statements
CAS Statements

Pharmacist
Mean (±SD)

Support Staff
Mean (±SD)

p – value

I feel able to talk to people about their mental
health problems

4.8 (0.06)

5.1 (0.07)

0.001

I feel able to talk to people about their mental
health medications

5.6 (0.05)

4.3 (0.08)

0.001

I feel confident when addressing their mental
health problems

4.5 (0.06)

-

-

I feel able to advise people about their mental
health medications

5.4 (0.05)

4.2 (0.09)

0.001

I feel confident discussing a consumer's
medication issues with their GP or
psychiatrist

5.2 (0.06)

-

-

I feel able to talk with people about their
mediation adherence

5.5 (0.05)

-

-

5.4 (0.05)

-

-

4.6 (0.07)

-

-

4.4 (0.07)

-

-

4.2 (0.07)

3.5 (0.09)

0.001

5.0 (0.06)

4.9 (0.06)

0.331

I feel confident working with people to
improve their adherence with mental health
conditions
I know how to use a motivational approach
when working with people with medication
problems
I know where to access good resources for
people with mental illness (e.g. written
information and websites)
I feel I know enough about mental illness to
carry out my role when working with people
with mental health problems

Overall I find it rewarding to work with
people with mental health problems

Note: Independent sample t-test, p < 0.01 indicates statistical significance. Higher scores indicate greater
confidence.
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Pharmacists’ mean score for each of the 11 items of the CAS indicate a high level of confidence
with regards to having sufficient knowledge and skills to provide medication-related care to
mental health consumers and their caregivers. Of the items that included responses from support
staff, significant differences were observed between the roles for four of the five statements.
These differences indicate support staff to be significantly less confident than pharmacists in
talking to consumers and caregivers about their medication and in providing medication-related
advice. Support staff were also less confident than pharmacists in having sufficient mental
health knowledge to perform their roles effectively. Conversely, support staff were significantly
more confident than pharmacists in their ability to talk to people about their mental health
problems.

6.4.

KNOWLEDGE

Community pharmacy staff knowledge about presenting symptoms of anxiety and depression
and about the treatment options for both were assessed using two case vignettes; (i) Sue, a
consumer presenting with symptoms of anxiety requesting an over-the-counter product to help
her to relax and help her to sleep; and (ii) Mark, a consumer presenting with symptoms of
depression requesting over-the-counter products to help lift his mood and treatment of back pain
and insomnia. Pharmacist’s knowledge of antidepressant pharmacotherapy was further assessed
with a third case vignette of (iii) Jenine, presenting with an antidepressant prescription for the
first time for the treatment of post-natal depression. Staff were also asked to indicate their level
of comfort in scenarios i and iii.

Anxiety

Symptom recognition

When presented with a person exhibiting symptoms of anxiety as depicted by Sue, staff were
asked to select from a list of options what they thought might be the cause of her symptoms.
Their responses are illustrated in Table 6.10. As a group, the ability to recognise symptoms
common to anxiety was high (76.2%). Significantly more pharmacists were able to do so than
support staff. Of the other possible causes of Sue’s presenting symptoms, more pharmacists
attributed the cause to be a lack of sleep, while support staff attributed them to a combination of
the causes listed.
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Table 6.10: Possible cause of Sue’s presenting symptoms
Pharmacist
n (%)

Support Staff
n (%)

p – value

Lack of sleep

274 (58.9)

161 (49.4)

0.008

Work-related stress

233 (50.1)

144 (44.2)

0.100

Symptoms of anxiety*

399 (85.8)

217 (66.6)

<0.001

Normal reaction to life problems

56 (12.0)

55 (16.9)

0.054

Symptoms of depression

140 (30.1)

103 (31.6)

0.655

All of the above

84 (18.1)

140 (42.9)

<0.001

None of the above / Something else

13 (2.8)

12 (3.7)

0.484

Symptom

Note: Participants could identify as many options as they thought applied, *primary problem to identify =
Symptoms of anxiety, Chi-square test of independence, p < 0.01 indicates statistical significance.

Course of action to assist Sue

Respondents were then asked to indicate what course of action they would take in providing
care. The list included a range of appropriate actions (such as Gather more information from
Sue) and non-appropriate actions if considered in isolation (such as Tell Sue there’s nothing to
worry about). The list was chosen to reflect the options available to both pharmacists and
support staff in community pharmacy practice settings. Participants’ responses are presented in
Table 6.11. The majority of participants indicated they would gather more information from Sue
(79.8%), and would recommend Sue speak with another health professional such as a nurse,
pharmacist or their GP (72.1%). Significantly less support staff were likely to recommend Sue
speak to a health professional with expert knowledge in the mental health area compared to
pharmacists. Of the treatment options involving over-the-counter products, no differences were
observed between the percentage of pharmacists and support staff who would recommend a
herbal sleeping remedy for the management of Sue’s symptoms. However, a significantly
higher percentage of support staff than pharmacists would recommend Sue take a daily dose
multi-vitamin to manage her symptoms. The implications of these findings are discussed in
Section 6.9
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Table 6.11: Course of action when providing care for Sue according to role
Action

Pharmacist

Support Staff

n (%)

n (%)

p - value

Recommend Sue takes a multi-vitamin each day*

103 (22.2)

104 (31.9)

0.002

Gather more information from Sue

398 (85.6)

241 (73.9)

<0.001

Recommend Sue speaks with another health

295 (63.4)

263 (80.7)

<0.00

240 (51.6)

96 (29.4)

<0.001

164 (35.3)

106 (32.5)

0.421

Tell her there is nothing to worry about*

12 (2.6)

4 (1.2)

-

All of the above

10 (2.2)

22 (6.7)

0.001

professional (e.g. nurse, pharmacist, GP)
Recommend Sue speaks with another health
professional skilled in the mental health area
Recommend Sue takes a herbal sleeping tablet*

Note: Participants could identify as many options as they thought applied. *indicates inappropriate course
action if taken in isolation. Chi-square test, p < 0.01 indicates statistical significance.

Depression

Symptom recognition

Using the case of Mark, a person presenting to the pharmacy with a combination of symptoms
indicative of depression, staff were asked to choose from a list of 8 options, as many as they
thought were possible causes of his symptoms. Their responses are represented in Table 6.12.
Knowledge of depression was high, with the majority of staff correctly identifying that Mark
was exhibiting symptoms of depression. Of the other possible causes, approximately half of all
staff thought Mark’s symptoms could be attributed to a physical illness and to work related
stress. It is important to note, approximately half of support staff and one third of pharmacists
also thought Mark was experiencing symptoms of anxiety. This is reflective of pharmacists’
non-diagnostic practice roles in mental health. While some staff are not able to differentiate the
differences between depression and anxiety, their ability to recognise that both Mark and Sue
were exhibiting symptoms of mental illness were high.
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Table 6.12: Possible cause of Mark’s presenting symptoms
Pharmacist
n (%)

Support Staff
n (%)

p – value

A physical illness

214 (46.0)

149 (45.7)

0.930

Work-related stress

207 (44.5)

175 (53.7)

0.011

Symptoms of anxiety

131 (28.2)

154 (47.2)

<0.001

Mid-life crisis

76 (16.3)

46 (14.1)

0.392

4 (0.9)

9 (2.8)

-

432 (92.9)

267 (81.9)

<0.001

All of the above

10 (2.2)

21 (6.4)

0.002

None of the above / Something else

14 (3.0)

12 (3.7)

0.603

Symptom

Symptoms of bipolar disorder

Symptoms of depression*

Note: Participants could identify as many options as they thought applied, *primary problem to identify =
Symptoms of depression. Chi-square test, p < 0.01 indicates statistical significance.

Helpfulness of treatments the management of Mark’s symptoms of depression
Participants were asked to consider 21 treatment options, and to rate how helpful they would be
for Mark when told Mark had been diagnosed with depression. Pharmacists and support staff
rating of the helpfulness of interventions are presented according to complementary alternative
therapy, conventional pharmacotherapy, and cognitive therapy and lifestyle modifications in
Table 6.13, Table 6.14 and Table 6.15 respectively. The responses of pharmacists and support
staff varied significantly for 15 of the 21 items across all groups. In general, support staff were
significantly more likely to rate complementary and alternative therapies as being helpful for
Mark, and to indicate “I don’t know” as their response to the helpfulness of the full range of
pharmacological interventions than pharmacists. Ratings of helpfulness of pharmacological
interventions were reflective of difference in the level of knowledge about pharmacotherapy
between the roles. Pharmacists were more accurate in rating whether an agent is useful in the
treatment of depression than support staff, and were less likely to indicate that they did not
know whether a pharmacological agent was helpful or not helpful for the management of
symptoms of depression.
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Table 6.13: Pharmacists and support staff ratings of the helpfulness of complementary
and alternative therapies in the treatment of Mark’s symptoms of depression

Treatment

Rating

Not helpful / Probably not

tonics

268 (82.2)

8 (1.7)

10 (3.1)

229 (49.2)

77 (23.6)

214 (46.0)

214 (65.6)

20 (4.3)

32 (9.8)

239 (51.7)

76 (23.8)

Probably helpful / Helpful

154 (33.3)

180 (56.4)

I don’t know

18 (14.9)

63 (19.7)

338 (72.8)

85 (26.5)

Probably helpful / Helpful

85 (18.3)

168 (52.3)

I don’t know

41 (8.8)

68 21.2)

helpful

Probably helpful / Helpful

I don’t know

Not helpful / Probably not
helpful

certain foods

Not helpful / Probably not
helpful

Homeopathic remedies

n (%)

226 (48.6)

Probably helpful / Helpful

Not helpful / Probably not

Special diet avoiding

Staff

47 (14.4)

I don’t know

Herbal remedies

n (%)

Support

231 (49.7)

helpful
Vitamins, minerals and

Pharmacist

pvalue

<0.001

<0.001

<0.001

<0.001

Note: Chi-square test, p < 0.01 indicates statistical significance
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Table 6.14: Pharmacists and support staff ratings of the helpfulness of conventional
pharmacotherapy in the treatment of Mark’s symptoms of depression
Treatment

Stimulants (e.g. dexamphetamine)

Mood stabilisers

Pharmacist
n (%)

Support
Staff
n (%)

Not helpful / Probably not
helpful

429 (93.1)

215 (68.9)

Probably helpful / Helpful

20 (4.3)

25 (8.0)

I don’t know

12 (2.6)

72 (23.1)

Not helpful / Probably not
helpful

288 (62.2)

56 (17.2)

Probably helpful / Helpful

153 (33.0)

198 (61.7)

22 (4.8)

67 (20.9)

Not helpful / Probably not
helpful

399 (86.7)

165 (52.1)

Probably helpful / Helpful

36 (7.8)

25 (7.9)

I don’t know

25 (5.4)

127 (40.1)

Not helpful / Probably not
helpful

284 (61.5)

147 (46.4)

Probably helpful / Helpful

166 (35.9)

54 (17.0)

12 (2.6)

116 (36.6)

Not helpful / Probably not
helpful

105 (22.7)

102 (31.9)

Probably helpful / Helpful

348 (75.3)

179 (55.9)

9 (1.9)

39 (12.2)

Not helpful / Probably not
helpful

404 (87.6)

180 (57.0)

Probably helpful / Helpful

30 (6.5)

20 (6.3)

I don’t know

27 (5.9)

116 (36.7)

Rating

I don’t know

Anti-psychotics

Sedative-hypnotics

I don’t know

Analgesics

I don’t know

Beta-blockers

pvalue

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

Note: Chi-square test, p < 0.01 indicates statistical significance.
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Table 6.15: Pharmacists and support rating of the helpfulness of cognitive therapies and
lifestyle modifications in the treatment of Mark’s symptoms of depression
Treatment

Pharmacist
n (%)

Support
Staff
n (%)

20 (4.3)

15 (4.7)

435 (93.5)

291 (90.9)

I don’t know

10 (2.2)

14 (4.4)

Not helpful / Probably not
helpful

65 (14.0)

54 (16.8)

Probably helpful / Helpful

374 (80.6)

239 (74.2)

I don’t know

25 (5.4)

29 (9.0)

Not helpful / Probably not
helpful

18 (3.9)

12 (3.7)

439 (94.4)

301 (92.9)

8 (1.7)

11 (3.4)

Not helpful / Probably not
helpful

219 (47.4)

114 (35.5)

Probably helpful / Helpful

147 (31.8)

141 (43.9)

I don’t know

96 (20.8)

66 (20.6)

Not helpful / Probably not
helpful

26 (5.6)

43 (13.5)

411 (88.8)

171 (53.6)

26 (5.6)

105 (32.9)

Not helpful / Probably not
helpful

286 (61.9)

150 (47.2)

Probably helpful / Helpful

75 (16.2)

14 (4.4)

I don’t know

101 (21.9)

154 (48.4)

30 (6.5)

17 (5.3)

413 (89.0)

277 (86.0)

21 (4.5)

28 (8.7)

Rating
Not helpful / Probably not
helpful

Increasing
activity

physical

Reading self-help books

Probably helpful / Helpful

Relaxation, meditation,
Probably helpful / Helpful
yoga
I don’t know

Changing employment

Psychological therapies
(e.g. CTB)

Probably helpful / Helpful
I don’t know

Electroconvulsive
therapy

Not helpful / Probably not
helpful
Reducing
consumption

alcohol

Probably helpful / Helpful
I don’t know

pvalue

0.195

0.062

0.319

0.001

<0.001

<0.001

0.051

Note: Chi-square test, p < 0.01 indicates statistical significance.
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While pharmacists and support differed significantly in their ratings of a large number of
treatment options for depression, there is a high level of agreement when treatment options were
ranked according to their rating as being helpful or probably helpful as presented in Table 6.16.
Apart from antidepressants and counselling, the remaining top three are life-style modifications
that may form part of medication counselling provided by community pharmacy staff.

Table 6.16: Top five interventions rated as probably helpful or helpful in the management
of Mark’s symptoms of depression
Ranking

Pharmacist

%

Support Staff

%

1

Antidepressant

97.6

Relaxation, meditation, yoga

92.9

2

Relaxation, meditation,

94.4

Counselling

92.6

94.4

Increasing physical activity

90.9

93.5

Antidepressant

86.2

88.8

Reducing alcohol

86.0

yoga
3

Psychological
Counselling

4

Increasing physical
activity

5

Reducing alcohol
consumption

consumption

Note: Participants were asked to rate 21items on a scale of 1 to 5 where 1 = Not helpful, 4 = Helpful, 5 = I
don’t know.

6.5.

PHARMACISTS’ ANTIDEPRESSANT KNOWLEDGE

Benefits, duration and side effects
Pharmacists’ antidepressant knowledge was assessed using the third case vignette, when they
were asked to respond to questions from a consumer (Jenine), who was beginning treatment for
depression with a serotonin-selective reuptake inhibitor (SSRI). Pharmacists’ response to
Jenine’s question regarding the length of time before she can expect to experience the benefits
of taking the medication is presented in Table 6.17. Knowledge about the length of time before
patients are likely to feel the expected benefit of taking SSRIs was high among pharmacists,
with 65.1% indicating the likely length of time to be a couple of weeks and 28.0% indicating a
month, both which are acceptable time frames when patient variability are taken into account
(280).
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Table 6.17: Time until expected benefits
Time until onset of beneficial effects

n

%

A couple of days

7

1.6

A couple of weeks*

291

65.1

A month

125

25.0

Two months

17

3.8

Six months / Other

7

1.6

Note: *The onset of beneficial effects can be expected within two weeks of initiating therapy (280).

When asked about common side effects of SSRIs, pharmacists were asked to respond by
choosing as many options as they thought appropriate, from a list of possible side effects. The
frequency of each item selected is presented in Table 6.18. Pharmacists’ responses indicate they
were most aware of, and therefore assumed most likely to provide cautionary and advisory
information about, nausea, insomnia and headache as possible side effects of the medication.
However, less than half of all pharmacists selected diarrhoea and agitation as common side
effects of SSRIs.

Table 6.18: Possible side effects of SSRIs
Medication side effects

n

%

Nausea

407

87.5

Diarrhoea

189

40.6

Agitation

187

40.2

Insomnia

358

77.0

Headache

311

66.9

Sedation

174

37.4

Constipation

102

21.9

Vivid dreams

104

22.4

Blurred vision

47

10.1

Note: Side effects are presented in descending order according to frequency of likeliness of occurrence
i.e. nausea = common and blurred vision = rare / undocumented according to AMH 2015 (280)
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Jenine then asked about the length of time she will likely have to remain taking the medication
for the treatment of her depression. Pharmacists response is represent in Table 6.19. The
majority of pharmacists (64.2%) indicated a time frame of six to twelve months, consistent with
the guidelines for use of SSRIs (280). Approximately one third of pharmacists indicated “other”
length of time in response to Jenine’s question but did not specify length of time.

Table 6.19: Likely duration of treatment
Duration of treatment

n

%

Four weeks

2

0.4

Six weeks

5

1.1

Three months

16

3.6

Six months*

209

46.8

Twelve months*

78

17.4

Other

137

30.6

Note: *The expected duration of treatment is six to twelve months according to the AMH 2015 (280)

Switching medication therapy

Pharmacists’ knowledge about switching antidepressant therapy was tested when Jenine
returned to the pharmacy three weeks later with a new prescription for venlafaxine – a
serotonin-noradrenalin reuptake inhibitor (SNRI). Pharmacists were asked to indicate from a
list, and as many options as they thought appropriate, which aspect of Jenine’s therapy they
were concerned about. Their selection of concerns is presented in Table 6.20. The vast majority
of pharmacists (80.6%) were concerned that an inadequate length of time had been given in
Jenine’s trial of the first medication. Under current recommendations, antidepressants such as
SSRI may require 6 to 8 weeks for full antidepressant effects to be seen (280).
In Jenine’s case, her first medication had only been trialled for three weeks. A lack of switching
plan (67.1%) and a lack of medication-free period (58.7%) were also high on pharmacists
concerns about Jenine’s therapy. However, only 40.9% indicated they were concerned about
serotonin toxicity (excess serotonin), despite the high recognition of the two previously
mentioned components. With their concerns in mind, pharmacists were asked to indicate the
course of action they would take to rectify the situation. Pharmacists’ responses are illustrated in
the Table 6.21. The majority of pharmacists (73.2%) indicated that they would call her GP to
discuss their concern.
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Table 6.20: Concerns when switching antidepressant therapy
Concerns

n

%

375

80.6

2

0.4

Lack of medication free period between
antidepressants*

273

58.7

Lack of switching plan*

312

67.1

Discontinuation effect of stopping first
antidepressant *

141

30.3

6

1.3

Excess serotonin stimulation starting second
antidepressant*

190

40.9

Monitoring plan for blood pressure and pulse*

107

23.0

Irregular / poor adherence with antidepressant*

172

37.0

Something else

13

2.8

Inadequate trial of first antidepressant*
Trial of first antidepressant too long with lack of
response

Monitor for signs of infection

Note: Participants could identify as many options as they thought applied. * = Primary areas of concern
when switching from SSRI to SNRI.

Table 6.21: Course of action to address medication-related concerns
Action

n

%

Recommend that Jenine returns to her GP and do
not dispense the new prescription

6

1.3

Ring the GP to discuss your concerns*

327

73.2

Dispense the prescription and recommend Jenine
contacts her GP as soon as possible

18

4.0

Dispense the prescription and go over the CMI
sheet about venlafaxine with Jenine

73

16.3

Other

23

5.1

Note: Participants were asked to indicate the action they would take. * = Appropriate action
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6.6.

LEVEL OF COMFORT WHEN PROVIDING CARE

When presented with a person exhibiting symptoms of anxiety as represented by Sue,
pharmacists and support staff were asked to indicate their level of comfort when providing care.
The responses are represented in Table 6.22. No significant differences were observed between
pharmacists and support staff, however 7% of participants indicated they felt some level of
discomfort in working with Sue to resolve her medication related issues.

Table 6.22: Level of comfort when working with Sue
Pharmacist
n (%)

Support Staff
n (%)

Uncomfortable / Mildly uncomfortable

30 (6.5)

27 (8.3)

Neither comfortable or uncomfortable

67 (14.4)

53 (16.3)

Mildly comfortable / Comfortable

368 (79.1)

245 (75.4)

Level of comfort

p - value

0.192

Note: Likert-scale 1-5 where 1 = Uncomfortable and 5 = Comfortable. Independent sample t-test, p <
0.01 indicates statistical significance.

Pharmacists were asked to indicate their level of comfort when working with Jenine to resolve
her medication-related issues Table 6.23 reveals a small number of pharmacists would feel some
level of discomfort when providing care for Jenine.

Table 6.23: Pharmacists level of comfort when working with Jenine
Level of comfort

n

%

Uncomfortable / Mildly uncomfortable

33

0.2

Neither comfortable nor uncomfortable

63

13.4

Mildly comfortable / Comfortable

351

75.5

Likert-scale 1-5 where 1 = Uncomfortable and 5 = Comfortable
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6.7.

MOTIVATIONS AND BARRIERS

The incentives and barriers for staff working with mental health consumers and caregivers were
explored using the Motivations Scale and the Barriers Scale developed by the Project Team
(289). Staff were asked to indicate their level of agreement with statements that reflect
participants’ motivations and perceptions of barriers to providing mental health care within their
current roles using a seven point-likert scale (where 1 = Strongly disagree to 7 = Strongly
agree). Responses to the 11 items of the Motivations Scale and the 12 items of the Barriers
Scale were compared and contrasted between the roles. Statements in the Motivations Scale
reflect a personal desire for working with mental health consumers and caregivers, positive
practice experience in a mental health care role and belief that services delivered by community
pharmacy staff are an integral component to the management of mental health. Statements in the
Barriers Scale reflect negative attitudes and beliefs about people who experience mental health
problems, and their caregivers and limitations to the effectiveness of community pharmacy staff
in a mental health care role related to internal factors such as not knowing where to refer people
and external factors such a lack of time to effectively provide care. Response to the Motivation
scale is presented in Table 6.24.

Table 6.24: Response to motivation statements according to role

Pharmacist
Mean (±SE)

Support
Staff
Mean (±SE)

p – value

People with mental illness are requesting my advice

4.6 (0.1)

3.9 (0.1)

<0.001

Mental health services are readily available for
support and referral

4.1 (0.1)

4.5 (0.1)

<0.001

There is good evidence that mental health medication
are effective for people with depression and anxiety

5.7 (0.1)

5.4 (0.1)

0.002

There are funding initiatives to support me providing
services in the community for people with a mental
illness

3.8 (0.1)

4.1 (0.1)

0.001

Motivation statements

Note: Independent sample t-test, p < 0.01 indicates statistical significance, higher scores indicate greater
motivation, only items showing significant differences are presented.
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In general, staff were more motivated than not, to work with mental health consumers and
caregivers within their current roles. However, significant differences were observed between
pharmacists and support staff responses to 4 of the 11 statements. These differences indicated
that pharmacists were significantly more positive than support staff that people valued their
advice, and that evidence exist to support the effectiveness of medication in the treatment of
depression and anxiety. While not statistically significant, pharmacists’ higher mean scores in
statements relating the positive impact of providing medication advice and their potential
contribution as a member of the health care team may also reflect more positive attitudes and
beliefs about their role in mental health care. Interestingly, support staff showed significantly
stronger agreement with statements relating to the availability of support services for possible
referral, and the availability of funding for them to provide services to support mental health
consumers.
Pharmacists and support staff differed significantly in their perceptions of barriers to their role
as summarised in Table 6.25.
Table 6.25: Response to barrier statements according to role
Pharmacist
Mean
(±SE)

Support
Staff
Mean (±SE)

p – value

I have not been trained to help people with mental
health problems

4.5 (0.1)

5.4 (0.1)

<0.001

I am too busy dealing with the problems that
other people present with

3.4 (0.1)

2.8 (0.1)

<0.001

I do not have access to a suitable private area to
talk with people

3.5 (0.1)

3.1 (0.1)

0.002

I do not have access to enough consumer clinical
information

3.8 (0.1)

4.2 (0.1)

0.002

I do not know how to talk to people with a mental
illness

3.3 (0.1)

3.6 (0.1)

0.005

Working with people with mental health
problems takes up too much time

3.3 (0.1)

2.6 (0.1)

<0.001

I don't know where to refer people to if there is a
problem
Pharmacists are not ready to take up new roles in
PCC

3.7 (0.8)

3.2 (0.1)

<0.001.

2.7 (0.1)

3.0 (0.1)

0.006

Barrier statements

Note: Independent sample t-test, p < 0.01 indicates statistical significance, higher scores indicate greater
perception of barriers, only items showing significant difference are presented.
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These findings indicate pharmacists are less negative than support staff for having inadequate
training, limited access to clinical information, lack of communication skills and lack of
preparedness to adopt a patient-centred approach. Support staff were less negative than
pharmacists perceived barriers for working with consumers and caregivers within their current
role, stemming from being too busy dealing with other problems, lack of access to a private area
for consultation, too much time required to work through medication related issues with mental
health consumers and caregivers, and not knowing where to refer people for support.
6.8.

RELATIONSHIP BETWEEN ATTITUDES AND BELIEFS, AND PERCEPTIONS
OF BARRIERS

To test the second research question in Study 1c (as shown in Table 3.1), to explore whether
relationships exist between participants’ perceptions of barriers to their role and their attitudes
and beliefs, multiple regression analysis was conducted. The dependent variable was
perceptions of barriers measured at T1 using the Barriers scale as previously presented. The
predictors were participants’ attitudes towards mental illness and towards people who
experience mental illness as assessed by the four subscales of the DAQ (i.e. Role, Patients,
Cause, Treatment approach) and beliefs about people who experience illness and the role of
treatment as assessed by the MIA (i.e. Negative stereotypes and Recovery). Descriptive
statistics and correlations among variables are presented in Table 6.26. Diagnostic statistics
were checked for influential cases and are presented in Appendix H. None violated the
assumption. There were two cases that seemed suspicious as a multivariate outlier. Their impact
was assessed by removing one case at a time and recomputing the regression model. However,
the impact of each case was negligible so the whole sample was retained (n = 790).

Exploratory analysis of the data revealed the distribution of the criterion variable (sum response
to the 12 items of barriers) and independent variables (DAQ and MIA subscales) were normally
distributed and there were no out laying cases. Participants’ attitudes as assessed by the four
DAQ subscales were positively correlated with their perceptions of barriers to their role in
mental health. That is, increased stigmatising attitudes about mental illness and towards those
who experience mental illness were significantly associated with higher perceptions of barriers
towards participants’ effectiveness in a mental health care role. Similarly, the stronger the
beliefs that align mental health consumers with negative traits (stereotypes), the stronger their
perceived barriers their role in mental health. Participants’ years of experience in community
pharmacy and their beliefs about recovery from mental illness were shown to have no
correlation to their perception of barriers to their role in mental health, and were therefore not
included in the regression model.
143

Table 6.26: Zero-order correlation, mean and standard deviations for variables predicting perceptions of barriers to role in mental health (n = 790)
Variables

Barriers

Cause

Role

Patients

Treatment
Negative
approach stereotypes

Barriers

Cause

0.184**

Role

0.247**

0.383**

Patients

0.302**

0.313**

0.376**

Treatment approach

0.294**

0.261**

0.435**

0.528**

Negative stereotypes

0.345**

0.325**

0.412**

0.486**

0.486**

-0.041

-0.045

-0.149**

-0.147**

-0.134**

Experience in pharmacy
(years)

-0.134**

Experience
in
pharmacy

Mean

SD

43.2

10.3

15.1

3.3

29.5

6.0

22.7

4.5

25.6

5.0

15.0

4.2

< 5 years n = 244
≥ 5 years n = 466

** p < 0.001, * p < 0.05
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Results of the multiple regression analysis are presented in Table 6.27. In combination, the
predictors explained 15.4% of the variability in perceptions of barriers at T1, (R2 = 0.154,
F(5,784) = 28.59, p < 0.001). Participants’ perceptions of barriers was significantly predicted by
their T1 scores of the DAQ subscale Cause, Role, Patients, and Treatment approach and the
MIA subscale Negative stereotypes. The MIA subscale Negative stereotypes was the strongest
of these predictors. Specifically, those participants reporting higher Negative stereotypes were
more likely to report a higher degree of perceptions of barriers towards their role in mental
health. Likewise, participants reporting higher values for Patients and Treatment approach
subscales were also more likely to report higher degrees of perceptions to their role. Although
participants attitudes as assessed by the DAQ Role subscale (higher scores indicate more
negative attitudes) approached significance (β = 0.067, p = 0.087), the other variable assessed
(Cause) did not increase predictions of participants’ perceptions of barriers.

Table 6.27: Summary of regression model predicting perceptions of barriers to role in
mental health
β

t

p

Cause

0.03

0.90

0.371

Role

0.07

1.72

0.087

Patients

0.11

2.56

0.011

Treatment approach

0.10

2.45

0.014

Negative stereotypes

0.20

4.83

<0.001

Variable

6.9.

SUMMARY OF KEY FINDINGS AND DISCUSSION

In the Australian context, there is a dearth of knowledge about the mental health practices of
community pharmacy staff or their actual knowledge and skills in a mental health care role. In
this, the third part of Study 1 (Study 1c), research sought to provide empirical evidence that
demonstrate the strengths and gaps in the knowledge and skills of the existing work force in
fulfilling their roles, and highlighted key areas to be addressed through the educational package.
The study findings are discussed according to i) practice behaviour, ii) knowledge and iii)
attitudes, beliefs, motivations and barriers and iv) relationships between attitudes and beliefs
and perceptions of barriers.
145

Practice behaviour

This study has provided valuable information about the practice behaviour of community
pharmacy staff in a mental health care role. Some findings highlight the practice behaviour of
pharmacists and support staff to differ significantly that align with the expectations of their roles
e.g. pharmacists were more likely than support staff to provide a CMI as part of their interaction
with consumers and caregivers when handing out or dispensing an antidepressant, others are
somewhat unexpected e.g. support staff were less likely than pharmacists to engage with mental
health consumers and caregivers when handing out antidepressants. This study has provided
valuable insights that may help to explain the gaps in the provision of medication information
for mental health consumers and caregivers. Of particular concern was the finding that the
majority of pharmacists and almost all support staff participants had spoken to none or only a
few people when dispensing and / or supplying antidepressant medication which was further
compounded by 10% of participants reporting that they did not to ask any questions during their
consultation with consumers and caregivers. Also of concern is the finding that mental health
was the least likely of the PPI activities to be selected as an area of focus.

The literature indicates that the majority of consumers accessing community pharmacy services
interact only with support staff and not with pharmacists (250). For mental health consumers
and caregivers, positive interaction with community support staff may be crucial in assisting
them in the management of mental health. While this study did not ascertain the number of
consumers and / or caregivers that staff had dispensed or provided antidepressants to in the
previous month, if the same assumption was made about mental health consumers and
caregivers, this study has highlighted a critical deficiency in the provision of medication
counselling provided to mental health consumers and caregivers by community pharmacy staff.
That is, the majority of people collecting prescriptions for antidepressants did not receive
medication information and / or advice as part of the service that they received from staff. This
supports the findings from Study 1b that highlight opportunities for community pharmacy to
contribute to QUM that could potentially improve the health outcomes for mental health
consumers and caregivers were missed. For example, among people who did not receive
medication counselling, there may have been those receiving initial therapy, those who are on
continuing therapy that may be experiencing adverse effects, or those who may have wished for
additional information to optimise medication effectiveness or minimise side effects.

The provision of medication information that is individualised and contextualised has been
shown to improve knowledge and subsequent adherence (53, 136, 137). As previous studies
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have highlighted the importance of appropriate and contextualised information in encouraging
adherence, particularly among people with chronic health conditions such as mental illness,
these findings may explain some of the reasons for poor medication adherence rates among this
group of consumers. In Australia, Pharmacy Practice Standards require pharmacists to provide
counselling as part of the dispensing of medication, particularly when a consumer is starting on
a new medication or has changes in the dosing of existing medication (80). Therefore, this
finding is to some extent worrying as it highlights mental health consumers and caregivers may
not be provided with the expected minimal standard of care that they are entitled to receive from
their community pharmacy service provider.

Approximately 10% of staff indicated that they had yet to encounter a situation where they had
been concerned about a consumer’s mental health. This finding is unexpected as nearly half of
all Australian are reported to experience mental health problems at some stage in their life time
(35), and medication for the management of mental health conditions comprises a significant
proportion of the prescriptions dispensed by community pharmacy (42). This may reflect a lack
of awareness amongst community pharmacy staff about the presentation of mental health related
symptoms that would elicit concern. As previously discussed, with the majority of staff having
only spoken to a few or none of the people when handing over antidepressants, this finding is
perhaps not unexpected. In addition to their reluctance to engage with consumers and caregivers
when providing antidepressant medication, pharmacists were also reluctant to select mental
health as an area of focus offered as a PPI activity to improve the health outcomes for people
living with chronic conditions. This finding may be linked to a lack of confidence among staff
for providing mental health care as previously identified by a small number of international
studies (65, 66, 147). Within the Australian practice context, provision of services and programs
to support people with cardiovascular disease, diabetes and respiratory disease have long been
established (8, 272, 290-293), and there are standardised tests (such as measuring blood
pressure, HbA1C, spirometry tests), that can be used to confirm a person’s progress, given
treatment. Such support programs and uncomplicated tests are not currently available for people
who experience mental health issues. While these findings indicate reluctance amongst
community pharmacists to embrace a role in mental health care, it perhaps also highlight that
until the 5th CPA, the potential role of community pharmacy and the capabilities of pharmacists
as a member of the health care team in the provision of mental health has been largely
unrecognised. These findings clearly emphasise the need for community pharmacy staff to be
provided with practical strategies to promote engagement with consumers and caregivers
thereby allowing the opportunity for the provision of contextualised medication information and
other medication support services.
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Knowledge

Consistent with the findings of a previous Australian study that assessed the mental health
literacy of community pharmacists (138), the ability to recognise symptoms of depression and
anxiety was high among pharmacists in this study. This study also found a similarly high level
of ability among pharmacy support staff despite the lack of mental health education and training
as part of support staff qualifying certificate level programs (21). However, the study has
highlighted significant differences between pharmacists and support staff in their perception
about the helpfulness of a range of treatment options that could result in consumers receiving
different advice and treatment recommendations. For example, in the management of anxiety,
support staff were more likely than pharmacists to recommend vitamins and less likely to gather
information from the person. Support staff were also found to be significantly more inclined to
recommend over-the-counter and complementary and alternative therapies for the management
of depression, and less knowledgeable about conventional medicines and psychological
therapies than pharmacists. The perceptions of support staff with regards to the helpfulness of
OTCs and CAMs are not unexpected given that these are the focus of their competency
standards. Advice from support staff without further investigation of the situation at hand may
lead to missed opportunities for early intervention, inappropriate recommendations, and / or the
risk of medicine interaction(s) if the consumer is not appropriately referred to the pharmacist for
a more thorough assessment of their health care needs. Furthermore, while adjunct therapies
may facilitate symptom management and the recovery process, the importance of referral for
proper investigation and diagnosis for a person presenting with symptoms as represented by Sue
and Mark cannot be overstated. Although recognising when to refer to the pharmacist is top
priority in the current training for support staff in the supply of OTC, these not specific to
mental health (294). This confirms the need for support staff to be trained to refer to the
pharmacist when appropriate.

Also of concern is the finding that a small percentage participants would tell a person exhibiting
symptoms of anxiety and depression as represented by Sue and Mark that there’s nothing to
worry about. This is a cause for concern, as in isolation, this advice may delay appropriate care
and subsequently result in deterioration in health.
The majority indicated analgesics as an appropriate treatment for managing Mark’s symptoms
of chronic lower back pain. While there is evidence to support the short term use of paracetamol
and non-steroidal anti-inflammatory drugs as adjunct therapy to alleviating some of Mark’s
immediate symptoms, Australian and international guidelines support a multidiscliplinary
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approach and lifestyle modifications in the management of chronic pain in patients with
depression (295-298). Encouragingly, almost all staff recognised the importance of a holistic
approach to depression care such as exercise, relaxation techniques and psychotherapy. There is
a need for education to raise awareness of evidence-based therapeutic guidelines for the
management of depression and anxiety for pharmacists and the provision of non-biased
evidence-based information regarding complementary and alternative therapies for all staff.
Pharmacists’ antidepressant knowledge was generally good, but this awareness decreased with
respect to their knowledge of side effects, and pharmacists appeared to lack confidence to
appropriately address medication-related issues once identified. While the majority of
pharmacists correctly identified the length of time before expected benefits of taking an
antidepressant can be observed and the likely duration for a patient on initial diagnosis, less than
half indicated that they would inform the patient about diarrhoea and about agitation as possible
side effects of their medication. Both these side effects are classified as common according to
the AMH 2014 (280). A lack of knowledge regarding what to expect, precautionary measures to
minimise medication side effects, and what to do should side effects be experience, or becomes
server or intolerable, have been shown to negatively impact on medication adherence,
particularly for people starting a new treatment (70, 148, 299). The negative impact of not
receiving proper counselling may be demonstrated through the omission of warning about
agitation as a possible medication side effect. For a person prescribed an SSRI in the treatment
of anxiety, agitation may be misinterpreted as the medication not having a beneficial effect
causing the consumer to discontinue treatment that may carry a range of negative consequences.
It is important to note, that while the research question focused on pharmacists’ knowledge of
medication side effects, it is not intended to imply that this should be the main focus of
pharmacists’ counselling. Indeed, it the provision of information about the benefits of taking the
medication alongside proper instructions on how to take the medication and lifestyle advice
cannot be overstated in promoting the quality use of medicines.

While pharmacists and support staff were similarly comfortable in working with a consumer
exhibiting symptoms of anxiety to manage their medication-related issues, almost 10% of
participants indicated a level of discomfort which could be displayed in their practice behaviour
and subsequently, negatively impact on the person for whom they are providing care.
Furthermore, while most pharmacists indicated they would feel comfortable in working with
Jenine to resolve her medication related issues, in the scenario that depicted a medication related
problem that would warrant the pharmacists contacting the doctor, almost a third of participants
indicated taking another course of action. This finding appears to contrast their response to the
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Motivations Scale where they expressed a strong desire for greater involvement in a mental
health care role. This finding is therefore, significant in highlighting either a lack of knowledge
in recognising the potential seriousness of the problem, or a lack of professional responsibility
in addressing the problem or a lack of confidence in addressing the problem with the prescriber.
Thus, in addition improving knowledge, practical strategies for effective communication with
doctors and other health professionals should form part of the content of the educational
package for pharmacists. Empowering pharmacists and support staff with knowledge and
strategies to open the lines of communication may be key to improving this aspect of practice.

Attitudes, beliefs, confidence, motivations and barriers

Community pharmacy staff generally held positive attitudes towards providing care for, and
about, mental health consumers and caregivers. Pharmacists’ positive attitudes towards people
who experience mental health problems and about the treatment of mental illness have been
previously demonstrated (65, 66, 300). However, in contrast to the findings from the only
Australian study to include support staff in their investigation that found similar ambivalent
views about people who experience mental health problems (53), significant differences were
found between the beliefs of pharmacists and support staff regarding the nature, treatment, and
recovery of mental illness in this study. Pharmacists held more positive beliefs about the
treatment and recovery from mental illness, and were more inclined to believe that they had a
role to play in mental health as part of a health care team than pharmacy assistants. Pharmacists
were also more inclined to believe that people who experience mental health problems such as
depression and anxiety needed treatment and support. Indeed, pharmacists were more confident
than support staff in their knowledge about pharmacotherapy, which is expected given the
training they receive in their qualifying programs for their practice roles. Mental health
competency standards form part of the training requirements for degree qualifications of
Australian trained pharmacists (102), but not in the certificate level training of support staff.
Pharmacists’ knowledge of the aetiology, treatment options and effectiveness of
pharmacotherapy in managing symptoms and promoting recovery may in part, contribute to
their more positive attitudes in these aspects. Consistent with previous research, these
assessments of staff attitudes and beliefs also provide evidence that among a small proportion of
Australian community pharmacy staff, negative, stigmatising and prejudicial attitudes and
beliefs are held that may impact on the way they provide care to mental health consumers (53,
58, 64). Strategies are needed to eliminate these stigmatising views. The research has also
highlighted an interesting phenomenon among community pharmacy with regards to their
confidence when with mental health consumers and caregivers. Support staff were found to be
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less confident than pharmacists about having sufficient mental health knowledge to effectively
perform their roles while conversely, were significantly more confident than pharmacists in
their ability to talk to people about their mental health problems. This supports calls for specific
mental health competency standards, similar to those employed for support staff training in the
supply of OTCs (294, 301) to be incorporated into support staff training.

The results from this study indicate high motivation among the pharmacy participants to work
with mental health care consumers. Pharmacists showed stronger agreement than support staff
with statements depicting the positive impact of their role in providing information and advice,
and the benefits of medication for the treatment of depression and anxiety. Support staff showed
stronger agreement with statements depicting the availability of resources for supporting mental
health consumers and caregivers. While both groups were found to hold positive attitudes
towards mental health consumers and caregivers and towards providing care, and both were
motivated by a wish to contribute to improving outcomes for this vulnerable group, their current
practice behaviour did not reflect this desire. With both pharmacists and support staff similarly
indicating strong agreement with statements depicting they lacked mental health specific
training to perform their practice roles and that consumers feel ashamed about their illness, a
lack of mental health specific knowledge has been highlighted as barrier limiting their role in
mental health care. Consistent with previous reports (53, 302), the findings suggest that both
pharmacists and pharmacy support staff require up-skilling through more training to build their
confidence in mental health care and communication skills, and to incorporate a patient-centred
approach to the delivery of pharmacy services.

Relationship between stigmatising attitudes and beliefs and perceptions of barriers to role
in mental health

In this research, the application of the TPB (235) was useful in facilitating understanding
internal factors that influence behavioural intention. Multiple regression analysis revealed
participants’ stigmatising attitudes and their negative stereotypical beliefs about people who
experience mental health problems to be predictors of their increased perceptions of barriers to
their role in mental health. However, it must be acknowledged that external factors such as the
physical environment in which community pharmacy staff work and the health care system may
also have important effects on practice behaviour. Despite these limitations, the findings of this
study are important as it not only confirms the findings of earlier research that revealed
community pharmacy staff to hold a range of stigmatising views about people who experience
mental health problems (53), but also highlight the impact of these views on the provision of
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services for mental health consumers and caregivers in the Australia context (249, 253). This
strongly supports the notion that by reducing negative attitudes and increasing positive attitudes,
the intention to behave can be positively influenced aligned with predictions of the TPB (120,
286). Thus, educational interventions based on theoretical models such as the TPB that promote
positive behaviour among community pharmacy staff in a mental health care role e.g. talk to
more people and provide more information and advice, and strategies to address stigmatising
attitudes and beliefs are needed. The findings support calls for community pharmacy staff to
adopt a patient-centered care approach to service delivery and indicate a clear need for targeted
mental health training for Australian community pharmacy staff to support their mental health
practice needs, and reinforce key recommendations from a recent review of mental health
educational needs of community pharmacy staff (21). Such training should contain specific
strategies that assist staff to better engage with mental health consumers and caregivers,
improve mental health knowledge and communication skills, and build confidence in delivering
mental health care. It is important to note that while the role of support staff in mental health
care has not been clearly defined, it is the assumption that there is alignment with their role in
the provision of all other pharmacy services. That is, in mental health, support staff would be
involved in receiving prescriptions, providing advice and assistance on the selection of nonprescription items and supporting the dispensing process. This is reflected in the questionnaire
design where pharmacists’ pharmacotherapeutic knowledge was independently assessed. The
study has highlighted for support staff, education and training which includes specific strategies
to reduce stigma and promotes greater engagement with consumers and caregivers is needed.

The next section presents an overview of the educational package developed to support and
enable community pharmacy staff to enhance their knowledge and skills in a mental health care
role.

6.10. THE MENTAL HEALTH EDUCATIONAL PACKAGE
The development of educational package (also referred to as training), was the undertaking of
The Mental Health-Community Pharmacy Project team. The process has been published
elsewhere (241). A randomised control design was used to investigate the effectiveness of the
package, a schematic representation of the overall study design was previously provided in
Chapter Three (Table 3.3). The design and randomisation of participants and data collection
timeline was determined by the Mental Health-Community Pharmacy Project team and
justification for the process will not be discussed as part of the thesis. The following
information is provided only to facilitate understanding of how key findings from Study 1 were
integrated into the training.
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In addition to the studies already presented, the candidate undertook further work to facilitate
the development of the training package, not presented within the thesis. This included a review
of the literature that focused on identifying options for presenting the content of the educational
package that would eliminate stigma, promote understand and overcomes geographical and time
barriers. That review has been published (303). In summary, that review found education is
effective in addressing stigmatising attitudes held by health professionals, and education
reduced the impact of stigma on mental health consumers and caregivers (304-309). Education
that included mental health consumers sharing their lived experiences was found to achieved
greater impact in reducing stigma than education delivered using more traditional approaches
(e.g. lectures delivered by an academic) (304-307, 310). Incorporating consumer narratives in
health professional education was effective in improving understanding, arousing a sense of
urgency to address individual suffering and may help to inspire greater commitment to
improving consumer health outcomes (308). Furthermore, incorporating experiential techniques
such as personal narratives and role-plays allowed participants to interact with the information
and enhanced their emotional and affective responses compared to traditional cognitive
approaches to knowledge and understanding (309).

The review also uncovered empirical evidence to support the use of virtual or on-line delivery
modes to deliver education to health practitioners. These modes enabled access to a
geographically dispersed audience and allowed pace to be dictated by the participant (307, 311313). Evidence also supports the effectiveness of using video footage of consumers and
caregiver narratives in education to address stigma (314), although the results for the face-toface intervention were more favoured. These findings support the practical benefits and ease of
wide-scale implementation of pre-recorded education that includes the lived experiences of
mental health consumers and caregivers, delivered online to community pharmacy staff.
Specific to pharmacists, research identified a lack of relevance to individual practice (as a result
of attempts to cater for too wide a range of participants) to be a barrier to participation in
continuing education (315). Therefore, a more targeted approach informed by a learning needs
analysis was critical to improving relevancy and increase participation rates. A recent webbased educational programme targeting community pharmacy that was found to be effective in
enhancing knowledge, reducing stigmatising attitudes and beliefs and that was generally well
accepted by practicing staff provided further guidance for the development of mental health
educational package (316). In particular, the study advocated for the develop of the educational
content in the form of brief on-line modules that contained information and assessment items
designed to be completed in 30-45 minutes each and aimed to improve treatment knowledge
and reduce negative attitudes would be most suited for achieving these objectives.
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The on-line mental health training programme for community pharmacy staff that aimed to
enhance the knowledge and skills of staff in a mental health care role contained 8 modules. The
first 4 modules were designed to be completed by both roles, while pharmacists completed an
additional 4 modules that targeted the pharmacotherapy of depression and anxiety. Each module
contained video recordings and / or power point presentations and a quiz to test participants’
achievement of the learning objectives, and a quiz for testing knowledge (Appendix I).

Chapter 7 and Chapter 8 presents the results of Study 2a and Study 2b that sought to addresses
the overarching question Can a targeted mental health educational package enhance the
knowledge, attitudes, confidence and practice behaviour of community pharmacy staff in a
mental health care role?. The reason for these analyses was to test the impact of providing
training to community pharmacy staff on their attitudes, knowledge, skills and practice
behaviour and subsequent impact on consumer and caregiver experiences. A qualitative content
analysis was conducted to test the prediction of study 2b that the training had a positive impact
on consumer and caregiver experience in aspects of the provision of community pharmacy
services that could not be demonstrated through quantitative methods.
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CHAPTER 7: IMPACT OF TRAINING ON PRACTICE
BEHAVIOUR, KNOWLEDGE AND SKILLS

This chapter presents the findings of Study 2a that sought to answer the research question Can a
target mental health educational package enhance the knowledge, attitudes, confidence and
practice behaviour of community pharmacy staff in a mental health care role? (Table 3.1).
Preliminary analyses to determine how the data were treated for pre (T1) and post-training (T2)
comparisons are summarised in section 7.1. This is followed analyses that compare T1 and T2
responses across practice behaviour, attitudes and belief, knowledge and motivations and
barriers (section 7.2 to 7.6). Identifying aspects of practice behaviour, attitudes and perceptions
of motivations and behavioural intention is important for understanding facilitators to advancing
the role of community pharmacy staff in mental health. Section 7.7 presents an exploration of
factors that contribute to positive change in motivation and behavioural intention. The findings
of Study 2a are summarised and discussed in section 7.8.

Summary of study aims and methods

The study aims were to 1) evaluate the impact of training on the knowledge, attitudes, beliefs
and practices of community pharmacy staff and 2) explore what factors explain behavioural
intention in a mental health care role and positively impact motivation for working with mental
health consumers and caregivers. As previously described in Chapter 3, the training was
implemented in the three regions of Australia in 2012 (11). Intervention Group (Group 1)
pharmacy staff commenced the on-line training between September and November 2012.
Control Group (Group 2) pharmacy staff had delayed access to the training and completed
between February and May 2013. A post-training questionnaire was used to collect data from
community pharmacy staff who had completed the online training from both groups of
participants.

Evaluation of the training explored changes in their knowledge, attitudes and skills between T1
and T2. Preliminary analyses were undertaken to identify issues that may affect the way data are
analysed. These comparisons include (i) intervention and control groups, (ii) control group
responses to the same questionnaire at different time intervals and (iii) training completers (i.e.
those who completed the online training) and non-completers (i.e. those who did not complete
the online training).
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7.1.

PRELIMINARY ANALYSIS

A total of 566 community pharmacy staff (357 pharmacists and 209 support staff), completed
the online training and completed the online post-training questionnaire. Participants (Group 1 n
= 325; Group 2 n = 466) were compared at baseline to determine whether there were significant
differences between the groups. These comparisons included demographic and questionnaire
variables using chi-square tests for categorical variables (e.g. gender) and independent sample ttests for numerical responses (e.g. rating scale items). A total of 132 variables were compared
for all participants and an additional 36 variables compared for pharmacists, as presented in
Appendix J. The differences in the number of variables are aligned with the differences in the
questionnaire completed by the two roles (Appendix E). Only four variables were found to be
significantly different between variables tested for Group 1 and Group 2 participants at baseline
as summarised in Table 7.1. This indicates uniformity between the two groups thus allowing the
combining of Group 1 and Group 2 data for the purpose of comparing pre and post-training
responses.

Table 7.1: Baseline significant differences between Intervention and Control Group
participants
Variable

Intervention
n (%)

Control
n (%)

p - value

53 (35.1)

146 (56.8)

<0.001

Demographic characteristic
AACP Accreditation (pharmacists only)

Attitudinal statement (DAQ mean where 1=strongly disagree and 7=strongly agree)
Antidepressants are addictive

3.5

3.1

0.007

Knowledge question (rating of helpfulness of interventions in treatment of depression)
Beta-blockers
Not helpful / Probably not helpful

235 (73.0)

349 (76.7)

Probably helpful / Helpful

14 (4.3)

36 (7.9)

I don’t know

73 (22.7)

70 (15.4)

Not helpful / Probably not helpful

119 (36.7)

196 (42.9)

Probably helpful / Helpful

135 (41.7)

199 (43.5)

I don’t know

70 (21.6)

62 (13.6)

0.009

Special diet avoiding certain foods

0.010

Note: Independent sample t-test and chi-square test, p < 0.01 indicates statistical significance. Total
number of variables compared: all staff = 132, pharmacists = 168.
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Prior to completing the online training, Group 2 participants repeated the pre-training
questionnaire (represented as T1b in Table 3.1), providing data for comparison in determining
whether the changes observed were in fact, due to the training and not the exposure to the study
itself. A total of 144 participants belonging to the Group 2 completed the questionnaire at both
T1a and T1b. Group 1 participants’ responses at baseline (T1a) were compared with their
repeated responses without the receipt of training (T1b). A total of 123 variables were compared
for all participants and an additional 34 variables compared for pharmacists (demographic
details were omitted from comparisons). The full list of comparisons made between T1a and
T1b variables are presented in Appendix K. Only one variable was found to be significantly
different between the two pre-training questionnaires Table 7.2. This indicates exposure to the
pre-training questionnaire did not alter the mental health knowledge, attitudes, beliefs or skills
of Group 2 participants, thus allowing the changes in knowledge, attitudes and beliefs and
confidence and skills from T1 to T2 to be attributed to the training.

Table 7.2: Baseline significant differences between Control Group (n=144) T1a and T1b
response to the Pre-training Questionnaire

Variable

T1a

T1b

p - value

1.9

0.008

Attitudinal statement

(DAQ mean where 1=strongly disagree and 7=strongly agree)

People with mental illness need to pull themselves
together to get over it

2.2

Note: Independent sample t-test and chi-square test, p < 0.01 indicates statistical significance. Total
number of variables compared: all staff=123, pharmacists=157.

To gain further insights about the participants that might be helpful in understanding why the
training was taken up by some and not by others, the demographic characteristics and responses
to the questionnaire of completing (n=566) and non-completing (n=225) participants were
compared at baseline (T1). Seven variables were found to be significantly different at baseline
between those who went on to complete training and those who did not. These differences were
mainly demographic in nature, and were not explored further within the thesis Table 7.3
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Table 7.3: Baseline significant differences between training completers and noncompleters
Completers
Variable

NonCompleters

n = 566 (%)

p - value

n = 225 (%)

Demographic characteristic
357 (63.1)

108
(48.0)

<0.001

383 (70.0)

106
(56.4)

0.001

None / A few

417 (73.8)

173
(76.8)

Most / All

148 (26.2)

52 (23.2)

Role (Pharmacist)
Highest qualification
Bachelor Degree / Master Degree / PhD
Practice Behaviour
Number of people spoke with

0.003

Attitudinal statement (DAQ mean where 1=strongly disagree and 7=strongly agree)
People with mental illness receive all
necessary information about their
medication from their GP or psychiatrist

2.8

3.1

0.006

Barrier statements (BAR mean where 1=strongly disagree and 7=strongly agree)
I am too busy dealing with the problems
that other people present with

3.3

2.9

0.001

4.2

4.6

<0.001

Knowledge question
Level of comfort when working with Sue
(Mean where 1=uncomfortable and 5=
comfortable)

Knowledge question (rating of helpfulness of interventions in treatment of depression)
Analgesics
Not helpful / Probably not helpful

159 (28.2)

48 (22.0)

Probably helpful / Helpful

379 (67.2)

148
(67.9)

26 (4.6)

22 (10.1)

I don’t know

0.007

Note: Independent sample t-test and chi-square test, p < 0.01 indicates statistical significance. Total
number of variables compared: all staff=132, pharmacists=168.
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The impact of the on-line training was assessed by comparing pre (T1) and post (T2) training
responses of the 566 participants to questions relating to practice behaviour, knowledge,
attitudes and beliefs, confidence and skills and, motivations and barriers. Changes in
questionnaire data between pre and post-training were tested with paired t-tests and chi-square
tests. Consistent with T1 analysis, pharmacists and support staff were treated as independent
groups and their responses analysed separately.

7.2.

CHANGE IN PRACTICE BEHAVIOUR

Medication counselling

Number of people staff spoke with

The number of people staff spoke with pre and post-training when dispensing antidepressants is
represented in Table 7.4. Prior to training, over 60% of pharmacists and over 90% of support
staff indicated they had spoken to none or only a few people in the previous month as part of
their service when dispensing or supplying antidepressants. Among pharmacists, the change was
significant after training with a greater number of pharmacists reporting they spoke with most or
all of the people for whom they dispensed antidepressants. Among support staff the change was
not statistically significant, although the data also appear to indicate that support staff were
speaking to more people when handing over dispensed antidepressants. At both time points
pharmacists spoke to significantly more people than support staff.

Table 7.4: The number of people staff spoke to when supplying antidepressants
Number of people

T1 (%)

T2 (%)

None / A few

221 (62.1)

184 (51.7)

Most / All

135 (37.8)

172 (48.2)

196 (93.8)

182 (88.3)

13 (6.2)

24 (11.7)

p - value

Pharmacist (n = 356)

0.004

Support Staff (n = 209)
None / A few
Most / All

0.042

Note: Participants were asked to indicate on a scale of 1 to 4, (where 1 = None and 4 = All) the number of
people they spoke with when dispensing or handing over an antidepressant medication. Chi-square test, p
< 0.01 indicates statistical significance.
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The extent of medication counselling

The extent of counselling provided to consumers and caregivers pre- and post-training
according to their roles is presented in Table 7.5. Medication counselling remained largely
unchanged for both pharmacists and support staff after the training. However, significantly
fewer pharmacists indicated they would “do other things” not listed within the options, with a
similar change in trend also observed for support staff (although not statistically significant at
99% confidence). After the training, significantly less support staff indicated they would chat
informally when providing medication counselling. When considered alongside the significant
reduction in the number who indicated they did not tend to ask any question, this may indicate
the incorporation of questions as part of medication counselling provided by support staff.

Table 7.5: Extent of medication counselling provided by staff
Extent of medication counselling

T1 (%)

T2 (%)

p - value

Chat informally

252 (70.6)

263 (73.7)

0.359

Ask some standard questions

228 (63.9)

253 (70.9)

0.046

Provide a CMI

248 (69.5)

244 (68.3)

0.746

Don’t tend to ask anything

10 (2.8)

3 (0.8)

-

Do other things

67 (18.8)

38 (10.6)

0.002

Chat informally

124 (59.3)

76 (36.4)

<0.001

Ask some standard questions

71 (34.0)

64 (30.6)

0.464

Provide a CMI

86 (41.1)

75 (35.9)

0.269

Don’t tend to ask anything

26 (12.4)

6 (2.9)

<0.001

Do other things

40 (19.1)

22 (10.5)

0.013

Pharmacist (n = 357)

Support Staff (n = 209)

Note: Participants could select as many items as they thought applied. Chi-square analysis, p < 0.01
indicates statistical significance.
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The provision of medication counselling provided by pharmacists and support was compared at
T2 (Table 7.6). After the training, significantly more pharmacists than support staff would
incorporate informal conversation, asking standard questions and providing CMIs as part of
their medication counselling.

Table 7.6: Comparison of extent of medication counselling according to role at T2
Content of medication counselling

Pharmacist

Support staff

p - value

Chat informally

263 (73.7)

76 (36.4)

<0.001

Ask some standard questions

253 (70.9)

64 (30.6)

<0.001

Provide a CMI

244 (68.3)

75 (35.9)

<0.001

3 (0.8)

6 (2.9)

-

38 (10.6)

22 (10.5)

0.965

Don’t tend to ask anything

Do other things

Note: Participants could select as many items as they thought applied. Chi-square analysis, p < 0.01
indicates statistical significance

Course of action when concerned
Table 7.7 summarises the impact of training on participants’ course of action when concerned
about a consumers’ mental health according to their roles. There were significant increases in
the number of pharmacists who indicated they would speak informally to the person and in the
number of participants who would speak to another health professional with expert knowledge
of mental health. These changes may be indicative of the positive impact of training on support
staff in enhancing their skills to recognise the need for referral, and their confidence in the
pharmacists’ mental health knowledge and skills as a health professional skilled in the mental
health area. For pharmacists, these changes may indicate increased confidence to interact with
other health professionals and to discuss their concerns. The training may have also raised
awareness among pharmacists about the prevalence of mental illness among consumers, as
indicated by a reduction in the number of pharmacists who indicated that they had not
encountered a situation such as this in their practice, and increased awareness and understanding
of roles of other health professionals.
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Table 7.7: Course of action taken by staff when concerned about a consumer’s mental health
Pharmacist (n = 357)
Course of action

Support Staff (n = 209)

T1 (%)

T2 (%)

p - value

T1 (%)

T2 (%)

p - value

Talk informally

257 (72.0)

304 (85.2)

<0.001

95 (45.5)

100 (47.8)

0.624

Speak to another health professional

137 (38.4)

147 (41.2)

0.444

112 (53.6)

100 (47.8)

0.240

46 (12.9)

81 (22.7)

0.001

22 (10.5)

56 (26.8)

<0.001

125 (35)

103 (28.9)

0.077

31 (14.8)

26 (12.4)

0.476

9 (2.5)

3 (0.8)

-

6 (2.9)

2 (1.0)

-

Have not encountered in current practice

41 (11.5)

22 (6.2)

0.012

31 (14.8)

32 (15.3)

0.891

Do other things

34 (9.5)

26 (7.3)

0.281

25 (12.0)

16 (7.3)

0.139

Speak to another health professional with
expertise in the mental health area
Offer to refer

None of the above

Note: Participants could select as many items as they thought applied. Chi-square analysis, p < 0.01 indicates statistical significance
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After training, the course of action taken by staff when concerned about a consumers’ mental
health were significantly different for three of the 7 items investigated (Table 7.8). More
pharmacists than support staff would speak to the person informally and offer to refer the person
to a specialist mental health practitioner. Significantly more support staff than pharmacists have
yet to encounter such a consumer in their current practice.
Table 7.8: Comparison of pharmacists’ and support staff course of action when concerned
about a consumers’ mental health at T2
Pharmacist

Support Staff

n (%)

n (%)

Talk informally

304 (85.2)

100 (47.8)

<0.001

Speak to another health professional

147(41.2)

100 (47.8)

0.123

81 (22.7)

56 (26.8)

0.271

103 (28.9)

26 (12.4)

<0.001

None of the above

3 (0.8)

2 (1.0)

-

Have not encountered in current practice

22 (6.2)

32 (15.3)

<0.001

Do other things

26 (7.3)

16 (7.3)

0.870

Course of action

Speak to another health professional with
expertise in the mental health area
Offer to refer

p - value

Note: Participants could select as many items as they thought applied. Chi-square analysis, p < 0.01
indicates statistical significance .

Intention to change in primary health care practices

Consistent with the pre-training questionnaire, pharmacists were asked to indicate their
likelihood of selecting primary health care areas of the PPI program in their practice setting
(Table 7.9). Comparison of the T1 and T2 data showed the training had a positive impact on
pharmacists’ reported practice behaviour, with more pharmacists indicating they were highly
likely, likely or somewhat likely to select Mental illness as an area of focus. Significantly, this
change in behaviour occurred in the absence of any changes in the other four primary health
care areas which indicates that this was an additional service that did not replace another
professional service.
163

Table 7.9: Pharmacists rating of their intention to select the five areas of primary health
care services as part of the PPI program
Likeliness to select area of

T1

T2

(Mean ± SD)

(Mean ± SD)

Diabetes

6.3 (1.1)

6.2 (0.9)

0.200

Respiratory Disease

5.7 (1.2)

5.7 (1.0)

0.555

Cardiovascular Disease

6.2 (1.1)

6.2 (0.8)

1.000

Mental illness

5.2 (1.4)

5.7 (1.0)

<0.001

Health Promotions

5.7 (1.2)

5.8 (1.1)

0.702

primary health

p - value

Note: Paired sample t-test, p < 0.01 indicates statistical significance, higher means indicate increased
likeliness to select item, SD = Standard deviation.

Overall, the training had a positive impact on the intention to change practice behaviour of
community pharmacy staff. After the training they were more likely to speak with consumers
when dispensing or supplying their antidepressant medication, more likely to speak either with
the consumer or another health professional if they were concerned about someone’s mental
health, and pharmacists were more likely to participate in primary health care areas for mental
health conditions as part of the PPI program.

7.3.

CHANGE IN ATTITUDES, BELIEFS, AND CONFIDENCE AND SKILLS

The impact of training on the attitudes and beliefs of community pharmacy staff was assessed
by comparing pre-training (T1) and post-training (T2) responses to the DAQ, MIA and CAS
scales using repeated-measures t-tests.

Depression attitudes questionnaire (DAQ)

Reponses to the four DAQ subscales were compared within roles before and after training and
between roles at T2 (Table 7.10 and Table 7.11 respectively). Reponses to individual DAQ
items are provided in Appendix L. The training significantly improved pharmacists’ attitudes in
all aspect of mental health care being investigated, and in all but one aspect for support staff.
While there is indication that after the training support staff held more positive views about the
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treatment of mental illness, these changes were not statistically significant when assessed at the
99% confidence level. Prior to the training pharmacists and support differed in their attitudes
and beliefs about their role in mental health care (pharmacists were generally more positive than
support staff). While the training significantly improved the attitudes and beliefs of both
participant groups, pharmacists had lower scores (indicative of more positive attitudes) than
support staff in three of the four subscales after training.

Table 7.10: Comparison of T1 and T2 response to DAQ subscales according to role
Sum of mean

Sum of mean

T1 (±SD)

T2 (±SD)

Treatment Approach

25.4 (5.2)

23.6 (5.7)

<0.001

Inevitable Course

15.1 (3.4)

14.6 (3.1)

0.007

Role

28.9 (5.8)

27.2 (5.9)

<0.001

Consumer

22.9 (4.5)

17.9 (3.6)

<0.001

Treatment Approach

26.0 (4.8)

25.2 (4.8)

0.024

Inevitable Course

15.2 (3.0)

14.4 (2.9)

<0.001

Role

30.6 (6.1)

28.7 (5.4)

<0.001

Consumer

22.8 (4.4)

18.8 (3.4)

<0.001

DAQ Subscales

p – value

Pharmacist

Support staff

Note: Paired sample t-test, p < 0.01 indicates statistical significance, lower sum of mean scores indicate
more positive attitudes and beliefs.

Table 7.11: Comparison of pharmacist and support staff response to DAQ subscales at T2
Pharmacist

Support staff

Sum of mean
T2 (±SD)

Sum of mean
T2 (±SD)

Treatment Approach

23.6 (5.8)

25.2 (4.8)

0.001

Inevitable Course

14.6 (3.1)

14.4 (2.9)

0.499

Role

27.2 (5.9)

28.7 (5.4)

0.002

Consumers

18.0 (3.6)

18.8 (3.4)

0.006

DAQ Subscales

p – value

Note: Independent sample t-test, p < 0.01 indicates statistical significance, lower sum of mean scores
indicate more positive attitudes and beliefs.
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Mental illness attitude scale (MIA)

Staff responses to the two subscales of the MIA subscales: Negative stereotypes (e.g. people
experiencing mental health problems are a danger to others, are unpredictable, hard to talk with)
and Recover and Outcomes (e.g. treatment can help people with mental illness lead a normal
life) were compared within roles across the two time frames, and between roles at T2 (Table
7.12 and Table 7.13 respectively). Responses to individual items of the MIA scales are provided
in Appendix K. After the training, both participant groups had significantly lower scores for the
subscale Negative stereotypes (indicating reduced negative attitudes towards, and beliefs about
people who experience mental health problems). Additionally, pharmacists had significantly
higher scores for the Recovery and Outcomes subscale, indicating improved attitudes about the
recovery from mental illness. The training did not appear to have an effect on support staff
attitudes and beliefs about treatment outcomes and recovery.

Table 7.12: Comparison of T1 and T2 response to MIA subscales according to role
Sum of mean

Sum of mean

T1 (±SD)

T2 (±SD)

Negative Stereotypes*

14.9 (4.3)

12.7 (4.5)

<0.001

Recovery and Outcomes#

31.1 (4.1)

32.3 (4.6)

<0.001

Negative Stereotypes*

15.0 (4.2)

13.0 (3.7)

<0.001

Recovery and Outcomes#

31.9 (4.2)

31.5 (4.2)

0.262

MIA Subscales

p – value

Pharmacist

Support staff

Note: Paired sample t-test, p < 0.01 indicates statistical significance, *lower sum of mean scores
indicative of positive attitudes and beliefs, #higher sum of mean scores indicative of positive attitudes and
beliefs.

Prior to training, pharmacists had significantly lower scores than support staff for the Recovery
and Outcomes subscale (Table 6.8), which indicated they had more negative views about long
term recovery from mental illness. After training, these differences no longer existed. This
indicates the training significantly reduced pharmacists’ negative attitudes and beliefs towards
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long term treatment outcomes and staff hold similar positive views about people who
experience mental health problems and their eventual recovery from mental illness (Table 7.13).

Table 7.13: Comparison of pharmacist and support staff T2 response to MIA subscales
Pharmacist

Support Staff

Sum of mean T2
(±SD)

Sum of mean T2
(±SD)

Negative Stereotypes*

12.7 (4.7)

13.0 (3.7)

0.448

Recovery and Outcomes#

32.3 (4.6)

31.5 (4.2)

0.054

MIA Subscales

p – value

Note: Independent sample t-test, p < 0.01 indicates statistical significance, *lower sum of mean scores
indicative of positive attitudes and beliefs, #higher sum of mean scores indicative of positive attitudes and
beliefs.

Confidence and skills (CAS)

The change in confidence and skills of staff in working with people experiencing a mental
health disorder, and for dealing with medication related issues was analysed by comparing T1
and T2 responses to the CAS statements for both roles, and between roles at T2 (Table 7.14 and
Table 7.15 respectively). The training had a positive impact on the confidence and skills of both
participants, significantly increasing their mean scores across all statements (Table 7.14). Prior
to training, there were differences between the groups in four of the five common statements
that showed pharmacist to be more confident in their ability to talk to people about their mental
health medication, provide medication related advice, and having the knowledge to do so in
their current practice roles (Table 6.9). While the training significantly improved the confidence
of both groups, support staff in general, remained less confident in their knowledge and skills to
provide mental health care within their current role (Table 7.15). Overall, the training had a
positive impact on the attitudes and beliefs of community pharmacy staff about people who
experience mental health problems and towards providing care for this vulnerable group of
consumers. The training also had a positive impact in the confidence of staff about their
knowledge and skills for working with mental health consumers and caregivers within their
current role.
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Table 7.14: Comparison of T1 and T2 response to CAS statements according to role
Pharmacist (Mean ±SD)
CAS Statements

Support staff (Mean ±SD)

T1

T2

p – value

T1

T2

p – value

I feel able to talk to people about their mental health problems

4.8 (1.3)

5.7 (1.0)

<0.001

5.0 (1.3)

5.6 (0.9)

<0.001

I feel able to talk to people about their mental health medications

5.5 (1.1)

5.9 (0.8)

<0.001

4.2 (1.5)

5.0 (1.3)

<0.001

I feel confident when addressing their mental health problems

4.5 (1.4)

5.5 (1.0)

<0.001

I feel able to advise people about their mental health medications

5.4 (1.1)

5.9 (0.8)

<0.001

4.1 (1.6)

4.8 (1.4)

<0.001

I feel confident discussing a consumer’s medication issues with their GP or
psychiatrist

5.2 (1.3)

5.6 (1.0)

<0.001

I feel able to talk with people about their medication adherence

5.5 (1.1)

5.9 (0.9)

<0.001

I feel confident working with people to improve their adherence with mental
health medications

5.3 (1.2)

5.9 (0.9)

<0.001

I know how to use a motivational approach when working with people with
medication problems

4.5 (1.4)

5.4 (1.0)

<0.001

I know where to access good resources for people with mental illness (e.g.
written information and websites)

4.4 (1.5)

5.8 (0.9)

<0.001

I feel I know enough about mental illness to carry out my role when working
with people with mental health problems

4.2 (1.4)

5.5 (1.0)

<0.001

3.5 (1.6)

5.1 (1.2)

<0.001

Overall I find it rewarding to work with people with mental health problems

5.0 (1.2)

5.6 (1.0)

<0.001

4.8 (1.1)

5.4 (1.1)

<0.001

Note: Paired sample t-test, p < 0.01 indicates statistical significance, *higher scores indicative of greater confidence.
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Table 7.15: Comparison of pharmacist and support staff T2 response to CAS statements

Mean
(±SD)

Support
Staff
Mean
(±SD)

p – value

I feel able to talk to people about their mental
health problems

5.7 (0.9)

5.6 (0.9)

0.422

I feel able to talk to people about their mental
health medications

5.9 (0.8)

5.0 (1.3)

<0.001

I feel able to advise people about their mental
health medications

5.9 (0.8)

4.8 (1.4)

<0.001

I feel I know enough about mental illness to carry
out my role when working with people with mental
health problems

5.5 (1.0)

5.1 (1.2)

<0.001

Overall I find it rewarding to work with people
with mental health problems

5.6 (1.0)

5.4 (1.1)

0.012

Pharmacist
CAS Statements

Note: Independent sample t-test, p < 0.01 indicates statistical significance, *higher scores indicative of
greater confidence.

7.4.

CHANGE IN KNOWLEDGE

The impact of training on community pharmacy staff knowledge according to ability to
recognise symptoms of anxiety and depression, develop a course of action and make treatment
recommendations were assessed by comparing pre and post-training response to the two case
vignettes involving Sue (anxiety case), and Mark (depression case). The change in pharmacists’
knowledge of antidepressant pharmacotherapy was assessed by comparing responses to the case
vignette involving Jenine (first time presentation of prescription for SSRI). Staff level of
comfort of staff when working with Sue, and pharmacists when working with Jenine were also
compared pre and post-training. Refer to Appendix E for full detail of case vignettes.

Symptom recognition

Staff responses to knowledge about presenting symptoms of anxiety and depression were
compared across timeframes and at T2 according to their practice roles. Table 7.16 compares
participants’ responses to questions relating to Sue. At both time points, most participants
correctly identified the symptoms of anxiety (T1 = 79.5%, T2 = 72.6%). Significant differences
between pharmacists and support staff remained after the training (Table 7.17) with more
pharmacists correctly identifying Sue’s presenting symptoms as anxiety, and more support staff
attributing Sue’s symptoms to being a normal reaction to life problems and to a combination of
causes.
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Table 7.16: Comparison of selection of possible causes for Sue's presenting symptoms according to role
Pharmacist

Possible Cause

Support Staff

T1 (%)

T2 (%)

p – value

T1 (%)

T2 (%)

p – value

Lack of sleep

210 (58.8)

189 (52.9)

0.113

109 (52.2)

90 (43.1)

0.063

Work related stress

182 (51.0)

167 (46.8)

0.261

93 (44.5)

78 (37.3)

0.136

Symptoms of anxiety*

307 (86.0)

285 (79.8)

0.029

143 (68.4)

126 (60.3)

0.083

Normal reaction to life problems

45 (12.6)

33 (9.2)

0.150

37 (17.7)

38 (18.2)

0.899

Symptoms of depression

108 (30.3)

107 (30.0)

0.935

68 (32.5)

64 (30.6)

0.674

All of the above

62 (17.4)

85 (23.8)

0.033

93 (44.5)

93 (44.5)

1.000

11 (3.1)

5 (1.4)

0.129

10 (4.8)

0-

-

None of the above /
Something else

Note: Participants could identify as many options as they thought applied, * primary problem to identify = anxiety, p < 0.01 indicates statistical significance
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Participants’ views about the possible cause of Sue’s presenting symptoms remained unchanged
after the training. However, it is important to note that after training whilst most pharmacists
(79.8%) still attributed Sue’s primary problem to be symptoms of anxiety after training, this was
somewhat less than before training, and there was a corresponding increase in the percentage
who thought it was due to a combination of issues. While these results are somewhat
unexpected given the training package focused on improving knowledge in areas including
presenting symptoms, it may indicate that pharmacists were beginning to consider a more
holistic approach in the absence of diagnostic tools. For support staff, training may have
improved their ability to recognise that Sue was exhibiting possible symptoms of mental ill
health as indicated by the reduction in the number who indicated Sue’s presenting symptoms to
be due to reasons other than those provided within the vignette.

Table 7.17: Comparison between pharmacists and support staff selection of possible
causes for Sue's presenting symptoms at T2
Pharmacist

Support Staff

T2 (%)

T2 (%)

Lack of sleep

189 (52.9)

90 (43.1)

0.023

Work related stress

167 (46.8)

78 (37.3)

0.028

Symptoms of anxiety*

285 (79.8)

126 (60.3)

<0.001

33 (9.2)

38 (18.2)

0.002

Symptoms of depression

107 (30.0)

64 (30.6)

0.871

All of the above

85 (23.8)

93 (44.5)

<0.001

5 (1.4)

-

-

Possible Cause

Normal reaction to life problems

None of the above /
Something else

p – value

Note: Participants could identify as many options as they thought applied, * primary problem to identify
= anxiety, p < 0.01 indicates statistical significance.

Table 7.18 compares participants’ response to the depression vignette. Almost all community
pharmacy staff recognised the symptoms of depression prior to and after the training. While the
training did not significant change participants’ views about a range of possible causes of
Mark’s presenting, symptoms, there were significant reductions in the percentage of those
attributing Mark’s symptoms to be work related, and there was a notable reduction in the
percentage of participants who attributed Mark’s symptom to be caused by a physical illness.
There was also a notable reduction in the percentage of pharmacists who thought Mark was
experiencing a mid-life crisis.
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Table 7.18: Comparison of selection of possible causes for Mark's presenting symptoms according to role
Pharmacist

Possible Cause

Support Staff

T1 (%)

T2 (%)

p – value

T1 (%)

T2 (%)

p – value

A physical illness causing his symptoms

168 (47.1)

138 (38.7)

0.023

97 (46.4)

77 (36.8)

0.056

Work stress

162 (45.4)

0

-

117 (56.0)

35 (16.7)

<0.001

Symptoms of anxiety

102 (28.6)

106 (29.7)

0.742

98 (46.9)

102 (48.8)

0.695

Mid-life crisis

55 (15.4)

35 (9.8)

0.024

32 (15.3)

28 (13.4)

0.577

3 (0.8)

3 (0.8)

-

5 (2.4)

9 (4.3)

0.277

330 (92.4)

331 (92.7)

0.886

173 (82.8)

165 (78.9)

0.320

All of the above

7 (2.0)

15 (4.2)

0.083

11 (5.3)

23 (11.0)

0.032

None of the above / Something else

13 (3.6)

5 (1.4)

0.056

11 (5.3)

0-

-

Symptoms of bipolar disorder

Symptoms of depression*

Note: Participants could identify as many options as they thought applied, * primary problem to identify = Symptoms of depression, p < 0.01 indicates statistical significance.
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Comparisons of pharmacist and support staff T2 responses for both Sue and Mark (Table 7.19)
indicate significant differences still exist between their ability to recognise presenting symptoms
of anxiety and depression, with more pharmacists being able to do so than support staff.
However, in both cases, and across both time points, there was a high percentage of staff who
thought Sue was experiencing symptoms of depression, and that Mark was experiencing
symptoms of anxiety. However, in both cases, and across both time points, there was a high
percentage of staff who thought Sue was experiencing symptoms of depression (Pharmacist T1
= 30.3%, T2 = 30.0%, Support staff T1 = 32.5%, T2 = 30.6%), and that Mark was experiencing
symptoms of anxiety (Pharmacist T1 = 28.6%, T2 = 29.7%, Support staff T1 = 46.9%, T2 =
48.8%). These findings are not unexpected given the comorbid presentation rates of the two
disorders in real life. The positive result is the high rate of concern in both case vignettes shown
by both pharmacists and support staff for an underlying serious mental health problem such as
depression and or anxiety, causing the symptoms presented by Sue and Mark.

Table 7.19: Comparison between pharmacists and support staff selection of possible
causes for Mark’s presenting symptoms at T2
Pharmacist
T2 (%)

Support Staff
T2 (%)

p – value

138 (38.7)

77 (36.8)

0.668

0

35 (16.7)

-

106 (29.7)

102 (48.8)

<0.001

Mid-life crisis

35 (9.8)

28 (13.4)

0.190

Symptoms of bipolar disorder

3 (0.8)

9 (4.3)

-

331 (92.7)

165 (78.9)

<0.001

All of the above

15 (4.2)

23 (11.0)

0.002

None of the above / Something else

5 (1.4)

0

-

Possible Cause
A physical illness causing his symptoms
Work stress
Symptoms of anxiety

Symptoms of depression*

Note: Participants could identify as many options as they thought applied, * primary problem to identify
= Symptoms depression, p < 0.01 indicates statistical significance.

Course of action
For Sue’s case, participants were asked to indicate what they might do next to assist her. Their
T1 and T2 responses are presented in Table 7.20. At both time points, the majority of staff
indicated they would collect more information from Sue and would recommend Sue to speak to
another health professional.
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Table 7.20: Comparison of course of action taken to assist Sue according to role
Pharmacist

Action

Support Staff

T1 (%)

T2 (%)

p – value

T1 (%)

T2 (%)

p – value

Recommend Sue takes a multivitamin each day

83 (23.2)

59 (16.5)

0.024

78 (37.3)

67 (32.1)

0.258

Gather more information from Sue

309 (86.6)

309 (86.6)

1.000

156 (74.6)

146 (69.9)

0.275

Recommend Sue speaks with another health professional

236 (66.1)

243 (68.1)

0.577

172 (82.3)

171 (81.8)

0.899

Recommend Sue speaks to another health professional skilled in the mental health area

183 (52.1)

198 (55.5)

0.368

56 (28.2)

75 (35.9)

0.094

Recommend Sue takes a herbal sleeping tablet

124 (34.7)

59 (16.5)

<0.001

75 (35.9)

56 (26.8)

0.045

Tell her there is nothing to worry about

11 (3.1)

2 (0.6)

-

2 (1.0)

4 (1.9)

-

Recommend all of the above

6 (1.7)

12 (3.4)

0.152

13 (6.2)

16 (7.7)

0.564

40 (11.2)

23 (6.4)

0.025

6 (2.9)

1 (0.5)

-

Recommend none of the above / Something else

Note: Participants could identify as many options as they thought applied, p < 0.01 indicates statistical significance.
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While the only significant change after the training was in a decrease in the number of
pharmacists who would recommend a herbal sleeping remedy for Sue, there was a general trend
towards pharmacists not recommending multivitamin or to render other non-specified
assistance. Furthermore, while no significant changes in course of action was observed for
support staff, there was a reduction in the percentage who would recommend a herbal sleeping
remedy to assist Sue manage her symptoms. These results indicate consolidation of staff
knowledge and confidence with similar symptoms as Sue present at the pharmacy. Options to
assist Sue were compared between roles as summarised in Table 7.21.

Table 7.21: Comparison between pharmacists and support staff course of action taken to
assist Sue at T2
Pharmacist
T2 (%)

Support Staff
T2 (%)

p – value

Recommend Sue takes a multivitamin each
day

59 (16.5)

67 (32.1)

<0.001

Gather more information from Sue

309 (86.6)

146 (69.9)

<0.001

Recommend Sue speaks with another health
professional

243 (68.1)

171 (81.8)

<0.001

Recommend Sue speaks to another health
professional skilled in the mental health area

198 (55.5)

75 (35.9)

<0.001

Recommend Sue takes a herbal sleeping tablet

59 (16.5)

56 (26.8)

0.003

Tell her there is nothing to worry about

2 (0.6)

4 (1.9)

-

Recommend all of the above

12 (3.4)

16 (7.7)

0.023

Recommend none of the above / Something
else

23 (6.4)

1 (0.5)

-

Possible Cause

Note: Participants could identify as many options as they thought applied, p.<.0.01 indicates statistical
significance.
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After the training, significant differences still existed between the two roles. In general, Support
staff were more inclined to recommend complementary medicines to assist Sue and more
inclined to refer Sue to a health professional (perhaps the pharmacist), while pharmacists were
inclined to gather more information from Sue and to refer Sue to a health professional with
expertise in mental health. While the training did not appear to significantly change the overall
behaviour of staff, there was a significant reduction in the number of pharmacists who would
recommend herbal sleeping remedies to assist Sue - an inappropriate option for the management
of her current symptoms (280). These findings suggests the training should be reviewed and
strategies are needed to facilitate community pharmacy staff in providing appropriate care
within the community pharmacy setting and to initiate early interventions by referring Sue for
diagnosis and proper management of her condition.
Rating of helpfulness of interventions for managing Mark’s symptoms of depression

When told that Mark had been diagnosed with depression, staff were asked to rate a range of
pharmacological and non-pharmacological interventions as to whether they thought them to be
helpful, not helpful or they did not know. Staff rating of the helpfulness of interventions was
compared across time for each role, and between roles a T2. The findings are presented in
Appendix L. Significant changes in pharmacists’ rating of their helpful in depression changed
for five out of the 21 items. Namely, an increase in the percentage who rated beta blockers,
changing employment and electroconvulsive therapy as being probably helpful or helpful, and
an increase in the percentage who a special diet avoiding certain food to be not helpful or
probable not helpful. Support staff rating of the helpfulness of intervention showed only one
significant change: There was an increase in the percentage who indicated psychological
therapy to be helpful or probably helpful. This is to be expected as support learning modules did
not include pharmacotherapy. Post-training, pharmacists and support staff held significantly
dissimilar views about all but two treatment options, namely they agreed that increasing
physical activity and relaxation techniques and psychological counselling were probably helpful
or helpful in helping Mark to manage his symptoms of depression and in promoting recovery.

When viewed according to the grouping of complementary and alternative therapies,
conventional pharmacotherapies, cognitive therapies and lifestyle modifications, the differences
show support staff to be more inclined to rate complementary and alternative therapies as
probably helpful or helpful, and to select “I don’t know” for items belonging to the conventional
therapeutic group and the greatest alignment to in their rating of cognitive therapies and lifestyle modification group as probably helpful or helpful in the treatment of depression. However,
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when ranked in order of helpfulness as elected by each group the top five choices were almost
identical (Table 7.22). These findings align with evidence based treatment recommendations for
mild to moderate depression in primary care (280).
Table 7.22: Top five rating of the helpfulness of treatments for Mark’s symptoms of
depression
Pharmacist

Support Staff

Ranking

1

2

3

4

5

T1 (%)

T2 (%)

T1 (%)

T2 (%)

Antidepressant

Antidepressants

Relaxation,

Increasing physical

(97.6%)

(95.5%)

meditation, yoga

activity

(92.9%)

(96.6%)

Relaxation,

Relaxation,

Psychological

Relaxation,

meditation, yoga

meditation, yoga

Counselling

meditation, yoga

(94.4%)

(94.4%)

(92.6%)

(95.6%)

Psychological

Psychological

Increasing

Psychological

Counselling

Counselling

physical activity

Counselling

(94.4%)

(93.7%)

(90.9%)

(93.1%)

Increasing

Reducing alcohol

physical activity

consumption

(93.5%)

(91.8%)

Reducing alcohol

Increasing physical

Reducing alcohol

consumption

activity

consumption

(88.8%)

(91.3%)

(86.0%)

Antidepressant
(86.2%)

Reducing alcohol
consumption
(86.4%)
Antidepressants

(84.7%)

Pharmacists’ antidepressant knowledge

Pharmacists were asked to respond to questions from Jenine (who was starting on a SSRI for the
first time), regarding the approximate length of time before she could expect to experience some
beneficial effects from the medication and expected duration of her treatment. Their pre and
post-training responses are presented in Table 7.23 After the training, there was a significant
increase in the percentage of pharmacists who correctly identified two weeks as the time
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typically required before the patient can expect to experience the beneficial effect of the
medication (T1 = 64.7%, T2 = 83.2%, p < 0.001). There was a significant increase in the
percentage of pharmacists who correctly identified the recommended duration of treatment to be
six to twelve months for a first time episode of depression after training.

Table 7.23: T1 and T2 comparison of pharmacists' response to question about the length
of time before onset of beneficial effects and likely duration of treatment time for SSRI
Response to Jenine’s questions
(n = 357)

T1 (%)

T2 (%)

5 (1.5)

6 (1.7)

A couple of weeks*

222 (64.7)

297 (83.2)

A month

97 (28.3)

45 (12.6)

Two months

13 (3.8)

5 (1.4)

Six months / Other

6 (1.7)

4 (1.1)

18 (5.4)

16 (4.5)

158 (44.3)

184 (51.5)

P value

Length of time
A couple of days

<0.001

Duration of treatment
Three months or less
Six months*

< 0.001
Twelve months

62 (17.4)

122 (34.2)

Other

119 (33.3)

35 (9.8)

Chi-square analysis,* correct likely length of time before beneficial effects are expected, correct duration
on treatment for first episode (317), p<0.01 indicates statistical significance.

Comparisons of pharmacists’ response to Jenine’s vignette question about the common side
effects she may experience in the first two weeks of taking the medication pre and post training
are illustrated in Table 7.24. Post training awareness of most common side effects increased
significantly for, diarrhoea, agitation, and headache. Improvements in pharmacists’ knowledge
about side effects of SSRIs was also demonstrated though significant decreases in the
percentage who would provide counselling regarding sedation and constipation as these are less
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likely to occur (317). Overall, the training significantly improved pharmacists’ knowledge about
the most common side effects of SSRIs that they need to advise mental health consumers about
when they start this medication. This information should be combined with the information
about how to manage these side effects in order to improve medication adherence for this type
of medication.
Table 7.24: Pre and post-training comparison of pharmacists’ knowledge of medication
side effects
Medication side effects (n = 357)

T1 (%)

T2 (%)

p - value

Nausea

310 (86.8)

344 (96.4)

<0.001

Diarrhoea

144 (40.3)

209 (58.5)

<0.001

Agitation

139 (38.9)

253 (70.9)

<0.001

Insomnia

278 (77.9)

282 (79.0)

0.716

Headache

238 (66.7)

287 (80.4)

<0.001

Sedation

130 (36.4)

72 (20.2)

<0.001

Constipation

81 (22.7)

38 (10.6)

<0.001

Vivid dreams

78 (21.8)

61 (17.1)

0.108

Blurred vision

35 (9.8)

23 (6.4)

0.100

Note: Side effects are presented from top to bottom as listed according to frequency of occurrence i.e.
nausea=common and blurred vision=rare / undocumented according to AMH 2015 (280). Chi-square
analysis, p < 0.01 indicates statistical significance.

Knowledge about changing antidepressant therapy is summarised in Table 7.25. After the
training there were significant increases in the percentage of pharmacists who were correctly
concerned about the lack of a switching plan, discontinuation effects of abruptly stopping the
first antidepressant, the need to monitor blood pressure and pulse when starting venlafaxine, and
of possible adherence issues.
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Table 7.25: Comparison of pharmacists’ T1 and T2 identification of areas of concern
when swithcing antipdepressant therapy
Concern (n = 357)

Inadequate trial of first antidepressant

Trial of first antidepressant too long with lack of response

T1 (%)

T2 (%)

288 (80.7) 275 (77.0)

2 (0.6)

7 (2.0)

p - value

0.234

0.093

Lack of a medication-free period between antidepressant

210 (58.8) 218 (61.1)

0.541

Lack of switching plan

245 (68.6) 288 (80.7)

<0.001

Discontinuation effects of stopping first antidepressant

109 (30.5) 237 (66.4)

<0.001

Monitoring for signs of infection

5 (1.4)

6 (1.7)

0.761

Excess serotonin stimulation starting second antidepressant 153 (42.9) 157 (44.0)

0.763

Monitoring plan for blood pressure and pulse

82 (23.0)

151 (42.3)

<0.001

Irregular / poor adherence with antidepressant

132 (37.0)

65 (18.2)

<0.001

11 (3.1)

3 (0.8)

0.031

Something else
Note: Chi-square test, p <0.01 indicates statistical significance.

These results are indicative of pharmacists’ improved knowledge about antidepressant
switching. There were also significant increases in the number of pharmacists concerned that the
trial of her first medication may have been too long, and that Jenine may have adherence issues
or other issues not listed in the table of options. Pharmacists were asked to indicate their course
of action when Jenine presents a new prescription to be dispensed, that would constitute
inappropriate prescribing. Post training, pharmacists were much more likely to call the doctor to
discuss their concerns, indicating their increased confidence in working to resolve medication
related issues (T1 = 73.9%, T2 = 81.5% p = 0.001).
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7.5.

CHANGE IN LEVEL OF COMFORT

All participants were asked to indicate how they would feel about working with Sue in the first
case vignette, and pharmacists were asked to further indicate how they would feel about
working with Jenine in the third case vignette using a scale of 1 = uncomfortable) to 5 =
comfortable. The training significantly improved pharmacists’ level of comfort when working
with Sue to resolve her medication-related issues, but did not have the same significant effect on
support staff (Table 7.26). However, when the roles are compared after the training (Table
7.27), there were no significant differences between their level of comfort when helping Sue.

Table 7.26: Pre and post-training comparison of level of comfort when working with Sue
Level of comfort

T1 (%)

T2 (%)

Uncomfortable / Mildly uncomfortable

23 (6.4)

7 (2.0)

Neither comfortable nor uncomfortable

55 (15.4)

26 (7.3)

Mildly comfortable / Comfortable

279 (78.2)

324 (90.8)

Uncomfortable / Mildly uncomfortable

16 (7.7)

11 (5.3)

Neither comfortable nor uncomfortable

33 (15.8)

21 (10.0)

Mildly comfortable / Comfortable

160 (76.6)

177 (84.7)

p – value

Pharmacist (n = 357)

<0.001

Support staff (n = 209)

0.108

Note: Chi-square test, p < 0.01 indicates statistical significance.

Table 7.27: T2 comparison of level of comfortable when working with Sue
Level of comfort

Pharmacist
T2 (%)

Support
Staff T2 (%)

Uncomfortable / Mildly uncomfortable

7 (2.0)

11 (5.3)

Neither comfortable nor uncomfortable

26 (7.3)

21 (10.1)

324 (90.8)

177 (84.7)

Mildly comfortable / Comfortable

p - value

0.043

Note: Chi-square test, p < 0.01 indicates statistical significance.
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Pharmacists level of comfort when working with Jenine at T1 and T2 is summarised in Table
7.28. Similar to the case of Sue, there was a significant increase after training in the proportion
of pharmacists who said they would feel comfortable / mildly comfortable working with Jenine
on her medication issues. Overall, the training improved participants’ knowledge and skills, as
well as confidence and level of comfort to provide support and medication-related advice and to
mental health consumers and caregivers.
Table 7.28: Change in pharmacists’ level of comfort when working with Jenine

Level of comfort (n = 357)

T1 (%)

T2 (%)

Uncomfortable / Mildly uncomfortable

27 (7.9)

6 (1.7)

Neither comfortable nor uncomfortable

48 (14.0)

31 (8.7)

Mildly comfortable / Comfortable

268 (78.1)

320 (89.6)

p - value

<0.001

Note: Chi-square test, p < 0.01 indicates statistical significance.

7.6.

CHANGE IN MOTIVATIONS AND BARRIERS

The change in pharmacists’ and support staff incentives for working with mental health
consumers and caregivers were analysed across time and are presented in Table 7.29 and Table
7.30 respectively. For pharmacists, the training improved their motivation for working with
mental health consumers and caregivers across all 11 statements. The training also had a
positive impact on support staff, with significant increases in 6 of the 11 statements and notable
improvements in the five remaining statements. Support staff showed greater agreement that
mental health services were readily available for support and referral, and that there are funding
initiatives in place for community pharmacy to provide medication-related support to mental
health consumers and their caregivers. While the training appeared to have little impact on
support staff perception about the role of pharmacists as a member of the health care team, these
may be indicative of a ceiling effect as pre and post-training agreement were high.
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Table 7.29: Pre and post-training comparison of pharmacists’ response to Motivation
Statements
Motivation statements

01 I am motivated to work with mental health

Pharmacist

Pharmacist

T1±SD

T2±SD

5.30 (1.2)

5.8 (0.9)

<0.001

5.3 (1.0)

5.6 (0.9)

<0.001

4.6 (1.4)

5.0 (1.2)

<0.001

4.0 (1.4)

5.0 (1.3)

<0.001

5.7 (1.0)

6.1 (0.8)

<0.001

3.8 (1.4)

4.9 (1.5)

<0.001

5.8 (0.9)

6.0 (0.8)

<0.001

5.4 (1.1)

5.9 (0.9)

<0.001

5.3 (1.3)

5.8 (1.0)

<0.001

6.1 (1.0)

6.2 (0.8)

0.045

6.1 (1.0)

6.2 (0.8)

0.056

p - value

consumers and caregivers in my current role
02 Health and media campaigns, in general, have
made society more concerned about mental health
03 People with mental illness are requesting my
advice
04 Mental health services are readily available for
support and referral
05 There is good evidence that mental health
medication are effective for people with depression
and anxiety
06 There are funding initiatives to support me
providing services in the community for people
with a mental illness
07 Providing advice about mental health
medication will make a difference to the consumers
and caregivers I work with
08 There is good evidence that pharmacists can
improve outcomes for people with a mental illness
09 Pharmacy professional bodies recognise
pharmacist role in improving 4consumer outcomes
10 Community pharmacists are an integral member
of the health care team
11 Community pharmacists should have a greater
involvement with the health care team

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Table 7.30: Pre and post-training comparison of support staff response to Motivation
Statements

Motivation statements

01 I am motivated to work with mental health
consumers and caregivers in my current role

02 Health and media campaigns, in general, have
made society more concerned about mental health

03 People with mental illness are requesting my
advice

04 Mental health services are readily available for
support and referral

Support

Support

staff

staff

T1±SD

T2±SD

5.3 (1.2)

5.6 (1.0)

0.002

5.3 (1.1)

5.5 (1.0)

0.056

3.9 (1.3)

4.3 (1.3)

<0.001

4.5 (1.5)

4.9 (1.3)

<0.001

5.4 (1.0)

5.8 (1.0)

<0.001

4.1 (1.2)

4.4 (1.4)

0.007

5.6 (0.9)

5.7 (1.0)

0.432

5.5 (1.0)

5.8 (1.0)

<0.001

5.4 (1.1)

5.6 (1.1)

0.029

6.1 (0.9)

6.2 (0.9)

0.598

5.9 (1.0)

6.0 (0.9)

0.047

p - value

05 There is good evidence that mental health
medication are effective for people with depression
and anxiety
06 There are funding initiatives to support me
providing services in the community for people
with a mental illness
07

Providing

advice

about

mental

health

medication will make a difference to the consumers
and caregivers I work with
08 There is good evidence that pharmacists can
improve outcomes for people with a mental illness
09

Pharmacy

professional

bodies

recognise

pharmacist role in improving consumer outcomes
10 Community pharmacists are an integral member
of the health care team
11 Community pharmacists should have a greater
involvement with the health care team

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Before training, significant differences were observed between pharmacists and support staff
across 6 statements that reflected greater agreement among pharmacists’ that people with mental
health issues were seeking their advice, that medication was an integral part of effective
treatment and providing advice and counselling would benefit consumers and caregivers, and
that pharmacists should have a greater involvement in mental health care. While support staff
showed significant improvements in their motivation for working with mental health consumers
and caregivers, significant differences remain between the two roles as summarised in Table
7.31. Pharmacists’ mean scores were significantly higher in 6 of the 11 Motivations statements

Table 7.31: Comparison of pharmacist and support response to Motivation statements at
T2
Pharmacist
T2 Mean
(±SD)

Support
Staff
T2 Mean
(±SD)

p - value

01 I am motivated to work with mental health
consumers and caregivers in my current role

5.8 (0.9)

5.6 (1.0)

0.010

02 Health and media campaigns, in general, have
made society more concerned about mental health

5.6 (0.9)

5.5 (1.0)

0.327

03 People with mental illness are requesting my
advice

5.0 (1.2)

4.3 (1.3)

<0.001

04 Mental health services are readily available for
support and referral

5.0 (1.3)

4.9 (1.3)

0.372

05 There is good evidence that mental health
medication are effective for people with depression
and anxiety

6.1 (0.8)

5.8 (1.0)

<0.001

06 There are funding initiatives to support me
providing services in the community for people
with a mental illness

4.9 (1.5)

4.4 (1.4)

<0.001

07 Providing advice about mental health
medication will make a difference to the consumers
and caregivers I work with

6.0 (0.8)

5.7 (1.0)

<0.001

08 There is good evidence that pharmacists can
improve outcomes for people with a mental illness

5.9 (0.9)

5.8 (1.0)

0.394

09 Pharmacy professional bodies recognise
pharmacist role in improving 4consumer outcomes

5.8 (1.0)

5.6 (1.1)

0.100

10 Community pharmacists are an integral member
of the health care team

6.2 (0.8)

6.2 (0.9)

0.741

11 Community pharmacists should have a greater
involvement with the health care team

6.2 (0.8)

6.0 (0.9)

0.021

Statements

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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Comparison of pharmacists’ and support staff response to the Barriers Scale are presented in
Table 7.32 and Table 7.33 respectively.The training also had a major impact on pharmacists’
and support staff perceptions about the barriers to providing effective care for mental health
consumers and caregivers within their current role and practice setting This was evidenced in
the significant decrease in agreement with all 12 statements of barriers for both roles.

Table 7.32: Pre and post-training comparison of pharmacist response to Barriers
Statements
Barrier statements
01 I find it difficult to work with mental health
consumers and caregivers in my present role
02 I have not been trained to help people with
mental health problems
03 I am too busy dealing with the problems that
other people present with
04 There no appropriate shelf-help or educational
pamphlets available to me
05 I do not have access to a suitable private area to
talk with people
06 I do not have access to enough consumer clinical
information
07 I do not know how to talk to people with a
mental illness
08 Working with people with mental health
problems takes up too much time
09 I am not paid to work with people with mental
health problems
10 I don't know where to refer people to if there is a
problem
11 Consumers feel ashamed about their illness
12 Pharmacists are not ready to take up new roles in
PCC

Pharmacist Pharmacist

p - value

T1

T2

3.5 (1.3)

2.7 (1.2)

<0.001

4.5 (1.4)

2.9 (1.3)

<0.001

3.5 (1.4)

2.8 (1.4)

<0.001

4.1 (1.4)

2.9 (1.4)

<0.001

3.5 (1.8)

2.9 (1.6)

<0.001

3.9 (1.6)

2.9 (1.5)

<0.001

3.4 (1.5)

2.4 (1.0)

<0.001

3.4 (1.6)

2.7 (1.3)

<0.001

3.3 (1.7)

2.6 (1.5)

<0.001

3.7 (1.5)

2.7 (1.4)

<0.001

4.6 (1.1)

4.2 (1.4)

<0.001

2.7 (1.4)

2.4 (1.3)

<0.001

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Table 7.33: Pre to post-training comparison of support staff response to Barriers
Statements

Barrier statements

01 I find it difficult to work with mental health
consumers and caregivers in my present role
02 I have not been trained to help people with
mental health problems
03 I am too busy dealing with the problems that
other people present with
04 There no appropriate shelf-help or educational
pamphlets available to me
05 I do not have access to a suitable private area to
talk with people
06 I do not have access to enough consumer clinical
information
07 I do not know how to talk to people with a
mental illness
08 Working with people with mental health
problems takes up too much time
09 I am not paid to work with people with mental
health problems
10 I don't know where to refer people to if ther is a
problem

11 Consumers feel ashamed about their illness

12 Pharmacists are not ready to take up new roles in
PCC

Support

Support

staff

staff

T1

T2

2.7 (1.2)

2.8 (1.2)

0.704

2.9 (1.3)

3.6 (1.6)

<0.001

2.8 (1.4)

2.4 (1.2)

<0.001

2.9 (1.4)

3.3 (1.5)

0.002

2.9 (1.6)

2.8 (1.6)

0.233

2.9 (1.5)

3.4 (1.6)

<0.001

2.4 (1.0)

2.7 (1.2)

<0.001

2.7 (1.3)

2.3 (1.2)

<0.001

2.6 (1.5)

2.6 (1.5)

0.743

2.7 (1.4)

2.7 (1.4)

0.885

4.2 (1.4)

4.4 (1.4)

0.156

2.4 (1.3)

2.5 (1.3)

0.156

p - value

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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However, while significant differences still remained between the roles after the training,
support staff’s perception that they were too busy to assist mental health consumers and
caregivers, or that working with mental health consumers and caregiver takes up too much of
their time were selected significantly less often after training (Table 7.34).
Table 7.34: Comparison of pharmacists’ and support staff response to Barrier statements
at T2
Pharmacist
T2 Mean
(±SD)

Support Staff
T2 Mean
(±SD)

p - value

01 I find it difficult to work with mental health
consumers and caregivers in my present role

3.3 (1.3)

2.8 (1.2)

<0.001

02 I have not been trained to help people with
mental health problems

5.3 (1.4)

3.6 (1.6)

<0.001

03 I am too busy dealing with the problems
that other people present with

2.9 (1.4)

2.4 (1.2)

<0.001

04 There no appropriate shelf-help or
educational pamphlets available to me

4.1 (1.5)

3.3 (1.5)

<0.001

05 I do not have access to a suitable private
area to talk with people

3.1 (1.7)

2.8 (1.6)

0.004

06 I do not have access to enough consumer
clinical information

4.2 (1.5)

3.4 (1.6)

<0.001

07 I do not know how to talk to people with a
mental illness

3.7 (1.5)

2.7 (1.2)

<0.001

08 Working with people with mental health
problems takes up too much time

2.6 (1.3)

2.3 (1.2)

<0.001

09 I am not paid to work with people with
mental health problems

3.1 (1.7)

2.6 (1.5)

<0.001

10 I don't know where to refer people to if
there is a problem

3.2 (1.6)

2.7 (1.4)

<0.001

11 Consumers feel ashamed about their illness

4.7 (1.2)

4.4 (1.4)

0.003

12 Pharmacists are not ready to take up new
roles in PCC

2.9 (1.5)

2.5 (1.3)

0.001

Barrier statements

Independent sample t-test, p<0.01 indicates statistical significance
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7.7.

PREDICTORS OF CHANGE

Training was shown to be effective in enhancing perceptions of self-confidence among
community pharmacy staff (Table 7.14), and their motivation for working with mental health
consumers and caregivers (Table 7.29 and Table 7.30). Multiple regression analysis was
conducted to identify the predictors of this change using i) the T1 to T2 change in motivation as
a criterion, and responses to the 5 post-intervention CAS scores as an index of behavioural
intention. Descriptive statistics and correlations among variables for behavioural intention are
presented in Table 7.35, and for change in motivation are presented in Table 7.36.

In the first analysis, the dependent variable was behavioural intention as indicated by the sum of
the 5 CAS statements common to both roles at T2. The predictors were change (T2 – T1) in
participants’ attitudes assessed by the four subscales of the DAQ (i.e. Role, Patients, Cause,
Treatment approach), and as assessed by the MIA (i.e. Negative stereotypes and Recovery), and
whether participants had more or less than five years of community pharmacy experience. In the
second analysis, the criterion variable was the change in participants’ motivations and the
predictor variables were their T2 scores for confidence and skills, the 4 DAQ subscales and 2
MIA subscales, and whether participants had more or less than 5 years of experience in
community pharmacy.

Predicting change in self efficacy

Exploratory analysis of the data revealed that the distributions of the criterion variable:
behavioural intention and independent variables were normally distributed and there were no
outlaying cases. Zero-order correlations (Table 7.35) showed that change in participants’
attitudes towards Treatment approach, Role and Patients were negatively correlated with their
behavioural intention in mental health. That is, reductions in stigmatising attitudes about mental
illness and towards those who experience mental health problems were significantly associated
with higher behavioural intention. Similarly, the reduction in negative stereotypical beliefs
about people who experience mental health problems was associated with increased behavioural
intention. More positive beliefs about people’s journey towards recovery from mental illness
and those who had more than 5 years of community pharmacy practice experience were also
positively associated with greater behavioural intention. No significant correlations were
observed for participants’ change in their DAQ subscale Cause, and thus the subscale score was
omitted from the regression model.
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Table 7.35: Zero-order correlation, mean and standard deviations for variables predicting behavioural intention (n = 566)
Variables

1

2

3

4

5

6

7

1. Behavioural intention

2. Change in Treatments approach

-0.09*

0.60

0.21**

4. Change in Role

-0.21**

0.38**

0.21**

5. Change in Patients

-0.11**

0.32**

0.17**

0.28**

6. Change in Negative stereotypes

-0.17**

0.33**

0.17**

0.36**

0.36**

7. Change in Recovery

0.19**

-0.04

-0.03

0.02

0.04

-0.18**

8. Year of community pharmacy
experience

0.14**

-0.05

-0.01

-0.01

0.83

0.02

3. Change in Cause

0.09*

8

Mean

SD

27.5

4.4

-1.4

5.1

-0.6

3.5

-1.8

6.0

-4.6

4.1

-2.2

3.9

0.6

5.1

< 5 years n = 185
≥ 5 years n = 353

Note: ** p < 0.001, * p < 0.05.
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Table 7.36: Zero-order correlation, mean and standard deviations for variables predicting change in motivations (n = 566)
Variables

1

2

3

4

5

6

7

8

1. Change in motivation

2. Behavioural intention

0.24**

3. Treatment approach

-0.22**

-0.26**

4. Cause

-0.11*

-0.07

0.39**

5. Role

-0.15**

-0.32**

0.52**

0.35**

6. Patients

-0.17**

-0.22**

0.56**

0.34**

0.40**

7. Negative stereotypes

-0.21**

-0.35**

0.58**

0.35**

0.51**

0.63**

8. Recovery

0.12**

0.21**

-0.15**

-0.06

-0.10*

-0.07

-0.28**

9. Community pharmacy practice
experience

0.13**

0.13**

-0.18**

-0.05

-0.14**

-0.09*

-0.13**

0.04

9

Mean

SD

4.2

6.3

27.6

4.3

24.1

5.4

14.5

3.1

27.7

5.8

18.2

3.5

12.7

4.2

32.0

4.4

< 5 years n = 185
≥ 5 years n = 353

Note: ** p < 0.001, * p <0.05.

191

In combination, the predictors explained 11.4% of the variability in behavioural intention at T2,
(R2 = 0.114, F (6,529) = 11.36, p < 0.001. Results for the multiple regression analysis are
summarised in Table 7.37.

Table 7.37: Summary of regression predicting behavioural intention in a mental health
care role
Behavioural Intention

β

t

p

Treatment approach

0.034

0.742

0.458

Role

-0.190

-4.074

<0.001

Patients

-0.047

-1.036

0.302

Negative stereotypes

-0.089

-1.853

0.064

Recovery

0.172

4.068

<0.001

Experience in community pharmacy

0.135

3.277

0.001

Participants’ behavioural intention post-training was significantly associated with their change
their DAQ subscale score for Role, MIA subscale scores for Recovery, and participants’ years
of community pharmacy experience (Table 7.33). Change in participants’ attitudes towards their
role in mental health was the strongest of these predictors closely followed by change in their
beliefs about recovery from mental illness. Specifically, the smaller the value of participants T2
– T1 score for the DAQ subscale Role, the greater their perception of self –efficacy at T2, while
the higher the difference in Recovery scores, the greater their behavioural intention.
Participants’ community pharmacy practice experience was also a significant predictor of their
behavioural intention, with those having greater than 5 years of practice experience showing
greater behavioural intention. Although change in participants’ beliefs as assessed by the MIA
Negative stereotypes subscale (higher scores indicate more negative attitudes) approached
significance (β = -0.089, p = 0.064), the other variables assessed (difference in Treatment
approach and Patients) did not increase predictions of participants’ behavioural intention.
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Predicting change in motivations

Exploratory analysis of the data revealed the distributions the criterion variable: change in
motivations contained 4 outlying cases. These were excluded from analysis. The independent
variables (T2 scores for Behavioural intention, Treatment approach, Cause, Role, patients,
Negative stereotypes and Recovery) were normally distributed and there were problematic
cases. Zero-order correlations indicated that participants’ behavioural intention and beliefs
about recovery from mental illness were positively correlated with their change in motivations
for working with mental health consumers and caregivers (Table 7.32). That is, the higher
participants’ perceived themselves to be confident and skilled in mental health, and the more
positive their beliefs about consumers’ ability to recover from mental illness, the greater the
change observed in their motivations scores from T1 to T2. Participants’ T2 scores for
Treatment approach, Cause, Role, Patients and Negative stereotypes were negatively correlated
with their change in motivations. That is, the lesser their stigmatising attitudes and negative
beliefs, the greater their motivations for working with mental health consumers and caregivers.
Participants’ community pharmacy experience was positively correlated with their change in
motivations. That is, after the training those who had more than 5 years community pharmacy
experience were more likely to display greater motivations for working with consumers and
caregivers. No significant correlations were observed for participants’ change in their DAQ
subscale Cause, and thus this variable was omitted from the regression model. Likewise,
participants’ community pharmacy experience was positively correlated with their change in
motivations.

Results of the multiple regression analysis are summarised in Table 7.38. In combination, the
predictors explained 11.8% of the variability in participants’ increased motivation for working
with mental health consumers and caregivers at T2, (R2 = 0.118, F (8,528) = 8.81, p < 0.001).
Participants’ increased motivation for working with mental health consumers and caregivers
within their practice roles was significantly predicted by their T2 behavioural intention and by
their attitudes and beliefs as assessed by the DAQ subscale Treatment approach and MIA
subscale Recovery. Participants’ belief about recovery from mental illness was the strongest
predictor for their increased motivation. Specifically, the more positive their beliefs that people
can recover from mental illness, the greater their motivations for working in a mental health
care role. The more positive the participant’s behavioural intention and the lesser their
stigmatising attitudes about the treatment of mental illness, the greater the increase in their
motivations for working in a mental health care role. Participants’ attitudes and beliefs as
assessed by the DAQ subscales Cause, Role, Patients, and MIA subscales Negative stereotypes,
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did not increase predictions of participants’ positive change in motivation at T2, nor did their
years of community pharmacy practice experience.

Table 7.38: Predictors of change in motivation towards role in mental health
Change in motivation

β

t

p

Behavioural intention

0.124

2.654

0.008

Cause

-0.133

-2.311

0.021

Treatment approach

-0.047

-1.024

0.306

Role

-0.007

-0.143

0.886

Patients

-0.067

-1.164

0.245

Negative stereotypes

0.033

0.521

0.602

Recovery

0.157

3.485

0.001

Experience in community pharmacy

0.067

1.599

0.110

It is interesting to note, when viewed according to their practice role, the predictors explained
only 9.3% of the variability of the increased motivation at T1 for pharmacists (R2 = 0.093, F (8,
338) = 4.349, p < 0.001 when compared with 15.9% for support staff (R2 = 0.159, F (8, 181) =
4.290, p < 0.001. Specifically, the increased motivation among staff at T2 is mainly attributed to
improved behavioural intention, more positive beliefs about recovery from mental illness and
less stigmatising attitudes about the treatment of mental illness.

7.8.

SUMMARY OF KEY FINDINGS AND DISCUSSION

Pre and post-training comparisons revealed four major findings: 1) training had a positive
impact on the actual or intended practice behaviour of community pharmacy staff, 2) training
was effective in enhancing aspects of mental health knowledge, 3) training was effective in
reducing negative attitudes and beliefs, and improved motivation amongst staff, and 4) the
improvements in motivation and behavioural intention were related to the effectiveness of the
training on reducing stigmatising attitudes and beliefs and perceptions of barriers among
community pharmacy staff. These findings are discussed accordingly.

Impact of training on practice behaviour

The positive impact of providing mental health educational support to community pharmacy
staff was demonstrated across the majority of aspects being investigated. Before training
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pharmacists’ lack of confidence to interact with mental health consumers and caregivers and
with other health professionals may have negatively impacted on their practice behaviour,
resulting in missed opportunities for optimising care (253). After training, pharmacists reported
they spoke to more consumers and caregivers, and sought advice and support from others with
or without expert knowledge in the mental health area. In addition, pharmacists reported
increased intention to implement mental health as an area of focus for their PPI activities. These
findings demonstrate enhanced confidence among pharmacists in working with mental health
consumers and caregivers and other health professionals and align with outcomes as predicted
by the TPB in terms of improving behavioural intentions (219, 225, 285, 286). From the
perspective of consumers and caregivers, having the pharmacists speak to them about their
medication and display concern about their general health was well received and strongly linked
to a reduced perception of stigma and the establishment of trusting relationships and ascribed
benefits that ultimately resulted in better health outcomes for consumes and caregivers (247,
249). However, it remains after training that over 50% of pharmacists were not talking to the
consumer or caregiver when providing or dispensing antidepressants thus missing opportunities
to optimise QUM. This is a clear area of deficiency that must be addressed, not only enhance
their role in mental health but to meet their professional obligations. While it also remains to be
seen how pharmacists’ increased confidence in speaking with other health professionals will
impact on the formation of collaborative relationships that may result in more coordinated care
for mental health consumers and caregivers, this finding highlights a positive alignment with the
objectives of current policies and guidelines for pharmacists role mental health care (8, 74, 118).

Training also had a positive impact on the practice behaviour of support staff that align with
their expected practice role of supporting the dispensing process and the sale of S2 and S3
medications (83). After training support staff were more likely to incorporate questioning during
their interaction with consumers (thereby identifying potential concern), and to refer to other
health professionals (and given their practice setting, most likely the pharmacist) when
concerned about a person’s mental health. Again, these findings are align with expectations of
improved behavioural intention towards providing care as predicted by the TPB (225).
However, it is difficult to assess the implication of the finding that support staff are less likely to
chat informally. Reflecting on previous research among mental health consumers and
caregivers, informal chatting by support staff was at times considered to be time wasting and
information and advice provided by support staff were at times, not valued by the recipient
(247). When considered in alongside the other two, this may indicate a streamlining of
counselling where support staff now less likely to chat non-specifically and more confident to
ask specific questions as part of their medication counselling
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Impact of training on knowledge

Training did not improve the ability of staff to recognise the symptoms of anxiety and
depression or change their views about a number of treatment options in the management of
both. Consistent with pre-training findings, pharmacists were significantly better than support
staff at recognising the symptoms of both anxiety and depression, and staff differed
significantly in their views about the helpfulness of a range of treatments for depression.
Notably after training, pharmacists were significantly less likely to recommend herbal sleeping
remedies to assist in managing symptoms of anxiety. In terms of recommendations for the
management of depression, the training changed the views of pharmacists in 5 out of the 21
treatment options that reflected improved knowledge of pharmacotherapy, but changed only 1
of the 21 options for support staff. Support staff rating of the helpfulness of complementary and
alternative therapies remained well above those of pharmacists. These findings are not
unexpected given the in depth training that pharmacists receive in pharmacotherapy.

As

previously

discussed,

these

differences

may

highlight

inconsistencies

in

the

recommendations made by staff that may cause confusion among consumers and caregivers
about what treatment is actually best. Of greater concern is that if a consumer presents at a
pharmacy exhibiting symptoms of anxiety and depression as depicted by Sue and Mark
respectively, the greater inclination among support staff to recommend complementary and
alternative therapies may result in missed opportunities for early diagnosis and intervention
through appropriate referral. This concern is further heightened by previous research findings
that over 70% of consumers accessing community pharmacy services will interact only with a
support staff and not with the pharmacist during their visit (250). Findings of the current study
highlights a clear need for the inclusion of contextualised evidenced based, non-biased
information about treatment options for depression and anxiety to be incorporated into the
training modules for support staff. This also highlights the need for the inclusion of such
information in the qualifying programs for support staff which currently does not include any
mental health competency standards (82, 84, 318). It should be noted that the educational
package did not contain this information. Optimisation of the training package should include
modules for support staff containing information as outlined above. Additionally, adherence to
protocols of referring to pharmacists (83, 294) need to be reinforced.

The training significantly improved pharmacists antidepressant knowledge with more
pharmacists identifying two weeks as the time for the beneficial effects of taking the medication
to start to manifest and six months as the likely duration of treatment for first episode of
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depression (280). Pharmacists’ knowledge of medication side effects also improved
significantly with more pharmacist indicating they would inform the consumer about possible
gastrointestinal irritation (resulting in diarrhoea), and agitation as possible side effects of the
medication. These findings are even more significant when considered that prior to training,
only approximately 40.0% of participants indicated they would advise the consumer about
either of these side effects. This may also be a reflection of an increased incorporation of CMIs
as part of their medication counselling. That is, if pharmacists were increasing their regular use
of CMIs, then it is likely they will retain information in the CMI and in doing so, perform better
in the knowledge test post-training.

A lack of knowledge regarding what to expect, precautionary measures to minimise medication
side effects, and what to do should side effects be experience, or becomes severe or intolerable,
have been shown to negatively impact on medication adherence, particularly for people starting
a new treatment (70, 148, 299). The negative impact of not receiving proper counselling may be
demonstrated through the omission of warning about agitation as a possible medication side
effect. For a person prescribed an SSRI in the treatment of anxiety, agitation may be
misinterpreted as the medication not having a beneficial effect causing the consumer to
discontinue treatment that may carry a range of negative consequences. With consumers having
already expressed a clear wish to be informed about medication side effects and to be advised
on how to manage these side effects (247), pharmacists’ enhanced knowledge may result in
more appropriate counselling being provided that may in turn promote quality use of medicines
and subsequent improvement in health outcomes.

Pharmacists improved knowledge extended to include the need for a switching plan and to
monitor the consumer’s blood pressure and pulse rate when stopping one antidepressant and
before starting another (280). They were also more likely to contact the doctor to discuss their
concerns when they identified a medication related problem, and reported an increased level of
comfort in working with the consumer to resolve their medication related issues. These are
significant findings as previous research identified pharmacists’ lack of confidence to be a
major barrier in limiting their interaction and subsequent delivery of care for mental health
consumers and caregivers (65, 66, 141).
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Impact of training on attitudes, beliefs, confidence and skills, and motivation and barriers

Changes in the response to scales assessing staff attitudes and beliefs demonstrate the
effectiveness of training in improving positive attitudes, and in reducing negative attitudes and
beliefs. Pharmacists showed positive changes in all four aspects of attitudinal measures while
positive changes were observed in three out of four aspects for support staff. These changes
indicate that after training, staff held more optimistic attitudes and beliefs about the course of
mental illness and recovery from mental illness, displayed greater understanding and empathy
toward people who experience mental health problems, were more positive about their role and
contribution to caring for people who experience mental health problems, and showed greater
acceptance that mental illness such as depression and anxiety were real diseases and people who
experience these require treatment and support. Positive changes in scale assessing beliefs
indicate reduced negative stereotypical views among both pharmacists and support staff, and
more optimistic beliefs about treatment outcomes among pharmacists. Positive changes cross all
statements of the scale that assessed confidence and skills highlight the effectiveness of the
training in enhancing all aspects under investigation for both pharmacists and support staff.
These findings demonstrate that training can positively impact the attitudes and beliefs of
community pharmacy staff. In preliminary studies that informed the development of the
educational package (241), stigma and discrimination experienced by mental health consumers
and caregivers within community pharmacy settings as a result of interaction with staff were
reported to result in deterioration of self-esteem alongside a spectrum of negative consequences
and was identified as a major barrier limiting pharmacy being perceived as a safe health care
space among mental health consumers and caregivers and the valuing of pharmacy services
(247-249). These findings offer significant hope that among community pharmacy staff, mental
health consumers will be considered to be no different from any other consumer and for the
delivery of pharmacy services to occur without judgement as clearly already expressed (247249).

It is important to note that prior to and after the training, there were differences between
pharmacists and support staff in attitudes and beliefs that extended beyond the expected higher
confidence and skills of pharmacists given that pharmacists receive mental health specific
education and training as part of their qualifying programme (103). In general, support staff
hold less positive attitudes and beliefs towards mental health consumers and caregivers, about
treatment outcomes and about their own role and potential contribution to improving mental
health care. While there was a convergence of attitudes and beliefs after training, many
differences remained between the two groups. This highlights an ongoing need for further in198

depth training focused on eliminating negative attitudes and beliefs, particularly among support
staff. The benefits of providing on-going training to support staff in eliminating stigmatising
attitudes and beliefs and improving service for a similarly vulnerable group of consumers (drug
misusers) has already been demonstrated in a recent United Kingdom study (319). Providing
ongoing educational support in the Australian context could further benefit mental health
consumers and caregivers by eliminating existing stigmatising attitudes and beliefs.
Improvements in motivation and reduced perceptions of barriers were also found among
pharmacists and support staff for working with mental health consumers and caregivers with in
their current practice setting. These findings provide further confidence that improved outcomes
for mental health consumers and caregivers may be achieved through the provision of
community pharmacy services delivered by knowledgeable, engaged and motivated staff.
Participants’ feedback about the training confirmed the effectiveness of using consumer and
caregivers’ lived experience to provide contextual evidence that promoted greater
understanding, and the online delivery to promote uptake. The findings strongly support
widespread implementation of the educational package among the existing workforce.

Impact of training on intentions to optimise care for mental health consumers and
caregivers

Findings from regression analysis revealed participants improved motivations and enhanced
behavioural intention in a mental health care role were predicted by their attitudes and beliefs
about people who experience mental health issues and recovery from mental illness.
Specifically, improved behavioural intention was attributed to their improved outlook about the
role they can play in mental health and more positive beliefs about recovery from mental illness.
Positive change in motivation was correlated with participants’ enhanced behavioural intention,
and reductions in stigmatising attitudes and beliefs. These findings provide clear evidence for
the effectiveness of the educational package in promoting the intention of community pharmacy
staff to optimise care for mental health consumers and caregivers and to advance their role in
mental health care. These findings also support the application of the TPB framework in the
development of educational interventions that target key components of behavioural intentions
in order to affect behavioural change among community pharmacy staff. Indeed, a body of
evidence exists to support the application of TPB framework to health professional education
that aims to positively enhance practice behaviour (214, 216, 223, 224, 285, 286). The impact of
the educational package was also evaluated from the consumer and caregiver perspective by
comparing their baseline and follow-up responses to the Exit Interview Questionnaire. The
findings are presented in Chapter 8.
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CHAPTER 8: IMPACT OF TRAINING ON EXPERIENCES AND
PERCEPTIONS

This chapter presents the results from Study 2b that sought to answer the research question Did
staff completing mental health training change the experiences of consumers and caregivers?
(Table 3.1). Learning about consumers and caregiver experiences is important to ascertain
whether changes in the knowledge and skills of staff after training have translated into actual
practice change. Exploring participants reflection of their experiences throughout the research
process is not only important for determining whether awareness raising during the research has
impacted on their perceptions about the role of community pharmacy staff in mental health, but
also for understanding their personal experiences that may be provide further insights and
lessons for future research. The grouping of participants for analysis, comparisons of their
demographic characteristics and changes in the management of their mental health since the
previous interview are presented in section 8.1. This is followed by comparisons of their
pharmacy experiences and level of satisfaction in section 8.2. Participants’ observations about
the behaviour of staff and their reflection of their experiences as a participant in the current
research are presented in section 8.3. The key findings of Study 2b are summarised and
discussed in section 8.4. This chapter also presents a summary the key findings from studies that
comprised the thesis (section 8.5).

Summary of study aims and methods

The aims of this study were to assess the impact of providing mental health training to
community pharmacy on the experiences of consumer and caregiver experiences, and their
perception about role of community pharmacy staff in mental health.

Follow-up exit interviews (conducted within 72 hours of participants having visited their
community pharmacy) were conducted according to the timeframe provided in Appendix F. As
described in Chapter 3, this round of interviews fell after the pharmacy staff training was
delivered. The impact of the training was assessed from the perspective of consumers and
caregivers by comparing experiences and level of satisfaction before and after training using
chi-square, t-tests and analysis of variance (ANOVA). Open responses to questions asking
participants to describe their observations and to reflect on their experience of participating in
the research were assessed to provide insights not reflected in the quantitative data. For analysis,
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participants were divided in to groups according to whether they had attended the same
pharmacy for multiple interviews and whether the pharmacy had one or more staff members
who had completed training (see Appendix F for detail of the design and content of the
training).

8.1.

PARTICIPANT GROUPS, DEMOGRAPHICS AND CHANGE IN MENTAL
HEALTH STATUS

The grouping of participants for pre and post-training comparison is illustrated in Figure 8.1.

Same pharmacy visited
pre and post training
implementation
n = 131
Pharmacies visited
between pre and posttraining implementation
n = 210
Different pharmacies
visited
n = 79

Group 1
Trained pharmacy
n = 67
Group 2
Untrained pharmacy
n = 64
Group 3
Untrained pharmacy
n = 38

Figure 8.1: Participant groups

Group 1 participants are those who visited the same pharmacy at E1 and E2 and / or E3, where
the pharmacy had at least one trained staff member. Group 2 participants are those who had
visited the same pharmacy at E1 and either E2 and / or E3 where the pharmacy did not have a
staff member who had completed the training. Group 3 participants are those who visited a
different pharmacy from that named in their E1 interview and the pharmacy did not have a staff
member who was trained. The remainder of E1 participants are those who had visited different
pharmacies that were a combination of trained and untrained are excluded from the analysis. Of
the 210 consumers and caregivers who participated in baseline (E1) interviews, 179 people
completed at least two interviews over the study period, thus indicating a high retention rate.
There was also a high degree of pharmacy loyalty with approximately 73% of participants
indicating they had visited the same pharmacy in at least two of the 3 interviews. The majority
of participants indicated their primary reason for visiting the pharmacy was to have a
prescription dispensed (E1 = 93.8%, E2 = 85.6%, E3 = 87.7%). The demographic characteristics
of the exit interview participants are presented in Table 8.1
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Table 8.1: Summary of participant demographic characteristics according to Group
codes.
Total

Group 1

Group 2

Group 3

(%)

(%)

(%)

(%)

n = 210

n = 67

n = 64

n = 38

Consumer

172 (81.9)

55 (82.1)

47 (73.4)

34 (89.5)

Caregiver

15 (7.1)

6 (9.0)

7 (10.9)

1 (2.6)

Both

23 (11.0)

6 (9.0)

10 (15.6)

3 (7.9)

164 (78.1)

49 (73.1)

57 (89.1)

38 (84.2)

47.3 ± 13.0

49.8 ± 12.6

50.1 ± 12.7

41.6 ± 10.9

Australian

151 (82.1)

46 (82.1)

46 (82.1)

27 (79.4)

Other

33 (17.9)

10 (17.9)

10 (17.9)

7 (20.6)

183 (87.1)

57 (85.1)

57 (89.1)

31 (81.6)

42 (23.2)

18 (31.6)

10 (17.9)

7 (21.2)

39 (21.5)

6 (10.5)

16 (28.6)

6 (18.2)

4 (2.2)

1 (1.8)

2 (3.6)

1 (3.0)

Retired / Pension

54 (29.8)

19 (33.3)

19 (33.9)

8 (24.2)

Student

10 (5.5)

2 (3.5)

1 (1.8)

4 (12.1)

32 (17.7)

11 (19.3)

8 (14.3)

7 (21.2)

Role

Gender
Female
Age (years)
Mean
Cultural background

Language
English
Employment status
Contract / Casual / Parttime
Full-time
Home duties / Unpaid
caregiver

Unemployed / On leave
without pay
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Overall, the majority of participants were female and identified themselves as consumers. All
three groups of participants are similar, with no significant differences between them in any of
the demographic variables. At the follow up interviews, participants role remained similar with
the majority identifying themselves as consumers (E2 = 82.0%, E3 = 79.8%).

Table 8.2 summarises the percentage of participants who reported changes in the management
of their mental health in follow-up interviews. Approximately half of all participants indicated
there had been changes in their health status and / or the management of their mental health at
E2 and / or E3 regardless of whether they had visited a pharmacy where staff had undergone
training or otherwise. The majority of these changes were medication related and included
dosing changes, addition of new medication to existing therapy, cessation of one or more
medication, and switching of antidepressants. Changes relating to health status (e.g.
hospitalisation and new diagnosis), and in health care providers that included GPs and / or
psychiatrists were also indicated.

Table 8.2: Percentage participants who reported changes in the management of their
mental health
Experienced change in mental
health since last interview

E2 (%)

E3 (%)

p - value

Group 1

29/64 (45.3)

28/64 (43.8)

0.859

Group 2

36/56 (61.4)

33/56 (61.1)

0.819

Group 3

18/36 (51.4)

16/34 (47.1)

0.806

p - value

0.210

0.234

Note: Chi-square test, p < 0.01 indicates statistical significance.

8.2.

EXPERIENCE AT THE PHARMACY

Table 8.3 summarises participants experience at the pharmacy. Approximately 50% of all
participants reported they had collected one item, 40% collected between two and four items,
and 10% collected five or more items. While over the three interviews the data appear to
indicate a reduction in the percentage of those who had collected one item with a corresponding
increase in those who collected two or more items, these differences are not statistically
significant. There were also no differences in the number of items that each group collected at
each pharmacy visit. Across the three interviews, the majority of participants waited less than
10 minutes for their prescription to be dispensed.
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Table 8.3: Number of prescription items collected and time spent waiting for prescription to be dispensed
Group 1

Group 2

Group 3

n = 67

n = 64

n = 38

E1

E2

E3

E1

E2

E3

E1

E2

E3

(%)

(%)

(%)

(%)

(%)

(%)

(%)

(%)

(%)

1

29 (46.0)

27 (48.2)

18 (36.0)

30 (48.4)

32 (64.0)

23 (44.2)

18 (55.6)

18 (54.5)

11 (36.7)

2 to 4

24 (38.1)

25 (44.6)

25 (50.0)

25 (40.3)

13 (26.0)

26 (50.0)

14 (38.9)

14 (42.4)

14 (46.7)

5 or more

10 (15.9)

4 (6.3)

7 (14.0)

7 (10.9)

5 (10.0)

3 (5.8)

2 (5.6)

1 (3.0)

5 (16.7)

Less than 10 minutes

42 (65.6)

32 (53.3)

45 (80.4)

33 (54.1)

36 (66.7)

42 (77.8)

24 (66.7)

16 (48.5)

22 (66.7)

10 to 20 minutes

7 (10.9)

14 (23.3)

8 (14.3)

12 (19.7)

7 (13.0)

7(13.0)

6(16.7)

11 (33.3)

9 (27.3)

21 to 30 minutes

2 (3.1)

2 (3.3)

3 (5.4)

3 (4.9)

-

-

1 (2.8)

1 (3.0)

-

13 (20.3)

12 (20.0)

-

13 (21.3)

11 (20.4)

5 (9.3)

5 (13.9)

5 (15.2)

2 (6.1)

Number of medication items

Waiting time

Other e.g. pre-arranged
time
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Table 8.4 summarises the number of participants reporting they collected a new medication at
follow up interviews. Over 10% of participants collected at least one new medication. Statistical
comparisons between groups at E2 and E3 and within groups across time could not be made due
to limited data. However, participants in all three groups at both follow-up interviews were
collecting at least one new medication. This highlights the need for both verbal and written
medication information. It should follow that a higher percentage of participants in Group 1 will
report increased interaction with staff and the receipt of medication counselling if the training
had a positive effect on the behaviour of staff in this service provision.

Table 8.4: Participants reporting they collected at least one new medication

E2 (%)

E3 (%)

Group 1

7/60 (11.7)

10/67 (14.9)

Group 2

5/54 (9.3)

3/63 (4.7)

Group 3

7/33 (21.3)

5/38 (13.2)

Participants

To investigate the impact of training on the behaviour of staff when rendering services and the
subsequent impact on consumer and caregiver experiences, comparisons were made between (i)
verbal and written information and (ii) level of satisfaction in aspects of the service received.
Participants’ report of their receipt of verbal and written medication information is presented in
Table 8.5. Overall, only approximately 40% of participants across the two follow-up interviews
spoke with a staff member about their medication or a health related issue during their visit to
the pharmacy, and only approximately 9% reported the receipt of written information
irrespective of whether they attended a trained or untrained pharmacy. While in the follow-up
interviews, higher percentages of participants in groups 1 and 3 indicated they had received
verbal counselling, chi-square tests showed no significant change between baseline and followup experience of participants each groups. Additionally, while a higher percentage of
participants (across all three groups) reported they received written information in their followup visit, there was insufficient data for meaningful statistical comparison.
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Table 8.5: Participants reporting receipt of verbal medication counselling at baseline and
in follow-up interviews
E1 (%)

Follow-up (%)

p - value

Engaged in conversation with staff
Group 1

20 (30.3)

22 (37.9)

0.371

Group 2

22 (37.3)

21 (35.6)

0.848

Group 3

12 (32.4)

14 (40.0)

0.504

Group 1

3 (4.6)

8 (12.1)

-

Group 2

5 (7.8)

5 (7.9)

-

Group 3

2 (5.9)

3 (7.9)

-

Received written information

Note: Chi-square test, p < 0.01 indicates statistical significance.

Rating of pharmacy experience
Participants’ rating on a 10 point likert-scale (where 1 = low rating and 10 = high rating) at
baseline and in the follow-up visits were compared according to the following questions:
1) How happy were you with the waiting time?
2) If you spoke to a staff member about your prescription, medication or related issue:
How helpful was the conversation? How happy were you with the conversation? How
satisfied were you with the conversation? And how well do you feel your privacy and
confidentiality were maintained during the conversation?
3) How would you rate this pharmacy visit overall

Participants rating of their pharmacy experience in follow up interview are presented in Table
8.6. There were no significant changes in participants’ rating of their level of satisfaction with
the service they received from community pharmacy staff across time. No significant
differences were observed between groups at baseline or at follow-up interviews. Consumer and
caregiver level of satisfaction with their interaction with staff along the service dimensions
could not be compared post-training due to insufficient data for the follow-up visit. Therefore,
training did not appear to impact participants’ level of satisfaction with their pharmacy
experience. Note, the satisfaction level was already high at E1 and remained high in follow-up
interviews.
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Table 8.6: Change in rating of satisfaction with pharmacy experience over time
Mean Score
(E1)

Mean Score
(Follow-up)

p - value

Level of satisfaction with waiting time


Group 1

8.6

8.9

0.329



Group 2

8.1

8.0

0.841



Group 3

8.1

7.4

0.190

Helpfulness of conversation


Group 1

7.6

7.3

0.840



Group 2

7.9

8.3

0.752



Group 3

5.8

8.7

0.133

Happiness with conversation


Group 1

8.9

8.1

0.140



Group 2

7.9

8.4

0.693



Group 3

6.5

8.7

0.378

Satisfaction with the conversation


Group 1

8.9

8.3

0.280



Group 2

7.9

8.4

0.693



Group 3

6.2

8.8

0.187

Maintenance of privacy and confidentiality


Group 1

9.0

8.6

0.689



Group 2

7.7

7.6

0.924



Group 3

8.0

7.7

0.638

Overall rating of pharmacy visit


Group 1

8.8

9.0

0.399



Group 2

8.5

8.4

0.666



Group 3

7.8

7.6

0.631

Note: Paired sample t-test, p < 0.01 indicates significance.
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8.3.

OBSERVATIONS AND PERSONAL REFLECTIONS

In the follow up interviews participants were asked to indicate whether they had noticed change
in the behaviour of staff over the course of the study, and to reflect on their own experience and
to comment on whether participating in the research had changed their perception about the role
of community pharmacy in the management of their mental health. Qualitative content analysis
was used to search for evidence of behaviour change. Quotes have been identified with the
following codes to indicate whether the participant was a consumer (C), caregiver (CA) or both
(C / CA), followed by a unique identifying number. The codes G1, G2, G3 indicate the group.

Change in behaviour of staff

Participants reports of change in the behaviour are presented in Table 8.7.

Table 8.7: Participants reporting they noticed differences in the behaviour of staff
Noticed differences in pharmacy

E2 (%)

E3 (%)

p - value

Group 1

15/64 (27.8)

13/64 (20.3)

0.669

Group 2

20/59 (31.8)

22/55 (40.0)

0.599

Group 3

10/36 (27.8)

8/34 (23.5)

0.684

p - value

0.436

0.067

services / behaviour of staff

Note: Chi-square test, p < 0.01 indicates statistical significance.

Of the 158 participants who completed E2 interviews and 152 who completed E3 interviews,
approximately 30% indicated they had noticed a difference in the behaviour of staff, service that
they received and / or had experienced change in their relationship with the pharmacy team.
While at E3, only approximately 20.0% of participants in Groups 1 and 3 indicated they had
noticed changes when compared to 40% of participants in Group 2, Chi-square testing did not
show significant differences between the groups (p = 0.067). Across the two follow-up
interviews, a total of 67 people provided comments relating to the change they had noticed and /
or experienced. Of these, 55 (82.1%) were positive in nature as summarised in Table 8.8.
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Table 8.8: Participants reporting they noticed positive change(s)
E2 (%)

E3 (%)

Group 1

12 (80.0)

9 (75.0)

Group 2

15 (83.3)

17 (77.3)

Group 3

6 (60.0)

8 (100.0)

Some of the positive comments related to physical changes in the pharmacy layout for example,
the pharmacy has a new consultation area. The majority appeared to relate to the receipt of one
or more core elements of PCC and the subsequent positive impact on participants’ relationship
with the pharmacy team as summarised in Table 8.9. Comments that reflected negative changes
noticed or experienced by participants at follow-up interviews appeared to indicate omission of
one or more elements of PCC and changes in staffing at the pharmacy that had a negative
impact of participants’ experience. Interestingly, participants in Group 3 tended to compare their
experiences for different pharmacies they had visited between interviews. Their comments
highlight differences in participants’ perceptions of staff knowledge and skills of staff, and in
participants’ satisfaction with the services received at pharmacies where relationships had not
been established.
They’re getting very slack in their politeness. They never approach me or say hello when I walk
in. (C839G1)

I have noticed there has been a change in staff, with not as many familiar faces. I find the visit
not as satisfying when this happens. Everyone used to know me by name, even if I wasn’t sure of
theirs. (C / CA622G2)
The discount pharmacies don’t have good access to the pharmacist and where you do, they are
often unfamiliar with the drug and need to research the answer to questions on interaction with
other medicines. (C630G3)

In my local chemist, the staff have been more supportive and advice giving and more questions
about my medicines. They try and help me manage, whereas the [pharmacy name] crowd seem
to just want to make a sale. (C1456G3)
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Table 8.9: Participants comments about the behaviour of staff in follow-up interviews
summarised according to elements of PCC
Individualised care
The owner is more friendlier and wanting to know me personally. More personalised and
open to communication and chat about general stuff. (C1248G1)
They know me and address me by name now which is nice. (C512G1)
I think the relationship with the staff is getting better because they’re starting to get to
know me since I have been going there regularly. (C572G1)
They are a lot more attentive, they are more talkative and more focused on my experience
in the pharmacy. The pharmacist is on hand if I need to ask questions. I don’t have to wait
long, only about 5 minutes or so. (C581G2)
They are getting to know me better and they strive to have a personal relationship with
their customers. I am very impressed that they greet me by my name. (C696G3)
They have changed hands and the pharmacy staff have been exceptionally good. They seem to
offer more personalised service. (CA675G3)
Holistic care
I have noticed a remarkable change for the better since our last interview. (C1425G1)
I have noticed a positive change. They ask me how I am going etc., and have a friendlier
demeanour about them. (C / CA610CG3)
Empowering care
More communication is happening between staff and customers. (C682G2)

It is interesting that when my dose changed, one the pharmacists noticed it wasn’t my
regular amount and expressed interest…assumed it had gone down and that I was doing
better. (C604G2)
Respectful care
They’ve always been kind and treat customers well. (C1513G1)
Huge improvement from when I started going. When I initially went in, they looked me up and
down. It was really obvious and made me feel terrible…there was such a change in their
manner. As time went on there was a big improvement. (C1022G2)
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Self-reported changes and personal reflections
Analysis of participants’ personal reflections and response to the question “has your
participation in this research in any way changed your perception about the role of community
pharmacy staff in the management of your mental health?” was conducted to provide further
insights about the impact of the training that could not be determined by comparing quantitative
data. Three over-arching themes emerged analysis of the data: i) room for improvement, ii)
raised awareness about the range of community pharmacy services and the capabilities of staff
in a mental health care role and iii) changed behaviour.

Room for improvement

The majority of participants acknowledged their participation in the current research increased
their understanding about their own specific medication-related needs and the needs of others
who experience similar ill health. There was appreciation among participants that the research
was highlighting mental health and the information they provided was being used to improve
the care they receive from their community pharmacy:

It has made me think more deeply about what I require from pharmacy and made me reflect on
which pharmacy is most reliable to go to and on seeking advice where I can feel confident
seeking advice. (C498G1)
I didn’t think anyone cared that much about people and their medication…I think the research
is really important. (C1513G1)

The need for community pharmacy to improve in their service provision for mental health
consumers and caregivers was highlighted by consumers who had repeatedly experienced poor
service quality. One consumer stated that they had come to accept this as the norm and did not
have high expectations prior to participating in the research. Another participant expressed
anger towards community pharmacy after experiencing repeated unmet medication information
needs, and questioned the impact of this on other mental health consumers who may not have
been as able or proactive in seeking information:
I don’t know if this is right, but before I would have just accepted bad behaviour. But knowing
that a survey is being done can change that. (C1022G2)
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I am disgusted with the way in which I am received and treated in many pharmacies. I wonder
then, where would I stand if I had not the education and intelligence to be able to adequately
take care of myself, where pharmacies fail dismally. Where do those people stand, who have not
the ability to research and find answers and to know all that is needed to be known with regards
to their medication, when the pharmacy lets them down?...Overall, I feel a sense of let down
from most of the pharmacies I enter. Shockingly, there are only a few pharmacies which offer
the kind of service our hard-earned money deserves. (C505G3)

Specific areas for community pharmacy to improve upon were identified as raised awareness
about the prevalence of mental illness and reduction in stigmatising attitudes, improved
communication skills and for pharmacists to be more patient focused. The development of a
mental health educational package for community pharmacy staff targeting key areas in need of
improving was welcomed by participants and acknowledged as a facilitator to improving mental
health care.
…education and training of new graduates will assist in making them more aware of the
prevalence of mental illness in the community. There is still a huge need to reduce stigma
attached to mental health issues, despite the fact that many people suffer from them. (C678G2)
…may be the pharmacist could change their attitude towards issuing drugs and be outwards
about offering a service. It makes me realise how many of them appear disinterested in the
people they serve. (C676G2)

Raised awareness

Many participants reported their involvement in the research had raised their awareness about
the range of services provided by community pharmacy and improved their understanding and
appreciation for the role and capabilities of community pharmacy staff. Subsequently, this
raised their level of expectations in both the range and quality of service.

I have memories of the two previous rounds of interviews and following both, I was more aware
of the type of service and quality of service. (C607G3)

I would expect them to be able to provide extra services, some of the ones that were
mentioned…like quit smoking. (C626G3)
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I expect them to approach me and offer help and to be provided with information, especially
regarding side effects. (C839G1)

I hope for more from my pharmacy. (C639G3)

Participants provided a range of examples of their experiences within the community pharmacy
setting that raised their awareness about the role and capabilities of staff. One participant
reflected on how seeing staff behave to protect the consumer from further stigmatisation under
challenging circumstances had helped them to appreciate their pharmacist. Another reported that
increased awareness further affirmed their appreciation of staff. For one participant,
appreciation was far reaching.

I witnessed a lady who was quite erratic and loud and noticed that the pharmacist and assistant
remained calm and collected. I sat by and appreciated the fact as this did not make the client
feel even more isolated or judged…I like my pharmacist as it seems they have my best interest at
heart. (C610G3)

It has just cemented that I have a great pharmacy that I attend, and how much I value their
caring and kind attitudes. (C1604G2)
Made me appreciative of what we have in Australia. I don’t take pharmacies for granted.
(C1602G2)
Many participants acknowledged their limited understanding of the pharmacists’ role prior to
their involvement in the research.

They provide a lot more support to people than I ever realised. (C658G1)

Being part of the project has helped me to not take the chemist for granted, to understand their
role a bit more. That they are there to look after me and my medicines. I used to go in there as
just one more chore I had to do. Now I feel that I am more connected with my pharmacist.”
(C581G2)
I am more aware of how pharmacists engage with me and whether they check to make sure I’ve
had the medication before, if I know how to take it safely and if I am on any other medication.
(C529G3)
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Increased awareness about the role and capabilities of pharmacists were expressed through
participant comments that reflect their perception of pharmacists as being reliable source for
medication information (particularly among those who were dissatisfied by the information
provided by their doctor), and those who were dissatisfied aspects of the health system.
A lot of doctors don’t have the time for their patients…pharmacist are really good as they can
make things much clearer if one’s doctor has fobbed them off. (C1504G1)

I think I appreciate the pharmacy even more because of my lack of faith in Western med and the
med system. The relationship with the pharmacist gives me hope, has made me realise how
much importance that trusting relationships has for me. (C695G1)

Improved knowledge of the role and contribution of pharmacists also generated a desire
amongst participants for pharmacists to be better recognised as a member of the health care
team.

I wish that pharmacists received the recognition of just what they achieve through the advice
they offer and the services [that are] often tailored to [meet the] specific needs of the customer.
(C682G2)
I hadn’t thought about how much they could offer in the past but now I do. I now know how
valuable they are to the health care team and that they should really push to be a big part of the
team as they could have such a vital role in early intervention. (C509G1)

Changed behaviour

The majority of participants reported that their behaviour had changed throughout the course of
the research. While some related the change to their increased knowledge and subsequent
expectations about the range of community pharmacy services, others reported subtle changes
that reflected increased confidence in taking a more proactive approach in the management of
their mental health.

It made me look at them in a different way. It did make me consider, instead of just being
blindly served, I observed them closer. (C1474G1)
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I now weigh up pharmacies against one another and the one that I usually use is supportive and
respectful. (C1456G3)
I pay more attention to what’s happening with my local chemist and others that I use. I now use
the pharmacy at [place name] as they are much better, that is, the chemist comes out from
behind the counter and talks to me about my meds and they always check if I need information
and check if any has changed. (C1306G2)

I know now that I can ask questions if I need to especially about drug interactions. (C1460 G3)

I now ask more questions. (C641G1)

I will now use my pharmacy to gain knowledge about my medications. (C583G1)
…has given me more confidence in my dealings with the pharmacy in conjunction with my
doctor. (C653G1)

I consult with them more about my meds as now I see them as another party to the management
of my health as I see them more than I see my doctor. (C1512G2)

Overall, the impact of providing targeted mental training to community pharmacy staff on the
experiences of mental health consumers and cares is best summarised by the following
participant comment:

I think staff are more aware of the prevalence of mental health issues in the community and are
trying to reduce stigma attached to these illnesses. (C678G2)

8.4.

SUMMARY OF KEY FINDINGS AND DISCUSSION

This study considered the impact of providing mental health training to community pharmacy
staff on their practice behaviour and subsequent impact on consumer and caregiver experiences.
When analysed quantitatively, the training appeared to have no impact on the provision of
community pharmacy services or the behaviour of staff when rendering care. If the training had
a positive impact, it would be expected that a higher percentage of Group 1 participants would
report the receipt of verbal and written information across the study time frames as more
pharmacies became trained and differences would be observed between the groups at both E2
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and E3, with a higher percentage of Group 1 participants reporting receipt of medication
information than Group 2 and Group 3 participants. However, this was not observed.
Consumers’ and caregivers’ report of the receipt of medication counselling (both verbal and
written) in follow-up interviews were not significantly different from their E1 experience,
despite a third of participants reporting they had experienced changes in their health status and /
or had collected at least one new medication on at least one occasion of their follow-up
interviews. Changes in health status and initiation of new medication clearly indicate a need for
additional support from staff. In many, if not all of these cases, best practice would require the
person dispensing the prescription and / or the pharmacist to enquire about the change and to
provide medication counselling, including the provision of a CMIs, as part of their professional
responsibility (284). There may also be a need for staff to provide additional support, for
example in reconciling medication prescribed by hospital doctors and by the GP to ensure there
is not doubling up of medications. This finding is somewhat disappointing, and conflicts with
reports by pharmacists in Study 2a, that they were speaking to more people for whom they had
dispensed an antidepressant after training. Additionally the findings of this study are particularly
significant when considered missed opportunities for staff to better engage with consumers and
caregivers and establish trusting relationships (247), to provide contextualised medication
information and to support consumers and caregivers in managing their medication were all
previously identified (148, 267) and formed a major focus of the educational package (241).

Consistent with previous findings (253), consumers and caregivers were highly satisfied with
the service that they received and with the staff member who delivered the service which
strongly suggest their expectations of community pharmacy, both in service and staff, did not
change during the course of the study. With community pharmacy staff now more
knowledgeable and confident in a mental health care role, a campaign to raise awareness among
consumer and caregiver that highlight the range community pharmacy services and the
capabilities of staff may be needed to enhance the opportunity for staff to utilise their skills and
to contribute to improving outcomes for mental health consumers and caregivers. For
community pharmacy staff, the these findings highlight a need for further certification and / or
quality assurance process to be implemented at the pharmacy level to ensure services that meet
professional and legal standards (8, 80) are routinely delivered.

There are many possible explanations for differences between consumer and caregiver
experiences and the behavioural changes reported by community pharmacy staff in study 2a.
One possible explanation is that on the occasion of the visit and subsequent interview, the
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consumer and / or caregiver participant encountered a staff member who had not been trained
despite the pharmacy qualifying as a “trained” pharmacy. This is likely to occur as the
community pharmacy workforce is highly mobile (24, 104) with both pharmacists and support
staff often rotating between stores or employed as locums, and the majority of “trained”
pharmacies only had one or two staff member complete the training. Other possible explanation
could be related to limitations of the study methodology. Specifically, collecting self-reported
data from community pharmacy staff may have been biased by social desirability factors and
subsequent reporting of positive behavioural change, the TPB framework may have limited
usefulness in assessing behavioural beyond the intention to change level, and the timing of data
collection from the two groups of informants and the timeframe of the study itself may have
also contributed to these discrepancies. The implications of these methodological limitations are
discussed in Chapter 9. In light of the finding that the majority of consumers and caregivers
experienced change during the interview period and identified many variables that may
adversely impact their ability to manage their medication, the importance of maintaining good
communication and the need for widespread dissemination of the training to the current
workforce is clearly reinforced. Encouragingly, while statistical comparisons showed the
training to have no significant impact on consumer and caregiver experience or level of
satisfaction, their comments and open response to questions which asked them to describe their
observations and to reflect on their experience provided insights not reflected by quantitative
values.
Evaluation of participants’ comments and observations revealed many changes in the behaviour
of staff had occurred or is beginning to take place. Indeed, approximately 30% of participants
had indicated that they had observed changes, and in the majority, these changes were positive
in nature. Participants’ observational reports appear indicate an increased awareness amongst
community pharmacy staff about the specific needs of mental health consumers and their
caregivers and community pharmacy staff adopting a patient-centred approach to service
delivery, similar to the findings of Study 1a (247-249). The discrepancy between the findings
indicate the nature of the change was better understood through the qualitative framework as
survey style questions that elicit quantitative response cannot adequately differentiate subtle
differences in human experience and perceptions, especially with this sensitive population
(320). The findings also highlight limitations of the research methodology, particularly in the
use of self-reporting data, the TPB framework and the lack of long-term follow-up data as a
means of assessing behavioural change. These limitations are discussed in Chapter 9.
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Participants reported their participation in the study had a positive impact in raising awareness
about the range of community pharmacy services and the capabilities of staff to support them in
the management of their mental health. Subsequently, their expectations of staff and their own
behaviour when accessing community pharmacy services also changed. Similar positive
outcomes were by Reeves and colleagues (321) who explored consumers’ perspective following
participation in a research study in which they themselves assumed the research role. Among
the self-reported behavioural changes in this study, asking more questions about their
medication and using their heightened expectation of service quality as a measure of satisfaction
were most common. For some, this meant changing their choice of pharmacy if their
expectations are not met. There is indication that raised awareness is already starting to have an
impact on the perception of the role of community pharmacy among mental health consumers
and caregivers. For consumers and caregivers, involvement in the study appeared also to have a
positive impact on their perception of the role community pharmacy staff as a member of the
health care team in the management of their mental health. These positive changes were in part
due to participants’ improved knowledge about the range of community pharmacy services and
increased awareness about the capabilities of community pharmacy staff as previously
discussed, and in part due to empowerment gained from having their voices heard. Overall,
participants appear to indicate increased confidence in taking a more proactive approach in the
management of their mental health and recognise their relationship with community pharmacy
staff as a major facilitator to optimising their health outcomes as exemplified by the following
quote.
“It has made me aware of services provided by pharmacies that I didn’t know about. It has also
helped me feel less ashamed and embarrassed about getting medications for my mental illness
and that it is no different to any other illness”

The next section summarises the key findings from studies that comprised the thesis (Table
8.10).

8.5.

SUMMARY OF KEY FINDINGS FROM THE THESIS

The findings from the studies that align with the key research questions are presented in Table
8.10. In summary, the current research found:

1.

Consumers and caregivers wish to be welcomed into a safe healthcare space, to be treated
with dignity and respect, be better informed about medication side effects, and have need
for greater protection of their privacy and confidentiality within community pharmacies.
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These wishes were echoed by key health stakeholders. The development of a trusting
consumer-pharmacist relationship that promotes the ‘protector role’ were contingent on
consumers’ positive experiences when accessing community pharmacy services. This is
initiated through proactive engagement of consumers, a welcoming atmosphere and
friendly staff. Discussions about mental health issues appeared to be reserved until after
rapport is developed and the consumer or caregiver has gained trust in the pharmacist.
Ultimately, the importance of a PCC approach to the delivery of services in meeting the
specific needs of mental health consumers and caregivers was emphasised.

2.

Consumers and caregivers were highly satisfied with their community pharmacy
experience despite reporting low level of interaction with staff. These findings are
indicative of the low expectations that consumers and caregivers have with regards to the
role that community pharmacy plays in mental health. However, participants’ comments
about their valuing of community pharmacy services highlighted strong association with
their established relationships with staff and the receipt of service that incorporated the
core elements of patient centred care. This aligns with findings from the earlier study.

3.

Australian community pharmacy staff, in general, have good knowledge about the
presenting symptoms of depression and anxiety, and pharmacists’ level of knowledge
about antidepressant therapy was high. However, both pharmacists and support staff were
reluctant to engage with mental health consumers and caregivers in conversation about
their medication and pharmacists were somewhat reluctant to address their concerns
about medications with the prescriber. A range of stigmatising attitudes and inaccurate
beliefs about mental illness and about people who experience mental illness were found
to exist among staff. These negative attitudes and beliefs were associated with staff
perceptions of barriers within their current role. Furthermore, pharmacists rated mental
illness as the least likely of the five primary health care areas they would select as a focus
for their current practice. These findings advocate for education to eliminate stigma
arising from inaccurate information and for community pharmacy staff to be supported
with strategies to engage with consumers and caregivers thereby providing the
opportunity to apply their knowledge and skills in their mental health care role.

4.

The training had a positive impact on community pharmacy staff. These were evident in
significant increases in the number of staff who reported engagement through
conversation

with

consumers

and

caregivers

when

dispensing or

supplying

antidepressants, reduction in stigmatising attitudes and beliefs, and improvements in
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behavioural intention and motivation. These findings support the application of the TPB
in developing educational interventions for community pharmacy staff that encouraging
positive changes in behavioural intention that could ultimately lead to improved provision
of community pharmacy services for mental health consumers and caregivers. These
findings also strongly supports the widespread application of the training package for
supporting community pharmacy staff with their current practice needs for working with
mental health consumers and caregivers and for facilitating their transition towards a
broader role in mental health care.

5. Despite the positive changes in knowledge, confidence and self-reported practice
behaviour among staff immediately following intervention, no significant changes were
reported for the frequency of services medication-related services received, or level of
satisfaction among consumers and caregivers. However, positive changes in staff
behaviour were reported by consumer and caregiver participants in follow-up
interviews. Importantly, consumers and caregivers reported their experience in the
research had raised their awareness about the range of community pharmacy services
and capabilities of community pharmacy staff in mental health, and gave them the
confidence to be more proactive in utilising these services to achieve better outcomes
for themselves.
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Table 8.10: Summary of key findings in relation to the research questions
Research question / Study

Key findings

Study 1: What are the mental health specific learning needs of community pharmacy staff?

a) What do mental health consumers and

Needs

caregivers need and expect from



To be welcomed into a safe health care space

community?



To be treated with dignity and respect



To be provided with contextualised medication information



To be supported with managing dosage regimen and record keeping



For medication to be available for prompt and continued supply



For provisions of emergency supply

Expectations


Currently low expectations of services and capabilities of staff
Perceptions



Limited scope of practice



Environment can present as barriers to provision of mental health care



Receipt of service that incorporated core elements of PCC valued



Established trusting relationships related to greater valuing of services
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b) What services are actually provided by

Pharmacy utilisation

staff and how satisfied are consumers



Visit pharmacy more often than other health professionals and health care providers

and caregivers with these services?



Pharmacy choice highly contingent on perception of friendliness of staff



High degree of loyalty

Services rendered


Low level of interaction to support delivery of medication information and other supporting
information and advice.



Missed opportunities to improve QUM in provision of medication information when new
therapy initiated, change in mental health status and initiatives under the 5th CPA.

Satisfaction


Those who reported interaction with staff were generally highly satisfied with the services they
received and with the behaviour of staff



c) What are the knowledge and skills of the
current workforce for working in a

Practice behaviour


mental health care role and do
relationships exist between perceptions

Valuing of services associated with receipt of elements of PCC

Low level of interaction with consumers and caregivers when dispensing or providing
antidepressants



of barriers and attitudes and beliefs?

Support staff less likely to incorporate question asking as part of the provision of medication
counselling



Mental health rated as least likely to be an area of focus for the pharmacy
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Knowledge


Good knowledge of presenting symptoms of depression and anxiety



Differences between pharmacist and support staff in recommendation of treatments for
symptoms in depression



Pharmacists antidepressant knowledge generally good, but more common side effects were
missed and some reluctance to communicate medication-related concerns with the prescriber

Attitudes, beliefs, confidence and skill, motivations and barriers


Generally positive attitude towards mental health consumers and caregivers and towards
providing care



Some stigmatising attitudes and beliefs held with regards to negative stereotyping and potential
for recovery



High level of motivation to work with mental health consumers and caregivers



Perceptions of barriers to role in mental health care related to stigmatising attitudes and beliefs.

The mental health specific learning needs of community pharmacy staff include, but are not limited to:


Education to enhance knowledge, raise awareness and to reduce stigmatising attitudes, beliefs and behaviours



Strategies to engage with consumers and caregivers



Scenarios and opportunities to practice to improve communication skills and confidence in communicating with mental health consumers and
caregivers and with other health professional and health care providers



Strategies to overcome real and perceived barriers to role in mental health
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Study 2: Can a targeted training package enhance the knowledge and skill, and change the practice behaviour of community pharmacy staff?

a) What changes in attitudes, knowledge
and practices of community pharmacy staff

Practice behaviour


occurred as a result of training and what
factors explained these changes?

More likely to interact with consumer and caregivers when dispensing or providing
antidepressants



Support staff more likely to incorporate question asking when providing medication counselling



Pharmacists more likely to select mental health as an area of focus

Knowledge


Improvement in pharmacists’ knowledge of common side effects of SSRI



Pharmacists more likely to contact the prescriber to address medication-related concerns

Attitudes, beliefs, confidence and skills and motivations and barriers


Behavioural intention related to reduced stigmatising attitudes and beliefs after the training



Increase in motivation related to behavioural intention and more positive attitudes about
treatment options and recovery from mental illness after the training.
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b) Did staff completing mental health
training change the experiences of

Experience


consumes and caregivers?

No statistically significant changes
Observations



Change in behaviour of staff reported by approximately 30% participants, and these were
generally positive in nature
Self- reflections



Changes in behaviour result of increased awareness and increased confidence to take proactive
approach



Enhanced perception of role and capability of community in mental health

A mental health educational package targeting key areas of learning needs was effective in:


Enhancing pharmacists’ knowledge of pharmacotherapy and confidence to address concerns with prescriber



Enhancing the likeliness of community pharmacies selecting mental as an area of focus



Reducing stigmatising attitudes and beliefs



Enhancing staff behavioural intention and motivations for working with mental health consumers and caregivers and for extending their role in mental
health care



Enhancing staffs’ awareness about the needs of mental health consumers and caregivers and the sensitivity required when rendering care



Evidence of uptake and incorporation of the concept on PCC in delivery of services



Additional benefit of enhancing awareness and confidence among consumers and caregivers to take more proactive approach in the management of
their mental health and in the potential role of community to optimising their therapy and supporting their journey towards recovery from mental
illness
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CHAPTER 9: DISCUSSION AND CONCLUSIONS

This chapter presents a summary of the thesis discusses the implications of the research findings
for community pharmacy practice. The strengths and limitations of the methods used are
reflected upon, and the conclusions of the thesis are presented. Suggestions for direction of
future research are also provided in this chapter.

9.1.

SUMMARY OF THE THESIS

This thesis described a research study to evaluate the practice behaviour, knowledge and skills
of Australian community pharmacy in a mental health care role. The thesis was divided into
nine chapters.

Chapter 1 introduced the research and outlined the content of each chapter. Chapter 2 presented
findings from a literature review, preliminary study that highlighted gaps in the current
knowledge pool, conceptual frameworks and provided the rationale for the current research. The
key research questions were identified and the potential of the research to contribute to the
literature were outlined. Chapter 3 described the studies designed to address the key research
questions and provided information about study participants and their sampling and recruitment.

Chapter 4 presented and discussed the results of a study based on in-depth interviews with
consumers, caregivers and key health stakeholders that explored their specific medicationrelated needs, expectations and experience of community pharmacy (Study 1a). This study
provided a wealth of previously unknown information regarding the specific needs of mental
health consumers and caregivers and the barriers and enablers for community pharmacy staff for
meeting these needs. The study also provided valuable insights about the nature of interaction
between consumers and caregivers and community pharmacy staff that highlight the central role
of PCC to pharmacy being viewed as a safe health care space by mental health consumers and
caregivers and to their valuing of community pharmacy services.

Chapter 5 presented and discussed the results of a study based on exit interviews with
consumers and caregivers that explored their immediate experiences and level of satisfaction
with both the services and staff (Study 1b). This study provided valuable information about the
current and past pharmacy service utilisation, pharmacy choice behaviours and perceptions of
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service quality, as well as information about the actual practices and behaviour of staff when
rendering care. The study highlighted strengths and gaps in the current service provision and
behaviours of staff from the perspective of consumers and caregivers.

Chapter 6 presented and discussed the results of a study based on an online questionnaire that
used a range of rating scales and case vignettes to assess the mental health knowledge, attitudes,
beliefs and confidence and skills of community pharmacy staff (Study 1c). This study provided
empirical evidence of the strengths and gaps in the knowledge and skills of the current
workforce. The application of the TPB facilitated understanding of relationships between the
attitudes and beliefs of staff that contribute to perceptions of barriers to their effective role in
mental health care.

Chapter 7 presented and discussed the results of a study that compared and contrasted the preand post-training responses of community pharmacy staff to an online assessment questionnaire
(Study 2a). The study highlighted key areas of change resulting from the educational
intervention and demonstrated the TPB was effective in predicting staff’s intention to provide
care for mental health consumers and caregivers after the training.

Chapter 8 presented and discussed the results of a study to assess the impact of providing
mental health training to community pharmacy staff on the experiences of consumers and
caregivers by comparing the baseline response to the exit interview questionnaire with their
responses at follow-up interviews (Study 2b). This study highlighted the important changes in
consumer and caregiver experiences that were not evident when assessed through quantitative
means, and personal reflections that provide evidence for the positive impact of the research.
This chapter also summarised the key findings from the studies that comprise the thesis.

In this concluding chapter (Chapter 9), implications of the research findings for community
pharmacy are discussed suggestions for future research is provided.

9.1.

IMPLICATIONS OF THE RESEARCH FINDINGS FOR COMMUNITY
PHARMACY PRACTICE

The specific needs of mental health consumers and caregivers and their expectations and
experiences of community pharmacy have not been previously explored in the Australian
context. Likewise, no large scale studies have assessed the capabilities of community pharmacy
staff in a mental health care role or attempted to understand the relationships between staff
psychological variables and their intention to optimise care for mental health consumers. Using
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the framework of PCC and the TPB, this research has provided valuable insights into both
aspects, which have greatly enhanced our understanding about the current and potential role of
community pharmacy in mental health. That is, for community pharmacy to play a greater role
in mental health care and to cement their place as a key contributor to the health and wellbeing
of people who experience anxiety and depression, and their caregivers, the key messages for the
profession are: 1) Increase awareness and knowledge of mental illness among staff, 2) Modify
practice setting and behaviour to create a safe health care space to improve engagement with
consumers and caregivers, and 3) Adopt a patient-centred approach. The implication of the
research findings, as discussed, should form the foundation for the delivery of care for mental
health consumers and caregivers, and would require a holistic pharmacy team approach.

Increase awareness and knowledge of mental illness

The role of community pharmacy in mental health care is expanding (74, 322). As identified in
Study 1a, the formation and nurturing relationships between consumers and caregivers and staff
are key to community pharmacy being valued in a mental health care role (247). Educating
pharmacists and support staff to increase their awareness about the need for greater sensitivity,
and to improve communication with mental health consumers and caregivers, was identified by
consumers and caregivers as well as health stakeholders a essential to achieving this goal. While
pharmacists receive mental health specific training intended to align with their expected practice
competencies, an evaluation of degree qualifying programs highlighted variability between
programs which could result in variability in the knowledge and skills underpinning
competency of new graduates (103). A new framework (118) was recently introduced to guide
development of pharmacy curricula to meet the expanding scope of pharmacists role, however,
it remains to be seen how the framework will be adopted by pharmacy schools across Australia,
and how this will impact on pharmacists’ competencies. Incentives for pharmacists to move
away from the technical aspects of dispensing towards providing professional services are

Support staff on the other hand, do not have mental health competency standards as part of their
certificate level training (21) which may explain some of the findings of the current research.
That is, this research found support staff in general to have more stigmatising attitudes and
beliefs than pharmacists about people who experience mental illness, with less positive attitudes
towards treatment outcomes, while expressing less confidence in their own ability to contribute
to caring for mental health consumers and caregivers within their current role. Support staff
were also found to rate highly the helpfulness of a range of CAMs over evidence based options
in the treatment of depression. From consumers and caregivers’ perspective, support staff
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received some unfavourable views with regards to their knowledge and skills. Some consumers
and caregivers did not recognise the role of support staff, or value forming relationships with
them.

Some consumer and caregiver participants perceived support staff as gatekeepers preventing
direct access to the pharmacist, a finding which is consistent with an earlier study of general
health consumers (250). Despite the recent introduction of Mental Health First Aid™ training
for all staff (118), and the requirement for support staff to be trained to provide a range of
pharmacy services (27, 82), there are no mental health specific competency standards or
qualification requirements for community pharmacy support staff in Australia (21, 83, 105). In
reality, support staff interact more regularly with consumers than pharmacists do, so the
significance of their impact on relationship building must be considered. Furthermore, whilst
consumers and caregivers ascribed multiple benefits to having a good relationship with their
pharmacist(247), limiting access to the pharmacist would restrict the formation of these
relationships. Thus, the content of training for support staff must address key areas of need, and
in particular, should include practical strategies to engage with mental health consumers and
their caregivers, and to ask questions that could trigger referral to the pharmacist. Notably, a
culture of welcoming and valuing customers, and being able to provide optimal care to
consumers and caregivers should extend to all community pharmacy staff who come into
contact with patrons, including students and support staff. In particular, there is a need for
increased awareness of the impact of stigma for pharmacy support staff.

This research demonstrated that staff undertaking mental health specific education and training
such as the educational package developed by the research team, contributed to improved
awareness about mental illness and improved their intentions to optimise care for this vulnerable
group. The training package should therefore, be applied to training for both pharmacists and
support staff.

Modify practice behaviour

Stigma (249), discrimination (46, 54, 55, 59, 60, 152, 271, 314, 323-326), and a lack of privacy
within the pharmacy setting (248, 269, 327, 328) are likely to adversely affect the care for
mental health consumers (and their caregivers) and subsequent health outcomes (53, 56, 58, 64).
The need for the protection of consumers’ and caregivers’ privacy and confidentiality during
community pharmacy interactions were identified as part of providing a welcoming, safe, and
trusting healthcare environment (247-249, 253). These requirements must be adhered to by
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pharmacists (329) and extend to pharmacy support staff who should understand the legal,
professional and ethical obligations to maintain the confidentiality of client information and the
mechanisms by which privacy of, and access to, such information is secured (248). Practical
suggestions were offered by consumers, caregivers and key health stakeholders to reduce the
barriers and facilitate the creation of a safe space within the pharmacy. Most were simple and
easy to implement and include raising awareness amongst staff about the need for discretion
when dispensing, providing medication counselling, and reducing consumer waiting times
through development of more sensitive and streamlined practices. Pharmacists must provide
leadership for their support staff to ensure these changes are implemented at the practice level.

Participants perceived the availability of a separate area to be ideal for when personal or
confidential information is being discussed, including mental health concerns. Many community
pharmacies already have a screened off area or separate room that is distinct from the general
public area to qualify for participation in the recently introduced Australian government funded
in-pharmacy medication management services that could be better utilised to facilitate
protection of privacy and confidentiality for mental consumers and caregivers (6). However
provision of a separate consulting room was not always viewed as a necessity and a number of
other suggested strategies reflected a consumer desire for respectful care from pharmacists and
support staff. Consumers, caregivers and key health stakeholders offered the following
suggestions for practices that could improve privacy: Staff asking the consumer if they would
like to move to a more private area, staff moving around to stand next to the consumer or
caregiver or to guide the consumer or caregiver to a separate area when providing medication
counselling, dispensing medications in plain packaging to minimise recognition by other
customers through distinctive brand markings and colour, and raising awareness amongst
pharmacy staff about the need for discretion when asking questions, providing medication
advice and counselling were identified by consumers, caregivers and key health stakeholders as
possible practices that could improve privacy. It is important to note that in Australia, the
repackaging of medication is not standard practice and can lead to errors for a range of reasons.
Placing the original packaging into a plain, non-transparent paper bag will achieve the same
result.

A number of alternative strategies were also offered to facilitate communication between
pharmacy staff and consumers and caregivers, and potentially reduce waiting times and address
some of the issues of medication supply and information needs as previously identified. These
include telephone calls which could be organised to take place during a time convenient to both
the pharmacist and the consumer, with both parties having more control in choosing where the
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conversation takes place. A novel recommendation stemming from the current findings is that
pharmacy staff explore consumers’ preferences for communication and implement the use of
technology, such as emails or text messages, for prescription reminders. Community pharmacy
can provide protection through simple measures, such as the allocation of a private consultation
area and increased awareness of staff to not speak too loudly or call out the name of a person’s
medication.

Another key area requiring modification is the provision of medication information. While
evidence exits to demonstrate the positive impact of providing medication education on
consumers’ knowledge and health outcomes (144), mental health consumers have indicated a
low level of satisfaction with the information they receive from health professionals,
particularly in relation to possible adverse medicine effects (330). Aligned with existing
research (148, 330), participants in the study have highlighted their desire to be informed about
their medication, particularly about side effects and strategies to manage side effects (247, 267).
Although there was an expressed preference for a “no fuss” dispensing service, consumers,
caregivers and key health stakeholders all identified the importance of provision of
contextualised medication information that empowered consumers, improved adherence, and
subsequent health outcomes.

The study found deficiencies in achieving expected practice standards by some of the
pharmacists / pharmacies. For example, over 70% of people waiting to collect one or more
medications did not speak to a pharmacy staff member about their medicine or their health
(253). Indeed, very few consumers who may have been eligible for medication reviews were
offered this service. If the profession is going to better serve the needs of mental health
consumers and caregivers, it is apparent that barriers to service quality be addressed. Thus, in
addition to being supported with strategies to engage in conversation with consumers and
caregivers to allow for the delivery of medication information and other health care advice,
workflow models may need to be modified to allow for pharmacists to be more available for
this purpose.

Adopt a patient-centred approach to service delivery

Development of trusting relationships and therapeutic alliance are vital to the delivery of health
care, particularly for chronic conditions, including mental disorders (52, 74, 196, 212). While
much of the literature has focused on the role of the prescriber and other health professionals in
mental health medication management (53, 66, 123, 198, 331, 332), consumers and caregivers
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in this study have revealed important aspects of care which are currently not well practised – the
provision of PCC and the formation of a therapeutic alliance. That is, for optimal management
of mental illness and to promote and sustain recovery, it is the individuals involved and not the
medications that play the most important role. Thus, to promote medication adherence and
ultimately positive health outcomes, the principles of PCC (119, 204) (delivering care which is
holistic, individualised, respectful and empowering) must be applied to community pharmacy
service delivery (247). Community pharmacy services delivered with one or more core elements
of PCC promoted consumer and caregiver engagement, encouraged open communication, and
empowered consumers and caregivers to develop self-management strategies that were reported
to improve medication management and supported recovery. Staff showing interest in
consumers’, caregivers’, and their families’ health and wellbeing, were highly valued. The
formation of collaborative relationships between pharmacists, consumers and caregivers, and
other health professionals and health care workers promoted therapeutic alliance, assisted in the
management of medication related issues, and increased consumers’ and caregivers’ sense of
autonomy (247).

The need for community pharmacy staff to adopt a patient-centered care approach to service
delivery has been recognised by pharmacists and by the industry’s representative bodies (74,
135). In the Australian context, this need has been emphasised with the recent release of a
guiding document for pharmacist professional practice (118). Elements of patient centered-care,
particularly holistic and respectful care, underlie the delivery of pharmacy services to mental
health consumers and their caregivers and also align with pharmacists’ evolving role in
medication management (118). The current findings evidence the potential benefits of
pharmacists adopting a patient-centered approach, and suggest that this will facilitate their
ability to fulfill their professional obligations and extend beyond. However, patient-centered
care does not appear to be consistently delivered by community pharmacy staff. In previous
research, pharmacists expressed positive views towards providing services for mental health
consumers, yet reported that they felt uncomfortable discussing symptoms, and lacked the time,
private counseling space, and communication skills to provide individualised care (65, 66, 154).

Thus, these findings strongly support the inclusion of the concept of PCC and demonstrations of
how this is delivered in daily practices of community pharmacy staff in an educational
intervention aimed at supporting their needs as they advance towards a greater role in mental
health care.
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9.2.

STRENGTHS AND LIMITATIONS OF THE STUDIES

The methodological approach for the current research considered how best to address the
research questions. The strengths and weakness of the methodological approach, data collection
tools, participant sampling and approaches adopted for the analysis and interpretation of the
research data are discussed.
Quantitative methods are commonly used by researchers to answer questions relating to “how
many” and “how much” because statistical interrogation of the data can be performed to
illustrate how one variable may affect another, to test a theory or to confirm a hypothesis.
Quantitative study designs such as randomised controlled experiments, quasi-experiments and
surveys have long been established, and as such, standardised procedures exist allowing
research to be conducted in a highly systematic manner (333, 334). For this reason, quantitative
randomised controlled experiments are considered the “gold standard” of scientific research
(333-335). However, quantitative methods are highly structured in nature, and do not provide
insights about an individual’s values and beliefs, and thus limit the researcher’s ability to
understand more complex phenomenon through answering the “what” “how” and “why”
questions (333). For this reason, a sole quantitative approach was not suitable for the current
research.
Qualitative research methods seek to explore the meaning of people’s lived experiences through
the use of interviews (for example, in focus group settings or one-to-one interviews) and
observations (320, 333, 334). There are a number of approaches to undertaking qualitative
research, including phenomenology, grounded theory, ethnography, case study and narrative
study. Common to all is the aim of gaining a deeper understanding of the research phenomenon
from the perspective of the research participant (242, 333). Qualitative study designs are
flexible in nature, allowing the researcher the opportunity to develop and modify questions
during the research process, and to ask more specific questions to clarify information provided
by the participant (333). In addition to gaining in-depth information through open dialogue,
qualitative interviews, such as focus groups and semi-structured interviews allow the researcher
to encourage individuals to express their opinions, ask more probing questions and to observe
the non-verbal behaviour of the participants that facilitate a deeper understanding of the actual
intent of the dialogue (320, 336). For these reasons, qualitative methods have been extensively
used in social sciences and health research to explore complex phenomenon, and to provide
further insights into quantitative study findings (320).
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Commonly, focus groups are employed in exploratory studies involving mental health
consumers (337, 338). The shared commonalities among participants allows for natural
interaction and provides a supportive environment that promotes discussion of ideas and issues
that may not arise in one to one interviews. For example, in previous research, focus groups
allowed researchers to gain deep understanding about mental health consumers’ experience with
the provision of medication information and about the opportunity or lack thereof, for
participants to involved in therapeutic decisions (148). Semi-structured interviews are generally
conducted on a one to one basis and contain more questions than what might be asked in focus
groups. These interviews are often used to gain further insights about participants’ specific
opinions or experiences (48, 59). However, there are concerns regarding the collection and
interpretation of qualitative data (251). For example in a focus group setting, some participants
may be more forthcoming with their views than others and may influence direction of the
discussion, and therefore, result in data that does not accurately reflect the opinions of the
group. In addition, the interpretation of qualitative data can be subject to influence by researcher
bias (339). For research seeking to provide empirical evidence and to illustrate change as a
result of an intervention, a pure qualitative approach will not provide the strength of evidence
that can be demonstrated through statistical measures.

Mixed methods research designs combine quantitative and qualitative methods in the same
research undertaking, utilising the different strengths of each methodology to collect diverse
data, and allowing for triangulation of the data to strengthen the validity of the research findings
(334, 340, 341). In health research, mixed methods methodology is often use to explore the
many factors that interplay in health and illness (242, 243, 333, 340-345). Qualitative,
quantitative and mixed methods designs have all been used in mental health research (59, 62,
143, 196, 275, 321, 324, 346, 347), community pharmacy research (337, 348-361), and in
research that combine both (135, 147, 148, 160, 344). A mixed methods approach was chosen
for the current research to ensure the perspectives of stakeholders were comprehensively and
accurately represented and to allow for triangulation of the data to strengthen the validity of the
research findings.

The literature review (Chapter 2) undertaken to inform the study design, development of data
collection instruments, and the formatting and delivery option for the mental health training
primarily involved accessing common medical, psychology and education bases such as
Medline, ProQuest, and ERIC and conducting a literature scan using key words. This approach
may have resulted in related studies being missed. However, the aim of the literature review was
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to identify easily accessible data collection strategies and tools that would supplement the
overall methodology of the parent study, within which this thesis was seated.

Convenience sampling of consumer and caregiver participants and purposive sampling of key
health stakeholders and community pharmacy staff participants could potentially introduce
recruitment bias towards motivated participants. However, calling for self-selected volunteers
through consumer and caregiver support organisations and networks is deemed to be
appropriate in recruiting vulnerable populations (362), such as those with mental illness.
Purposive sampling from within the targeted areas was undertaken to ensure the perspectives of
consumers and caregivers living in a diverse range of communities such as metropolitan, rural
and remote and indigenous communities were represented. This study focused on anxiety and
depression as the principal measure of mental health services, and as such recommendations
might not apply to specific diagnoses, and are intended as general suggestions only. However, a
number of participants also indicated they had other co-existing forms of mental illness, such as
schizophrenia and post-traumatic stress syndrome, which are representative of the population
that would utilise community pharmacy services. Further work on consumer perspectives
should endeavour to include other underrepresented groups including Aboriginal and Torres
Strait Islander people, the homeless, less educated persons, and CALD populations.

Collecting self-reported data might have been influenced by social desirability responses,
although this was minimised with the use of a standardised interview framework. In the case of
focus groups, more dominant opinions may have overshadowed the views of other group
members. Interviewers took care to ensure all participants were given the opportunity to express
their opinion through setting the ground rules prior to the start of the discussions and by
addressing each participant to invite their specific views during the interview process. Selfreported data was also collected from community pharmacy staff with regards to their practice
behaviour that could also be influenced by social desirability factors thus resulting in the
reporting of false positive changes in practice behaviour by staff. However, data collected from
consumers’ and caregivers’ that explored their experiences and perception of service quality
were used as a means of validating the actual practice behaviour of staff.

The sample of community pharmacy staff was self-selected because community pharmacy staff
registered their interest on the host website and voluntarily provided information about
themselves and their current practice. This may have introduced bias into the results as staff
members who were more interested in improving outcomes for mental health consumers and
their caregivers may have been more proactive in participating. However, when the
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demographics of those who participated in the study were compared with those who registered
but did not complete the training, no statistical differences between their personal characteristics
were observed. Furthermore, the study participants included practice models, settings and
geographical locations that were representative of the range of community pharmacy practice in
Australia. The findings can therefore, be considered as generally representative of the current
workforce. Some of the items used to assess the knowledge and skills of community pharmacy
staff did not clearly delineate the different expectations of the role and subsequently may have
implied pharmacists and support staff were similar in terms of their expected practice behaviour.
While considerable effort was made to delineate the roles, including the development of two
separate questionnaires, future studies should focus attention towards eliminating this from
affecting the interpretation of the research findings.

The impact of training was assessed along its effectiveness in enhancing the knowledge,
changing attitudes, beliefs and practice behaviour of community pharmacy staff. The TPB
framework was used as a means of assessing behavioural change and only assessed the
immediate impact of the training and did not evaluate the longer-term impact on participants’
knowledge, skills, attitudes, and behaviour. The findings suggest while the TPB was useful in
demonstrating relationships between attitudes and behavioural intentions, it is clear that
intentions do not necessarily translate to actual behavioural change. Furthermore, the
community pharmacy practice landscape is not a static environment and many factors external
to the individuals (such as the environment in which they work and the health system itself)
may impact on their practice behaviour for which the TPB appears. The Thus, future research
should focus on applying other models (e.g. the PPM) for assessing the impact of the training on
behavioural change.

Collecting post-training data immediately after the training might have introduced bias into the
results as staff members with more positive attitudes and beliefs about mental health consumers
and caregivers, and those more motivated towards expanding their role in mental health care
may have been more likely to undergo the training in order to improve their skills and provide
better care. Comparisons made between pharmacists and support staff in aspects of knowledge
(such as ability to recognise symptoms of anxiety and depression), and certain professional
activities (such as providing CMI when talking to a consumer or caregiver) may have limited
usefulness as these are outside the scope of practice of support staff and must be acknowledged
when assessing the impact of training on support staff. However, consumer narratives that
outlined their lived experience and included information about their symptoms, formed part of
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the training for both roles. Pharmacists received training that targeted pharmacotherapeutic
knowledge and only pharmacists were assessed in this aspect.

In general, intervention studies have demonstrated high retention of knowledge and skills and
self-reported behavioural changes immediately post-intervention, the sustainability of which
may be reduce after a 6 to 12 month period (316, 363, 364). However, the allocation of a control
group (who received training at a delayed time), allowed for comparison of the impact of
training across time. Negligible differences were found between the responses of control group
from baseline to the second assessment prior to training. Significant differences were found
between pre-training data and post-training data for both intervention and control groups along
elements of knowledge, perceptions of confidence and skills and practice behaviour. The
assessment was also supported by feedback of consumers and caregivers experience,
satisfaction and observations of behavioural changes during the course of the study. Therefore,
the findings are likely to reflect the short-term impact of the training. Furthermore, while the
TPB framework was useful for predicting behavioural intentions, the study has highlighted clear
limitations of the framework in predicting actual behavioural change. This was compounded by
the lack of follow-up data at for example, 6 to 12 months post-intervention.

Despite these limitations, the strength of the current research lies in the use of the various data
collection strategies, tools and data sources, mixed methodology approach, and in the
meticulous effort of data management and analysis to ensure the views of mental health
consumers and caregivers and those of community pharmacy were truly reflected in the
findings. Furthermore, the current research has supported findings previous studies that may not
have been specific to the Australian context or to mental health, and have met the study
objectives in gaining a better understanding of the specific needs of mental health consumers
and caregivers and in the development of training to support community pharmacy staff to
better meet these needs.

The research has identified the gaps in community pharmacy service provision and the
knowledge and skills of the current Australian community pharmacy workforce that in the past
may have contributed to deficiencies of community in a mental health care role. Importantly,
this information has informed the development of training that was shown to improve
community pharmacy service provisions for mental health consumers and caregivers through
improved knowledge, and confidence and skills of staff in a mental health care role. The
research has established that good customer service and staff adopting a PCC approach are
instrumental in the establishment and nurturing of trusting relationships that promote open
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dialogue and therapeutic alliance. Ultimately, the findings of this provides a foundation for an
improved practice that may lead to better care and subsequent health outcomes, not only for
mental health consumers and their caregivers, but for all health consumers and caregivers
accessing community pharmacy services in Australia.

9.3.

CONCLUSIONS

This study identified that mental health consumers and caregivers want to be treated with
dignity and respect, to receive contextualised medication information, and want greater
autonomy in the management of their mental health. However, these needs and wishes were not
consistently met by community pharmacy staff. Alongside this, the study identified
insufficiencies in the knowledge, skills and practices of community pharmacy staff when
delivering care to mental health consumers and caregivers that negatively impacted on their
effectiveness in a mental health care role.
Relationships with staff were important to consumers’ and caregivers’ valuing of community
pharmacy services. Community pharmacy staff delivering services that incorporated the core
elements of PCC facilitated the establishing and nurturing of consumer / caregiver-staff
relationships that encouraged the development of a therapeutic alliance. The extended role for
pharmacists in mental health was accepted and welcomed by those who had established trusting
relationships, and pharmacists were seen as a “protector”, safeguarding consumers from
potential adverse medication events. Together these findings allowed for the development of a
targeted mental health educational package for community pharmacy staff that built on the
strengths of the current workforce, and addressed the gaps in their knowledge and skills in order
to support staff with their current practice needs and to prepare them for an extended role in the
future.

The training had a positive impact on community pharmacy staff with outcomes across most
categories. These changes demonstrated that the training was effective and could potentially
improve the provision of community pharmacy services and subsequent outcomes for mental
health consumers and caregivers. However, differences remained between pharmacists and
support staff in areas of knowledge, confidence and skills, and in their perceptions about the
helpfulness of a number of interventions for the management of depression symptoms. These
differences could potentially result in variations in recommendations made and information
provided to consumers and caregivers at the pharmacy level, and need to be addressed in order
to improve consistency, and to minimise confusion and optimise appropriate care.
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While the training had minimal impact on consumers’ and caregivers’ experiences that could be
demonstrated quantitatively, consumers’ and caregivers’ reflections highlighted both positive
changes in the behaviour of staff and in their own knowledge, expectations and behaviours.
These changes indicate a move by staff towards PCC, and a more proactive approach among
consumers and caregivers in seeking the support they need from staff. There is also room for
improvement in the quality of the interactions that consumers and caregivers experience, as well
as further transition towards a patient-centred approach to mental health care.

In conclusion, this research identified that in order to optimise their effectiveness in mental
health, community pharmacy need further education and training to enhance their mental health
specific knowledge, raise awareness and improve understanding of consumers’ and caregivers’
perspectives, and to be supported with practical strategies to positively engage with consumers
and caregivers. This study demonstrated that a mental health training package specifically
targeted to meeting the practice needs of Australian community pharmacy staff was effective
tool for enhancing the immediate knowledge, confidence, skill and motivation for working
providing care to consumers who experience depression and anxiety, and reducing stigmatising
attitudes and beliefs amongst staff. There is a need for further research to determine the long
term impact of the intervention on community pharmacy practice and on consumer health
outcomes.

9.5.

DIRECTIONS FOR FUTURE RESEARCH

Mental health consumer perspectives identified conflicting views about the role of community
pharmacy in mental health. That is, while the majority identified that community pharmacy staff
have a supply role and appreciated a “no fuss’ approach to their interaction with staff, others
who had established relationships welcomed a collaborative role for pharmacists and perceived
greater value in the advice and information provided by staff. In the provision of medication
counselling, opportunities that could improve the quality use of medicines and subsequent
health outcomes were sometimes missed, even after the training. Future research should explore
strategies for community pharmacy staff to more effectively engage with consumers and
caregivers, thereby enhancing opportunities to utilise their knowledge and skills, and cementing
their position as integral members of the health care team. Furthermore, while the concept of
PCC is commonly promoted as being fundamental to the health profession, it may be an area of
pharmacy practice that needs further development. Future research should also investigate the
impact of community pharmacy staff adopting a PCC approach to service delivery on outcomes
for mental health consumers and their caregivers.
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Evaluation of accredited Australian Pharmacy qualifying degree curricula (preliminary study
presented in Chapter 2), highlighted variability between programs in both content and
opportunities for experiential learning. These differences may result in variations in the
preparedness of Pharmacy graduates for a mental health care role. Evaluating the mental health
content of accredited Australian pharmacy programs is not only an essential process in
standardising the educational framework, but is also necessary to be sure each program is
providing the level of education necessary to build the required skills and knowledge. A
comparison of the competency level of the students graduating from a school having little time
dedicated to mental health content, and a school having a large amount of time dedicated to the
subject, may provide further evidence for the standardisation of curricula. Many different
components may affect a pharmacist's competency in mental health; for example, if an
individual is particularly interested in a specific topic they may take it upon themselves to learn
more about it, or their work environment may facilitate ongoing professional development in
this area. Future research should focus on exploring other aspects that contribute to pharmacists’
mental health practice competency. Furthermore, at the time of the study, many of the programs
were still adjusting to the new Framework (118). Future research should include an evaluation
of the new programs to assess whether standards are in alignment with the new framework.
This research collected longitudinal data from a large number of mental health consumers and
caregivers, and community pharmacy staff participants. However, quantitative data presented
within this thesis were mainly descriptive in nature, and simple statistical methods were used to
evaluate the impact of the educational package. Greater understanding of relationships between
individual’s internal variables and their behaviour is still needed. For example, little is known
about the relationships between community pharmacy staff attitudes and beliefs and their
practice behaviour, and little is known about relationships between the characteristics of mental
health consumers and caregivers such as their age, cultural background whether they were
proficient in speaking and reading English, and their specific needs and expectations of
community pharmacy services and staff. Future research should focus of exploring the data
already collected to understand existing relationships and to provide further insights about the
specific needs of mental health consumers and caregivers and the practice behaviour of
community pharmacy staff. Future research should also include qualitative in-depth interview
with community pharmacy staff that explore their journey through the training process. Case
studies of those who experienced significant changes after the training should be compared with
those who did not to gain further understanding of the factors that might influence their attitudes
and beliefs and practice behaviour not captured by the current study.
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The study to evaluate the effectiveness of the educational intervention on the knowledge and
skills of community pharmacy staff in a mental health care role compared baseline data with
data collected immediately post-training. There is a lack of long term follow up data. A 6
months post-intervention assessment of staff knowledge and skills and self-reported behavioural
changes may provide information about the long term effect of the training and demonstrate
how the knowledge and skills gained through the training may influence change in their practice
behaviour. Feedback should also be sought from consumers and caregivers at six and 12 months
to gage their community pharmacy experience and level of satisfaction with community
pharmacy services, and staff to assess whether early reports of changed behaviour by staff is
sustained. The study also used the TPB conceptual framework as a means of assessing
behavioural change. Limitation of the framework was evidenced by the discrepancy between
community pharmacy staff self-reported behavioural changes that could not be supported by
evidence from consumers and caregivers. Furthermore, the framework does not provide a means
for understanding whether change would be maintained over time. What the model
demonstrates is having well-trained team knowledgeable in the mental health does not necessary
result in behavioural change and it is more uncertain whether staff will consistently apply that
behaviour or persist with the behaviour over time. Other frameworks should be investigated for
future studies. Future research may include the a retrospective analysis of the data using a
combination of the HMB and SLT as a means of understanding the behaviour of community
pharmacy staff in a mental health care role. Furthermore, while the literature provides good
evidence that demonstrate good intentions by individuals for change, the process of change at a
pharmacy network level is complex and would require more than committed individuals. In
addition to optimisation of the package using alternative theories as suggested above, the PPM
should be investigated for implementation and assessment of the educational package at the
community pharmacy network level. Furthermore, in-depth review of the literature should focus
on identifying external barriers and facilitators to the role of community pharmacy in mental
health that should be incorporated into the educational package.

This research investigated the mental health knowledge, attitudes and beliefs of both community
pharmacists and support staff. While acknowledging differences between pharmacists and
support staff in their qualification, expected mental health knowledge and practice roles were
acknowledged and separate questionnaires were developed for assessment of each role type,
further clarification is needed about the role of support staff in mental health and subsequently
their expected competency. Future research should investigate training for support staff in a
mental health care role using similar framework to OTC protocols that more accurately reflect
their scope of practice.
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APPENDIX B: PROJECT INFORMATION SHEET AND CONSENT FORMS
PROJECT INFORMATION

For consumers and caregivers

Focus groups and individual interview participants

Dear Participant,
Griffith University is undertaking a study that will form the basis of recommendations for
models of care for community pharmacies to support consumers with common mental illness
(such as depression and anxiety) to better manage their medicines. This project is funded by the
Australian Government Department of Health and Ageing as part of the Fifth Community
Pharmacy Agreement Research and Development Program managed by The Pharmacy Guild of
Australia.
The research team is led by Assoc. Professor Amanda Wheeler, Professor David Shum, Dr
Laetitia Hattingh, Dr Jane Fowler, Dr Jasmina Fejzic and Mrs Denise McConnell (Griffith
University). The team members who will be conducting the interviews are Dr Catherine Clarke
(Project Manager), Mrs Kathy Knox (Senior Research Assistant), and Ms Amary Mey (PhD
Candidate).
Who are we looking for?
We are looking for people who have experienced a mental illness such as depression or anxiety
or carers and family members to take part in a study that explores the evolving role of
community pharmacy. We want to know about your experiences, needs and expectations of
community pharmacies.
What is involved?
We invite you to participate in a 45-60 minute interview. You may choose to participate in an
individual interview, with a support person, or with other consumers and cares in a focus group
setting. The interviews will be audio recorded and the recordings will be erased after they have
been transcribed. None of the recordings or project reports will contain any personal identifiable
information. As a token of appreciation for your time, participants will be offered $20 Coles
Myer vouchers.
Are there any benefits to me?
This study will potentially improve our understanding of the consumer perspective of managing
mental illness. Education material developed is aimed at improving practice and enhancing the
ability of community pharmacy to support mental health consumers to better manage their
medication. Summaries of research findings will be available on the Mental Health Project
website and the website of the Pharmacy Guild of Australia, and disseminated through
pharmacy and consumer and carer networks. All participants will be offered a written summary
of the research findings at the conclusion of the project. It is the team’s intention to make
findings widely available.
Are there any risks involved?
We do not anticipate any risks to you as a result of your participation in the study. Although
interviews will be recorded, the information obtained will be de-identified for transcribing and
analysis. Any personal information you provide will be stored securely at Griffith University,
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Logan Campus. Only the research team will have access to this information. Information you
provide will be retained for a period of five years post publication and then destroyed.
Do I have to participate?
No. Your participation in this study is totally voluntary. If you decide to take part and later
change your mind, you are free to withdraw at any stage. Your decision not to take part in the
study will not affect your relationship with your community pharmacy or other health
professionals.
Exit interview participants
Dear Participant,
Griffith University is undertaking a study that will form the basis of recommendations for
models of care for community pharmacies to support consumers with common mental illness
(such as depression and anxiety) to better manage their medicines. This project is funded by the
Australian Government Department of Health and Ageing as part of the Fifth Community
Pharmacy Agreement Research and Development Program managed by The Pharmacy Guild of
Australia.
The research team is led by Assoc. Professor Amanda Wheeler, Professor David Shum, Dr
Laetitia Hattingh, Dr Jane Fowler, Dr Jasmina Fejzic and Mrs Denise McConnell (Griffith
University). The team members who will be conducting the interviews are Mr Brad
McConachie (Project Manager), Ms Kathy Knox (Senior Research Assistant), and Ms Amary
Mey (PhD Candidate).
Who are we looking for?
We are looking for people who have experienced a mental illness such as depression or anxiety
or carers and family members to take part in a study that explores the evolving role of
community pharmacy. We want to know about your experiences, needs and expectations of
community pharmacies.
What is involved?
We would like to ask you some questions either by phone or in a survey within 72 hours after
you have visited your regular community pharmacy. This will take about 10-15 minutes. The
information you provide will be collected by a member of the Research Team and coded to
ensure anonymity. We would like to do this three times over the next 18 months.
Are there any benefits to me?
As a token of appreciation for your time, participants will be offered Coles Myer vouchers to
the value of $10.00 for each exit interview (a total of $30 for all three interviews). You will be
asked at the end of the interviews if you would like to receive more detailed information about
possible participation in a later stage of the project. This study will potentially improve our
understanding of the consumer perspective of managing mental illness. Education material
developed is aimed at improving practice and enhancing the ability of community pharmacy to
support mental health consumers to better manage their medication. Summaries of research
findings will be available on the Mental Health Project website and the website of the Pharmacy
Guild of Australia, and disseminated through pharmacy and consumer and carer networks. All
participants will be offered a written summary of the research findings at the conclusion of the
project. It is the team’s intention to make findings widely available.
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Are there any risks involved?
We do not anticipate any risks to you as a result of your participation in the study. Although
interviews will be recorded, the information obtained will be de-identified for transcribing and
analysis. Any personal information you provide will be stored securely at Griffith University,
Logan Campus. Only the research team will have access to this information. Information you
provide will be retained for a period of five years post publication and then destroyed.
Do I have to participate?
No. Your participation in this study is totally voluntary. If you decide to take part and later
change your mind, you are free to withdraw at any stage. Your decision not to take part in the
study will not affect your relationship with your community pharmacy or other health
professionals.
For health professionals and consumer and caregiver organisation representatives
Dear Health Care Professional,
Griffith University is undertaking a study that will form the basis of recommendations for
models of care for community pharmacies to support consumers with common mental illness
(such as depression and anxiety) to better manage their medicines. This project is funded by the
Australian Government Department of Health and Ageing as part of the Fifth Community
Pharmacy Agreement Research and Development Program managed by The Pharmacy Guild of
Australia.
The research team is led by Assoc. Professor Amanda Wheeler, Professor David Shum, Dr
Laetitia Hattingh, Dr Jane Fowler, Dr Jasmina Fejzic and Mrs Denise McConnell (Griffith
University). The team members who will be conducting the interviews are Dr Catherine Clarke
(Project Manager), Mrs Kathy Knox (Senior Research Assistant), and Ms Amary Mey (PhD
Candidate). Collectively, team members possess a diverse range and depth of multidisciplinary
experiences from mental health, pharmacy and behavioural change education, practice and
research fields.
What’s it all about?
In this three-year research project starting in late 2011, we will investigate the medication needs
of mental health consumers with mild to moderate mental illnesses such as depression and
anxiety. Consumer expectations and experiences of community pharmacies will be documented
and the data compiled will inform a major new strategy to train community pharmacists and
pharmacy assistants to engage consumers to help them better manage their medications.
Who are we looking for?
We are seeking key health care stakeholders who are involved in providing care for mental
health consumers both in the community and in specialist mental health settings: GPs, mental
health nurses, pharmacists, psychiatrists, psychologists, and occupational therapists, social
workers and other relevant professionals with experience in mental health settings.
What is involved?
The Project comprises three stages and involves mental health consumers / carers, carer
organisations, other health stakeholders and community pharmacy staff in three jurisdictions Queensland, Northern Rivers region of New South Wales and Western Australia. The purpose
of this study (stage one of a three stage project), is to gain an understanding of the needs of
mental health consumers / cares and key health stakeholders.
The study will also seek to identify current skills, knowledge, attitudes and behaviour of
community pharmacy staff (Pharmacists and Pharmacy Assistants), towards mental health
consumers, cares and other health stakeholders.
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As a health care professional involved in providing care for mental health consumers, we would
like to invite you to participate in a 30 to 45 minute interview to explore some of the issues
identified from interviews with consumers and carers from a service-provider perspective, such
as experiences of community pharmacy therapeutic alliance and partnerships through joint
treatment planning perceived treatment outcomes motivational issues and cultural needs
As a small token of our appreciation of your time, participants will be offered a gift of a Griffith
University pen ($10.00 in value).
Are there any benefits to me?
The information gained from this study will be used to develop an educational package that
provides community pharmacy staff with the skills and knowledge to support people with a
common mental illness in the community, and thus improve treatment outcomes.
What are the risks?
We do not anticipate any risks to you as a result of your participation in the study. Although
interviews will be recorded, the information obtained will be de-identified for transcribing and
analysis. Any personal information you provide will be stored securely at Griffith University,
Logan Campus. Only the research team will have access to this information. Information you
provide will be retained for a period of five years post publication and then destroyed.
Do I have to participate?
No. Your participation in this study is completely voluntary. If you decide to take part and later
change your mind, you are free to withdraw from the project at any stage.
Ethical Clearance
This study has Griffith Human Research Ethics Committee approval (GU ref No:
PHM/13/11/HREC). Griffith University conducts research in accordance with the National
Statement of Ethical Conduct in Human Research. If you have any concerns or complaints
about the ethical conduct of this research project you should contact the Manager, Research
Ethics on (07) 3735 5585 or research-ethics@griffith.edu.au
For community pharmacy staff

Dear Participant,
Griffith University is undertaking a study that will form the basis of recommendations for
models of care for community pharmacies to support consumers with common mental illness
(such as depression and anxiety) to better manage their medicines. This project is funded by the
Australian Government Department of Health and Ageing as part of the Fifth Community
Pharmacy Agreement Research and Development Program managed by The Pharmacy Guild of
Australia.
The research team is led by Assoc. Professor Amanda Wheeler, Professor David Shum, Dr
Laetitia Hattingh, Dr Jane Fowler, Dr Jasmina Fejzic and Mrs Denise McConnell (Griffith
University). The team members who will be conducting the interviews are Dr Catherine Clarke
(Project Manager), Mrs Kathy Knox (Senior Research Assistant), and Ms Amary Mey (PhD
Candidate). Collectively, team members possess a diverse range and depth of multidisciplinary
experiences from mental health, pharmacy and behavioural change education, practice and
research fields.
What’s it all about?
In this three-year research project starting in late 2011, we will investigate the medication needs
of mental health consumers with mild to moderate mental illnesses such as depression and
anxiety. Consumer expectations and experiences of community pharmacies will be documented
and the data compiled will inform a major new strategy to train community pharmacists and
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pharmacy assistants to engage consumers to help them better manage their medications. The
project can be summarised as follows:
1. Recruitment of pharmacists and pharmacy assistants and mental health consumers.
2. Completion of on-line training modules for CPD points and remuneration.
3. Delivery of intervention strategy (optional).
Who are we looking for?
We are seeking pharmacists and pharmacy assistants to take part in an exciting new program
that explores the evolving role of the existing and potential relationships between mental health
consumers, community pharmacy and other members of the primary care and mental health
team. If you would like to learn more about the treatments for mental illness and how to help
consumers to better manage their medication, this interactive study involving training modules
for CPD points and remuneration is for you.
What’s involved?
We seek your support and the support of your staff to identify mental health consumers and
carers, provide them with information about the project and invite them to participate. This
involves a 2-month promotion of the project to consumers through information sheets when
they present with scripts to manage depression or anxiety disorders. We also invite you to
complete:
1. A pre-training on-line questionnaire (20-30 minutes).
2. Education package modules. The content of the modules will be informed by you and each
should take about 45 mins to complete. There will be 6 – 8 modules for pharmacists and 3 –
4 modules for pharmacy assistants. Pharmacies will be randomised to a group that receives
training first, and a group that receives training after the first group has completed.
3. A post-training on-line questionnaire (20-30 minutes). The group receiving training second
will also complete a third questionnaire and will receive additional reimbursement for this
activity ($50 for pharmacists; $25 for pharmacy assistants).
The financial reimbursement for participation will be provided at a rate of $200.00 per
pharmacist and $100.00 per pharmacy assistant after the completion of the educational package
and post-training questionnaire. In addition, the pharmacy will receive $50.00 if at least three
pharmacy staff complete the training.
Furthermore, you will be invited to participate in the final stage of the project which involves
the development and delivery of an intervention strategy with 10 mental health consumers to
help them improve their adherence with medications. We will contact you about this at a later
stage.
Are there any benefits to me?
You will receive training to enable you to:
 identify treatment strategies for depression and anxiety disorders;
 build and enhance your capacity to communicate better with people diagnosed with mental
illnesses;
 develop you ability to work with people with mental illness, their carers and families through
education and support; and,
 improve understanding of adherence issues.

What are the risks?
We do not anticipate any risks to you as a result of your participation in the study. Although
interviews will be recorded, the information obtained will be de-identified for transcribing and
analysis. Any personal information you provide will be stored securely at Griffith University,
Logan Campus. Only the research team will have access to this information. Information you
provide will be retained for a period of five years post publication and then destroyed.
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Do I have to participate?
No. Your participation in this study is completely voluntary. If you decide to take part and later
change your mind, you are free to withdraw from the project at any stage.
Information regarding ethical clearance and privacy statement
Ethical Clearance
This study has Griffith Human Research Ethics Committee approval (GU ref No:
PHM/13/11/HREC). Griffith University conducts research in accordance with the National
Statement of Ethical Conduct in Human Research. If you have any concerns or complaints
about the ethical conduct of this research project you should contact the Manager, Research
Ethics on (07) 3735 5585 or research-ethics@griffith.edu.au
If you would like to take part in the study, please complete and return the attached
consent form. If you have any further questions please contact the research team on 1800 600
687 or email mentalhealth@griffith.edu.au
Thank you for your time.
Yours Sincerely,

A/Professor Amanda Wheeler
Project Leader
School of Human Services
Griffith University

The conduct of this research involves the collection, access and / or use of your identified
personal information. The information collected is confidential and will not be disclosed to third
parties without your consent, except to meet government, legal or other regulatory authority
requirements. A de-identified copy of this data may be used for other research purposes.
However, your anonymity will at all times be safeguarded. For further information consult the
University’s privacy Plan at www.griffith.edu.au/about-griffith/plans-publications/griffithuniversity-privacy-plan or telephone (07) 3735 5585.
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CONSENT FORMS

For focus groups and semi-structured interview participants
By signing below, I confirm I have read and understood the information sheet and in particular
have noted that:
 I understand that my involvement in this research will include a semi-structured interview
that will be audio recorded and that the recordings will be erased following transcription and
analysis
 I have had any questions answered to my satisfaction
 I have understood that my participation in this research is voluntary
 I understand that if I have any additional questions I can contact the research team
 I understand that I am free to withdraw at any time, without comment or penalty
 I understand that I can contact the Manager, Research Ethics, at Griffith University Human
Research Ethics Committee on (07) 3735 5585 (or research-ethics@griffith.edu.au) if I have
any concerns about the ethical conduct of the project; and
 I agree to participate

Name:

_________________________________________________________

Signature:

_________________________________________________________

Date: __________________________

For exit interview participants
By signing below, I confirm I have read and understood the information package and in
particular have noted that:
 I understand that my involvement in this research will include a 10-15 minute interview or
survey after I have visited my community pharmacy and that this will be carried out on three
occasions over the next 18 months
 I have had any questions answered to my satisfaction
 I have understood that my participation in this research is voluntary
 I understand that if I have any additional questions I can contact the research team
 I understand that I am free to withdraw at any time, without comment or penalty
 I understand that I can contact the Manager, Research Ethics, at Griffith University Human
Research Ethics Committee on (07) 3735 5585 (or research-ethics@griffith.edu.au) if I have
any concerns about the ethical conduct of the project; and I agree to participate
Name:

_________________________________________________________

Signature:

_________________________________________________________

Date: __________________________
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For community pharmacy staff participants

By signing below, I confirm I have read and understood the information package and in
particular have noted that:
 I understand that I am required to complete on-line questionnaires and complete an
educational package consisting of 6-8 modules for pharmacists and 2-4 modules for
pharmacy assistants
 I understand that I will be involved in the recruitment of mental health consumers in my
place of practice
 I have had any questions answered to my satisfaction
 I have understood that my participation in this research is voluntary
 I understand that if I have any additional questions I can contact the research team
 I understand that I am free to withdraw at any time, without comment or penalty
 I understand that I can contact the Manager, Research Ethics, at Griffith University Human
Research Ethics Committee on (07) 3735 5585 (or research-ethics@griffith.edu.au) if I have
any concerns about the ethical conduct of the project; and
 I agree to participate.

Name:_________________________________
[please circle]

I AM A:

Pharmacist

Pharmacy Assistant

Signature:____________________________________________
Pharmacy Name:
_____________________________________________________
Staff member’s email: ___________________________________
Staff Member’s Phone: __________________________________
Date: __________________________

Privacy statement
The conduct of this research involves the collection, access and / or use of your identified
personal information. The information collected is confidential and will not be disclosed to
third parties without your consent, except to meet government, legal or other regulatory
authority requirements. A de-identified copy of this data may be used for other research
purposes. However, your anonymity will at all times be safeguarded. For further information
consult the University’s privacy Plan at www.griffith.edu.au/about-griffith/planspublications/friffith-univesity-privacy-plan or telephone (07) 3735 5585.
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APPENDIX C: CONSUMER, CARE AND KEY HEALTH
INTERVIEW GUIDES AND SUPPORTING DOCUMENTS

STAKEHOLDER

Focus groups

Standard introduction

Hi my name is (full name) and this is my colleague (full name). We are researchers from the
School of Human Services at the Logan Campus of Griffith University.
Can everyone take a moment to make sure that their mobile phone is switched off or will remain
silent for the next hour please?

Griffith University is undertaking a study that will form the basis of new models of care for
community pharmacy staff to support consumers with common mental illness (such as
depression and anxiety) to better manage their medicines. This project is funded by the
Australian Government Department of Health and Ageing as part of the Fifth Community
Pharmacy Agreement Research and Development Program managed by The Pharmacy Guild of
Australia.

The general purpose of the focus group today is to find out about your experiences, needs and
expectations of community pharmacies. By this we mean your regular local pharmacy where
you get your prescriptions filled. The focus group should last between 45 minutes and one hour.
Our discussions will be audio recorded and the recordings will be erased after they have been
made into a written record. None of the recordings or written project reports will contain any
names or identifiable information about you. Tapes will be destroyed after 5 years. If you would
like to view the written record you are welcome to. As a token of appreciation for your time, at
the end you will each be offered a $20 Coles Myer voucher.

Has anyone participated in a focus group before?

Essentially, a focus group allows for everyone to voice their opinions. There are no right or
wrong answers. We do ask that everyone be respectful, and given that we are recording the
discussion, can we please speak one at a time. It is okay to disagree with something that
someone says and we would like everyone to participate. It is also okay if you do not wish to
comment on a particular topic. We are also asking that everything that is discussed in this room
remain totally private and confidential. Please do not talk about the specifics of our discussion
outside of the group.
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Any information you chose to give us today will be used for research. Your information will
remain confidential and anonymous. We will summarize the broad themes that are discussed
here today, but we do not need to know your names, or any other personal details. Our contact
details are on the information sheet. We ask you to read over this information sheet now. [Allow
time for reading the information sheet / read sections aloud]
Are there any questions?

If you are happy to continue, could everyone now please sign the consent form indicating that
you understand the purpose of this group, and the nature of the recoding. I will remind you now
that your participation in this focus group is completely voluntary; your signature indicates that
you are here voluntarily. You are free to leave at any time.
We will take these signed consent forms back to Griffith University and keep them in a locked
file. [Collect all signed consent forms before progressing]

Conclusion: We have covered a lot of ground here today and we do appreciate all of your
thoughts and comments.


Is there anything we missed that you would like to talk about?



What was, from your point of view, the most important point we discussed today?

Thank you for participating in this discussion. Your point of view is valuable to us and to the
Griffith University Mental health research team. The discussions today will be used to help
develop recommendations for models of care for community pharmacies to support consumers
(and their carers) to better manage their medicines.We are done. Thank you. If you have any
questions we would be happy to chat with you outside. Please collect your thankyou gift before
leaving. [Distribute thank you gifts, have reference material and relevant links available if
people have questions]
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Demographic and health services information form
Your age range (please tick one)
Between 15 and 25 years
Between 26 and 40 years
Between 41 and 55 years
Over 55 years
Your gender (please circle one)
Male

Female

Prefer not to say

Do you personally, or does someone for whom you are a carer, have an ongoing
condition requiring treatment, medication or monitoring?
(Please circle one)
Both me and someone I care
Me personally
Someone I care for
for
Please describe which condition (s):

How often, if ever, do you visit a pharmacy, either to buy something (for yourself or for
another person), get advice, or browse? (please tick one)
Rarely, about once or twice a year
Quarterly, about once every three months
Monthly, about once or each month
Fortnightly, about once every two weeks
Weekly, about once a week
Frequently, about two to five times per week
Daily, every day of the week
Other (please specify)
How often, if ever, do you use a health care professional or seek advice on a health issue?
(please tick one)
Rarely, about once or twice a year
Quarterly, about once every three months
Monthly, about once or each month
Fortnightly, about once every two weeks
Weekly, about once a week
Frequently, about two to five times per week
Daily, every day of the week
Other (please specify)
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Definitions used in the research
Needs
Health care needs, treatments and products, information and advice, and reassurance.
For ongoing conditions and for prevention of illness.

Expectations
Of

service:

quality,

timeliness,

availability,

accessibility,

confidentiality,

privacy,

respectfulness.
Of products: quality, quantity, price, availability, timeliness, information.

Experiences
Past and present experiences of services, products and outcomes

Focus group discussion guide

Focus group interviews with mental health consumers and carers will seek to explore:


Needs and expectations of community pharmacy



Needs: Health care needs, treatments and products, information and advice, and
reassurance



Expectations: Service quality, timeliness, availability, accessibility, confidentiality and
privacy and respectfulness. Product quality, quantity, price, availability, timeliness



Experience of community pharmacy



Tell us about your past and present experiences of service, products and outcomes?



Barriers (physical, language, cultural, privacy, cost, stigma)



What can be improved?



Perceptions of mental health medicine taking, adherence / compliance and therapeutic
alliance (i.e.,…define)



How do you feel about taking medications?



What is the role of community pharmacy in your treatment?



What is your role in your treatment?



How do you feel about your say / influence / level of autonomy in your treatment?



Perceived outcomes of treatment management



How do you feel about taking medicine for your illness?



Do you think the medicine is working



Do you use other therapies eg CAMs, alternative therapies for management of your illness



What do you hope will happen from treatment
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Motivational issues and cultural needs



cultural beliefs about mental health



About medicine taking – specifically about taking antidepressants



Do you feel these needs are understood? / respected by pharmacy staff?



What motivates you to continue treatment?



What do you think pharmacy staff can do to further support and motivate you to continue
treatment?

Semi-structured interview guides

Consumers and caregivers

The semi-structured interviews with consumers will focus on:
1.

Needs, expectations and experiences of community pharmacy

2.

Perceptions of mental health medicine taking, adherence and therapeutic alliance

3.

Perceived outcomes of treatment management

4.

Motivational issues and cultural needs

While these discussions will largely be grounded in the content that arises in response to the
four key discussion points above, prompts for further direction in guiding the topics are
supplied. Definitions of key terms are provided.
What is the consumers’ current level of knowledge of community pharmacy?
In your opinion, what is the community pharmacists’ area of expertise?
In your opinion, what is the role of a community pharmacist wrt illness management?
In your opinion, what is the role of pharmacy assistants wrt illness management?
What types of services are available to you through your community pharmacy?
E.g., consultation, advice
What are consumers’ needs and expectations in relation to community pharmacy?
Needs: Health care needs, treatments and products, information and advice, and reassurance; for
ongoing conditions and for prevention of illness.
How well / poorly are these needs currently being met?
What gaps and deficiencies may exist in the services / products currently provided by
community pharmacy?
How can shortfalls be addressed?
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Who is responsible for / needs to make these changes?
How can consumers be engaged in these changes?
What are consumers’ past and present experiences of community pharmacy?
Experiences: Past and present experiences of services, products and outcomes
How do you currently use community pharmacy in the management of illness?
What are the strengths and positive aspects of consumer experience at community pharmacy?
What are consumers having problems or concerns with that a community pharmacy could assist
with? e.g., adherence / compliance, medicine taking, information, advice, outcomes
What barriers (if any) do consumers experience? e.g., physical, language, cultural, cost,
distance, privacy, stigma
What aspects of consumer experience at community pharmacy can be improved?
Who is responsible for / needs to make these changes?
How can consumers be engaged in these changes?
What are consumers’ expectations in relation to community pharmacy?
Expectations: Of service: quality, timeliness, availability, accessibility, confidentiality, privacy,
respectfulness. Of products: quality, quantity, price, availability, timeliness, information.
How well / poorly are these expectations currently being met?
What gaps and deficiencies may exist?
How they community pharmacy better meet consumers’ expectations?
How can shortfalls be addressed?
Who is responsible for / needs to make these changes?
How can consumers be engaged in these changes?
What are consumers’ perceptions of mental health medicine taking, adherence/compliance
and therapeutic alliance?
How do consumers feel about taking medications?
What is the role of community pharmacy in treatment?
What is the consumer’s role in treatment?
How do consumers feel about your say / influence / level of autonomy in your treatment?
What problems or concerns do consumers have regarding the use of medications?
What barriers to adherence or motivation do consumers perceive or experience?
How could community pharmacy help consumers manage their medicines? e.g., What
additional / extra things could community pharmacy do?
What role could community pharmacy have in the future?
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What are consumers’ perceptions of the outcomes of treatment management?
What outcomes do consumers hope to achieve from treatment?
How effective do consumers perceive their current treatment management to be?
How do consumers feel about the perceived outcomes of taking medications?
What are the strengths and positive aspects of current treatment management?
What gaps and deficiencies may exist in treatment management?
How can shortfalls be addressed?
Who is responsible for / needs to make these changes?
How can consumers be engaged in these changes?
What other / complementary therapies do consumers use in the management of illness? e.g.,
CAMs, alternative therapies, allied professions, shared care, etc.
What are consumers’ motivational issues and cultural needs?
What motivates consumers to continue treatment?
What discourages consumers to continue treatment?
What could pharmacy staff do to further support and motivate consumers to continue treatment?
What are consumers’ cultural beliefs about mental health and medicine taking?
How well / poorly are cultural beliefs understood / respected by pharmacy staff?
What gaps and deficiencies may exist?
How can shortfalls be addressed?
Who is responsible for / needs to make these changes?
How can consumers be engaged in these changes?
What is it about community pharmacy that MOST needs to be improved?

Health Stakeholders and Consumer / Carer Organisation Representatives

Introduce myself, (full name and position within the project). Thank you for agreeing to be
interviewed as a key health care stakeholder. [Check that consent form was received and signed
and returned]. We’d like to learn about mental health consumer’s needs, expectations and
experiences of community pharmacy, and perceptions of mental health medicine taking from
the service-provider perspective.
To begin with can you tell me:


What is your current position at ____________?



Could you give me just a brief idea of your current job description?



What mental health care consumers (or cares) do you typically work with?
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e.g., what mental illness(s) do your clientele / consumers you have contact with most often
present with?


How do consumers usually manage their illness?
e.g., medications, shared care



What do consumers say about the management of their illness?



What do you have in place to support consumers to manage their illness?
e.g., policies, protocols



What are the main concerns from consumers regarding the management of their illness?



What are the main concerns from carers regarding management of illness?



Do you hold any particular concerns regarding consumer’s management of mental illness?
e.g., medicine taking, compliance, adherence, therapeutic alliance



What is the impact of treatment burden (i.e., time and effort spent in managing their illness)
on consumers as an individual or family (or both)?



What is the impact of treatment burden on carers?

What is your opinion of what mental health consumers need from community pharmacy?


How does this differ by type of consumer, need or circumstance?e.g., age, location,
condition, comorbidity issues



How do mental health consumers (or their caregivers) currently use community pharmacy
to help them manage their illness?



What are mental health consumers (or their carers) having problems or concerns with that
you think a community pharmacy can or could assist with?
e.g., adherence, compliance, medicine taking, information, advice



Can you tell me about any problems or concerns regarding the use of medications for
illness that consumers (or their carers) might have?



How could community pharmacy help mental health consumers to better manage their
illness and medication needs?
e.g., Is there anything extra that you see community pharmacy could do around adherence?



How could community pharmacy help caregivers to better manage medications?



What is your perspective on the role that community pharmacy could have in the
management of consumers who experience mental illness (or their carers) in the future?

In your experience what do mental health consumers (or their carers) expect from
community pharmacy services and staff?
e.g., range, type and quality of services, costs, information and privacy


What underlies these expectations?



What might community pharmacy and its service look like 10 years from now?
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Who needs to make these changes?



How can consumers (or carers) be engaged in these changes?



What is it about community pharmacy that MOST needs to be improved?

From

your

perspective, what

are

consumers’ reported experiences of

community

pharmacy services and staff?
e.g., services, practice environment, integration with other health care providers


What are caregivers’ reported experiences of community pharmacy services and staff?

Questions around project recruitment:


What advice would you offer the project team to help us raise awareness or promote the
study to mental health consumers?



What advice would you offer the project team to help us raise awareness or promote the
study to caregivers?



What advice would you offer to the project team around consumer engagement to help us
recruit more mental health consumers (or their carers) to our study?



What specific cultural needs do you think the project team needs to consider when
recruiting mental health consumers?
e.g., to promote diversity, equity, do other family members need to be involved

Are there any other comments or examples from your experience with mental health
consumers that you would like to share?

On behalf of the project team, I extend our gratitude for your time. Before closing can I get your
postal address so that we may forward you a small token of our thanks [close]
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APPENDIX D: CONSUMER AND CARER EXIT INTERVIEW QUESTIONNAIRE
PREAMBLE …

As you are aware, we want to learn about your experiences, needs and expectations of
community pharmacies. This study will improve our understanding of consumer’s perspective
of managing mental illness. We will use the information you give us to help develop education
materials that aim to improve practice and enhance the ability of community pharmacy to
support mental health consumers to better manage their medication. The interview will take
about 10-15 minutes, or up to 25 – 30 minutes if you want to speak more freely and give
additional comments throughout the interview. As a token of appreciation for your time, you
will be offered Coles Myer vouchers to the value of $10.00 for each interview (a total of $30 for
all three interviews). Your participation in this study is totally voluntary. If you decide to take
part and later change your mind, you are free to withdraw at any stage.

[DEFINITIONS: if the consumer / caregiver is a regular user of that pharmacy, he / she may be
familiar enough with staff to know who was whom, otherwise, there should be signs displaying
the name of the pharmacist in charge / on duty and all pharmacy staff should wear a name badge
which may also indicate their position / role other pharmacy staff = not the pharmacist, other
people who serve / work at the pharmacy].
PARTICIPANTS’ NAME: _____________________________________________________

Date of Interview: ______________________________________________
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DEMOGRAPHIC INFORMATION

Year of Birth*:

Year_____________

Gender:

Male

First language:

English

Female

Other _please specify ________________________

Which of the following best describes your cultural background*?
Australian (White / Caucasian)
Aboriginal or Torres Strait Islander
New Zealand or Pacific Islander
Middle Eastern
Asian
Other _please specify____________________________________________

Current employment status*:
Student

Permanent Casual employed Part-time

Full time employed

Unemployed

Home duties Retired / pensioner / disability pension

Other: _please specify _______________________

How many people in total usually live in your household (including yourself)? ____
Phone number to reach you, 9AM – 5PM week days*:________________________
Other / alternative contact number: _______________________________

Email address: ________________________________________________________

Postal address Line 1: ___________________________________________________
Postal address Line 2: ___________________________________________________
Postal address Line 3 (Town or Suburb name): _______________________________
Post Code*: _________________
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SECTION A
Q1

Do you, or does someone who you care for, have a mental health issue requiring
treatment, medication or monitoring?
A
Yes, me personally
B
Yes, someone I care for
C
Both A and B

Q2

Can you tell me when did you last visit your regular local community pharmacy?
(regarding any aspect of health)
______________________________________________________________
What was the MAIN reason for your visit to the pharmacy? MULTI –
unprompted but probe
A
Have a prescription filled (leave & collect medicine in same visit)
GO TO Q4
B
Pick up a prescription you had dropped off previously
GO TO Q4
C
Drop off a prescription to pick up another day
GO TO Q4
D
Purchase an over-the-counter medicine (i.e., that one can buy from a pharmacy without
a doctor’s prescription) _specify product name ____________________________
GO TO Q4
E
Buy vitamins or herbal remedies _please specify
____________________________
F
Buy a health related product _please specify
________________________________
G
Buy a personal care product _please specify
________________________________
H
Buy other _please specify
_______________________________________________
I
Health check / monitoring (e.g. blood pressure, cholesterol, blood sugar check, etc.).
J
Get advice from pharmacist – prescription-related
K
Get advice from pharmacist – to decide whether to see a doctor
L
Get advice from pharmacist – health advice
M
Get advice from other pharmacy staff (e.g. pharmacy assistants) – prescription-related
N
Get advice from other pharmacy staff (e.g. pharmacy assistant) - health advice
O
Browse for something _please specify
___________________________________
P
Ask or check the price of something (e.g., non-PBS prescription medicines)
Q
Other reason _please specify
____________________________________________________
*If > 1 main reason nominated, indicate which was the highest priority reason?
______________________________________________________________________
Q3.

IF DROPPED-OFF OR COLLECTED SCRIPT / OTC MEDICINE (Q3 = A, B, C, D):
Q4a. Who were you collecting the prescription / medicine for on this occasion?
A
Myself
B
Someone else
C
Both A and B
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Q4b. Do you mind telling me the names of the medicine(s) you picked up?
1
________________________________________
2
________________________________________
3
________________________________________
4
________________________________________
5
________________________________________
6
________________________________________
7
________________________________________
8
I don’t know
9
Prefer not to say
Q4c.
1
2
3
4
5
6
7
8
9

Have you ever had / bought this / these medicine(s) before? (PROMPT from above
list YES or FIRST TIME)
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
HAVE HAD BEFORE 
FIRST TIME 
I don’t know
Prefer not to say

Q4d. Approximately how long did you wait for your prescription / medicine to be
dispensed?
A
< 10 mins
D
31-40 mins
B
10-20 mins
F
> 40 mins
C
21-30 mins
G
Don’t remember
H
Other (e.g. another day) _please specif
_________________________________________
Q4e.

On a scale from 1 to 10 (where 1 means extremely unhappy and 10 means
extremely happy) how happy were you with this waiting time? :
______________________________________________________________________

Q4f.

While you were waiting for your prescription to be filled, can you tell me what did
you do? (UNPROMPTED BUT PROBE)
A
Wait in the pharmacy while it was filled
B
Leave and come back closer to when they said it would be ready
C
Leave and come back at a later time, when it was convenient to you
D
Other _____________________________________________________________

Q4g. Was the pharmacy able to dispense the medicine(s) that was / were prescribed /
sought?
YES / NO
Q4i.

During your visit did you talk with anyone about the prescription / medicine or
related issue? (UNPROMPTED BUT PROBE)

A

The pharmacist spoke to you about the medicine or related issue– initiated by them (GO
TO Q5)
You spoke with the pharmacist about the medicine or related issue – initiated by you
(GO TO Q5)

B
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A staff member spoke to you about the medicine or related issue – initiated by them
(GO TO Q5)
D
You spoke with a staff member about the medicine or related issue – initiated by you
(GO TO Q5)
E
One of the pharmacy staff talked to me (don’t know who) about the medicine or related
issue – initiated by them
(GO TO Q5)
F
You spoke with one of the pharmacy staff (don’t know who) about the medicine or
related issue – initiated by you
(GO TO Q5)
G
NO You did not talk to anyone about the medicine or related issue
(GO TO Q8)
H
Something else
_____________________________________________________________________________
_____________________________________________________________________________
C

IF SPOKE WITH SOMEONE ABOUT YOUR PRESCRIPTION / OTC MEDICINE (IF
Q4i = A, B, C, D, E, F):
Q5a.

Did you understand what they said when you spoke with that person about the
medicine or issue related to the medicine?
YES / NO
Could you tell me why / what you found was [easy / hard] to understand?
______________________________________________________________________
______________________________________________________________________

Q5b. Please indicate on a scale from 1 to 10 (where 1 means not at all and 10 means
extremely):
A
How helpful was the talk that you had?
_______
B
How happy were you with the talk that you had? _______
C
How satisfied were you with the talk that you had? _______
Could you tell me why you rated it that way?
_____________________________________________________________________________
_____________________________________________________________________________
Q5c. Was there anything else that you wanted to know but didn’t ask?
YES / NO
Did you seek out further information from any other source? (e.g. internet, GP, family,
friend)
______________________________________________________________________
Q5d.

Q5e.

On a scale of 1 to 10 (where 1 means extremely poorly and 10 means extremely well),
how well do you feel your privacy and confidentiality were maintained during the
talk that you had at the pharmacy? ________________________________________
Could you tell me why you rated it that way?
______________________________________________________________________
Did you feel comfortable in the pharmacy environment to ask medicine or health
questions?
YES / NO
Could you tell me why / what made you feel comfortable / uncomfortable?
______________________________________________________________________
______________________________________________________________________
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IF HAD CONTACT WITH A PHARMACIST (Q4i = A or B):
Q6.
1
2
3
4
5
6
7
8
9
10
11

Thinking about the pharmacist, on a 1-10 scale (where 1 means extremely poorly
and 10 means extremely well) how would you rate the pharmacist on this visit for:
Making you feel welcome ____________
Addressing you by your name when you were collecting a script or when they were
checking information about the prescription ___________
Being polite and courteous ____________
Listening to what you have to say ___________
Inviting you to ask questions _____________
Maintaining your privacy _________
Giving clear information or advice __________
Using simple and understandable language ______________
Being available when you needed to speak with a pharmacist _________
Being able to offer advice on medicines, health-related products or services
I do not remember

IF THE PARTICIPANT RATES ≤5 FOR ANY ITEM ABOVE THEN ASK TO
DESCRIBE EXPERIENCE
_____________________________________________________________________________
Q8.
A
B
Q9b

During this visit to your pharmacy, did you have any other contact with … (READ
OUT OPTIONS)
A pharmacist GO TO Q9a
C
Neither (no contact) – GO TO Q10
A pharmacy assistant GO TO Q9b
D
Someone but don’t know who – GO TO

IF ALSO HAD CONTACT WITH A PHARMACIST (Q8 = A):
Q9a.

Thinking about the pharmacist, on a 1-10 scale (where 1 means extremely poorly
and 10 means extremely well) how would you rate the pharmacist on this visit for:
1
Making you feel welcome ____________
2
Addressing you by your name when you were collecting a script or when they were
checking information about the prescription ___________
3
Being polite and courteous ____________
4
Listening to what you have to say ___________
5
Inviting you to ask questions _____________
6
Maintaining your privacy _________
7
Giving clear information or advice __________
8
Using simple and understandable language ______________
9
Being available when you needed to speak with a pharmacist _________
10
Being able to offer advice on medicines, health-related products or services
11
I do not remember
IF THE PARTICIPANT RATES ≤5 FOR ANY ITEM ABOVE THEN ASK TO
DESCRIBE EXPERIENCE
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
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IF ALSO HAD CONTACT WITH A PHARMACY ASSISTANT or SOMEONE ELSE
BUT DON”T KNOW WHO (Q8 = B or D)
Q9b. Thinking about your visit and using a scale of 1-10 where 1 = extremely low and 10
= extremely high, how would you rate the pharmacy assistant / that person for:
1
Making you feel welcome ____________
2
Addressing you by your name when you were dropping off / collecting a prescription
_______
3
Being polite and courteous ____________
4
Listening to what you have to say ___________
5
Inviting you to ask questions _____________
6
Maintaining your privacy _________
7
Giving clear information or advice __________
8
Using simple and understandable language ____________
9
Being able to offer advice on health-related products or services _________
10
I do not remember
IF THE PARTICIPANT RATES ≤5 FOR ANY ITEM ABOVE THEN ASK TO
DESCRIBE EXPERIENCE (REASON)
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
**********************************************************************
Q10. Did you receive written instructions on how to use the medicine, apart from what is
on the bottle or packaging?
YES = Go to Q10a
NO = GO TO Q11a.
IF RECEIVED WRITTEN INFORMATION ABOUT YOUR PRESCRIPTION / OTC
MEDICINES (IF Q10 = YES):
Q10a. Did you look at the written information given to you?
YES / NO
Q10b. Could you tell me why or what you did with that written information? (e.g., read
it, kept, lost it, threw out, gave to someone)
______________________________________________________________________
______________________________________________________________________
Q10c. Please indicate on a scale from 1 to 10 (where 1 means extremely low and 10 means
extremely high):
A How ‘user-friendly’ did you find the written information? _______
B How understandable was the information for you?
_______
C How helpful was with the written information for you?
______
Q10d.
Referring to the written information, was there anything else that you wanted
to know but didn’t find in the information?
YES / NO
If YES did you seek out further information from any other source?
(e.g. internet, GP, family, friend)__________________________________________________
Q11a. Overall thinking about this pharmacy visit what were you HOPING was going to
happen?
_____________________________________________________________________________
_____________________________________________________________________________
Q11b.
Is that what actually happened? Yes / No
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Comment:
_____________________________________________________________________________
_____________________________________________________________________________
Q11c. What did you LIKE about this visit to the pharmacy?
_____________________________________________________________________________
_____________________________________________________________________________
Q12. Was there anything that you feel could have been done differently to improve your
visit to this pharmacy? (Unprompted but probe)
A
Can’t think of anything
B
Nothing – all was good
C
Specifically
_____________________________________________________________________________
_____________________________________________________________________________
Q13

On a scale of 1 to 10 (1 means extremely poor, and 10 means extremely good) how
would you rate this pharmacy visit overall? ________________

SECTION B
Now I would like to ask you some questions about your general use of community
pharmacy services. These questions are not about the pharmacy you recently visited we
just talked about – but about pharmacy in general.
Q14a. About how often would you visit a community pharmacy?
A
About once a week
B
2-3 times a month
C
About once a month
D
Every few months
E
Once or twice a year
F
Other _____________________________________________________________
Q14b. What would be the main reason you would normally visit? (e.g., fill a prescription,
to buy a medicine, herbal remedies or vitamins, for advice about a health issue…)
_please specify:
________________________________________________________________________
Q14c. I’d like to get some idea of how often the following three things happen when you
visit a pharmacy for prescriptions or buying over-the-counter medicines.
Using a scale of never (1), rarely (2), sometimes (3), usually (4) or always (5), could you tell
me HOW OFTEN …
A
… do you speak with the pharmacist about how to use the medicine ______________
B
… do you receive written information on how to use the medicine ______________
C
… does the pharmacist checks whether you had any side effects from the medication
______________
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Q14d.
About how often would you go to see a health professional (e.g. GP, specialist
doctor)?
A
About once a week
B
2-3 times a month
C
About once a month
D
Every few months
E
Once or twice a year
F
Other __please specify:
_____________________________________________________________________________
Q15a Which of the following statements best describes you?
A
Although I have a choice I generally use one regular pharmacy
(GO TO Q15b)
B
I generally use a particular pharmacy group or chain but the shop varies
C
I go to whichever pharmacy is most convenient at the time
D
I go to whichever pharmacy is the best priced at the time
E
There is only one pharmacy in my area, so I always go there
F
Other___please specify:
________________________________________________________________________
(IF Q15a=A)
Q15b. Why do you generally use this one particular pharmacy? MULTI (unprompted
but probe)
A
They speak my language (GO TO Q15c)
B
The staff are friendly
GO TO 16
C
The prices are affordable for me GO TO 16
D
The pharmacist is always available GO TO 16
E
The pharmacist gives good advice GO TO 16
F
I don’t have to wait too long for prescriptions GO TO 16
G
The staff and pharmacist know me GO TO 16
H
Co-located with my GP GO TO 16
I
Co-located with other health practitioners GO TO 16
J
Close / convenient to by my GP GO TO 16
K
Close / convenient to other health practitioners GO TO 16
L
Close / convenient to my home GO TO 16
M
Close / convenient to my work GO TO 16
N
It’s in the shopping centre I use GO TO 16
O
It’s in the shopping strip I use GO TO 16
P
Close / convenient to shopping in some other way GO TO 16
Q
Close / convenient to somewhere else ___please specify:
________________________ GO TO 16
R
More convenient than going into shopping centre GO TO 16
S
Parking outside / close by is easy GO TO 16
T
Other ____please specify:
_____________________________________ GO TO 16
U
Don’t know, never thought about it GO TO 16

294

Appendix D

Q15c. How often, when you visit, does the pharmacy have someone who can speak to you
in your first language?
A
Always
B
Usually
C
Sometimes
D
Rarely
E
Never
Q16

What is it about community pharmacies that you feel needs to be improved most?
MULTI (unprompted but probe)
A
Lower prices on medicines
B
Lower prices on other products
C
Shorter waiting times for prescriptions
D
Staff spend more time serving customers
E
Private area for discussion
F
The pharmacist being more available
G
Information sheets in simple, easy to understand language
H
Can’t think of anything
I
Other ___please specify:
_____________________________________________________________________________
_____________________________________________________________________________
Q16a. Can you tell me in your own words, what you feel that you NEED (i.e. that is really
essential for you) from community pharmacy service? UNPROMPTED but probe (for
example, pharmacy carries the medicine you need in stock or can get it quickly, The pharmacist
speaks with you about how to use the medicine, The pharmacist checks with you later whether
you have any side effects from the medication, Webster-packing(please specify)
_____________________________________________________________________________
Q16b.
Can you tell me in your own words, ideally, what would you WANT from
community pharmacy service? UNPROMPTED but probe (for example, pharmacy carries
the medicine you need in stock or can get it quickly, The pharmacist speaks with you about how
to use the medicine, The pharmacist checks with you later whether you have any side effects
from the medication, Webster-packing ) please specify
_____________________________________________________________________________
_____________________________________________________________________________
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Q17

Have you ever used a pharmacy, EVER, for any of the following services (yes or
no)? MULTI (read out and record Y or N)
A
Health screening or monitoring (e.g. blood pressure, blood sugar etc) Y / N
B
Help to stop smoking
Y/N
C
Needle exchange
Y/N
D
Medicine review, where a pharmacist discusses all your medicines with you
Y/N
AT HOME 
AT PHARMACY 
F
Medicines or prescriptions delivered to your home
Y/N
G
Webster-packs
Y/N
H
Testing, or maintenance of medical equipment, such as asthma machines, etc
Y/N
I
To decide whether to see a doctor
Y/N
_ please specify:
______________________________________________________________________
J
Something else (any other reasons?)
Y/N
please specify:____________________________________________________
K
No, have not used a pharmacy for ANY of these

Q18

Are there any other comments or suggestions you would like to make about
pharmacists, pharmacy assistants or community pharmacy in general?
A
No
B
Yes___ please specify:
____________________________________________________________________________
_____________________________________________________________________________
WE ARE DONE - THANK YOU
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APPENDIX E: COMMUNITY PHARMACY STAFF ASSESSMENT QUESTIONNAIRE

This training questionnaire asks about your current knowledge, beliefs and skills around mild to
moderate mental illness such as depression and anxiety. Your contribution to the questionnaire
is anonymous and all information will be available only to the members of the research team.
The information gathered will be used to help develop and then later evaluate the training
programme. Please set aside 35 minutes (for pharmacists) and up to 20 minutes (for pharmacy /
dispensary assistants) to complete. Please try to complete in one sitting without disruption.

We really value your input and honest contribution. This is not a test. Your answers will help us
develop a training programme to assist pharmacists and pharmacy assistants to work with
people who experience depression and anxiety.
If you have any questions regarding this research please don’t hesitate to contact the research
team on 1800 600 687 or email us: mentalhealth@griffith.edu.au
Here are some guides to filling in the questionnaire:


Please try to answer all the questions.



There are three types of questions in the survey:
1. Choose an answer from a supplied list by putting a tick in the box beside the item you
have chosen.
2. Rank a set of statements in your order of preference by putting a number beside the
item.
3. Provide more information in your own words.

Thank you for taking the time to fill out this questionnaire.
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SECTION A
The first section gathers some basic information about your training background and current
practice.
1a. Please rate how likely you are to select each of the following Primary Health Care
areas for the PPI program in your pharmacy?
On a scale from 1 to 7, where 1 = highly unlikely and 7 = highly likely:
SomeSomeHighly
Highly
Unlikely
what
Neutral
what
Likely
Unlikely
Likely
unlikely
likely
1. Diabetes
01
02
03
04
05
06
07
2. Respiratory
01
02
03
04
05
06
07
disease
3. Cardiovascular 01
02
03
04
05
06
07
disease
4. Mental health 01
02
03
04
05
06
07
conditions
5. Health
01
02
03
04
05
06
07
promotion
1b. Have you had any specific mental health related education or training?
001…NO (go Q3)
002…YES
2. If you answered YES to the above question, please detail what sort of education and
training it was, when it was undertaken, if the training covered medication, and how many
hours it involved.
MEDICATION
TYPE
WHEN
NO OF HOURS
COVERED
YES / NO
YES / NO
YES / NO
YES / NO
3. What motivated you to participate in the current training programme? (Rank from 1 to
5; where 1 = most motivating and 5 = least motivating)
001… Obtaining CPD points
002… Financial reimbursement
003… Interest in the subject
004… It was recommend to me
005… I want to improve patient outcomes
4. Thinking of the last month of your work, of all the people you have provided
antidepressants to, how many have you talked with about the medication? (Tick one)
001…NONE (go Q6)
002…A FEW (go Q5)
003…MOST (go Q5)
004…ALL (go Q5)
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5. Thinking of the last month of your work, what do you usually do when talking to a
person about antidepressants? (Tick as many as apply)
001… I don’t usually ask anything
002… Just chat informally
003… Ask some standard questions
004… Provide a consumer medication information sheet or other written information
005… I do other things (please specify)
_____________________________________________________________________________
______________________________________________________________
6. Thinking of the last month of your work, in general if you notice a person whose mental
health you are concerned about what sorts of things do you do? (Tick as many as apply)
001… Talk to them informally
002… Speak with another health professional
003… Speak with another health professional skilled in the mental health area
004… Offer to refer them to a specialist service
005… None of the above
006… I have not come across this in my current workplace
007… I do other things (please specify)
_____________________________________________________________________________
_____________________________________________________________________________
____________________________________________________________________________

SECTION B
This section concerns how you feel about common mental illnesses such as depression and
anxiety.
Please read the following statements carefully and tick the box that matches how much you
agree with each statement:

Statements
1. Mental illness is
not a real disease
2. Anyone can
suffer from mental
illness
3. Antidepressants
are addictive
4. Most mental
illnesses stem from
negative life events
5. Mental illness is
normal in older
age
6. Most mental
illnesses get better
without treatment

Strongly
Tend to
Disagree
Disagree
Disagree

Neither
Tend
Agree
Strongly
to
Agree
or
Agree
Agree
Disagree

01

02

03

04

05

06

07

01

02

03

04

05

06

07

01

02

03

04

05

06

07

01

02

03

04

05

06

07

01

02
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7. People with mental
illness need to pull
themselves together
to get over it
8. Antidepressants
can change one’s
personality
9. People with mental
illness need support
and understanding
from their
environment
10.Children cannot
suffer from severe
mental illness
11.Mental illness
mainly has
psychological causes
12. People with
depression benefit
most from treatment
with antidepressants
13. Mental illness is a
disease like any other
14. People with
mental illness
are unreliable
15. People with
mental illness benefit
most from
psychological
treatment (talking
therapies)
16. Weakness of
character is a cause
related to mental
illness
17. Mental illness
mainly has
biochemical causes
18. Mental
illness cannot be
completely cured
19. People with
mental illness receive
all necessary
information about the
illness from their GP
or psychiatrist
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20. People with
mental illness
generally do
not understand
information about
their medication
21. People with
mental illness
generally do
not follow-up
information about
their medication
22. People with
mental illness receive
all necessary
information about
their medication from
their GP or
psychiatrist
23. People with
mental illness put a
strain on pharmacy
staff
24. People with
mental illness don’t
want to talk with a
pharmacist about
their illness
25.People with
mental illness don’t
want to talk with
pharmacists about
their medication
26.People with
mental illness
generally do
not follow advice
about taking their
medications
27. People with
mental illness are
unpredictable
28. People with
mental illness are
hard to talk with
29. People with
mental illness only
have themselves to
blame for their
condition
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30. People with
mental illness will
improve if given
treatment and
support
31. People with
mental illness feel the
same way we all do at
times
32. People with
mental illness can
pull themselves
together if they want
33. People with
mental illness can
eventually recover
34. People with
mental illness are a
danger to others
35. People with
mental illness can be
as successful at work
as others
36. Treatment can
help people with
mental illness lead
normal lives
37. People are
generally caring and
sympathetic to other
people with a mental
illness
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SECTION C
This section looks at how you feel about dealing with depression and anxiety and related
medication issues in your current practice.
Please tick the box that matches how much you agree with the following statements in regards
to your current practice: FOR PHARMACISTS ONLY

Statements
1. I feel able to
talk to people
about their mental
health problems
2. I feel able to
talk to people
about their mental
health medications

Neither
Tend
Strongly
Tend to
Agree
Strongly
Disagree
to
Agree
Disagree
Disagree
or
Agree
Agree
Disagree
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3. I feel confident
when addressing
their mental
health problems
4. I feel able to
advise people
about their mental
health medications
5. I feel confident
discussing a
consumer’s
medication issues
with their GP or
psychiatrist
6. I feel able
to talk with people
about their
medication
adherence
7. I feel
confident working
with people to
improve their
adherence with
mental health
medications
8. I know how to
use a motivational
approach when
working with
people with
medication
problems
9. I know where to
access good
resources for
people with mental
illness (e.g. written
information and
websites)
10. I feel I know
enough about
mental illness to
carry out my role
when working
with people with
mental health
problems
11.Overall I find it
rewarding to work
with people with
mental health
problems
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Please tick the box that matches how much you agree with the following statements: FOR
PHARMACY SUPPORT STAFF (PHARMACY / DISPENSARY ASSISTANTS) ONLY

Statement
1. I feel able to talk to
people who have a
mental illness
2. I feel able to talk
with people about
their mental health
medication
3. I feel able to advise
people about how to
take their mental
health medications
4. I feel I know
enough about mental
illness to carry out my
role when working
with people with
mental health
problems
5. Overall I find it
rewarding to work
with people with
mental health
problems

Neither Tend
Strongly
Tend to
Strongly
Disagree
Agree or
to
Agree
Disagree
Disagree
Agree
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SECTION D
This section looks at your knowledge and skills working with people with mental health
problems. As this is not a test PLEASE don’t check resources to answer the questions. Thinking
about the case scenario below we would like to know how you would answer the following
questions.
Sue is a young mother who comes into your pharmacy asking for something for her nerves. She
describes feeling stressed all the time and sometimes it gets so bad she starts to feel shaky,
sweaty and nauseous. Sue is concerned because as hard as she tries she can’t stop herself from
thinking about all her worries. She feels tense and tired and this is affecting her relationship
with her four children and her husband. Sue works as a supermarket cashier and doesn’t want to
go to the doctor because of the cost and she thinks ‘what can they do anyway.’ She states that
she worries about money all day to the point that she is making frequent mistakes in her job.
She wants to buy something to help her sleep and calm her down. Her neighbour had suggested
that there were vitamins that could help her.
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1. What do you think might be happening for Sue? (Tick as many as apply)
001… Lack of sleep
002… Work stress
003… Symptoms of anxiety
005… Normal reaction to life problems
004… Symptoms of depression
006… All of the above
007… None of the above
008… Something else (please specify)
_____________________________________________________________________________
2. What might you do next? (Tick as many as apply)
001… Recommend Sue takes a multi-vitamin each day
002… Gather more information from Sue
003… Recommend Sue speaks with another health professional (e.g. Nurse,
Pharmacist, GP)
004… Recommend Sue speaks with another health professional skilled in the mental
health area
005… Recommend Sue takes a herbal sleeping tablet
006… Tell her there is nothing to worry about
007… All of the above
008… None of the above
009… Something else (please specify)
______________________________________________________________________
3. How would you feel about trying to help Sue? (Tick one)
001… Uncomfortable
002… Mildly uncomfortable
003… Neither comfortable or uncomfortable
004… Mildly comfortable
005… Comfortable
Mark is a middle-aged man who comes to your pharmacy mid-morning. He’s feeling guilty
because he couldn’t face going to work and had rung in sick again. He says he needs something
to sleep. For the last few months, he said he just can’t get motivated at work, and his energy is
low. He usually wakes up at about 4am then cant get back to sleep and he can’t concentrate
during the day. He thinks his boss is going to fire him. He has lost interest in the football, which
he has always enjoyed and is thinking of giving his season tickets away. He wants you to
recommend something to ‘boost his mood’ and improve his concentration so he can get back to
work. He also asks you for something stronger than paracetamol because of his ongoing lower
back pain.
1. What do you think might be happening for Mark? (Tick as many as apply)
001… A physical illness causing his symptoms
002… Work stress
003… Symptoms of anxiety
006… Mid-life crisis
005… Symptoms of bipolar disorder
004… Symptoms of depression
007… All of the above
008… None of the above
009… Something else (please specify)
_____________________________________________________________________________
(Can’t go back to change previous answers)
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2. Mark tells you his GP thinks he has depression. If you were providing information
about the following options for Mark how would you rate them?
PLEASE ENSURE THAT YOU RATE EACH OPTION SHOWN
Tick the box that matches:
Intervention
a. Vitamins, minerals and
tonics
b. Herbal therapies
c. Antihistamines (sedating)
d. Antidepressants
e. Stimulants (e.g.
dexamphetamine)
f. Mood stabilisers
g. Antipsychotics
h. Sedative-hypnotics
i. Analgesics
j. Beta-blockers
k. Increasing physical
activity
l. Reading self-help books
m. Relaxation, meditation,
yoga
n. Changing employment
o. Psychological therapies
(e.g. cognitive behavioural
therapy)
p. Electroconvulsive
treatment (ECT)
q. Reducing alcohol
consumption
r. Compulsory admission to
hospital
s. Counselling
t. Special diet avoiding
certain foods
u. Homeopathic remedies
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PHARMACISTS ONLY
Jenine comes to have a new prescription for an antidepressant dispensed for a selective
serotonin reuptake inhibitor (SSRI). Her GP thinks that she has depression. Jenine isn’t sure
about this diagnosis as she is only 40 and looks after her physical fitness because both her
parents have a history of cardiovascular disease. She admits she has been feeling quite low over
the last four weeks, and has lost about 5kg in the last month because she just didn’t feel hungry.
Her friend came to see her yesterday and was worried because she was still wearing her pyjamas
in the afternoon and she hadn’t been meeting her at the gym. When Jenine’s friend rang her
work she had been told that Jenine had been off sick all week. This morning her friend had gone
with her to the GP.
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1. Jenine asks how long does she have to take the medication before she will notice it
starting to work? (Tick one)
001… A couple of days
002… A couple of weeks
003… A month
004… Two months
005… Six months
2. She also wants to know how long she will have to take antidepressant medication
for? (Tick one)
001… Four weeks
002… Six weeks
003… Three months
004… Six months
005… Twelve months
3. Jenine asks what side effects are COMMON for people to experience in the first couple
of weeks with an SSRI? (Tick as many as apply)
001… Constipation
002… Nausea
003… Headache
004… Sedation
005… Insomnia
006… Diarrhoea
007… Agitation
008… Vivid dreams
009… Blurred vision
Jenine returns three weeks later with another prescription for venlafaxine and tells you that she
had gone back to the GP because she wasn’t feeling much better. The GP had told her to stop
the SSRI today and start the new antidepressant venlafaxine tomorrow.
4. What might you be concerned about in this situation? (Tick as many as apply)
001… Inadequate trial of first antidepressant
002… Trial of first antidepressant too long with lack of response
003… Lack of a medication-free period between antidepressants
004… Lack of switching plan
005… Discontinuation effects stopping first antidepressant
008… Monitoring for signs of infection
006… Excess serotonin stimulation starting second antidepressant
007… Monitoring plan for blood pressure and pulse
007… Irregular / poor adherence with antidepresant
009… Something else (please specify): ____________________________________
___________________________________________________________________
___________________________________________________________________
5. As a pharmacist what might you do next? (Tick one)
001… Recommend that Jenine returns to her GP and do not dispense the new
prescription
002… Ring the GP to discuss your concerns
003… Dispense the prescription and recommend that Jenine contact her GP as soon as possible
004… Dispense the prescription and go over the consumer information sheet about venlafaxine
with Jenine
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6. How would you feel trying to work with Jenine about her medication issues? (Tick one)
001… Uncomfortable
002… Mildly uncomfortable
003… Neither comfortable or uncomfortable
004… Mildly comfortable
005… Comfortable
SECTION E
FOR ALL PHARMACY STAFF
This section looks at incentives and barriers for working with mental health consumers and
caregivers part of your current role and within your present workplace.
Please tick the box that matches how much you agree with the following statements:

1. I am motivated to work
with mental health
consumers and caregivers
in my current role
2. Health and media
campaigns, in general,
have made society more
concerned about mental
health.
3. People with mental
illness are requesting my
advice.
4. Mental health services
are readily available for
support and referral.
5. There is good evidence
that mental health
medications are effective
for people with
depression and anxiety.
6. There are funding
initiatives to support me
providing services in the
community for people
with a mental illness.
7. Providing advice about
mental health medication
will make a difference to
the consumers and
caregivers I work with.
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Disagree
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Agree or
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8. There is good evidence
that pharmacists can
improve outcomes for
people with a mental
illness.
9. Pharmacy professional
bodies recognise
pharmacist role in
improving consumer
outcomes.
10. Community
pharmacists are an
integral member of the
health care team
11. Community
pharmacists should have
a greater involvement
with the health care team

01

02

03

04

05

06

07

01

02

03

04

05

06

07

01

02

03

04

05

06

07

01

02

03

04

05

06

07

Are there any other comments you would like to make about your motivations for working with
mental health consumers and caregivers in your current role and workplace:
_____________________________________________________________________________
Again, consider working with mental health consumers and caregivers within your current
role and within your present workplace.
Please tick the box that matches how much you agree with the following statements:

1. I find it difficult to
work with mental
health consumers and
caregivers in my
present role
2. I have not been
trained to help people
with mental health
problems.
3. I am too busy dealing
with the problems that
other people present
with.
4. There are no
appropriate self-help or
educational pamphlets
available to me.
5. I do not have access
to a suitable private
area to talk with people.

Strongly
Disagree

Disagree

Tend to
Disagree

Neither
Agree or
Disagree

Tend to
Agree

Agree

Strongly
Agree
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6. I do not have access
to enough consumer
clinical information.
7. I do not know how to
talk to people with a
mental illness.
8. Working with people
with mental health
problems takes up too
much time.
9. I am not paid to work
with people with mental
health problems.
10. I don’t know where
to refer people to if
there is a problem.
11. Consumers feel
ashamed about their
illness
12. Pharmacists are not
ready to take up new
roles in patient-centred
care.
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Are there any other comments you would like to make about barriers for working with mental
health consumers and caregivers in your current role and workplace:
_____________________________________________________________________________
_____________________________________________________________________________

SECTION F
FOR ALL PHARMACY STAFF
The last section gathers some information about your training and education preferences.
1. Where do you have access to the internet? (Tick as many as apply)
001… at home (go Q2)
002…at work (go Q2)
003…only at a public centre (e.g. Library, community centre) (Go Q3)
2. What type of internet connection do you have? (Tick one)
001… dial-up
002…broadband
003…other (please specify) _______________________________________________________
3. The training programme that you are going to pilot will be designed to enable self-paced
learning. Which format do you prefer education material to be delivered? (Please select
your TOP 3 preferences)
001…On-line course that I complete when I have time
002…Recorded lectures (video / audio, CD / DVD, download) that I complete in my own time
003…Live video / audio conferencing (e.g. Skype, virtual classroom) that I complete at a
specific time
004…Via email with attached documents that I complete in my own time
005…Online discussion forums that I participate in my own time
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006…Self-study pack (print and video / audio) that I complete in my own time
007…Face-to-face workshop or meeting with the opportunity to interact with other attendees
4. What learning style would you prefer the education material to be based around? (Tick
one)
001… Case scenarios
002… Reading material (paper-based)
003… Role plays
004… Power-point lectures
005… A mixture of the above
5. How would you prefer to be assessed? (Tick one)
001… Multiple choice questions
002… Short and long answer test
003… Examination
004… Assignment
6. What topics would you like covered in a mental health education programme? (Tick as
many as apply)
001… Mental illness presentation, diagnosis and epidemiology
002… Evidence and values-based treatment of mental illness
003… Delivery of mental health care to achieve best outcomes
004… Psychopharmacology and the role of medication
005… Cultural issues in mental health care
006… Other things (please specify)
_____________________________________________________________________________
____________________________________________________________________________
7. Reflecting on your previous continuing education experience do you think it has added
value to your practice? (Tick one)
001… Yes always
002… Yes most of the time
003… Yes sometimes
004… Not usually
005… Not at all
8. After completing continuing education courses how would you prefer to evaluate the
programme for meeting your learning needs and providing feedback? (Tick all that
apply)
001… A course evaluation questionnaire immediately after the training
002… A focus group immediately after the training
003… An evaluation form 3-6 months after the training
004… A telephone interview 3-6 months after the training
005… I don’t participate in course evaluations
Thank you !
Please take a moment to ensure that you have answered all the questions to your
satisfaction.
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APPENDIX F: STUDY DESIGN TO DEVELOP AND TEST THE EFFECTIVENESS OF A MENTAL HEALT EDUCATIONAL
PACKAGE (29).
Intervention Group (Group 1)
Pharmacist and pharmacy support staff
Baseline

Immediately post intervention
Assessment 1
(T1)

Training

6-months post intervention

Assessment 2
(T2)

Consumers and caregivers
Exit 1

Exit 2

Exit 3

Control Group (Group 2)
Pharmacists and support staff
Baseline

Immediately post intervention
Assessment 1
(T1a)

No training

Assessment 2*

Training

(T1b)

Assessment 3*
(T2)

Consumers and caregivers
Exit 1

Exit 2

Exit 3

Assessment 1=Community pharmacy staff completion of Pre-training Questionnaire, Assessment 2=Community pharmacy staff in Intervention Group completion of
the Post-training Questionnaire, Assessment 2*=Community staff in Control Group completion of Pre-training Questionnaire for the second time. Assessment
3=Pharmacists in the complete 6-months Post-training Questionnaire and provide self-report of practice change. Assessment 3*=Community pharmacy staff in
Control Group complete Post-training Questionnaire. Exit 1, Exit 2 and Exit 3= Interviews conducted with mental health consumers and their caregivers within 72
hours of their visit to a community pharmacy
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APPENDIX G: RESPONSE TO ATTITUDE AND BELIEFS SCALES
Comparison of pharmacist and support staff response to DAQ Statements
Pharmacist

Support Staff

(n = 465)

(n = 326)

Mean (±SE)

Mean (±SE)

01 Mental illness is not a real disease

1.79 (0.07)

1.78 (0.08)

0.936

02 Anyone can suffer from mental illness

6.04 (0.06)

6.36 (0.06)

< 0.001

03 Antidepressants are addictive

2.80 (0.07)

3.92 (0.06)

<0.001

04 Most mental illnesses stem from negative life

4.06 (0.07)

4.11 (0.08)

0.648

05 Mental illness is normal in older age

3.05 (0.07)

2.88 (0.07)

0.103

06 Most mental illnesses get better without

2.49 (0.05)

2.24 (0.06)

0.002

2.37 (0.07)

1.94 (0.07)

< 0.001

08 Antidepressants can change one's personality

3.74 (0.07)

4.26 (0.08)

< 0.001

09 People with mental illness need support and

6.30 (0.06)

6.39 (0.07)

0.271

2.06 (0.07)

1.87 (0.06)

0.036

3.78 (0.07)

3.90 (0.08)

0.286

4.08 (0.06)

4.21 (0.08)

0.190

13 Mental illness is a disease like any other Pre

5.29 (0.08)

5.10 (0.10)

0.159

14 People with mental illness are unreliable

3.25 (0.07)

3.00 (0.07)

0.010

DAQ Statements

p – value

events

treatment
07 People with mental illness need to pull
themselves together to get over it

understanding from their environment
10 Children cannot suffer from severe mental
illness
11 Mental illness mainly has psychological
causes
12 People with depression benefit most from
treatment with antidepressants
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15 People with mental illness benefit most from

4.69 (0.06)

4.82 (0.07)

0.168

2.69 (0.07)

2.46 (0.08)

0.030

17 Mental illness mainly has biochemical causes

4.50 (0.06)

4.48 (0.08)

0.844

18 Mental illness cannot be completely cured

3.52 (0.07)

3.57 (0.08)

0.651

19 People with mental illness put a strain on

2.93 (0.07)

2.52 (0.08)

0.001

3.44 (0.07)

3.40 (0.08)

0.724

2.56 (0.07)

3.08 (0.09)

0.001

3.73 (0.07)

4.13 (0.09)

0.001

3.98 (0.06)

4.34 (0.09)

0.001

2.56 (0.6)

3.23

< 0.001

psychological treatment (talking therapies)
16 Weakness of character is a cause related to
mental illness

pharmacy staff
20 People with mental illness don't want to talk
with a pharmacist about their illness
21 People with mental illness receive all
necessary information about the illness from their
GP or psychiatrist
22 People with mental illness generally do not
understand information about their medication
23 People with mental illness generally do not
follow-up information about their medication
24 People with mental illness receive all the
necessary information about their medication

(0.09)

from their GP or psychiatrist
25 People with mental illness don't want to talk

3.18 (0.06)

3.17 (0.08)

0.007

3.16 (0.07)

3.42 (0.07)

0.002

with pharmacists about their medication
26 People with a mental illness generally do not
follow advice about taking their medication
Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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Comparison of pharmacist and support staff response to MIA statements
Pharmacist
(n = 465)

Support Staff ( n =
326)

Mean (±SE)

Mean (±SE)

01 People with mental illness are unpredictable

3.66 (0.06)

02 People with mental illness are hard to talk with

Mean
Diff

p – value

4.03 (0.08)

0.37

0.001

3.34 (0.06)

3.34 (0.08)

0.00

1.000

03 People with mental illness only have themselves to blame for their
condition

1.84 (0.05)

1.59 (0.05)

0.25

0.001

04 People with mental illness will improve if given treatment and support

5.80 (0.06)

6.17 (0.06)

0.37

0.001

05 People with mental illness feel the same way we all do at times

4.53 (0.08)

4.35 (0.11)

0.18

0.185

06 People with mental illness can pull themselves together if they want Pre

2.96 (0.07)

2.70 (0.09)

0.26

0.020

07 People with mental illness can eventually recover Pre

5.02 (0.06)

5.08 (0.08)

0.07

0.526

08 People with mental illness are a danger to others Pre

3.21 (0.06)

3.32 (0.07)

0.11

0.270

09 People with mental illness can be as successful at work as others Pre

5.74 (0.06)

5.94 (0.06)

0.20

0.014

10 Treatment can help people with mental illness lead normal lives Pre

6.13 (0.04)

6.22 (0.05)

0.09

0.144

11 People are generally caring and sympathetic to other people with a
mental illness Pre

3.98 (0.07)

4.30 (0.09)

0.32

0.006

MIA Statements

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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APPENDIX H: RESULTS OF ASSUMPTION TESTING
Model summary
Change Statistics
Model
1

R

Adjusted R
Std. Error of
R square
F Change
R Square
Square
the Estimate
Change
0.393a
0.154
0.149
9.5273
0.154
28.594
a. Predictors: Negative stereotypes, Cause, Role, Treatment Approach, Patients
b. Dependent Variable: Barriers

df1

df2
5

Sig F Change
784

0.000

ANOVA
Model
1

Sum of Squares

df

Regression

12977.475

5

Residual

71163.512

784

Total
a.
b.

Mean Square

F

Sig.

2595.495

28.594

0.000b

90.770

84140.987
789
Dependent Variable: Barriers
Predictors: Negative stereotypes, Cause, Role, Treatment Approach, Patients
Coefficientsa

Model
1

(Constant)
Cause
Role
Patients
Treatment Approach
Negative Stereotypes

Unstandardized Standardized
Coefficients
Coefficients
B
Std. Error
Beta
19.886
2.318
0.104
0.116
0.033
0.116
0.068
0.067
0.249
0.097
0.108
0.210
0.086
0.102
0.489
0.101
0.200

Correlations
t
8.581
0.895
1.715
2.563
2.454
4.829

Sig.
0.000
0.371
0.087
0.011
0.014
0.000

Collinearity Statistics

Zero-order

Partial

Part

Tolerance

VIF

0.184
0.247
0.302
0.294
0.345

0.032
0.061
0.091
0.087
0.170

0.029
0.056
0.084
0.081
0.159

0.807
0.701
0.611
0.622
0.628

0.1240
1.427
1.636
1.607
1.593
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Collinearity Diagnosticsa
Model
1

Dimension
1
2
3
4
5
6

Eigenvalue
5.867
0.046
0.031
0.024
0.017
0.016

Condition
Index
1.00
11.337
13.818
15.763
18.665
19.265

Constant

Cause

Role

Patient

0.00
0.05
0.03
0.02
0.01
0.89

0.00
0.15
0.60
0.08
0.06
0.10

0.00
0.02
0.00
0.83
0.09
0.06

0.00
0.00
0.07
0.20
0.50
0.23

Treatment
Approach
0.00
0.00
0.17
0.01
0.74
0.08

Negative
Stereotypes
0.00
0.67
0.18
0.01
0.00
0.14

Casewise Diagnosticsa
Case Number
323
878
1015

Std. Residual
3.706
3.128
-3.075

Barriers
72.00
69.00
17.00

Predicted Value
36.6894
39.1952
46.2992

Residual
35.31056
29.80484
-29.29922

Residual Statisticsa
Predicted Value
Std. Predicted Value
Standard Error of Predicted Value
Adjusted Predicted Value
Residual
Std. Residual
Stud. Residual
Deleted Residual
Stud. Deleted Residual
Mahal. Distance
Cook’s Distance
Centred Leverage Value

Minimum
26.8522
-4.038
0.381
27.3402
-29.29922
-3.075
-3.081
-29.40626
-3.098
0.261
0.000
0.000

Maximum
61.8707
4.550
2.098
61.6367
35.31056
3.706
3.717
35.52395
3.748
37.246
0.025
0.047

Mean
43.2278
0.000
0.795
43.2262
0.000
0.000
0.000
0.00162
0.000
4.994
0.001
0.006

Std. Deviation
4.05561
1.000
0.238
4.05038
9.49708
0.997
1.001
9.57842
1.003
3.924
0.003
0.005

N
790
790
790
790
790
790
790
790
790
790
790
790
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Regression scatter plots
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APPENDIX I: MENTAL HEALTH
LEARNING MODULES AND QUIZ

TRAINING PROGRAM

SUMMARY OF

LEARNING MODULES

Module 1
Title: What are depression and anxiety?
Key leaning objectives: (1) To summarise the prevalence and impact of mental illness in the
Australian community, (2). To outline the key symptoms of anxiety and depressive disorders,
(3) To describe the principle therapeutic modalities used to treat depression and anxiety.
Information delivered by: Mental health expert

Module 2
Title: Lived experience of consumers and caregivers
Key leaning objectives: (1) To describe the impact of depression and anxiety symptoms on the
lives of consumers and caregivers, (2) To describe the fears and stigma experienced by mental
health consumers and caregivers living in the community.
Information delivered by: Panel of consumers, caregivers and mental health expert via Q&A
discussions.

Module 3
Title: Supporting recovery
Key learning objective: (1) To describe the need and facilitators that mental health consumers
and caregivers identify to support their recovery, (2) To outline the role of community
pharmacy in supporting consumers and caregivers in the management of mental illness.

Module 4
Title: Improving consumer interactions in community pharmacy
Key learning objectives: (1) To identify appropriate and effective communication skills when
working with consumers and cares, (2) To identify barriers and facilitators that impact on
consumer and caregiver experiences in a community pharmacy setting.

Module 5
Title: Therapeutic interventions for depression and anxiety
Key learning objectives: (1) To describe the key principles of evidence-based practice in the
treatment of depression and anxiety in primary care, (2) To explain the role of medication in the
treatment of people with anxiety and depression.
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Module 6
Title: Principles of pharmacotherapy for depression and anxiety
Key learning objectives: (1) To describe the mechanism of action of antidepressants and antianxiety medicines, (2) To identify important key medication practice principles when treating
people with depression and anxiety.

Module 7
Title: Treatment planning and problem solving: Development of plan
Key learning objectives: (1) To describe the management principles for depression in postnatal
period, (2) To apply quality use of medicines principles in medication management of
depression and anxiety, (3) To apply a structured, problem-solving approach to supporting
consumers and caregivers experiencing postnatal depression.

Module 8
Title: Treatment planning and problem solving : Pharmacy practice
Key learning objectives: (1) To identify strategies to assist consumes and caregivers in the
management of antidepressants, (2) To follow a collaborative pathway to support mental health
consumers and caregivers recovery journey, (3) To utilise professional services and pharmacy
reimbursement pathways to improve the treatment outcomes for mental health consumers.

ASSESSMENT QUIZ
Quiz 1: What is depression and anxiety?
To complete this module please answer each question below and click the submit button to
finish. If you need to refer back to the training material at any time please click on the
‘Reference Material’ button on the far right of the screen, bringing up a new screen for the
reference material without leaving the quiz.
1. Depression and anxiety affects a significant percentage of the population and Australian
statistics indicate a prevalence of:
a) 10%
b) 12%
c) 15%
d) 18%
e) 20%
f)
2. Which of the following symptoms are common in consumers with depression?
a) Low mood for one day
b) Increased irritability
c) Interest in most activities
320

Appendix I

d) Sleeping well at night
e) Increased libido
3. Experiencing both depression and anxiety (comorbidity) is common and can affect:
a) Less than 20% people
b) 30% of people
c) 40% of people
d) 50% of people
e) More than 50% of people
4. Indicate which of the following statements could be used to describe anxiety disorder:
a) Worrying about an examination
b) Loss of pleasure in most activities
c) Anxiety symptoms make it difficult to do everyday normal activities
d) Feeling stressed when under pressure
e) Feeling uptight when meeting work deadlines
5. Anxiety disorders are classified into certain types, which include all of the following
except:
a) Bipolar disorder
b) Generalised anxiety disorder
c) Obsessive compulsive disorder
d) Panic disorder and phobias
e) Posttraumatic Stress Disorder (PTSD)
6. There are many misconceptions about depression which include:
a) It is caused by ongoing stress
b) It is a sign of a weak character
c) Cognitive behaviour therapy works
d) It is curable if treated appropriately
e) It is a medical condition
Quiz 2: Lived experiences of consumers and caregivers
1. Consumers with mental illness:
a)
May ‘present well’ despite what they are feeling
b)
Find it difficult to do basic daily tasks
c)
Struggle to be motivated
d)
All of the above
e)
None of the above
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2. Consumers and caregivers consider that pharmacists could assist by:
a)
Telling the consumer that they recognised them as someone with mental illness as
soon as they walked in the door
b)
Suggesting that ‘trying hard’ should be sufficient to ensure the consumer
remembered to take their medication
C)
Helping to ensure continued access to medication supply
d)
Talk about what they have learned on their recently completed mental health
course
e)
Talking loudly and slowly so that they understand everything
3.

Caring for someone with mental illness can be:
a)
Draining
b)
Rewarding
c)
Exhausting
d)
Frustrating
e)
All of the above

4.

It would be helpful if mental health consumers knew that:
a)
They will always feel stigmatised
b)
Self-medication (e.g. alcohol) would speed recovery
c)
They will be negatively targeted in the workplace
d)
Mental health issues can be successfully treated
e)
There are people a lot worse off than them

5.

Consumers who have a long history of mental illness:
a)
May be aware of the triggers that can bring on their symptoms
b)
Have often tried a variety of treatments
c)
Tend to know ‘what works for them’
d)
May have developed some self-coping mechanisms
e)
All of the above

6.

Pharmacy staff should be knowledgeable about mental illness and the issues that
consumers and caregivers experience so that they can:
a)
Pity mental health consumers when they come into the pharmacy
b)
Automatically open up a discussion about mental illness when consumers are in the
pharmacy
c)
Work more effectively with consumers and caregivers
d)
Treat each new mental health consumer as an opportunity to practice new skills
e)
Know exactly what the consumer or carer is thinking and feeling

Quiz 3: Supporting recovery
1.

Consumers with mental illness may present with certain behaviours which could indicate
that they are struggling to cope such as:
a)
Using over-the-counter sleeping tablets
b)
Being agitated
c)
Complaining of chronic pain
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d)
e)

Being emotional
All of the above

2.

It is important to be mindful that certain behaviours of pharmacy staff could worsen the
distress of a consumer who suffers from depression such as:
a)
Showing empathy towards the consumer
b)
Being respectful of the consumer
c)
Get the consumer out of the pharmacy as quick as possible as they may
become violent
d)
Checking with the consumer “how they are travelling”
e)
Recognising the role of caregivers

3.

When a caregiver or family member comes to the pharmacy to collect medicines for a
consumer the best way of managing the situation is to:
a)
Tell the caregiver you cannot discuss anything as you may breach privacy issues
b)
Ask if the consumer has been given any information, provide a consumer
information handout if requested and suggest the consumer contacts you if
they have any questions
c)
Take the caregiver to private area and reinforce the importance of adherence and
suggest they supervise the consumer taking the medicine
d)
Inform the caregiver that many people suffer from mental illness and that as long
as their loved one takes the medicines regularly as directed everything will be
alright
e)
Advise the caregiver to get support as mental illness places a huge burden on
caregivers

4.

What skills make for good medicines counselling when talking with the consumer and
caregiver together?
a)
A sound up to date understanding of the pharmacology of the medicine and outline
advances in mental health medicines
b)
Tell the caregiver member to ensure that they oversee the consumer taking the
medicine to ensure good compliance
c)
Provide the information in easy to understand language and ask the consumer
and caregiver to tell you what their understandings of the points you have
discussed have been
d)
Speak slowly and deliberately to both the consumer and caregiver so that can
understand what is said
e)
Always outline adverse effects that are observed from 1% or greater associated
with the medicine you are dispensing

5.

Body language is an important way to communicate how you feel about the person you
are helping. The best way to convey open body language is:
a)
Stand close to the person when you are discussing their medication
b)
Look the person in the eyes and do not look away when talking to them
c)
Avoid other customers when you are occupied with the consumer
d)
Treat the customer as you would want to be treated yourself
e)
Stand up-straight and rephrase what the consumer says
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6.

Pharmacy staff are in a unique position to identify consumers being treated for depression
as they may:
a)
Look like they are going to cry
b)
Talk slowly and are difficult to understand
c)
Seem distressed all the time
d)
Look anxious while in the pharmacy
e)
Have antidepressant prescriptions

Quiz 4: Improving consumer interaction in community pharmacy
1.

The best method of providing information to consumers regarding mental health issues is
to:
a)
Be empathetic and gauge what information the consumer has been given and ask
them what information would be useful
b)
Talk to the consumer about useful online web sites such as beyondblue
c)
Provide the consumer with CMI leaflets
d)
Ask open-ended questions to gain some more information about what the consumer
understands about their treatment
e)
All of the above

2.

Privacy can best be managed in the pharmacy by:
a)
Not discussing anything relating to the consumer’s medicines with them
b)
Making sure that in your pharmacy when you recognise a mental health consumer
only the pharmacist deals with them
c)
Asking the consumer to come to the private consultation room before you discuss
their medicines with them
d)
Assess each consumers needs on an individual basis and meet those needs as
your pharmacy environment allows
e)
Always speak in a low voice so that others in the pharmacy do not over here any
personal information that may upset the consumer

3.

The best way to work with mental health consumers in a community pharmacy is to:
a)
Treat everyone who comes into your pharmacy with respect
b)
Make sure all staff are bright, friendly and smiling
c)
Have music playing in the pharmacy
d)
Have an emergency protocol in case the consumer becomes violent
e)
Have bright lighting

4.

The following attributes are effective when assisting mental health consumers:
a)
Be aware of body language and treat each consumer as a unique individual
b)
Avoid upsetting them by describing what their medicine is i.e. do not call a
medicine an antidepressant
c)
Do not look at them directly as they might feel threatened
d)
Dispense the medicine as quickly as possible
e)
Ensure that your staff do not ask them how they are feeling because they may burst
into tears
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5.

If a consumer wants to get a prescription filled, and this is the first time they have had this
medicine, would you:
a)
Tell them to come back later when you have more time
b)
Explain the medicine in the simplest terms possible
c)
Automatically give them any literature provided by the manufacturer
d)
Gauge the consumer’s interest and readiness to receive information and go
from there
e)
Assume that the prescriber has provided them information about the medicine

6.

If a consumer asks about a distressing adverse effect associated with their medicine the
best response is to:
a)
Tell them to speak to their doctor as they prescribed the medicine and know what is
best for the consumer
b)
Ask if they read about it on the internet and suggest that a lot of information is
bogus and not to be trusted
c)
Listen to their concerns, ask if they are experiencing this problem or if it is a
concern and give them advice they can follow
d)
Tell them to wait while you look up the medicine and then tell them if the adverse
effect is real or not
e)
Explain to them that it is a common side-effect and they will just need to accept it

Quiz 5: Therapeutic interventions for depression and anxiety
1.

Indicate which one of the following classifications is correct in terms of the Multiaxial
Diagnostic System of the DSM-IV-TR:
a)
Axis I: Personality (e.g. borderline personality disorder)
b)
Axis II: Clinical disorders (e.g. depression)
c)
Axis III: General medical conditions (e.g. hypertension)
d)
Axis IV: Global assessment of functioning scale
e)
Axis V: Psychosocial and environment problems

2.

The risk of depression recurring after the first episode is about:
a)
20%
b)
30%
c)
40%
d)
50%
e)
60%

3.

Lifestyle interventions are important in the management of depression but does not
include:
a)
Regular exercising
b)
Getting enough sleep
c)
Reducing stress
d)
Maintaining social contact
e)
Using alcohol to sleep
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4.

Cognitive Behavioural Therapy (CBT) is an effective treatment for mild-moderate
depression. How many structured sessions does it usually involve:
a)
1 to 5
b)
6 to 10
c)
11 to 15
d)
16 to 20
e)
21 to 25

5.

How long should antidepressant treatment be continued to enhance outcomes:
a)
2 to 3 months after a first episode of depression
b)
6 to 12 months after two episodes of depression
c)
12 to 24 months after a first episode of depression
d)
Until symptoms resolve, then stop
e)
6 to 12 months after a first episode of depression

6.

Strategies for treatment resistant depression include:
a)
Augmenting antidepressant with mood stabiliser such as lithium
b)
Augmenting antidepressant with antipsychotic such as quetiapine
c)
Combining antidepressants with different mechanisms of action
d)
Electroconvulsive treatment (ECT)
e)
All of the above

Quiz 6: Principles of pharmacotherapy for depression and anxiety
1.

Which of the following adverse effects is associated with increased noradrenalin levels?
a)
Nausea
b)
Diarrhoea
c)
Weight gain
d)
Sedation
e)
Increased blood pressure

2.

Which of the following antidepressants works by blocking the reuptake of both
noradrenalin and serotonin?
a)
Reboxetine
b)
Mirtazapine
c)
Citalopram
d)
Duloxetine
e)
Agomelatine

3.

Discontinuation symptoms such as electric shock-like sensations, irritability and dizziness
are commonly associated with stopping which one of the following antidepressants?
a)
Venlafaxine
b)
Mirtazapine
c)
Fluoxetine
d)
Moclobemide
e)
Agomelatine
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4.

Postural hypotension is commonly associated with which of the following
antidepressants?
a)
Fluoxetine
b)
Phenelzine
c)
Moclobemide
d)
Mirtazapine
e)
Duloxetine

5.

Which of the following antidepressants is least likely to cause sexual dysfunction?
a)
Mirtazapine
b)
Phenelzine
c)
Paroxetine
d)
Venlafaxine
e)
Reboxetine

6.

Which class of antidepressants is most likely to be given as first-line therapy in
depression?
a)
MAOIs
b)
RIMAs
c)
SSRIs
d)
NARIs
e)
Melatonin agonists and serotonin antagonists

Quiz 7: Treatment planning and problem solving: Development of plan
1.

Indicate which of the following symptoms could indicate that a new mother is suffering
from depression rather than the ‘baby blues’:
a)
Transient mood disturbance
b)
Transient feeling of sadness
c)
Feeling tearful for a few days
d)
Feeling overwhelmed for a few days
e)
Persistent sadness or low mood

2.

Indicate which ratio reflects the prevalence of postnatal depression:
a)
1 in every 5 women
b)
1 in every 6 women
c)
1 in every 7 women
d)
1 in every 8 women
e)
1 in every 9 women

3.

Indicate which of the following statements are indicative of mild-moderate depression:
a)
Sad or low mood for one week
b)
Three symptoms typical of depression
c)
Symptoms markedly interfere with functioning
d)
Low mood, loss of pleasure and energy and appetite and sleep problems
e)
Transient mood disturbance
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4.

Initial treatment recommended for mild-moderate postnatal depression could include all
of the following options except:
a)
Active monitoring
b)
Psychosocial interventions
c)
Cognitive behavioural therapy
d)
Electroconvulsive treatment
e)
SSRI

5.

Indicate the correct statement in terms of the suitability of antidepressants for postnatal
depression:
a)
Levels of SSRIs that cross in to breast milk are high
b)
All SSRIs are contraindicated due to baby ‘jitteriness’
c)
High levels of sertraline are excreted in breast milk
d)
TCAs are the preferred treatment breast-feeding
e)
SSRIs are first-line if antidepressant treatment needed in breast-feeding.

6.

Which of the following adverse effects are not commonly caused by SSRIs?
a)
Constipation
b)
Nausea
c)
Headache
d)
Agitation
e)
Sexual dysfunction

Quiz 8: Treatment planning and problem solving: Pharmacy practice
If you need to refer back to the training material at any time please click on the ‘Reference
Material’ button on the far right of the screen, bringing up a new screen for the reference
material without leaving the quiz.
1. The effects of an antidepressant when starting or switching take time. The time before an
improvement in depression is generally noticed in:
a) 1 – 4 days
b) 4 – 7 days
c) 7 – 14 days
d) 14 – 21 days
e) 21 - 28 days
2. Mirtazapine could be an alternative to an SSRI for the management of postnatal depression
but has adverse effects that require monitoring which include:
a) Nausea and diarrhoea
b) Anxiety and agitation
c) Sexual dysfunction
d) Sedation and weight gain
e) Insomnia and headache
3. Indicate which of the following statements is correct in terms of discontinuation symptoms
that may occur when stopping sertraline or another short half-life SSRI rapidly:
a) If the consumer is concerned taper down over a few days
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b)
c)
d)
e)

Consumers require counselling in terms of awareness of this possibility
May experience electric-shock-like symptoms, nausea and dizziness
Symptoms are usually mild and self-limiting
All of the above

4. Which of the following treatment options are appropriate in the management of a new
mother with mild to moderate depression?
a) Psychoeducation
b) Behavioural therapy
c) Cognitive behavioural therapy
d) Antipsychotic
e) a) and c)
f) c) and d)
5. Indicate which of the following options could be used switching antidepressants in
consumers who are very anxious about not taking any medication for their depression:
a) A stop and start approach
b) A cross taper approach
c) A slow switch approach
d) A step down approach
e) A one week wash-out period
6. Consider a scenario in practice when a consumer is switching on antidepressant medication.
You discuss this with the prescriber and you agree on appropriate action. Some of the PPI
could be potentially utilised which include the following except?
a) Working with others
b) DAAs
c) Clinical interventions
d) Staged supply
e) Primary Health Care
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APPENDIX J: INTERVENTION AND CONTROL GROUP COMPARISONS
Total

Intervention Group

Control Group

n=791

n=325

n=466

791

325

466

Pharmacist

460 (58.2)

174 (53.5)

286 (61.4)

Support staff

331 (41.8)

151 (46.5)

180 (38.6)

Gender

791

325

466

Female

602 (76.1)

259 (79.7)

343 (73.6)

Age range (years)

711

294

417

29 years and under

348 (48.9)

131 (44.6)

217(52.0)

30-39

152 (21.4)

69 (23.5)

83 (19.9)

40-49

109 (15.3)

56 (19.0)

53 (12.7)

50-59

88 (12.4)

32 (10.9)

56 (13.4)

60 years and over

14 (2.0)

6 (2.0)

8 (1.9)

Demographic characteristics
Role

p - Value

0.034

Language

0.048

0.077

664

English

548 (82.5)

233 (85.3)

315 (80.6)

Other

116 (17.5)

40 (14.7)

76 (19.4)

0.110
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Cultural background

712

295

417

Australian (White / Caucasian)

470 (66.0)

205 (69.5)

265 (63.5)

Other

424 (34.0)

90 (30.5)

152 (36.5)

735

301

434

246 (33.5)

107 (35.5)

139 (32.0)

Highest qualification
High School Certificate / Vocational Training
Certificate / Diploma
Bachelor Degree / Master Degree / PhD

0.661
489 (66.5)

194 (64.5)

295 (68.0)

711

294

417

492 (69.2)

199 (67.7)

293 (70.3)

710

293

417

0-5

244 (34.4)

93 (31.7)

151 (36.2)

6-10

191 (26.9)

76 (25.9)

115 (27.6)

11-15

89 (12.5)

44 (15.0)

45 (10.8)

More than 15

186 (26.2)

80 (27.3)

106 (25.4)

662

271

391

456 (68.9)

175 (64.6)

281 (71.9)

408

151

257

199 (48.8)

53 (35.1)

146 (56.8)

342

125

217

332 (97.1)

122 (97.6)

210 (96.7)

Employment status
Full-time
Community pharmacy experience (years)

Experience in other pharmacy settings
Yes
AACP Accreditation
Yes
Engagement in PPI activities in last two years
Yes

0.099

0.509

0.277

0.046

<0.001

-

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.
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Practice behaviour
Total
n=791
(%)

Intervention
group
n=324

Control
group
n=466

791

324

466

None / Other

138 (17.4)

57 (17.6)

81 (17.4)

A few

452 (57.1)

187 (57.7)

265 (56.9)

Number of people spoke with

p - Value

0.721
Most

182 (23.0)

75 (23.1)

107 (23.0)

18 (2.3)

5 (1.5)

13 (2.8)

791

325

466

Chat informally

507 (64.1)

208 (64.0)

299 (64.2)

1.00

Ask some standard questions

400 (50.6)

152 (46.8)

248 (53.2)

0.083

Provide CMI

459 (58.0)

190(58.5)

269 (57.7)

0.884

64 (8.1)

27 (8.3)

37 (7.9)

0.895

136 (17.2)

65 (20.0)

71 (15.2)

0.081

791

325

466

Talk to them informally

477 (60.3)

209 (64.3)

268 (57.5)

0.055

Speak with another health professional

333 (42.1)

137 (42.2)

196 (42.1)

1.000

Speak with another health professional
skilled in the mental health area

106 (13.4)

37 (11.4)

69 (14.8)

0.170

Offer to refer them to a specialist

223 (28.2)

99 (30.5)

124 (26.6)

0.261

26 (3.3)

9 (2.8)

17 (3.6)

0.549

104 (13.1)

34 (10.5)

70 (15.0)

0.069

73 (9.2)

30 (9.2)

43 (9.2)

1.000

All
Content of medication counselling

I don’t usually ask anything
Do other things
Course of action when concerned

None of the above
I have not come across this in my current
workplace
I do other things

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.
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Pharmacists’ rating of likeliness to select areas of primary health focus
Likeliness to select area of primary
health

Intervention group
n = 170

Control group
n = 276

p - Value

Diabetes

6.3

6.1

0.091

Respiratory Disease

5.6

5.5

0.262

Cardiovascular Disease

6.1

6.0

0.428

Mental illness

5.3

4.9

0.026

Health Promotions

5.8

5.5

0.075

Note: Independent sample t-test, p <0.01 indicates statistical significance
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Attitudes and beliefs (DAQ, CAS, MIA)
DAQ Statements (mean)

Intervention Control

p
value

Mental illness is not a real disease

1.8

1.8

0.555

Anyone can suffer from mental illness

6.1

6.2

0.360

Antidepressants are addictive

3.5

3.1

0.007

Most mental illnesses stem from negative life events

4.0

4.2

0.084

Mental illness is normal in older age

2.9

3.2

0.388

Most mental illnesses get better without treatment
People with mental illness need to pull themselves together to get
over it

2.4

2.4

0.493

2.2

2.2

0.904

Antidepressants can change one’s personality

4.0

3.9

0.518

6.3

6.4

0.385

2.1

1.9

0.057

3.8

3.9

0.341

4.2

4.1

0.633

5.2

5.2

0.861

3.1

3.2

0.754

4.7

4.8

0.084

2.5

2.7

0.049

Mental illness mainly has biochemical causes

4.5

4.5

0.473

Mental illness cannot be completely cured

3.5

3.6

0.607

People with mental illness receive all necessary information about
the illness from their GP or psychiatrist

2.8

2.8

0.916

People with mental illness generally do not understand information
about their medication

3.9

3.9

0.917

People with mental illness generally do not follow-up information
about their medication

4.2

4.1

0.359

People with mental illness receive all necessary information about
their medication from their GP or psychiatrist

2.9

2.8

0.579

People with mental illness put a strain on pharmacy staff

2.8

2.7

0.692

3.3

3.5

0.128

3.1

3.3

0.066

3.3

3.3

0.752

People with mental illness need support and understanding from
their environment
Children cannot suffer from severe mental illness
Mental illness mainly has psychological causes
People with depression benefit most from treatment with
antidepressants
Mental illness is a disease like any other
People with mental illness are unreliable
People with mental illness benefit most from psychological
treatment (talking therapies)
Weakness of character is a cause related to mental illness

People with mental illness don’t want to talk with a pharmacist
about their illness
People with mental illness don’t want to talk with pharmacists
about their medication
People with mental illness generally do not follow advice about
taking their medications
Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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CAS Statements

I feel able to talk to people about their mental health
problems
I feel able to talk to people about their mental health
medications
I feel confident when addressing their mental health
problems
I feel able to advise people about their mental health
medications
I feel confident discussing a consumer’s medication
issues with their GP or psychiatrist
I feel able to talk with people about their medication
adherence
I feel confident working with people to improve their
adherence with mental health medications
I know how to use a motivational approach when
working with people with medication problems

Intervention

Control

p value

5.0

409

0.248

5.1

5.0

0.426

4.7

4.4

0.012

5.0

4.9

0.454

5.3

5.1

0.082

5.6

5.4

0.045

5.5

5.3

0.158

4.7

4.5

0.140

4.5

4.4

0.686

3.8

4.0

0.273

4.9

5.0

0.963

I know where to access good resources for people
with mental illness (e.g. written information and
websites)
I feel I know enough about mental illness to carry out
my role when working with people with mental health
problems
Overall I find it rewarding to work with people with
mental health problems

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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MIA Statements

Intervention

Control

p value

People with mental illness are unpredictable

3.8

3.8

0.433

People with mental illness are hard to talk with

3.3

3.4

0.086

1.8

1.7

0.656

5.9

6.0

0.429

4.4

4.5

0.217

2.8

2.9

0.314

People with mental illness can eventually recover

5.0

5.1

0.559

People with mental illness are a danger to others

3.3

3.2

0.637

5.8

5.9

0.367

6.2

6.2

0.988

4.3

4.1

0.805

People with mental illness only have themselves to
blame for their condition
People with mental illness will improve if given
treatment and support
People with mental illness feel the same way we all do
at times
People with mental illness can pull themselves
together if they want

People with mental illness can be as successful at
work as others
Treatment can help people with mental illness lead
normal lives
People are generally caring and sympathetic to other
people with a mental illness

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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Motivations and Barriers
Motivation statements (mean)
01 I am motivated to work with mental health
consumers and caregivers in my current role
02 Health and media campaigns, in general, have
made society more concerned about mental health
03 People with mental illness are requesting my
advice
04 Mental health services are readily available for
support and referral

p–

Intervention

Control

5.5

5.3

0.032

5.4

5.3

0.621

4.4

4.3

0.319

4.3

4.2

0.873

5.6

5.6

0.742

3.9

3.9

0.667

5.8

5.7

0.215

5.5

5.4

0.550

5.5

5.3

0.013

6.2

6.1

0.477

6.0

6.0

0.735

value

05 There is good evidence that mental health
medication are effective for people with depression
and anxiety
06 There are funding initiatives to support me
providing services in the community for people with a
mental illness
07 Providing advice about mental health medication
will make a difference to the consumers and
caregivers I work with
08 There is good evidence that pharmacists can
improve outcomes for people with a mental illness
09 Pharmacy professional bodies recognise
pharmacist role in improving 4consumer outcomes
10 Community pharmacists are an integral member of
the health care team
11 Community pharmacists should have a greater
involvement with the health care team

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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Barrier statements (mean)

01 I find it difficult to work with mental health
consumers and caregivers in my present role
02 I have not been trained to help people with mental
health problems
03 I am too busy dealing with the problems that other
people present with
04 There no appropriate shelf-help or educational
pamphlets available to me
05 I do not have access to a suitable private area to
talk with people
06 I do not have access to enough consumer clinical
information
07 I do not know how to talk to people with a mental
illness
08 Working with people with mental health problems
takes up too much time
09 I am not paid to work with people with mental
health problems
10 I don't know where to refer people to if ther is a
problem

11 Consumers feel ashamed about their illness

12 Pharmacists are not ready to take up new roles in
PCC

Intervention

Control

p - value

3.3

3.4

0.464

4.9

4.8

0.757

3.0

3.3

0.032

4.1

4.1

0.711

3.3

3.4

0.211

4.0

4.0

0.730

3.4

3.5

0.087

2.9

3.1

0.189

3.1

3.3

0.187

3.5

3.5

0.478

4.7

4.6

0.172

2.8

2.8

0.837

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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Knowledge and skills

Anxiety

Total

Intervention

Control

n = 791

n = 325

n = 466

Lack of sleep

435 (55.0)

178 (54.8)

257 (55.2)

0.916

Work related stress

377 (47.7)

157 (48.3)

220 (47.6)

0.761

Symptoms of anxiety*

616 (77.9)

251 (77.2)

365 (78.3)

0.715

66 (8.3)

49 (15.1)

62 (13.3)

0.132

Symptoms of depression

243 (20.7)

106 (32.6)

137 (29.4)

0.335

All of the above

224 (28.3)

103 (31.7)

121 (26.0)

0.079

25 (3.2)

11 (3.4)

14 (3.0)

0.764

Symptom recognition

Normal reaction to life problems

None of the above /
Something else

p - value

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.

Course of action
Recommend Sue takes a

Total

Intervention

Control

n = 791

n = 325

n = 466

207 (26.2)

100 (30.8)

107 (23.0)

0.014

639 (80.8)

269 (82.8)

370 (79.4)

0.237

558 (70.5)

238 (73.2)

320 (68.7)

0.166

336 (42.5)

138 (42.5)

198 (42.5)

0.994

270 (34.1)

127 (39.1)

143 (30.7)

0.014

16 (2.0)

5 (1.5)

11 (2.4)

0.419

32 (4.0)

14 (4.3)

18 (3.9)

0.755

56 (7.1)

27 (8.3)

29 (6.2)

0.261

p - value

multivitamin each day
Gather more information from Sue
Recommend Sue speaks with
another health professional
Recommend Sue speaks to another
health professional skilled in the
mental health area
Recommend Sue takes a herbal
sleeping tablet
Tell her there is nothing to worry
about
Recommend all of the above
Recommend none of the above /
Something else5

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.
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Depression

Total

Intervention

Control

n = 791

n=325

n=466

363 (45.9)

157 (48.3)

206 (44.2)

0.255

Work stress

382 (48.3)

160 (49.2)

222 (47.6)

0.659

Symptoms of anxiety

285 (36.0)

124 (38.2)

161 (34.6)

0.299

Mid-life crisis

122 (15.4)

53 (16.3)

69 (14.8)

0.565

13 (1.6)

4 (1.2)

9 (1.9)

0.575*

699 (88.4)

290 (89.2)

409 (87.8)

0.528

All of the above

31 (3.9)

15 (4.6)

16 (3.4)

0.399

None of the above / Something else

26 (3.3)

12 (3.7)

14 (3.0)

0.593

Intervention

Control

n=325

n=466

95 (29.2)

183 (39.4)

221 (68.0)

273 (58.7)

9 (2.8)

9 (1.9)

121 (37.2)

185 (40.1)

180 (55.4)

248 (53.8)

24 (7.4)

28 (6.1)

Symptom recognition
A physical illness causing his
symptoms

Symptoms of bipolar disorder

Symptoms of depression

Helpfulness of
intervention in

Rating

depression Intervention
Not helpful / Probably
Vitamins, mineral and
tonics

not helpful
Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Herbal remedies

Probably helpful /
Helpful
I don’t know

p - value

p - value

0.012

0.608
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Not helpful / Probably
not helpful
Sedating antihistamines

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Anti-depressants

Probably helpful /
Helpful
I don’t know
Not helpful / Probably

Stimulants (e.g.dexamphetamine)

not helpful
Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Mood stabilisers

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Antipsychotics

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Sedative-hypnotics

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Analgesics

Probably helpful /
Helpful
I don’t know

228 (71.0)

321 (69.8)

82 (25.5)

116 (25.2)

11 (3.4)

23 (5.0)

10 (3.1)

13 (2.8)

299 (93.1)

424 (92.8)

12 (3.7)

20 (4.4)

273 (85.3)

371 (81.9)

14 (4.4)

31 (6.8)

33 (10.3)

51 (11.3)

136 (42.2)

208 (45.0)

146 (45.3)

205 (44.4)

40 (12.4)

49 (10.6)

234 (72.7)

330 (72.5)

18 (5.6)

43 (9.5)

70 (21.7)

82 (18.0)

178 (55.3)

253 (55.4)

87 (27.0)

133 (29.1)

57 (17.7)

71 (15.5)

86 (26.7)

121 (26.3)

215 (66.8)

312 (67.8)

21 (6.5)

27 (5.9)

0.570

0.889

0.304

0.629

0.086

0.660

0.917
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Not helpful / Probably
not helpful
Beta-blockers

Probably helpful /
Helpful
I don’t know
Not helpful / Probably

Increasing physical
activity

not helpful
Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Reading self-help books

Probably helpful /
Helpful
I don’t know
Not helpful / Probably

Relaxation, meditation,
yoga

not helpful
Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Changing employment

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

CBT

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

ECT

Probably helpful /
Helpful
I don’t know

235 (73.0)

349 (76.7)

14 (4.3)

36 (7.9)

73 (22.7)

70 (15.4)

13 (4.0)

22 (4.8)

298 (92.3)

428 (92.6)

12 (3.7)

12 (2.6)

51 (15.7)

68 (14.7)

248 (76.5)

365 (79.0)

25 (7.7)

29 (6.3)

9 (2.8)

21 (4.5)

306 (94.7)

434 (93.1)

8 (2.5)

11 (2.4)

125 (38.5)

208 (45.4)

128 (39.4)

160 (34.9)

72 (22.2)

90 (19.7)

37 (11.5)

32 (7.0)

225 (69.7)

357 (77.8)

61 (18.9)

70 (15.3)

172 (53.6)

264 (57.5)

30 (9.3)

59 (12.9)

119 (37.1)

136 (29.6)

0.009

0.603

0.653

0.461

0.153

0.024

0.056

342

Appendix J

Not helpful / Probably
not helpful
Reducing alcohol intake

Probably helpful /
Helpful
I don’t know
Not helpful / Probably

Compulsory admin to
hospital

not helpful
Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Counselling

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Special diet

Probably helpful /
Helpful
I don’t know
Not helpful / Probably
not helpful

Homeopathic remedies

Probably helpful /
Helpful
I don’t know

24 (7.4)

23 (5.0)

280 (86.2)

410 (88.9)

21 (6.5)

28 (6.1)

238 (73.9)

348 (76.0)

17 (5.3)

30

0.360

0.420

(6.6)

67 (20.8)

80 (17.5)

6 (1.9)

7 (1.5)

302 (93.5)

436 (93.8)

15 (4.6)

22 (4.7)

119 (36.7)

196 (42.9)

135 (41.7)

199 (43.5)

70 (21.6)

62 (13.6)

166 (51.1)

257 (55.9)

108 (33.2)

145 (31.5)

51 (15.7)

58 (12.6)

0.929

0.010

0.318

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance
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Pharmacists’ pharmacotherapeutic knowledge
Total

Intervention

Control

n = 465

n = 175

n= 290

7 (1.6)

3 (1.8)

4 (1.4)

A couple of weeks

291 (65.1)

115 (67.3)

176 (63.8)

A month

125 (28.0)

43 (25.1)

82 (29.7)

Two months

17 (3.8)

5 (2.9)

12 (4.3)

Six months / Other

7 (1.6)

5 (0.6)

2 (0.7)

Time to expected benefits
A couple of days

p - value

0.383

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance

Total

Intervention

Control

n = 465

n = 175

n= 290

23 (5.1)

5 (2.9)

18 (6.5)

Six months

209 (46.8)

87 (50.9)

122 (44.2)

Twelve months or more

215 (48.1)

79 (46.2)

136 (49.3)

Likely length of treatment
Three months or less

p - value

0.144

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance

Total

Intervention

Control

n = 465

n = 175

n= 290

Nausea

407 (87.5)

157 (89.7)

250 (86.2)

0.267

Headache

311 (66.9)

119 (68.0)

192 (66.2)

0.691

Sedation

174 (37.4)

69 (39.4)

105 (36.2)

0.487

Insomnia

358 (77.0)

139 (79.4)

219 (75.5)

0.332

Constipation

102 (21.9)

46 (26.3)

56 (19.3)

0.078

Diarrhoea

189 (40.2)

80 (45.7)

109 (37.6)

0.084

Agitation

187 (22.4)

80 (45.7)

107 (36.9)

0.060

Vivid dreams

104 (22.4)

46 (26.3)

58 (20.0)

0.115

Blurred vision

47 (10.1)

15 (8.6)

32 (11.0)

0.393

Common side effects

p - value

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance
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Concerns when changing
antidepressant therapy
Inadequate trial of first antidepressant
Trial of first antidepressant too long
with lack of response
Lack of medication-free period
between antidepressants
Lack of switching plan
Discontinuation effects of stopping
first antidepressant
Monitoring for signs of infection
Excess serotonin stimulation starting
second antidepressant
Monitoring plan for blood pressure
and pulse
Irregular / poor adherence
Something else

Total

Intervention

Control

n = 465

n = 175

n= 290

375 (80.6)

145 (82.9)

230 (79.3)

0.348

2 (0.4)

-

2 (0.7)

-

273 (58.7)

106 (60.6)

167 (57.6)

0.526

312 (67.1)

122 (69.7)

190 (65.5)

0.351

141 (30.3)

56 (32.0)

85 (29.3)

0.541

6 (1.3)

3 (1.7)

3 (1.0)

-

190 (40.9)

71 (40.6)

119 (41.0)

0.922

107 (23.0)

39 (22.3)

68 (23.4)

0.773

172 (37.0)

76 (43.4)

96 (33.1)

0.025

13 (2.8)

4 (2.3)

9 (3.1)

-

p - value

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance
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Course of action in addressing
identified problem with Rx
Recommend that Jenine returns to her

Total

Intervention

Control

n = 465

n = 175

n= 290

6 (1.4)

1 (0.6)

5 (1.8)

326 (73.8)

120 (70.2)

206 (76.0)

18 (4.1)

7 (4.1)

11 (4.1)

74 (16.7)

33 (19.3)

41 (15.1)

18 (4.1)

10 (5.8)

8 (3.0)

p - value

GP and do not dispense the new Rx
Ring the GP to discuss your concerns
Dispense the Rx and recommend
Jenine contact her GP as soon as

0.295

possible
Dispense the Rx and go over the CMI
about venlafaxine with Jenine
Other

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance

Level of comfort

Intervention
(n = 325)

Control
(n = 466)

p - value

4.2

4.2

0.512

4.3

4.2

0.307

When working with Sue
Mean
When working with Jenine (pharmacist only)
Mean

Note: Independent sample t-test, p < 0.01 indicates statistical significance.
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APPENDIX K: CONTROL GROUP T1A AND T1B COMPARISONS
Practice behaviour

T1a

T1b

104 (72.2)

106 (73.6)

p- value

Number of people spoke with
None / A few

0.791
Most / All

40 (2.7.8)

38 (26.4)

Chat informally

89 (61.8)

84 (58.3)

0.547

Ask some standard questions

73 (50.7)

78 (54.2)

0.555

Provide CMI

81 (56.3)

84 (58.3)

0.721

9 (6.3)

13 (9.0)

0.375

33 (22.9)

17 (11.8)

0.013

Talk to them informally

85 (59.0)

93 (65.6)

0.332

Speak with another health
professional

66 (45.8)

61 (42.4)

0.553

Speak with another HP skilled in the
mental health area

25 (17.4)

19 (13.2)

0.326

Offer to refer them to a specialist

38 (23.4)

42 (29.2)

0.509

6 (4.2)

5 (3.5)

0.759

I have not come across this in my
current workplace

21 (14.6)

15 (10.4)

0.285

I do other things

19 (13.2)

13 (9.0)

0.261

Extent of medication counselling

I don’t usually ask anything
Do other things
Course of action when concerned

None of the above

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance

347

Appendix K

Likeliness to select area of primary
health (n = 89)

T1a

T1b

p-Value

Diabetes

6.4

6.2

0.343

Respiratory Disease

5.7

5.4

0.149

Cardiovascular Disease

6.2

6.2

0.882

Mental illness

5.3

5.1

0.261

Health Promotions

5.8

5.9

0.752

Note: Paired sample t-test, p < 0.01 indicates statistical significance.

Attitudes and beliefs (DAQ, CAS, MIA)

DAQ Statements (n = 144)

T1a

T1b

p value

Mental illness is not a real disease

1.8

1.8

0.872

Anyone can suffer from mental illness

6.2

6.1

0.676

Antidepressants are addictive

3.1

2.8

0.043

Most mental illnesses stem from negative life events

4.0

4.2

0.266

Mental illness is normal in older age

2.9

2.9

0.678

Most mental illnesses get better without treatment

2.3

2.2

0.356

2.2

1.9

0.008

3.9

3.7

0.295

6.2

6.4

0.253

Children cannot suffer from severe mental illness

2.1

1.9

0.081

Mental illness mainly has psychological causes

3.7

3.8

0.379

4.1

4.0

0.394

People with mental illness need to pull themselves
together to get over it
Antidepressants can change one’s personality
People with mental illness need support and
understanding from their environment

People with depression benefit most from treatment
with antidepressants
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Mental illness is a disease like any other

5.3

5.4

0.666

People with mental illness are unreliable

3.1

3.0

0.323

4.8

4.6

0.169

2.6

2.3

0.011

Mental illness mainly has biochemical causes

4.4

4.4

0.831

Mental illness cannot be completely cured

3.6

3.5

0.548

2.7

2.5

0.165

3.9

3.8

0.684

4.1

4.0

0.634

2.7

2.5

0.115

2.6

2.7

0.474

3.4

3.3

0.604

3.1

3.0

0.371

3.2

3.0

0.058

People with mental illness benefit most from
psychological treatment (talking therapies)
Weakness of character is a cause related to mental
illness

People with mental illness receive all necessary
information about the illness from their GP or
psychiatrist
People with mental illness generally do not
understand information about their medication
People with mental illness generally do not follow-up
information about their medication
People with mental illness receive all necessary
information about their medication from their GP or
psychiatrist
People with mental illness put a strain on pharmacy
staff
People with mental illness don’t want to talk with a
pharmacist about their illness
People with mental illness don’t want to talk with
pharmacists about their medication
People with mental illness generally do not follow
advice about taking their medications

Note: Paired-sample t-test, p < 0.01 indicates statistical significance.
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CAS Statements

I feel able to talk to people about their mental health
problems
I feel able to talk to people about their mental health
medications
I feel confident when addressing their mental health
problems
I feel able to advise people about their mental health
medications
I feel confident discussing a consumer’s medication
issues with their GP or psychiatrist
I feel able to talk with people about their medication
adherence
I feel confident working with people to improve their
adherence with mental health medications
I know how to use a motivational approach when
working with people with medication problems

T1a

T1b

p - value

4.9

4.9

1.000

5.0

5.1

0.678

4.4

4.4

0.758

4.9

5.0

0.717

5.0

5.1

0.479

5.4

5.5

0.295

5.3

5.3

0.607

4.5

4.3

0.320

4.4

4.1

0.065

4.0

4.0

1.000

5.1

5.1

0.836

I know where to access good resources for people
with mental illness (e.g. written information and
websites)
I feel I know enough about mental illness to carry out
my role when working with people with mental
health problems
Overall I find it rewarding to work with people with
mental health problems

Note: Paired-sample t-test, p < 0.01 indicates statistical significance.
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MIA Statements

T1a

T1b

p - value

People with mental illness are unpredictable

3.8

3.6

0.267

People with mental illness are hard to talk with

3.3

3.3

0.897

1.6

1.6

0.681

5.9

6.1

0.091

4.5

4.7

0.516

2.7

2.6

0.187

People with mental illness can eventually recover

5.1

5.1

0.908

People with mental illness are a danger to others

3.3

3.2

0.401

5.9

5.9

0.897

6.2

6.1

0.273

3.9

3.8

0.434

People with mental illness only have themselves to
blame for their condition
People with mental illness will improve if given
treatment and support
People with mental illness feel the same way we all
do at times
People with mental illness can pull themselves
together if they want

People with mental illness can be as successful at
work as others
Treatment can help people with mental illness lead
normal lives
People are generally caring and sympathetic to other
people with a mental illness

Note: Paired-sample t-test, p < 0.01 indicates statistical significance.
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Motivation and Barriers

Motivation statements
01 I am motivated to work with mental health
consumers and caregivers in my current role
02 Health and media campaigns, in general, have
made society more concerned about mental health
03 People with mental illness are requesting my
advice
04 Mental health services are readily available for
support and referral

T1a

T1b

p – value

5.5

5.4

0.168

5.3

5.3

0.667

4.4

4.4

0.839

4.3

4.1

0.174

5.6

5.6

0.448

3.7

3.7

1.00

5.9

5.6

0.013

5.3

5.4

0.674

5.3

5.4

0.860

6.2

6.1

0.254

6.1

6.0

0.498

05 There is good evidence that mental health
medication are effective for people with depression
and anxiety
06 There are funding initiatives to support me
providing services in the community for people with
a mental illness
07 Providing advice about mental health medication
will make a difference to the consumers and
caregivers I work with
08 There is good evidence that pharmacists can
improve outcomes for people with a mental illness
09 Pharmacy professional bodies recognise
pharmacist role in improving 4consumer outcomes
10 Community pharmacists are an integral member
of the health care team
11 Community pharmacists should have a greater
involvement with the health care team

Note: Paired-sample t-test, p < 0.01 indicates statistical significance.
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Barrier statements

01 I find it difficult to work with mental health
consumers and caregivers in my present role
02 I have not been trained to help people with mental
health problems
03 I am too busy dealing with the problems that
other people present with
04 There no appropriate shelf-help or educational
pamphlets available to me
05 I do not have access to a suitable private area to
talk with people
06 I do not have access to enough consumer clinical
information
07 I do not know how to talk to people with a mental
illness
08 Working with people with mental health
problems takes up too much time
09 I am not paid to work with people with mental
health problems
10 I don't know where to refer people to if there is a
problem

bar11 Consumers feel ashamed about their illness

12 Pharmacists are not ready to take up new roles in
PCC

T1a

T1b

p – value

3.3

3.3

.688

4.9

4.8

0.477

3.1

3.1

0.953

4.1

3.9

0.094

3.3

3.0

0.057

4.0

3.9

0.382

3.6

3.6

0.861

2.9

3.1

0.170

3.1

3.0

0.641

3.5

3.6

0.467

4.6

4.5

0.135

2.6

2.8

0.114

Note: Paired-sample t-test, p < 0.01 indicates statistical significance.
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Knowledge and skills

Anxiety

Symptom recognition (n = 144)

T1a

T1b

p - value

Lack of sleep

82 (56.9)

73 (20.7)

0.287

Work related stress

78 (54.2)

72 (50.0)

0.479

Symptoms of anxiety*

115 (79.9)

115 (79.9)

1.000

Normal reaction to life problems

25 (17.4)

22 (15.3)

0.632

Symptoms of depression

51 (35.4)

49 (34.0)

0.804

All of the above

37 (25.7)

34 (23.6)

0.682

4 (2.7)

2 (1.4)

-

None of the above /
Something else

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.

Recommendations (n = 144)

T1a

T1b

p - value

Recommend Sue takes a multivitamin each day

38 (26.4)

39 (27.1)

0.894

Gather more information from Sue

122 (84.7)

82 (56.9)

<0.001

96 (66.7)

98 (68.1)

0.802

60 (41.7)

62 (43.1)

0.811

42 (29.2)

53 (36.8)

0.168

Tell her there is nothing to worry about

2 (1.4)

3 (2.1)

-

Recommend all of the above

5 (3.5)

4 (2.7)

-

Recommend none of the above / Something else

9 (6.3)

7 (4.9)

0.607

Recommend Sue speaks with another health
professional
Recommend Sue speaks to another health
professional skilled in the mental health area
Recommend Sue takes a herbal sleeping tablet

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.
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Depression

Symptom recognition (n = 144)

T1a

T1b

p - value

A physical illness causing his symptoms

67 (46.5)

57 (39.6)

0.234

Work stress

71 (49.3)

40 (27.8)

<0.001

Symptoms of anxiety

50 (34.7)

49 (34.0)

0.901

Mid-life crisis

18 (12.5)

16 (11.1)

0.715

5 (3.5)

2 (1.4)

-

128 (88.9)

125 (86.8)

0.588

All of the above

2 (1.4)

7 (4.9)

-

None of the above / Something else

4 (2.8)

3 (2.1)

-

Symptoms of bipolar disorder
Symptoms of depression

Note: Items with less than 5 cells excluded. Chi-square test, p < 0.01 indicates statistical significance.

Helpful ness of
Intervention

Rating

T1a

T1b

51 (35.4)

59 (40.9)

Probably helpful / Helpful

89 (61.8)

83 (57.6)

I don’t know

4 (2.8)

2 (1.4)

51 (35.4)

66 (45.8)

Probably helpful / Helpful

78 (54.2)

70 (48.6)

I don’t know

13 (9.0)

6 (4.2)

100 (69.4)

103 (71.5)

Probably helpful/Helpful

31 (21.5)

33 (22.9)

I don’t know

12 (8.3)

2 (1.4)

4 (2.8)

8 (5.6)

Probably helpful / Helpful

132 (91.7)

123 (85.4)

I don’t know

7 (4.9)

6 (4.2)

119 (82.6)

117 (81.3)

Probably helpful / Helpful

2 (1.4)

2 (1.4)

I don’t know

20 (13.9)

16 (11.1)

Not helpful / Probably not
Vitamins, mineral and
tonics

helpful

Not helpful / Probably not
Herbal remedies

helpful

Not helpful / Probably not
Sedating
antihistamines

helpful

Not helpful / Probably not
Anti-depressants

helpful

Not helpful / Probably not
Stimulants (e.g.dexamphetamine)

helpful

p - value

-

0.085

-

-

-
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Not helpful / Probably not

70 (48.6)

64 (44.4)

Probably helpful / Helpful

55 (38.2)

58 (40.3)

I don’t know

19 (13.1)

15 (10.4)

102 (70.8)

100 (69.4)

Probably helpful / Helpful

10 (6.9)

10 (6.9)

I don’t know

30 (20.8)

28 (19.4)

70 (48.6)

78 (54.2)

Probably helpful / Helpful

55 (38.2)

36 (25.0)

I don’t know

19 (13.2)

23 (16.0)

35 (24.3)

46 (31.9)

Probably helpful / Helpful

99 (68.8)

90 (62.5)

I don’t know

10 (6.9)

5 (3.5)

117 (81.3)

109 (75.7)

Probably helpful / Helpful

6 (4.2)

5 (3.5)

I don’t know

20 (13.9)

22 (15.3)

5 (3.5)

7 (4.9)

Probably helpful / Helpful

136 (94.4)

128 (88.9)

I don’t know

2 (1.4)

5 (3.5)

23 (16.0)

24 (16.7)

Probably helpful / Helpful

111 (77.1)

106 (73.6)

I don’t know

10 (6.9)

10 (6.9)

7 (4.9)

5 (3.5)

Probably helpful / Helpful

136 (94.4)

134 (93.1)

I don’t know

1 (0.7)

4 (2.8)

helpful
Mood stabilisers

Not helpful / Probably not
helpful
Antipsychotics

Not helpful / Probably not
helpful
Sedative hypnotics

Not helpful / Probably not
helpful
Analgesics

Not helpful / Probably not
helpful
Beta-blockers

Not helpful / Probably not
Increasing physical
activities

helpful

Not helpful / Probably not
Reading self-help
books

helpful

Not helpful / Probably not
Relaxation,
meditation, yoga

helpful

0.724

0.984

0.100

0.169

0.170

-

0.961

-
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Not helpful / Probably not

71 (49.3)

61 (42.4)

Probably helpful / Helpful

42 (29.2)

45 (31.3)

I don’t know

30 (20.8)

33 (22.9)

4 (2.8)

12 (8.3)

Probably helpful / Helpful

113 (78.5)

104 (72.2)

I don’t know

26 (18.1)

23 (16.0)

77 (53.5)

79 (54.9)

Probably helpful / Helpful

20 (13.9)

16 (11.1)

I don’t know

46 (31.9)

44 (30.6)

6 (4.2)

5 (3.5)

Probably helpful / Helpful

130 (90.3)

128 (88.9)

I don’t know

7 (4.9)

9 (6.3)

106 (73.6)

108 (75.0)

Probably helpful / Helpful

9 (6.3)

3 (2.1)

I don’t know

28 (19.4)

25 (17.4)

Not helpful / Probably not
helpful

1 (0.7)

1 (0.7)

Probably helpful / Helpful

137 (95.1)

135 (93.8)

I don’t know

6 (4.2)

6 (4.2)

Not helpful / Probably not
helpful

61 (42.4)

64 (44.4)

Probably helpful / Helpful

55 (38.2)

50 (34.7)

I don’t know

26 (18.1)

26 (18.1)

Not helpful / Probably not
helpful

78 (54.2)

81 (56.3)

Probably helpful / Helpful

42 (29.2)

38 (26.4)

I don’t know

23 (16.0)

19 (13.2)

helpful
Changing employment

Not helpful / Probably not
Psychological
therapies

helpful

Not helpful / Probably not
helpful
ECT

Not helpful / Probably not
Reducing alcohol
consumption

helpful

Not helpful / Probably not
Compulsory hospital
admin

Counselling

Special diet

Homeopathic remedies

helpful

0.623

-

0.795

0.838

-

-

0.862

0.760

Note: Items with less than 5 cells excluded. Chi-square p < 0.01 indicates statistical significance.

357

Appendix K

Pharmacists’ pharmacotherapeutic knowledge
Time to expected benefits

T1a

T1b

A couple of weeks

51 (60.0)

50 (58.1)

A month
Two months / Six months / Other

29 (34.1)
5 (5.9)

28 (32.6)
8 (9.3)

T1a

T1b

3 (3.6)

2 (2.3)

Six months

37 (43.5)

34 (39.5)

Twelve months or Other

45(52.9)

50 (58.1)

p - value

0.700

Note: Chi-square test, p < 0.01 indicates statistical significance.

Likely length of treatment (n = 89)
Three months or less

p - value

0.545

Note: Chi-square & Fishers exact test, p < 0.01 indicates statistical.

Common side effects (n = 89)

T1a

T1b

p - value

Nausea

75 (84.3)

77 (86.5)

0.813

Headache

53 (59.6)

66 (74.2)

0.120

Sedation

30 (33.7)

34 (38.2)

0.571

Insomnia

69 (77.5)

64 (71.9)

0.555

Constipation

17 (19.1)

19 (21.3)

0.722

Diarrhoea

29 (32.6)

28 (31.5)

0.882

Agitation

30 (33.7)

34 (38.2)

0.571

Vivid dreams

20 (22.5)

18 (20.2)

0.728

Blurred vision

7 (7.9)

12 (13.5)

0.235

Note: Chi-square test, p < 0.01 indicates statistical significance.
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Concerns when switching antidepressants

T1a

T1b

p - value

77 (86.5)

80 (89.9)

0.723

-

1 (1.1)

-

Lack of medication-free period between
antidepressants

52 (58.4)

51 (57.3)

0.902

Lack of switching plan

51 (57.3)

52 (58.4)

0.902

Discontinuation effects of stopping first
antidepressant

20 (22.5)

18 (20.2)

0.728

-

1 (1.1)

-

Excess serotonin stimulation starting second
antidepressant

35 (39.3)

32 (39.3)

0.676

Monitoring plan for blood pressure and pulse

18 (20.2)

27 (30.3)

0.144

Irregular / poor adherence

31 (34.8)

40 (44.9)

0.219

5 (5.6)

-

-

T1a

T1b

p - value

2 (2.4)

1 (1.2)

65 (73.0)

64 (71.9)

-

1 (1.1)

12 (13.5)

13 (14.6)

5 (5.6)

7 (7.9)

Inadequate trial of first antidepressant
Trial of first antidepressant too long with lack of
response

Monitoring for signs of infection

Something else
Note: Chi-square test, p < 0.01 indicates statistical significance.

Action when problem with Rx identified

*Recommend that Jenine returns to her GP and do
not dispense the new Rx
Ring the GP to discuss your concerns
*Dispense the Rx and recommend Jenine contact her
GP as soon as possible
Dispense the Rx and go over the CMI about
venlafaxine with Jenine
Other

0.837

Note: Chi-square test, p < 0.01 indicates statistical significance.
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Level of comfort

T1a

T1b

p - value

4.3

4.3

0.614

4.3

4.3

0.754

Level of comfort when assisting Sue
Mean
Pharmacists’ Level of comfort when assisting
Jenine
Mean

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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APPENDIX L: COMPARISON OF T1 AND T2 RESPONSES TO ATTITUDINAL
SCALES
Comparison of pharmacists’ T1 and T2 response to DAQ Statements
T1

T2

Mean (±SD)

Mean (±SD)

01 Mental illness is not a real disease

1.8 (1.4)

1.7 (1.3)

0.181

02 Anyone can suffer from mental illness

6.1 (1.3)

6.3 (1.0)

0.018

03 Antidepressants are addictive

2.8 (1.5)

2.2 (1.3)

< 0.001

4.1 (1.5)

3.9 (1.5)

0.004

3.1 (1.5)

2.8 (1.4)

0.001

2.5 (1.1)

2.4 (1.2)

0.034

2.4 (1.5)

2.0 (1.4)

< 0.001

3.8 (1.5)

3.3 (1.5)

< 0.001

6.3 (1.2)

6.5 (0.8)

0.052

2.0 (1.4)

1.9 (1.1)

0.049

3.8 (1.6)

3.6 (1.5)

0.098

4.0 (1.4)

4.4 (1.5)

< 0.001

5.3 (1.6)

5.8 (1.5)

< 0.001

DAQ Statements

04 Most mental illnesses stem from negative life
events
05 Mental illness is normal in older age
06 Most mental illnesses get better without
treatment
07 People with mental illness need to pull
themselves together to get over it
08 Antidepressants can change one's personality
09 People with mental illness need support and
understanding from their environment
10 Children cannot suffer from severe mental
illness
11 Mental illness mainly has psychological
causes
12 People with depression benefit most from
treatment with antidepressants
13 Mental illness is a disease like any other Pre

p – value
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14 People with mental illness are unreliable
15 People with mental illness benefit most from
psychological treatment (talking therapies)
16 Weakness of character is a cause related to
mental illness
17 Mental illness mainly has biochemical
causes
18 Mental illness cannot be completely cured
19 People with mental illness put a strain on
pharmacy staff
20 People with mental illness don't want to talk
with a pharmacist about their illness

3.3 (1.4)

2.6 (1.2)

< 0.001

4.7 (1.2)

4.5 (1.3)

0.008

2.7 (1.5)

2.0 (1.2)

< 0001

4.5 (1.3)

4.7 (1.4)

0.052

3.5 (1.5)

2.7 (1.4)

< 0.001

3.0 (1.4)

2.6 (1.3)

< 0.001

3.5 (1.4)

3.2 (1.4)

< 0.001

2.6 (1.2)

2.3 (1.1)

0.001

3.8 (1.5)

3.4 (1.5)

< 0.001

4.0 (1.3)

3.5 (1.4)

< 0.001

2.5 (1.2)

2.3 (1.1)

< 0.001

3.2 (1.4)

3.0 (1.4)

0.002

3.1 (1.1)

2.9 (1.2)

< 0.001

21 People with mental illness receive all
necessary information about the illness from
their GP or psychiatrist
22 People with mental illness generally do not
understand information about their medication
23 People with mental illness generally do not
follow-up information about their medication
24 People with mental illness receive all the
necessary information about their medication
from their GP or psychiatrist
25 People with mental illness don't want ti talk
with pharmacists about their medication

26 People with a mental illness generally do not
follow advice about taking their medication

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Comparison of Support Staffs’ T1 and T2 response to DAQ Statements
T1

T2

Mean (±SD)

Mean (±SD)

01 Mental illness is not a real disease

1.8 (1.4)

2.0 (1.6)

0.135

02 Anyone can suffer from mental illness

6.4 (1.0)

6.4 (1.0)

0.907

03 Antidepressants are addictive

3.9 (1.6)

3.3 (1.6)

< 0.001

4.1 (1.5)

4.0 (1.4)

0.186

2.9 (1.3)

2.8 (1.3)

0.054

2.2 (1.1)

2.4 (1.1)

0.801

2.0 (1.4)

1.7 (1.2)

0.006

4.2 (1.4)

3.8 (1.4)

<0.001

6.3 (1.2)

6.4 (1.0)

0.518

1.9 (1.0)

2.1 (1.2)

0.064

3.8 (1.4)

3.8 (1.3)

0.878

4.2 (1.4)

4.5 (1.3)

0.001

13 Mental illness is a disease like any other

5.1 (1.8)

5.4 (1.7)

0.055

14 People with mental illness are unreliable

3.0 (1.3)

2.8 (1.2)

0.042

4.8 (1.3)

4.4 (1.2)

< 0.001

2.5 (1.6)

1.9 (1.2)

< 0.001

4.5 (1.5)

4.1 (1.2)

0.001

3.7 (1.5)

3.2 (1.5)

<0.001

2.6 (1.6)

2.5 (1.3)

0.355

DAQ Statements

04 Most mental illnesses stem from negative life
events
05 Mental illness is normal in older age
06 Most mental illnesses get better without
treatment
07 People with mental illness need to pull
themselves together to get over it
08 Antidepressants can change one's personality
09 People with mental illness need support and
understanding from their environment
10 Children cannot suffer from severe mental
illness
11 Mental illness mainly has psychological
causes
12 People with depression benefit most from
treatment with antidepressants

15 People with mental illness benefit most from
psychological treatment (talking therapies)
16 Weakness of character is a cause related to
mental illness
17 Mental illness mainly has biochemical
causes
18 Mental illness cannot be completely cured
19 People with mental illness put a strain on
pharmacy staff

p – value
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20 People with mental illness don't want to talk
with a pharmacist about their illness

3.5 (1.5)

3.3 (1.2)

0.155

3.0 (1.5)

2.7 (1.4)

0.018

4.2 (1.7)

3.8 (1.4)

0.001

4.4 (1.6)

3.9 (1.3)

< 0.001

3.1 (1.5)

2.8 (1.3)

< 0.001

3.3 (1.5)

3.2 (1.2)

0.304

3.4 (1.2)

3.2 (1.1)

0.033

21 People with mental illness receive all
necessary information about the illness from
their GP or psychiatrist
22 People with mental illness generally do not
understand information about their medication
23 People with mental illness generally do not
follow-up information about their medication
24 People with mental illness receive all the
necessary information about their medication
from their GP or psychiatrist
25 People with mental illness don't want to talk
with pharmacists about their medication
26 People with a mental illness generally do not
follow advice about taking their medication

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Comparison of pharmacist T1 and T2 response to MIA statements
MIA Statements

01 People with mental illness are unpredictable
02 People with mental illness are hard to talk
with
03 People with mental illness only have
themselves to blame for their condition
04 People with mental illness will improve if
given treatment and support
05 People with mental illness feel the same way
we all do at times
06 People with mental illness can pull
themselves together if they want
07 People with mental illness can eventually
recover
08 People with mental illness are a danger to
others
09 People with mental illness can be as
successful at work as others
10 Treatment can help people with mental
illness lead normal lives
11 People are generally caring and sympathetic
to other people with a mental illness

T1

T2

Mean (±SD)

Mean (±SD)

3.6 (1.2)

2.93 (1.2)

< 0.001

3.4 (1.2)

2.8 (1.2)

< 0.001

1.9 (1.1)

1.8 (1.1)

0.031

5.8 (1.2)

6.1 (1.0)

0.004

4.5 (1.7)

4.8 (1.8)

0.033

2.9 (1.5)

2.6 (1.4)

<0.001

5.0 (1.3)

5.6 (1.2)

<0.001

3.2 (1.3)

2.6 (1.1)

<0.001

5.8 (1.1)

6.0 (1.0)

0.004

6.1 (0.8)

6.2 (0.9)

0.248

4.0 (1.5)

4.0 (1.5)

0.758

p – value

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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Comparison of pharmacist T1 and T2 response to MIA statements
MIA Statements
01 People with mental illness are unpredictable
02 People with mental illness are hard to talk
with
03 People with mental illness only have
themselves to blame for their condition
04 People with mental illness will improve if
given treatment and support
05 People with mental illness feel the same way
we all do at times
06 People with mental illness can pull
themselves together if they want
07 People with mental illness can eventually
recover
08 People with mental illness are a danger to
others
09 People with mental illness can be as
successful at work as others
10 Treatment can help people with mental
illness lead normal lives Pre
11 People are generally caring and sympathetic
to other people with a mental illness

T1

T2

Mean (±SD)

Mean (±SD)

4.0 (1.4)

3.4 (1.2)

<0.001

3.4 (1.3)

3.0 (1.1)

<0.001

1.6 (0.9)

1.6 (0.8)

0.784

6.1 (1.0)

6.1 (0.9)

0.488

4.4 (1.8)

4.5 (1.8)

0.316

2.7 (1.6)

2.4 (1.3)

<0.001

5.0 (1.8)

5.0 (1.3)

0.859

3.3 (1.3)

2.8 (1.2)

<0.001

6.0 (1.1)

6.0 (1.0)

0.958

6.2 (0.9)

6.1 (0.8)

0.533

4.3 (1.7)

4.0 (1.4)

0.067

p – value

Note: Paired sample t-test, p < 0.01 indicates statistical significance.
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APPENDIX M PRE AND POST-TRAINING COMPARISON OF RATING OF HELPFULNESS OF TREATMENTS FOR
DEPRESSION ACCORDING TO ROLE

Intervention

Vitamins, mineral and
tonics

Herbal remedies

Sedating
antihistamines

Antidepressants

Rating

Pharmacist (n = 357)
T1 (%)

T2 (%)

Not helpful / Probably not helpful

172 (48.2)

186 (52.1)

Probably helpful / Helpful

178 (49.9)

166 (46.5)

I don’t know

7 (2.0)

Not helpful / Probably not helpful

Support Staff (n = 209)

p - value

T1 (%)

T2 (%)

24 (11.5)

42 (20.1)

179 (85.6)

157 (75.1)

5 (1.4)

6 (2.9)

10 (4.8)

173 (48.7)

208 (58.6)

46 (22.2)

58 (27.9)

Probably helpful / Helpful

166 (46.5)

134 (37.7)

140 (67.6)

133 (63.9)

I don’t know

16 (4.5)

13 (3.7)

21 (10.1)

17 (8.2)

Not helpful / Probably not helpful

236 (74.3)

233 (65.8)

136 (65.4)

124 (60.5)

Probably helpful / Helpful

88 (24.9)

116 (32.8)

52 (25.0)

60 (29.3)

I don’t know

3 (0.8)

5 (1.4)

20 (9.6)

21 (10.2)

Not helpful / Probably not helpful

8 (2.3)

11 (3.1)

9 (4.3)

14 (6.9)

Probably helpful / Helpful

342 (97.2)

336 (95.5)

180 (86.5)

171 (84.7)

I don’t know

2 (0.6)

5 (1.4)

19 (9.1)

17 (8.1)

0.522

0.031

0.192

0.404

p -value

0.025

0.371

0.569

0.511
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Stimulants
(e.g.dexamphetamine)

Mood stabilisers

Antipsychotics

Sedative hypnotics

Analgesics

Beta-blockers

Not helpful / Probably not helpful

330 (93.2)

321 (92.8)

142 (70.0)

116 (57.4)

Probably helpful / Helpful

14 (4.0)

13 (3.8)

13 (6.4)

26 (12.9)

I don’t know

10 (2.8)

12 (3.5)

48 (23.6)

60 (29.7)

Not helpful / Probably not helpful

216 (60.8)

198 (56.4)

39 (18.7)

34 (17.6)

Probably helpful / Helpful

122 (34.4)

141 (40.2)

124 (59.3)

118 (61.1)

I don’t know

17 (4.8)

12 (3.4)

46 (22.0)

41 (21.2)

Not helpful / Probably not helpful

305 (86.6)

227 (79.1)

115 (55.6)

98 (48.5)

Probably helpful / Helpful

30 (8.5)

54 (15.4)

14 (6.8)

29 (14.4)

I don’t know

17 (4.8)

19 (5.4)

78 (37.7)

75 (37.1)

Not helpful / Probably not helpful

227 (64.1)

194 (55.4)

98 (47.3)

94 (46.8)

Probably helpful / Helpful

117 (33.1)

151 (43.1)

34 (16.4)

34 (16.9)

I don’t know

10 (2.8)

5 (1.4)

75 (36.2)

73 (36.3)

Not helpful / Probably not helpful

88 (24.8)

112 (31.7)

71 (34.0)

56 (27.6)

Probably helpful / Helpful

262 (73.4)

235 (66.6)

117 (56.0)

121 (59.6)

I don’t know

5 (1.4)

6 (1.7)

21 (10.0)

26 (12.8)

Not helpful / Probably not helpful

309 (87.5)

217 (77.2)

121 (58.5)

97 (48.5)

Probably helpful / Helpful

20 (5.7)

64 (18.2)

13 (6.2)

28 (14.0)

I don’t know

24 (6.7)

16 (4.6)

73 (34.9)

75 (37.5)

0.882

0.224

0.001

0.014

0.109

<0.001

0.016

0.931

0.037

0.989

0.319

0.018
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Increasing physical
activity

Reading self-help
books

Relaxation,
meditation, yoga

Changing employment

Psychological
therapies

Not helpful / Probably not helpful

15 (4.2)

18 (5.1)

7 (3.4)

2 (1.0)

Probably helpful / Helpful

335 (93.8)

324 (91.3)

191 (91.8)

200 (96.6)

I don’t know

7 (2.0)

13 (3.7)

10 (4.8)

5 (2.4)

Not helpful / Probably not helpful

51 (14.3)

29 (8.3)

36 (1.3)

34 (16.5)

Probably helpful / Helpful

287 (80.6)

299 (85.7)

155 (74.5)

156 (75.7)

I don’t know

18 (5.1)

21 (6.0)

17 (8.2)

16 (7.8)

Not helpful / Probably not helpful

15 (4.2)

6 (1.7)

7 (3.3)

1 (0.5)

Probably helpful / Helpful

334 (93.6)

336 (94.9)

193(92.3)

195 (95.6)

I don’t know

8 (2.2)

12 (3.4)

9 (4.3)

8 (3.9)

Not helpful / Probably not helpful

163 (46.0)

146 (41.8)

77 (37.0)

72 (35.5)

Probably helpful / Helpful

115 (32.5)

156 (44.7)

83 (39.9)

82 (40.4)

I don’t know

76 (21.5)

47 (13.5)

48 (23.0)

49 (24.1)

Not helpful / Probably not helpful

20 (5.6)

10 (2.8)

20 (9.7)

25 (12.4)

Probably helpful / Helpful

315 (88.7)

327 (93.2)

113 (54.9)

135 (66.8)

I don’t know

20 (5.6)

14 (4.0)

73 (35.4)

42 (20.8)

0.325

0.040

0.098

0.001

0.101

0.098

0.960

0.105

0.940

0.004
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Electroconvulsive
therapy

Reducing alcohol
consumption

Compulsory hospital
admission

Counselling

Special diet avoiding
certain foods

Homeopathic remedies

Not helpful / Probably not helpful

219 (61.9)

211 (59.8)

96 (46.2)

95 (47.0)

Probably helpful / Helpful

54 (15.3)

104 (29.5)

9 (4.3)

17 (8.4)

I don’t know

81 (22.9)

38 (10.8)

103 (49.5)

90 (44.6)

Not helpful / Probably not helpful

21 (5.9)

9 (2.6)

10 (4.8)

14 (6.9)

Probably helpful / Helpful

319 (89.6)

323 (91.8)

177 (85.1)

175 (86.6)

I don’t know

16 (4.5)

20 (5.7)

21 (10.0)

13 (6.4)

Not helpful / Probably not helpful

294 (83.1)

302 (86.0)

128 (61.8)

138 (68.7)

Probably helpful / Helpful

22 (6.2)

26 (7.4)

8 (3.9)

15 (7.5)

I don’t know

38 (10.7)

23 (6.6)

71 (34.3)

48 (23.9)

Not helpful / Probably not helpful

5 (1.4)

3 (0.9)

3 (1.4)

2 (1.0)

Probably helpful / Helpful

338 (94.9)

328 (93.7)

194 (92.8)

190 (93.1)

I don’t know

13 (3.7)

19 (5.4)

12 (5.7)

12 (5.9)

Not helpful / Probably not helpful

183 (51.5)

207 (59.3)

46 (22.3)

52 (25.6)

Probably helpful / Helpful

116 (32.7)

112 (32.1)

113 (54.9)

111 (54.7)

I don’t know

56 (15.8)

30 (8.6)

47 (22.5)

40 (19.7)

Not helpful / Probably not helpful

252 (70.8)

273 (78.2)

53 (25.6)

61 (29.8)

Probably helpful / Helpful

66 (18.5)

52 (14.9)

112 (54.1)

107 (52.2)

I don’t know

38 (10.7)

24 (6.9)

42 (20.3)

37 (18.0)

<0.001

0.073

0.128

0.422

0.009

0.061

0.196

0.290

0.032

0.913

0.629

0.612

Note: Chi-square test p < 0.01 indicates statistical significance.
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Comparison between pharmacists and support staff rating of the helpfulness of treatments
for depression at T2
Intervention

Vitamins, mineral and
tonics

Rating
Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Herbal remedies

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Sedating antihistamines

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Antidepressants

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Stimulants
(e.g.dexamphetamine)

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Mood stabilisers

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Antipsychotics

Not helpful / Probably
not helpful
Probably helpful /
Helpful
I don’t know

Pharmacist
(%)

Support
Staff (%)

186 (52.1)

42(20.1)

166 (46.5)

157 (75.1)

5 (1.4)

10 (4.8)

208 (58.6)

58 (27.9)

134 (37.7)

133 (63.9)

13 (3.7)

17 (8.2)

233 (65.8)

124 (60.5)

116 (32.8)

60 (29.3)

5 (1.4)

21 (10.2)

11 (3.1)

14 (6.9)

336 (95.5)

171 (84.7)

5 (1.4)

17 (8.1)

321 (92.8)

116 (57.4)

13 (3.8)

26 (12.9)

12 (3.5)

60 (29.7)

198 (56.4)

34 (17.6)

141 (40.2)

118 (61.1)

12 (3.4)

41 (21.2)

227 (79.1)

98 (48.5)

54 (15.4)

29 (14.4)

19 (5.4)

75 (37.1)

pvalue

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001
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Sedative hypnotics

Analgesics

Beta-blockers

Increasing physical
activity

Reading self-help books

Relaxation, meditation,
yoga

Changing employment

Psychological therapies

Not helpful / Probably not
helpful

194 (55.4)

94 (46.8)

Probably helpful / Helpful

151 (43.1)

34 (16.9)

I don’t know

5 (1.4)

73 (36.3)

Not helpful / Probably not
helpful

112 (31.7)

56 (27.6)

Probably helpful / Helpful

235 (66.6)

121 (59.6)

I don’t know

6 (1.7)

26 (12.8)

Not helpful / Probably not
helpful

217 (77.2)

97 (48.5)

Probably helpful / Helpful

64 (18.2)

28 (14.0)

I don’t know

16 (4.6)

75 (37.5)

Not helpful / Probably not
helpful

18 (5.1)

2 (1.0)

Probably helpful / Helpful

324 (91.3)

200 (96.6)

I don’t know

13 (3.7)

5 (2.4)

Not helpful / Probably not
helpful

29 (8.3)

34 (16.5)

Probably helpful / Helpful

299 (85.7)

156 (75.7)

I don’t know

21 (6.0)

16 (7.8)

Not helpful / Probably not
helpful

6 (1.7)

1 (0.5)

Probably helpful / Helpful

336 (94.9)

195 (95.6)

I don’t know

12 (3.4)

8 (3.9)

Not helpful / Probably not
helpful

146 (41.8)

72 (35.5)

Probably helpful / Helpful

156 (44.7)

82 (40.4)

I don’t know

47 (13.5)

49 (24.1)

Not helpful / Probably not
helpful

10 (2.8)

25 (12.4)

Probably helpful / Helpful

327 (93.2)

135 (66.8)

I don’t know

14 (4.0)

42 (20.8)

<0.001

<0.001

<0.001

0.027

0.007

0.448

0.006

<0.001
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Electroconvulsive
therapy

Reducing alcohol
consumption

Compulsory hospital
admission

Counselling

Special diet avoiding
certain foods

Homeopathic remedies

Not helpful / Probably not
helpful

211 (59.8)

95 (47.0)

Probably helpful / Helpful

104 (29.5)

17 (8.4)

I don’t know

38 (10.8)

90 (44.6)

Not helpful / Probably not
helpful

9 (2.6)

14 (6.9)

Probably helpful / Helpful

323 (91.8)

175 (86.6)

I don’t know

20 (5.7)

13 (6.4)

Not helpful / Probably not
helpful

302 (86.0)

138 (68.7)

Probably helpful / Helpful

26 (7.4)

15 (7.5)

I don’t know

23 (6.6)

48 (23.9)

Not helpful / Probably not
helpful

3 (0.9)

2 (1.0)

Probably helpful / Helpful

328 (93.7)

190 (93.1)

I don’t know

19 (5.4)

12 (5.9)

Not helpful / Probably not
helpful

207 (59.3)

52 (25.6)

Probably helpful / Helpful

112 (32.1)

111 (54.7)

I don’t know

30 (8.6)

40 (19.7)

Not helpful / Probably not
helpful

273 (78.2)

61 (29.8)

Probably helpful / Helpful

52 (14.9)

107 (52.2)

I don’t know

24 (6.9)

37 (18.0)

<0.001

0.041

<0.001

0.964

<0.001

<0.001

Note: Chi-square test, p < 0.01 indicates statistical significance.
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