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Objective: Pharmacists may be well placed to take up a role in depres-
sion care, complementing the role of general practitioners. However, de-
pression care is a relatively new role for pharmacists, and little is known
of their attitudes, current practices, and barriers toward it. Methods: A
random sample of 200 community pharmacists in Belgium was surveyed
about the care of patients with depression in comparison with patients
with other, physical conditions. Results: The 69 pharmacists who re-
sponded to the survey generally endorsed a very positive attitude toward
their potential role in depression care. This willingness was, however,
not reflected in current practice, and fulfilling this role appeared to be
more difficult with patients with depression in comparison with patients
with other, physical conditions. A lack of training in mental health issues
was the most important barrier reported. Cooperation with general
practitioners in depression care was desired, but the current level of co-
operation was rather low. Conclusions: For pharmacists to effectively
take up depression care, perceived barriers need to be addressed
through specific training programs and increased cooperation with gen-
eral practitioners. (Psychiatric Services 59:1155-1161, 2008)

epression constitutes a major
D public health challenge in in-

dustrialized countries. Major
depressive disorder is highly preva-
lent, recently estimated at 6.6% in the
United States (1). The disorder has a
severe impact on those affected (2)
and on economic resources, such as
lost productivity (3). Despite the avail-
ability of effective treatment, current
depression care is far from optimal
(1), including inadequate recognition,
diagnosis, and treatment by care
providers; stigma toward those with
the condition; and patients” lack of
knowledge about their disorder and
poor medication adherence (4).

One element in improving depres-
sion care could be to expand the role
of nonclinical community profes-
sionals who come into contact with
people with depression. The Euro-
pean Alliance Against Depression
(EAAD) is one example where this
approach is piloted (5). Our study,
which is part of EAAD, focuses on
pharmacists, who are an underuti-
lized health care resource (6,7) and
should be considered in the care of
patients with depression (8,9). They
have frequent contact with such pa-
tients, considering that up to 20% of
the prescriptions that pharmacists fill
include an antidepressant (8). Phar-
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macists often maintain a trusting re-
lationship with patients, who typical-
ly visit only one pharmacy (10); they
also have expertise in medication
management and are easily available
to consumers (8). This position en-
ables pharmacists to provide several
services important to depression care
for which primary care providers of-
ten lack time, such as providing pa-
tient education and support, enhanc-
ing medication adherence, monitor-
ing treatment effectiveness, and
identifying adverse effects (11).

This potential role of pharmacists
in the care of depression relates to the
advocated increase in pharmacists’
scope of practice and to the emer-
gence of an area of care designated as
“pharmaceutical care” (12). This con-
cept proposes a changing role for
pharmacists, moving from the tradi-
tional medication-oriented dispens-
ing role toward a patient-centered
model of practice (13). In this model,
pharmacists assume responsibility for
therapeutic outcomes, such as adher-
ence (14), and use their medication-
related expertise to assist patients
(15), such as by patient education,
medication monitoring, and in-
creased collaboration with prescrib-
ing physicians (16). In the specific
context of depression care, the phar-
macist can perform several useful
roles, described next.

A first set of roles for pharmacists
could be to provide information to
the patient about depression and an-
tidepressant medication and to sup-
port medication adherence. Patients
with depression often inadequately
understand antidepressant medica-
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tion and harbor many unfounded be-
liefs related to it, which is key to their
general low adherence (17). They ap-
pear to have a substantial need for in-
formation about depression and its
medication and ongoing, strong en-
couragement for antidepressant ad-
herence (18), which general practi-
tioners may have more limited oppor-
tunity than pharmacists to provide
(8). Pharmacists can provide informa-
tion about antidepressants, address
common misconceptions, and assess
patients” understanding, and they
have been shown to influence pa-
tients” attitudes toward depression
(19) and toward antidepressants (10,
20.,21), to enhance adherence (20,22,
23), and to improve treatment out-
comes (13,22). Furthermore, physi-
cians are reported to be comfortable
with pharmacists” providing patient
education (24).

A second set of roles for pharma-
cists could be to monitor patients di-
agnosed as having depression, partic-
ularly regarding medication adher-
ence (10,25), medication effective-
ness (22,23), and the presence of side
effects (9,11). Patients who do not
respond to treatment or present se-
vere side effects should be referred
back to their prescribing physician
(9). Maintaining a trusting relation-
ship and documenting the patient’s
medication history, for example by
electronic patient records (16), are
prerequisites to this role (18) and in
fact begin as soon as a patient be-
comes a customer at the pharmacy.
Furthermore, for pharmacists to
monitor patients, collaboration and
communication with general practi-
tioners are needed (8,12). Current
links between pharmacists and gen-
eral practitioners, however, are gen-
erally poor. In a study from the Unit-
ed Kingdom on depression manage-
ment, half of surveyed pharmacists
reported little or no contact with gen-
eral practitioners, and one in three
reported some (practical and infor-
mal) contact (8). We expect the same
for Belgium, where pharmacists work
relatively independently from gener-
al practitioners, who treat most pa-
tients with diagnoses of depression
(involved in the care of 85% of this
group of patients) (26).

The above-mentioned pharmacists’
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roles are related to service provision
to patients with a diagnosis of depres-
sion who contact their pharmacist for
antidepressants. However, the phar-
macists role may also extend to pa-
tients who are not aware of or do not
seek help for depression. On recogni-
tion of symptoms of untreated de-
pression, the pharmacist may suggest
that patients visit their general practi-
tioner for further evaluation (9).

The implementation of these po-
tential pharmacists’ roles may be
hindered by barriers. Several barri-
ers have been reported in providing
pharmaceutical care in general, in-
cluding barriers at the system level
(vague role description, interprofes-
sional conflicts, inadequate remu-
neration of pharmacists for this task,
lack of information about or relation-
ship with the patient, time con-
straints, and lack of privacy in the
pharmacy) and at the pharmacist lev-
el (lack of professionalism, discom-
fort during patient interactions, and
insufficient skills to communicate
about sensitive issues) (16,27).
Specifically, patient education is not
yet a routine task performed by
pharmacists, but it is delivered ad
hoc in some cases (16) and at the pa-
tient’s initiation (28). This risks phar-
maceutical care to be provided
mainly at the request of the patient,
because such requests are known to
influence care providers (29).

Overall, however, pharmacists are
already successfully involved in phar-
maceutical care for patients with
chronic physical diseases such as asth-
ma, diabetes, or hypertension (11).
The same potential holds for the care
of patients with mental illnesses, such
as depression, but despite the high
number of such patients seen by
pharmacists, this role is yet to be es-
tablished (9,12). Some first studies
report on pharmacists” attitudes, cur-
rent practices, and barriers regarding
the care of patients with mental ill-
nesses in general. In a study in the
United Kingdom nearly half of phar-
macists expressed being more inter-
ested and more likely to perform
pharmaceutical care activities for pa-
tients with a mental illness compared
with a physical illness, whereas less
than 20% reported the reverse (30).
In a Canadian study, community

pharmacists, despite generally posi-
tive attitudes, reported feeling more
uncomfortable discussing symptoms
and medications with patients who
had mental illnesses than with pa-
tients who had cardiovascular prob-
lems (19). Patients with mental ill-
nesses therefore received fewer phar-
macy services than patients with car-
diovascular problems.

However, no such studies have
been carried out specifically on phar-
macists” involvement in providing de-
pression care, despite depression be-
ing the most common mental illness.
It is important, however, to be aware
of pharmacists’ attitudes and per-
ceived barriers to providing depres-
sion care because these are likely to
influence the extent to which this new
role will be adopted (31,32). This
study therefore explored pharmacists’
attitudes, current practices, and per-
ceived barriers concerning depres-
sion care.

Our main research questions were
as follows: what are the current atti-
tudes, practices, and perceived barri-
ers of pharmacists in regard to pro-
viding depression care? Is there a dis-
crepancy between these attitudes and
current practices? Is there a differ-
ence in providing this role for patients
with depression in comparison with
patients with other, physical condi-
tions? Which pharmacists” character-
istics and which perceived barriers
are associated with providing depres-
sion care? To what degree do phar-
macists currently cooperate with gen-
eral practitioners and other partners
in providing depression care? What is
the desired level of cooperation?

Methods

Survey instrument

A survey instrument was constructed
to address the research questions.
One section dealt with pharmacists’
role in depression care. On the basis
of previous research (19) we delineat-
ed a set of nine potential roles: two
prerequisites (maintaining a trusting
relationship and knowing the patient’s
medication history), two on providing
information (about the disorder and
about its medication), one on sup-
port, three on monitoring (side ef-
fects, adherence, and referring pa-
tients to their doctor), and one on de-
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tection. We investigated the attitude
toward these roles (“to what extent do
you agree you should provide . . .”) as
well as current practice in taking up
these roles (“to what degree do you
currently provide ...”). Attitude items
were assessed on a 5—point Likert
scale with responses ranging from
strongly disagree to strongly agree.
Practice items were assessed on a 4-
point Likert scale ranging from *I
provide . . . to no patients” to “I pro-
vide . . . to all patients.” No “undecid-
ed” option was available for practice
items, because these items concerned
facts, not attitudes. All items were
formulated both in reference to de-
pression and to other, physical dis-
eases. Participants were also asked to
indicate perceived barriers (from a
list including pharmacist-, patient-,
and system-level barriers) in taking
up these roles.

In the second section pharmacists
were asked with which partners they
wanted to collaborate in the depres-
sion care of an individual patient and
what the current level of cooperation
was with these partners (using a 5-
point Likert scale ranging from 1, in-
dicating no cooperation, to 5, dis-
cussing how to deal with individual
patients). Perceived barriers to this
cooperation were listed. In addition,
the following background character-
istics were gathered: age, gender, oc-
cupational experience, pharmacist’s
function in the pharmacy, and per-
sonal and professional experience
with depression. Professional experi-
ence was measured by the estimated
frequency at which pharmacists saw
patients with depression in their prac-
tice (on a 5-point Likert scale ranging
from 1, never, to 5, daily). To ascer-
tain pharmacists’ personal experience
with people with depression, an item
asked whether they had ever encoun-
tered people with depression in their
personal environment.

A first version of the survey was pi-
loted in a group of pharmacists not
participating in the main study, and
content and face validity were dis-
cussed with experts of the National
Board of Pharmacists.

Survey sample
The survey was mailed to a random
sample of 200 of the 305 pharmacies

in the region of Bruges-Ieper (Bel-
gium) in May 2005. All pharmacies
were community based; hospital
pharmacies are uncommon in Bel-
gium. The survey, including a pos-
tage-paid reply envelope, could be
filled out by any licensed pharmacist
in the pharmacy to which the survey
was mailed. Formal ethical permis-
sion was not required for this study,
but the covering letter asked for con-
sent and stressed anonymity and con-
fidentiality. After one month a re-
minder was sent.

Data analysis

Statistical analyses were carried out
with SAS version 9.1. Descriptive sta-
tistics were calculated. Discrepancy
scores between attitude and current
practice with regard to each role were
obtained by subtracting the current
practice score (level of realization) for
a role from the related item measur-
ing the attitude toward the same role
(level of importance). Discrepancy
occurred when a role was viewed as
more important than it was being re-
alized in practice. With discrepancy
scores potentially ranging from 0 to 4,
a score of at least 3 was regarded as a
high discrepancy (33). The total de-
pression care score was obtained by
summing the nine role scores (cur-
rent practice), and its reliability (in-
ternal consistency) was assessed by
Cronbach’s alpha. The relations of
pharmacists” characteristics, per-
ceived barriers, and level of partner
cooperation to the total depression
care score (interval variable) were de-
termined by analysis of variance and
to individual role scores (ordinal vari-
ables) by chi square tests.

Results

A total of 69 pharmacists, 36 (52%)
men and 33 (48%) women completed
the survey, representing a 35% re-
sponse rate. Their ages ranged {rom
25 to 67 years (mean=SD of 45.2z+
11.1), which resembles the mean age
(42.1) of the total population of phar-
macists in the study region. Most of
the responses (N=62, or 90%) came
from pharmacist-owners, with anoth-
er 10% from adjunct-pharmacists.
Responding pharmacists had been
practicing for a range of one year to
43 years, with a mean of 19.3x11.5
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years in practice. Most pharmacists
had extensive professional and per-
sonal experience with patients with
depression: 52 (75%) saw such pa-
tients at least weekly, including 27
(39%) who saw them daily and 56 of
68 (82%) who reported having en-
countered people with depression in
their personal environment.
Pharmacists’ attitude toward their
potential role in depression care was
very positive (Table 1): for all nine
roles, at least 85% (N=59) agreed that
they should provide this service. Cur-
rent practice was rather low, however:
most pharmacists reported providing
each of several roles to few or no pa-
tients. The lowest score was observed
for providing information on depres-
sion, with 83% (N=57) providing in-
formation to few or no patients. Con-
sequently, for most roles a discrepan-
cy was observed. The scores with the
highest discrepancy were observed
for providing information on depres-
sion (26, or 38% of respondents, had
a high discrepancy score), monitoring
adherence to depression medication
(N=25 of 68, or 37%), providing in-
formation on depression medication
(N=24, or 35%), and maintaining a
trusting relationship with patients
with depression (N=19, 28%). On the
other hand, a high level of current
practice was observed for knowing
the patient’s medication history, ad-
vising the patient to consult a doctor,
and providing support to patients.
The comparison of care provision
for patients with depression and for
patients with other, physical condi-
tions showed several differences. For
every role pharmacists’ attitude to-
ward providing it was equally or more
positive in regard to patients with de-
pression than for patients with other
conditions. However, every role was
being realized in practice to a higher
degree with patients with conditions
other than depression. Consequently,
compared with depression, all items
on other conditions had lower dis-
crepancy between attitude and prac-
tice. The largest differences were ob-
served on maintaining a trusting rela-
tionship, which 70% of pharmacists
(N=48) provided to most or all pa-
tients with other conditions com-
pared with only 32% (N=22) to pa-
tients with depression, and on provid-
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Table 1

Attitudes and current practices among 69 pharmacists in regard to their potential roles in the care of patients with
depression compared with patients with other, physical conditions®

Attitude scoreP Current practice score®
High
1-2 3 4-5 1-2 34 discrepancy?

Role N % N % N % N % N % N %
Maintain a trusting relationship

Depression 1 1 5 7 63 91 47 68 22 32 19 28

Other conditions 3 4 6 9 60 87 21 30 48 70 6 9
Know the patient’s medication history

Depression 1 1 1 1 67 97 15 22 54 78 6 9

Other conditions 2 3 2 3 65 94 11 16 58 84 2 3
Provide information on condition
(symptoms, causes, and treatment)

Depression 1 1 8 12 60 87 57 83 12 17 26 38

Other conditions 3 4 7 10 59 86 33 48 36 52 7 10
Provide information on medication
for treatment (side effects and duration)

Depression 1 1 0 — 68 99 41 59 28 41 24 35

Other conditions® 0 — 1 1 67 99 — — — — — —
Follow-up symptoms and side effects

Depression 4 6 4 6 61 88 39 57 29 43 15 22

Other conditions 5 7 5 7 59 85 29 42 40 58 4 6
Follow-up medication adherence

Depression 1 1 4 6 64 93 40 59 28 41 25 37

Other conditions 1 1 4 6 64 93 35 51 33 49 21 31
Provide support and listen to the patient

Depression 0 — 2 3 67 97 21 31 47 69 6 9

Other conditions 0 — 5 7 64 93 15 22 53 78 5 7
Adyvise patient to consult a doctor when
the pharmacist recognizes symptoms

Depression 0 — 0 — 69 100 18 27 49 73 12 18

Other conditions 0o — 3 4 65 96 15 22 53 78 8 12
Advise patient to consult a doctor
when symptoms worsen

Depression 0 — 0 — 69 100 9 13 58 87 7 10

Other conditions 0 — 0 — 69 100 8 12 59 88 6 9

@ All data were not available for all persons.

b A score of 1-2 indicates disagree or strongly disagree; 3, undecided; 4-5, agree or strongly agree.

¢ A score of 1-2 indicates current practice with no patients or up to a few patients; 3—4, with most or all patients.

d Percentage of respondents with a high discrepancy score between attitude and current practice. Discrepancy scores were obtained by subtracting the
current practice score for a role from the related item measuring the attitude toward the same role. A discrepancy score of at least 3 is regarded as a

high discrepancy.

¢ Because of an error when copying the surveys for mailing, one item could not be obtained.

ing information on the condition
(N=36, or 52%, compared with N=
12, or 17%).

The main perceived barrier to pro-
viding depression care (Table 2) was a
lack of education in mental health is-
sues (reported by 50 pharmacists, or
73% of the sample). Other frequently
reported barriers were lack of time
with individual patients (N=39, or
57%), lack of information about pa-
tients and their treatment (N=37, or
54%), lack of privacy in the pharmacy
(N=32, or 46%), and difficulties in
communicating with patients with de-
pression (N=26, or 38%).
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The internal consistency of the to-
tal depression care scale was good
(Cronbach’s @=.76). No pharmacists’
characteristics were significantly as-
sociated with providing depression
care. However, pharmacists who indi-
cated a lack of privacy in the pharma-
cy as a perceived barrier had a signif-
icantly lower score on total depres-
sion care (F=7.16, df=1 and 62,
p=.01) and on the item about provid-
ing support (x?=6.17, df=1, p=.013)
compared with those who did not in-
dicate this barrier. Furthermore, in
comparison with pharmacists who re-
ported a low cooperation level with

general practitioners, those who re-
ported high cooperation scored sig-
nificantly higher on the items about
maintaining a trusting relationship
(x?=3.86, df=1, p=.05) and providing
information about depression (y°=
6.48, df=1, p=.01) and about its med-
ication (x?=6.75, df=1, p=.009).
Concerning cooperation in the care
of patients with depression, pharma-
cists’ desired partners (Table 3) were
mainly general practitioners (N=62,
or 90% of respondents) and the pa-
tients” relatives (N=51, or 74%). The
current level of cooperation was
rather low: 56% (N=37) of pharma-
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cists did not collaborate with general
practitioners or merely maintained a
collegial relationship, receiving no
advice or not sharing information
about individual patients. The most
frequent perceived barriers (Table 4)
were that cooperation across profes-
sions was unusual (N=38, or 55% of
respondents) and that information
was hard to get (N=36, or 52%).

Discussion

Pharmacists in this study generally
endorsed a very positive attitude to-
ward their potential role in depres-
sion care and had ample opportunity
to act accordingly, as most had fre-
quent contact with patients with de-
pression. Their general willingness
and the importance they perceived
in this potential new role shows that
depression care was acceptable to
these pharmacists, which is promis-
ing for the future development of
this role. However, fulfilling specific
roles of care was more difficult when
patients had depression in compari-
son with patients with other, physical
conditions. This finding specific to
depression care is in line with find-
ings of two earlier studies on phar-
maceutical care for mental illness in
general (19,30).

Discrepancy scores between phar-
macists” attitudes and current prac-
tice regarding their potential roles il-
luminated this finding. For patients
with depression, much more than for
patients with other, physical condi-
tions, pharmacists perceived the nine
specific roles of care as more impor-

Table 2

Pharmacists’ perceived barriers to providing depression care®

Barrier N %
Lack of education in mental health issues 50 73
Lack of time for individual attention to patients 39 57
Too little information about patients and their treatment 37 54
Lack of privacy in the pharmacy to discuss personal issues 32 46
Difficulties in communicating well with patients with depression 26 38
Insufficient valorization of providing these services 15 22
Patients with depression do not want support from their pharmacist 5 7
Other 6 9

* As reported by 69 pharmacists

tant than they actually put into prac-
tice. This indicates difficulties in pro-
viding depression care, especially in
regard to providing information on
depression (medication), monitoring
medication adherence, and maintain-
ing a trusting relationship with the
patient. Because fulfilling pharma-
cists’ potential roles was shown to be
possible when patients had conditions
other than depression, we suspect
specific barriers in performing these
roles for patients with depression.
The most important perceived bar-
rier reported in this study was a lack
of education in mental health issues;
this topic is not sufficiently covered in
pharmacists’ regular curriculum (16).
If pharmacists are to take up a role in
depression care, training programs
are needed to acquire necessary
knowledge and skills in providing in-
formation on depression and on anti-
depressant medication. Such role-
specific training has proved to en-
hance the implementation of phar-

macists’ new roles (32). Furthermore,
the participation of patients with a
mental illness in such training has
been shown to improve pharmacists’
attitudes toward this group of patients
(34) and may facilitate maintaining a
trusting relationship with them.
Other important perceived barriers
were a lack of time for individual pa-
tients, a lack of privacy in the phar-
macy, and a lack of information about
patients and their medication, which
is consistent with previous research
on mental illness in general (8,19). In-
creasing the collaboration with gener-
al practitioners may tackle the infor-
mation barrier and improve pharma-
cists’ provision of information to pa-
tients, to which cooperation with gen-
eral practitioners was significantly re-
lated. In this study, the current level
of such cooperation was rather low,
primarily because it is not customary
between these professions. This espe-
cially impedes pharmacists in follow-
ing up with patients about depression

Table 3

Pharmacists’ reported current level and desired level of cooperation with other partners in providing depression care®

Desired Current level of cooperation”

cooperation

(% yes) 1 2 3 4 5
Partner N N % N % N % N % N %
General practitioners 62 90 15 23 22 33 14 21 10 15 5 8
Patients” relatives 51 74 19 29 4 6 23 35 13 20 6 9
Psychiatrists 42 43 64 15 22 2 3 7 10 0o —
Psychologists 30 43 52 79 9 14 2 3 3 5 0 —
Pharmacist colleagues 21 30 34 52 24 36 7 11 1 2 0 —
Community health care services 18 26 41 61 13 19 6 9 5 7 2 3
Health insurance companies 4 6 64 97 2 3 0 — 0 — 0

@ As reported by 69 pharmacists. All data were not available for all respondents.
b1 no cooperation; 2, merely collegial relationship; 3, pharmacist receives general advice on treatment medication of patients; 4, pharmacist and part-
ner share information about individual patients; 5, pharmacist and partner discuss treatment medication of individual patients
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Table 4

Perceived barriers to collaboration between 69 pharmacists and other partners

Barrier N %
Collaboration is not usual 38 55
It is hard to get information from partners 36 52
Partners are difficult to reach 24 35
Professional secrecy 23 33
Time constraints 19 28
Partners have another framework 18 26
Trusting relationship is insufficient 17 25
There is no need for such cooperation 4 6

symptoms and medication—informa-
tion that is needed from general prac-
titioners and to whom pharmacists
need to provide feedback. Involving
local general practitioners in training
programs for pharmacists on depres-
sion may be one way to increase co-
operation and break down barriers
(32). Increased general practition-
er—pharmacist collaboration, howev-
er, will need to consider the issue of
patient confidentiality.

Further research is needed to con-
firm the results of this exploratory
study in larger samples. Further, it
should address patients” and other
care providers’ perceptions of phar-
macists’ role in depression care, the
impact of pharmacists’ involvement
in depression care, and ways to re-
solve barriers to it.

This study has some methodologi-
cal limitations. First, survey respons-
es were self-reported. Second, the
survey response rate was relatively
low, although comparable with that
of similar studies (19), which may
have biased the results. Participating
pharmacists may have been relative-
ly more interested in or positive to-
ward the topic of depression. Finally,
generalizability of the results may be
limited to health systems in which
pharmacists operate relatively inde-
pendently from primary care, as in
Belgium.

Conclusions

Pharmacists” willingness to take up a
role in depression care is high, but its
realization in practice is impeded by
several barriers, such as a lack of
training in mental health issues and
absence of a culture of cooperation
with general practitioners. These
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findings indicate that an important
community resource—pharmacists—
is currently underused to meet the
needs of patients with depression.
For pharmacists to effectively take up
depression care these barriers need
to be addressed. Specific training
programs for pharmacists on provid-
ing depression care, preferably in-
volving general practitioners and pa-
tients, are therefore needed. The re-
sults of this study may be useful to in-
form such training programs.

Acknowledgments and disclosures

This study is part of the European Alliance
Against Depression (EAAD) project and is fi-
nanced by the European Commission and the
Province of West-Flanders (Belgium). Special
thanks go to Annemie Zwaenepoel, R.Ph., for
her enthusiastic support of this study.

The authors report no competing interests.

References

1. Kessler R, Berglund P, Demler O, et al:
The epidemiology of major depressive dis-
order: results from the National Comorbid-
ity Survey Replication (NCS-R). JAMA 289:
3095-3105, 2003

2. Moussavi S, Chatterji S, Verdes E, et al:
Depression, chronic diseases, and decre-
ments in health: results from the World
Health Surveys. Lancet 370:851-858, 2007

3. Stewart W, Ricci |, Chee E, et al: Cost of
lost productive work time among US work-
ers with depression. JAMA 289:3135-3144,
2003

4. Goldman L, Nielsen N, Champion H:
Awareness, diagnosis and treatment of de-
pression. Journal of General Internal Med-
icine 14:569-580, 1999

5. Hegerl U, Wittmann M, Arensman E, et al:
The ‘European Alliance Against Depres-
sion (EAAD): a multifaceted, community-
based action programme against depres-
sion and suicidality. World Journal of Bio-
logical Psychiatry 9:51-58, 2008

6. Beney |, Bero L, Bond C: Expanding the
role of outpatient pharmacists: effects on

10.

11.

12.

13.

14.

15.

16.

17.

18

19.

20.

health services utilization, costs, and pa-
tient outcomes. Cochrane Database of Sys-
tematic Reviews 2:336, 2000

. Planas L, Kimberlin C, Segal R, et al: A

pharmacist model of perceived responsibil-
ity for drug therapy outcomes. Social Sci-
ence and Medicine 60:2393-2403, 2005

. Badger F, Kingscote-Davies T, Nolan P:

The pharmacist’s role in the medicinal
management of depression. Nursing Stan-
dard 16:33-40, 2002

Wells B: Underrecognition and undertreat-
ment of depression: what is the pharma-
cist’s culpability? Pharmacotherapy 19:
1237-1239, 1999

Brook O, van Hout H, Nieuwenhuyse I, et
al: Tmpact of coaching by community phar-
macists on drug attitude of depressive pri-
mary care patients and acceptability to pa-
tients: a randomized controlled trial. Euro-
pean Neuropsychopharmacology 13:1-9,
2003

Boudreau D, Capoccia K, Sullivan S, et al:
Collaborative care model to improve out-
comes in major depression. Annals of Phar-
macotherapy 36:585-591, 2002

American College of Physicians—American
Society of Internal Medicine: Pharmacist
scope of practice. Annals of Internal Medi-
cine 136:79-85, 2002

Brook O, van Hout H, Nieuwenhuyse I, et
al: Effects of coaching by community phar-
macists on psychological symptoms of anti-
depressant users: a randomized controlled
trial. European Neuropsychopharmacology
13:347-354, 2003

Fjortoft N, Zgarrick D: An assessment of
pharmacists’ caring ability. Journal of the
American Pharmacists Association 43:483—
487, 2003

Farris K, Schopflocher D: Between inten-
tion and behaviour: an application of com-
munity pharmacists’ assessment of pharma-
ceutical care. Social Science and Medicine
49:55-66, 1999

Pronk M, Blom L, Jonkers R, et al: Com-
munity pharmacy and patient-oriented ac-
tivities: the Dutch case. Patient Education
and Counseling 46:39-45, 2002

Demyttenaere K: Compliance and accept-
ance in antidepressant treatment. Interna-
tional Journal of Psychiatry in Clinical Prac-
tice 5:529-S35, 2001

. Bungay M, Adler D, Rogers W, et al: De-

scription of a clinical pharmacist interven-
tion administered to primary care patients
with depression. General Hospital Psychia-
try 26:210-218, 2004

Phokeo V, Sproule B, Raman-Wilms L:
Community pharmacists” attitudes toward
and professional interactions with users of
psychiatric medication. Psychiatric Services
55:1434-1436, 2004

Brook O, van Hout H, Stalman W, et al: A
pharmacy-based coaching program to im-
prove adherence to antidepressant treat-
ment among primary care patients. Psychi—
atric Services 56:487-489, 2005

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2008 Vol. 59 No. 10



21.

23.

24.

25.

Rickles NM, Svarstad BL, Statz-Paynter
JL, et al: Pharmacist telemonitoring of anti-
depressant use: effects on pharmacist-pa-
tient collaboration. Journal of the American
Pharmacists Association 45:344-353, 2005

2. Adler D, Bungay M, Wilson I, et al: The im-

pact of a pharmacist intervention on 6-
month outcomes in depressed primary care
patients. General Hospital Psychiatry 26:
199-209, 2004

Finley P, Rens I, Pont J, et al: Impact of a
collaborative pharmacy practice model on
the treatment of depression in primary
care. American Journal of Health-System
Pharmacy 59:1518-1526, 2002

Ranelli P, Biss J: Physicians’ perceptions of
communication with and responsibilities of
pharmacists. Journal of the American Phar-
macists Association 40:625-630, 2000

Bultman D, Svarstad B: Effects of pharma-
cist monitoring on patient satisfaction with
antidepressant medication therapy. Journal
of the American Pharmacists Association
42:36-43, 2002

Submissions for Datapoints Column Invited

26.

2

28.

29.

30.

=1

Bruffaerts R, Bonnewyn A, Van Oyen H, et
al: Service use for mental disorders in Bel-
gium: results of the Esemed study [in
Dutch]. Tijdschrift voor Geneeskunde 60:
790-799, 2004

Planas L, Kimberlin C, Segal R, et al: A
pharmacist model of perceived responsibil-
ity for drug therapy outcomes. Social Sci-
ence and Medicine 60:2393-2403, 2005

Schommer |, Wiederholt J: Pharmacists’
perceptions of patients’ needs for counsel-
ing. American Journal of Hospital Pharma-
cy 51:478-485, 1994

Kravitz R, Bell R, Azari R, et al: Direct ob-
servation of requests for clinical services in
office practice: what do patients want and
do they get it? Archives of Internal Medi-
cine 163:1673-1681, 2003

Cates M, Burton A, Wolley T: Attitudes of
pharmacists toward mental illness and pro-
viding pharmaceutical care to mentally ill.
Annals of Pharmacotherapy 39:1450-1455,
2005

31.

33.

34.

Matheson C, Bond C, Mollison J: Attitudi-
nal factors associated with community
pharmacists’ involvement in services for
drug misusers. Addiction 94:1349-1359,
1999

. Sheridan J, Strang ], Taylor C, et al: HIV

prevention and drug treatment services for
drug misusers: a national study of commu-
nity pharmacists” attitudes and their in-
volvement in service specific training. Ad-
diction 92:1737-1748, 1997

Van Audenhove C, Van Humbeeck G,
Spruytte N, et al: The Care Perception
Questionnaire: an instrument for the as-
sessment of the perspective of patients,
family members, and professionals on psy-
chiatric rehabilitation. European Journal of
Psychological ~Assessment 17:120-129,
2001

Bell ], Johns R, Rose G, et al: A compara-
tive study of consumer participation in
mental health pharmacy education. An-
nals of Pharmacotherapy 40:1759-1765,
2006

Submissions to the journal’s Datapoints column are invited. Datapoints encour-
ages the rapid dissemination of relevant and timely findings related to clinical
and policy issues in psychiatry. National data are preferred. Areas of interest in-
clude diagnosis and practice patterns, treatment modalities, treatment sites, pa-
tient characteristics, and payment sources. The analyses should be straightfor-
ward, so that the figure or figures tell the story. The text should follow the stan-
dard research format to include a brief introduction, description of the methods
and data set, description of the results, and comments on the implications or
meanings of the findings.

Datapoints columns, which have a one-page format, are typically 350 to 400
words of text with one or two figures. The maximum total word count—includ-
ing the title, author names, affiliations, references, and acknowledgments—is
500. Because of space constraints, submissions with multiple authors are dis-
couraged; submissions with more than four authors should include justification
for additional authors.

Inquiries or submissions should be directed to column editors Amy M. Kil-
bourne, Ph.D., M.P.H. (amy.kilbourne@va.gov), or Tami L. Mark, Ph.D. (tami.
mark@thomson.com).

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2008 Vol. 59 No. 10

1161




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


