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Background: Recent studies have shown that pharmacists have a role in addressing 

antidepressant nonadherence. However, few studies have explored community pharmacists’ 

actual counseling practices in response to antidepressant adherence-related issues at various 

phases of treatment. The purpose of this study was to evaluate counseling practices of com-

munity pharmacists in response to antidepressant adherence-related issues.

Methods: A simulated patient method was used to evaluate pharmacist counseling practices 

in Sydney, Australia. Twenty community pharmacists received three simulated patient vis-

its concerning antidepressant adherence-related scenarios at different phases of treatment: 

1) patient receiving a first-time antidepressant prescription and hesitant to begin treatment; 

2) patient perceiving lack of treatment efficacy for antidepressant after starting treatment for 

2 weeks; and 3) patient wanting to discontinue antidepressant treatment after 3 months due to 

perceived symptom improvement. The interactions were recorded and analyzed to evaluate the 

content of consultations in terms of information gathering, information provision including key 

educational messages, and treatment recommendations.

Results: There was variability among community pharmacists in terms of the extent and content 

of information gathered and provided. In scenario 1, while some key educational messages such 

as possible side effects and expected benefits from antidepressants were mentioned frequently, 

others such as the recommended length of treatment and adherence-related messages were 

rarely addressed. In all scenarios, about two thirds of pharmacists explored patients’ concerns 

about antidepressant treatment. In scenarios 2 and 3, only half of all pharmacists’ consultations 

involved questions to assess the patient’s medication use. The pharmacists’ main recommendation 

in response to the patient query was to refer the patient back to the prescribing physician.

Conclusion: The majority of pharmacists provided information about the risks and benefits of 

antidepressant treatment. However, there remains scope for improvement in community phar-

macists’ counseling practice for patients on antidepressant treatment, particularly in providing 

key educational messages including adherence-related messages, exploring patients’ concerns, 

and monitoring medication adherence.

Keywords: simulated patients, antidepressant medications, medication adherence, community 

pharmacist

Introduction
Nonadherence to antidepressant medications is a common problem in the treatment of 

depression, and has been associated with adverse outcomes, such as increased risk of 

relapse and recurrence.1,2 Nonadherence problems occur at different stages of treatment, 

and range from patients not filling their initial prescriptions, omitting or self-adjusting 

their doses, to discontinuing treatment prematurely against medical advice.3 Although 
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clinical guidelines recommend antidepressants be continued 

for at least 6 months after symptom remission,4,5 approxi-

mately one third of patients discontinue antidepressants 

within the first month of treatment, and 44% discontinue them 

by the third month of treatment.6 A number of factors have 

been identified as contributing to antidepressant medication 

nonadherence, including stigma associated with depression, 

clinical factors such as substance abuse and presence of 

comorbidities, side effects of antidepressants, and patients’ 

beliefs about antidepressant medications.3,7,8

Effective interactions between patients and health care 

practitioners have been shown to be important in patients’ 

acceptance of antidepressants and continuation of treat-

ment.9,10 Patients who have received specific educational 

messages, such as time to onset of action and to continue 

taking antidepressants even if feeling better, were more likely 

to adhere to antidepressant treatment.6,11 In addition, patients 

who discussed adverse effects with their physicians were also 

more likely to continue treatment.10 However, physicians do 

not always fulfill the information needs of patients starting 

antidepressant treatment, and may omit important informa-

tion necessary for patients to make informed decisions about 

treatment and to ensure adherence.12,13 Patients themselves 

have indicated that the information they received from health 

care practitioners about their antidepressant treatment is 

generally inadequate.14–16

Given that community pharmacists frequently encoun-

ter patients with depression, they can play an instrumental 

role in addressing antidepressant nonadherence issues and 

responding to patients’ information needs. Findings from 

recent systematic reviews indicate that pharmacist inter-

ventions can be effective in the improvement of adherence 

to antidepressant medications.17–19 For patients starting 

antidepressant treatment, community pharmacists can play 

an important role by exploring barriers to accepting treat-

ment, clarifying common misconceptions, and providing 

key educational messages about antidepressant medications. 

Similarly, community pharmacists are well placed to follow 

up patients on continued therapy by regularly monitoring their 

medication use, treatment efficacy, adverse effects, and other 

medication-related problems that are likely to influence use of 

antidepressant medications. In a US study, pharmacist moni-

toring positively influenced both satisfaction and adherence 

for patients taking antidepressant medications for the first 

time.20 In addressing medication-related problems though, 

it is imperative for pharmacists to apply their expertise in a 

manner that acknowledges individual patient needs, concerns, 

experiences, and expectations.21,22

Although community pharmacists have expressed posi-

tive attitudes towards a wider role in depression care, extend-

ing this role in practice has appeared to be more difficult in 

comparison with care for patients with physical health con-

ditions.23 Data from Belgium, Canada, and the UK suggest 

that although pharmacists appeared comfortable in provid-

ing information with first-time antidepressant prescriptions, 

they often seemed to have less involvement after treatment 

has started.23–25 In one study, pharmacists reported that they 

monitored patients with mental illness (including depression) 

for medication side effects and adherence less frequently than 

patients with cardiovascular problems.26 Some major barriers 

to pharmacists’ communication with antidepressant users 

have been identified; these include lack of privacy and time, 

lack of pharmacist education about mental health issues, and 

pharmacists perceiving that people with depression are not 

interested in discussing their treatment.23–25

Previous studies have mostly focused on patients start-

ing antidepressant treatment, and have mainly used surveys 

or interviews to assess pharmacist-patient interactions in 

depression care. While providing important data, these stud-

ies relied on participants’ self-report to assess pharmacists’ 

counseling process, and may thus be subjected to partici-

pants’ recall bias. Hence, in this study, we used an observa-

tional, simulated patient method to investigate the current 

practice of Australian community pharmacists in response 

to antidepressant adherence-related issues at different phases 

of treatment. A report of the broad characteristics of phar-

macists’ communication behaviors (such as biomedical and 

lifestyle/psychosocial exchanges, partnership-building, and 

rapport-building) has been presented elsewhere.27 For the 

purposes of this paper, we assessed specifically the content of 

pharmacist consultations in terms of information gathering, 

information provision including key educational messages 

pertaining to antidepressant medication adherence, and treat-

ment recommendations.

Methods
Simulated patient methodology
A simulated patient approach was used to assess pharmacist 

consultations. The methods described here have also been 

reported elsewhere.27 Trained simulated patients entered 

the pharmacy and enacted prespecified scenarios to assess 

pharmacists’ counseling practices, without pharmacists being 

aware of the simulated patient’s identity. The use of simulated 

patients in pharmacy practice research has been described as 

an effective method of obtaining objective and reliable data 

on pharmacists’ counseling practices.28
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Scenario 1

Simulated patient enters the pharmacy, bringing in a note containing the name of an antidepressant medication 

(sertraline 50 mg). She asks the pharmacist for information: “Can you tell me a little more about this medicine?” Upon 

questioning, she tells the pharmacist that she has been diagnosed with depression and has just been prescribed that 

antidepressant. Since this is her first time being on an antidepressant, she wants some information about the 

antidepressant before deciding whether to begin treatment. She also has some reservations about taking antidepressants, 

particularly about the side effects and concerns about whether it is addictive. She does not have any other medical 

conditions and is not on any other medications. 

Scenario 2

Simulated patient enters the pharmacy and asks to speak to the pharmacist: “My friend told me about this St John’s

wort. Is it really effective in treating depression?” If prompted by the pharmacist, the patient explains that he is

interested to try St John’s wort because the antidepressant (fluoxetine 20 mg) that he has been taking for the past 2

weeks does not appear to be effective. The patient reports still feeling low and having trouble sleeping and focusing on

his job. If asked about side effects, the patient reports experiencing nausea and dizziness initially but these have

resolved. The patient does not have any other medical conditions and is not on any other medications. 

Scenario 3

Simulated patient enters the pharmacy with an empty blister pack of escitalopram 20 mg. She asks to speak to the 

pharmacist about stopping the antidepressant: “I have been on this medication for a while, and am thinking of stopping 

it. Can I just have some advice on that?” Upon further questioning, the patient says she has been on the antidepressant 

for about 3 months. She says that she is no longer depressed, and does not see the point of continuing treatment. She is 

also concerned about the long-term effects of being on an antidepressant medication. She does not have any other 

medical conditions and is not on any other medications. 

Figure 1 Description of simulated patient scenarios. 
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Three case scenarios were developed based on the 

literature3,29–31 and the researchers’ experiences of com-

mon medication-related problems in community pharmacy 

practice. Previous literature has identified time points during 

the course of antidepressant treatment when patients may 

benefit from intervention by a health care practitioner.30 

These include at the start of antidepressant treatment, dur-

ing the latency period of the medication when there is an 

absence of a noticeable therapeutic effect, and when patients 

experience a return to function. Thus, scenarios for this study 

were developed to reflect potential nonadherence issues at 

these phases of antidepressant treatment: patients receiving 

a prescription for an antidepressant for the first time and 

being hesitant to begin treatment; patients who commenced 

antidepressant treatment 2 weeks ago but perceive that the 

treatment is ineffective; and patients wanting to discontinue 

antidepressant treatment after 3 months once they began to 

feel better (Figure 1).

Three simulated patients were recruited for this study, 

with each assigned to perform one scenario. The simulated 

patients received structured training that encompassed review 

of case scenarios, delivery of scenarios using standardized 

scripts, and conducting role plays with practicing community 

pharmacists.

Recruitment of community pharmacists
Pharmacists were contacted by a study information letter 

that was posted to 120 community pharmacies around 

Sydney, Australia. Twenty community pharmacists con-

sented to participate. All participating pharmacists gave 

written informed consent to be visited by three unannounced 

simulated patients within a 6-month period, and consented 

to covert audio recording of these visits. Pharmacists were 

informed that the study was investigating pharmacist-

patient communication on common medication-related 

problems; however they were not informed that the visits 
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would concern the use of antidepressant medications. 

Upon enrolment, participating pharmacists completed a 

brief questionnaire on their demographic details, whereas 

pharmacy managers completed a questionnaire on informa-

tion regarding the pharmacy. Approval for the conduct of 

this study was granted by the institution’s human research 

ethics committee.

Data collection
The main data collection phase was between December 2011 

and May 2012. Each pharmacist received three unannounced 

simulated patient visits, with approximately a month’s 

gap between visits. The consultations were covertly audio 

recorded using hidden digital recorders carried by the simu-

lated patients. The simulated patients were instructed, as far 

as possible, to disclose information only when prompted 

by the pharmacist. On completion of a visit, the researcher 

listened to the audio tape and discussed the consultation 

with the simulated patient. The researcher then entered the 

pharmacy to inform the pharmacist that a simulated patient 

visit had just taken place. The pharmacist was given the 

opportunity to reflect and comment on his or her interaction 

with the simulated patient.

Data coding
Pharmacist consultations were assessed by analyzing audio 

recordings of interactions between pharmacists and simulated 

patients. A detailed checklist was developed for each scenario 

based on previous literature6,10,11,14,15,20,25,31 and content of the 

consultations. This checklist was developed by the research 

team to evaluate the content of consultations in terms of 

information gathering, information provision, and treatment 

recommendations by community pharmacists. In addition, 

provision of key educational messages shown by previous 

studies to improve antidepressant medication adherence6,10,11 

were also assessed. In scenario 1, key educational messages 

also included the information needs of patients starting 

antidepressant treatment, as indicated by patients in previ-

ous studies.14,15,25

In addition, the length of consultations, number of ques-

tions asked, and number of items of information provided in 

pharmacist consultations were assessed. Adherence-related 

messages in pharmacist consultations were also examined. 

These were messages that encouraged consistency in 

medication-taking behavior in the context of ongoing use 

(medication compliance), or reinforcing the need to continue 

the treatment as prescribed and/or according to treatment 

guidelines (medication persistence).18,32

Results
Demographic details
Twenty community pharmacists from 15 pharmacies 

participated. The majority of participating pharmacists were 

male (75%), and most were in the age group 20–29 years 

(70%). The number of years since registration for phar-

macists ranged between one and 39 years, with a mean 

of 7.7 ±  9.1 years. Of the 15 pharmacies, seven (46.7%) 

were chain pharmacies while the rest were independent 

pharmacies. The majority of pharmacies (66.7%) indicated 

that they dispensed #200 prescriptions per day. Twelve 

(80%) of the pharmacies indicated the availability of a 

private counseling area.

Content of consultations
Scenario 1: patient starting antidepressant  
treatment for the first time
Table 1 presents the content of pharmacist consultations in 

scenario 1. The question most frequently asked by pharma-

cists concerned the information given by the general practi-

tioner about the antidepressant medication (80%). About two 

thirds of pharmacists enquired about the patient’s concerns 

regarding starting antidepressant treatment. Less than half 

of the pharmacists enquired about the patient’s medical 

condition (30%).

In terms of information provision, information items 

most frequently provided were pertaining to the purpose of 

the antidepressant (80%), possible side effects (75%), and 

expected benefits from antidepressants (70%). In 75% of 

the consultations, written information in the form of a stan-

dardized Australian consumer medicine information leaflet 

was also provided. A smaller proportion of pharmacists 

provided information on time to onset of effects (60%), and 

a biomedical explanation of depression illness and how an 

antidepressant works (55%).

Other key information associated with improved anti-

depressant medication adherence and/or patients’ informa-

tion needs were less often addressed by pharmacists. Less 

than half of the pharmacists provided information about 

the usual duration of treatment (35%), the management of 

side effects (40%), the timing and frequency of side effects 

(35%), dependency in the context of selective serotonin 

reuptake inhibitor use (45%), and nonpharmacologic treat-

ment alternatives (40%). Adherence messages, such as to 

continue taking antidepressant medication even if feeling 

better, were also mentioned infrequently (in 5%–25% of 

consultations, depending on type of adherence messages). 

Advice on information sources such as websites (15%) and 
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Table 1 Content of pharmacist consultations (n = 20 visits) in scenario 1

Content of information n % of visits

Information gathering
Who the medication is for 11 55
Patient’s prior use of antidepressant medication or other treatment for depression* 12 60
Information given by general practitioner about antidepressant medication and other treatment options  
(or reason for prescribed antidepressant)

16 80

Questions about patient’s medical condition (eg, depression symptoms, severity) 6 30
Probe for patient’s concerns about antidepressants* 13 65
If the patient takes any other medications 8 40
If the patient has any other medical conditions 2 10
Information provision
Indication/mechanism of action
 E xplanation of indication‌/‌purpose of antidepressant 16 80
  Biomedical explanation of depression as an illness and how antidepressant works* 11 55
Technical information
  Dosage or strength of the medication* 9 45
  Timing/schedule (how or when to take the medication)* 7 35
Expected benefits
  Expected benefits from antidepressants (eg, target symptoms)* 14 70
Timeframe of treatment
  Time to onset of effects for antidepressants* 12 60
 E xpected duration of antidepressant treatment* 7 35
  Dosage needs to be tapered off slowly before stopping* 10 50
Adherence messages
 C ontinue to take medicine even if feeling better* 3 15
  Don’t stop taking it without checking with a doctor/pharmacist* 5 25
  Take it on a daily basis without interruption* 4 20
 N ot to take any more than the usual dosage 1 5
Side effects
 C ommon possible side effects of antidepressants* 15 75
  Management of common side effects* 8 40
  When or how long side effects might be* 7 35
  Provides explanation of the term dependency or addiction in the context of selective serotonin reuptake inhibitor use* 9 45
Information resources
  What to do if there are questions or concerns about the antidepressant* 8 40
  Provides written information about antidepressants* 15 75
 R ecommendations of information sources (eg, websites)* 3 15
Nonpharmacologic management
  Discussions of lifestyle and psychosocial activities* 3 15
  Discussions of nonpharmacologic treatment alternatives (eg, seeking counseling or other professional help)* 8 40
Other
 I nformation about generic versus original brands for medication 2 10

Note: *Information shown by previous studies to be associated with improved antidepressant medication adherence, and/or information needs of patients starting 
antidepressant treatment.
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discussions of lifestyle and psychosocial activities (15%) 

were also rarely mentioned.

Scenario 2: patient interested in St John’s wort  
as a treatment alternative after perceiving lack  
of treatment effectiveness with antidepressants
Table 2 details the content of pharmacist consultations in 

scenario 2. Most pharmacists enquired about how long the 

patient had been on the antidepressant (90%). In half of the 

consultations, pharmacists enquired about the way the patient 

was currently taking the antidepressant. Twelve (60%) phar-

macists enquired about the patient’s main concern regarding 

lack of symptom improvement, while 40% asked whether 

the patient had any other concerns and barriers to taking 

antidepressant medication, such as side effects.

In terms of information provision, nearly all pharmacists 

(95%) provided information on St John’s wort, such as its 

effectiveness in the treatment of depression. All except two 

pharmacists cautioned the patient about the risk of serotonin 

toxicity with the concomitant use of St John’s wort and an 
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Table 2 Content of pharmacist consultations (n = 20 visits) in scenario 2

Content of information n % of visits

Information gathering
  Who the product (St John’s wort) is for 5 25
 I f the patient has sought medical help for depression or is already taking an antidepressant 14 70
 H ow is the patient taking the antidepressant (eg, dose/timing)* 10 50
 H ow long has the patient been taking the antidepressant 18 90
  Probe on patient’s main concern about lack of improvement in symptoms (eg, questions on current depression symptoms)* 12 60
  Probe for patient’s other concerns and barriers to using the antidepressant (such as side effects)* 8 40
 I f the patient takes any other medications in addition to the antidepressant 5 25
Information provision
Use of St John’s wort
 I nformation about use of St John’s wort in depression 19 95
Interaction
  Precaution about use of St John’s wort together with antidepressants (risk of serotonin toxicity) 18 90
  Information on switching fluoxetine to another antidepressant/St John’s wort 4 20
Timeframe of treatment
  Time to onset of effects for antidepressants* 18 90
 E xpected duration of antidepressant treatment* 2 10
Adherence messages
  Take antidepressant on a daily basis* 3 15
Information resources
  Provides written information about St John’s wort/depression 3 15
 R ecommendations of information sources (eg, websites) 4 20
Nonpharmacologic management
  Discussions of lifestyle and psychosocial activities or stressors related to depression* 4 20
  Discussions of nonpharmacologic alternatives (eg, counseling or psychotherapy) 7 35
Treatment recommendations
  Provides advice to persist with antidepressant treatment* 14 70
  Provides advice to go to the general practitioner if still no improvement in symptoms 18 90
  Provides reassurance of the availability of other antidepressants as treatment alternatives 8 40
  Provides recommendations for over-the-counter products to help with symptom (eg, sleeplessness) management 5 25
  Advise patient to return to the pharmacy if any further questions or concerns 4 20

Note: *Information shown by previous studies to be associated with improved antidepressant medication adherence.
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antidepressant. Most pharmacists (90%) also explained that 

it would usually take 4–6 weeks for antidepressant medica-

tions to show an optimum effect. Information least frequently 

provided included expected duration of antidepressant 

treatment (10%), taking the antidepressant medication on 

a daily basis (15%), other information sources (20%), and 

discussions on lifestyle/psychosocial activities (20%). Only 

three pharmacists (15%) provided written information about 

St John’s wort or depression.

Related to the above information provision on time 

to onset of effects, the main recommendations by phar-

macists were for the patient to persist with antidepressant 

treatment for another two weeks, and to see the general 

practitioner if there is still no improvement in symptoms. 

The majority of pharmacists (60%) made both of these 

recommendations. Pharmacists who recommended for the 

patient to persist with treatment reassured the patient that 

an improvement in symptoms would likely occur over the 

following weeks. Pharmacists used the following reasons 

to support their recommendation for the patient to see the 

general practitioner: the doctor can increase the dosage 

of the medication, prescribe adjunct treatment, switch the 

patient to another antidepressant, and/or refer the patient to 

psychotherapy services.

Scenario 3: patient wanting to discontinue  
antidepressant treatment after 3 months  
due to perceived symptom improvement
Table 3 shows the content of pharmacist consultations in sce-

nario 3. Thirteen (65%) pharmacists probed for the patient’s 

reasons for wanting to discontinue antidepressant treatment, 

whereas 40% explored additional concerns and barriers 

to using the antidepressant. As in the previous scenario, 

pharmacists enquired about the patient’s antidepressant use 

(including whether the patient was still taking the antidepres-

sant) in half of the consultations. Only 25% of pharmacists 

ascertained that the patient still had an adequate supply of 

antidepressant medication.
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Table 3 Content of pharmacist consultations (n = 20 visits) in scenario 3 

Content of information n % of visits

Information gathering
  Why is the patient taking the antidepressant medication 6 30
 I f the patient has been to see the general practitioner recently 13 65
 �H ow has the patient been taking the antidepressant (eg, whether patient is still taking the antidepressant or questions  

about dose and timing)*
10 50

 H ow long has the patient been taking the antidepressant 14 70
  Probes for patient’s reasons for wanting to discontinue antidepressant treatment* 13 65
 � Probes for patient’s additional concerns (such as long-term effects) and barriers to using the antidepressant  

(such as side effects)*
8 40

  Ascertain patient has adequate supply of antidepressant medication* 5 25
 I f the patient takes any other medications in addition to the antidepressant 5 25
 I f the patient has any other medical conditions 1 5
Information provision
Timeframe of treatment
  Time to onset of effects for antidepressants* 3 15
  Duration of antidepressant treatment according to treatment guidelines* 5 25
 �E xplains importance of continuing antidepressant treatment‌/‌risks associated with premature discontinuation  

(eg, increased risk of relapse)*
6 30

Adverse effects
  Address patient’s concerns about harms of long-term antidepressant treatment* 4 20
Information resources
  Provides written information about antidepressant* 5 25
Nonpharmacologic management
  Discussions of lifestyle and psychosocial activities or stressors related to depression* 2 10
  Discussions of herbal supplements (eg, St John’s wort) and nonpharmacologic alternatives (eg, counseling, psychotherapy) 2 10
Treatment recommendations
 E ncourage patient to go to the general practitioner for treatment follow-up or further advice 19 95
  Provides advice against sudden discontinuation of antidepressant (eg, explanation on withdrawal symptoms)* 19 95
  Provides instructions on tapering off antidepressant treatment 11 55
 R ecommend patient to stay on treatment for at least 6 months* 3 15

Note: *Information shown by previous studies to be associated with improved antidepressant medication adherence.
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Few pharmacists provided information on the duration of 

antidepressant treatment (25%), the risks associated with prema-

ture discontinuation of treatment (30%), lifestyle/psychosocial 

activities (10%) and other treatment options (10%). In addition, 

only 20% of pharmacists addressed the patient’s concerns about 

harms of long-term antidepressant treatment, and only 25% 

provided written information about the antidepressant.

In 95% of the consultations, pharmacists advised the 

patient to seek advice from the general practitioner about 

stopping antidepressant treatment. Pharmacists mostly 

explained that it was not their role to provide advice on 

stopping treatment because they do not have adequate infor-

mation about the patient’s medical history. Pharmacists also 

emphasized that the patient should not stop treatment abruptly 

without discussing this with the general practitioner first, and 

explained the associated risk of withdrawal symptoms. Some 

pharmacists told the simulated patient that she could stop 

the medication if she genuinely felt that it was not needed; 

however, they emphasized that the treatment would have to 

be tapered down slowly according to the general practitioner’s 

advice. Only three (15%) pharmacists advised the patient to 

stay on treatment for at least 6 months.

Summary measures of pharmacist 
communication
Table 4 presents the summary measures of pharmacist com-

munication in the three scenarios. There was considerable 

variability among individual pharmacists in terms of the length 

of consultations within each scenario. Across the scenarios, 

the median length of consultation was highest in scenario 1 

(median 5:11 minutes, interquartile range 4:20–8:43 minutes), 

as compared with scenario 2 (median 4:56 minutes, inter-

quartile range 2:49–6:14 minutes) and scenario 3 (median 

3:58 minutes, interquartile range 3:14–6:23 minutes).

Within each scenario, there was also variability in terms 

of the number of questions asked and number of items of 

information provided among the individual pharmacists. 

Across the scenarios, the median number of questions asked 

by pharmacists was consistent. However, the number of 

items of information provided was not; this was highest in 
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Table 4 Descriptions of pharmacist consultations on antidepressant-related issues

Summary measures Scenario 1 
(n = 20)

Scenario 2 
(n = 20)

Scenario 3 
(n = 20)

Time spent counseling patients (minutes and seconds)
  Mean (SD) 6:18 (3:13) 5:20 (3:34) 4:58 (2:35)
  Median (interquartile range) 5:11 (4:20–8:43) 4:56 (2:49–6:14) 3:58 (3:14–6:23)
 R ange 0:45–12:32 1:24–16:56 2:03–10:48
Number of questions asked
  Mean (SD) 3.4 (1.5) 3.6 (1.6) 3.8 (1.9)
  Median (interquartile range) 3.0 (2.0–5.0) 3.0 (2.3–5.0) 4.0 (2.0–5.0)
 R ange 1.0–6.0 1.0–6.0 1.0–8.0
Number of information and treatment recommendations provided
  Mean (SD) 8.9 (3.4) 6.5 (1.9) 4.0 (1.3)
  Median (interquartile range) 9.0 (6.0–11.8) 6.0 (5.0–8.0) 4.0 (3.0–5.0)
 R ange 4.0–16.0 3.0–10.0 2.0–6.0

Abbreviation: SD, standard deviation.

scenario 1 (median 9.0, interquartile range 6.0–11.8) and 

decreased across the other two scenarios (median 6.0, inter-

quartile range 5.0–8.0 for scenario 2; median 4.0, interquartile 

range 3.0–5.0 for scenario 3).

The types and examples of adherence messages and 

recommendations in pharmacist consultations are listed in 

Table 5. Most of the adherence messages consisted of advice 

to persist with antidepressant treatment, mainly in response 

to the patient’s query about wanting to stop antidepres-

sant treatment due to perceived lack of treatment efficacy 

(scenario 2) or improvement in condition (scenario 3). 

Pharmacists mentioned both aspects of adherence (compli-

ance and persistence) in only a few of the consultations.

Pertaining to pharmacists’ reflections on their interactions 

with the simulated patients, the majority of pharmacists who 

commented on the visits were satisfied with the information 

that they had provided. A few pharmacists acknowledged that 

they could have spent more time with the simulated patient, 

and could have provided more information or asked more 

questions. Time constraint was cited as the main factor for 

not doing so. Other reasons included the patient not having 

a proper prescription with her (scenario 1), wanting to focus 

on the patient’s main concern about stopping antidepressant 

treatment (scenario 3), and not wanting to seem intrusive with 

questions (scenario 3). In most of the visits, pharmacists said 

they did not suspect the visits involved simulated patients, 

and commented that the scenarios reflected enquiries about 

medication they would receive in routine practice.

Discussion
This study provides a description of community pharma-

cists’ current practice pertaining to their roles in improving 

antidepressant medication adherence, such as in providing 

key information and adherence-related messages, assessing 

patients’ medication-taking behavior and concerns, and pro-

viding treatment recommendations. The findings of this study 

add to the literature by examining actual counseling practices 

of community pharmacists in their practice settings pertain-

ing to their roles in this area, rather than focusing on proxy 

measures. In addition, it allowed some comparisons with 

pharmacist self-reported practice from previous studies.23–25,33 

In general, there was variability in counseling practices 

among community pharmacists in terms of the extent and 

content of information gathered and provided, as well as the 

length of time spent in each consultation. This variability is 

consistent with findings from previous research.20,34 The con-

tent of consultations was mainly focused on the therapeutic 

aspects of antidepressant treatment, and few pharmacists 

questioned the simulated patients about their medical con-

dition, for example, their experiences with depression, or 

discussed psychosocial-related issues with them. Information 

provision also appeared to be focused on patients who were 

initiating antidepressant treatment for the first time compared 

with patients who were on continuing treatment. This study 

also identified several areas for improvement in pharmacists’ 

practice, notably the provision of key educational messages 

about antidepressants including adherence-related messages, 

probes for patients’ concerns about treatment, and medication 

adherence monitoring.

For patients starting antidepressant treatment for the first 

time (as portrayed in scenario 1), provision of key educational 

messages is important in improving medication adherence.6 

Community pharmacists in this study focused mainly on 

providing information about the possible side effects and 

expected benefits from antidepressants. This finding is 

encouraging, because patients need to be informed about 
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both the potential risks and therapeutic benefits of antidepres-

sant medications in order to make informed decisions about 

treatment. Early information on side effects has also been shown 

to offset premature discontinuation of treatment.10 However, 

other key educational messages were covered less well by 

pharmacists in this study, including time to onset of effects 

(60%) and the expected duration of antidepressant treatment 

(35%). These findings are comparable with those of a previ-

ous study by Bultman and Svarstad20 which indicated that 

although most patients (81%) know about the adverse effects 

of antidepressants, only 64% know about the onset of benefits 

and only 30% know the recommended length of treatment. This 

finding may have important clinical relevance, because early 

discussion about the timeframe and recovery process associated 

with antidepressant treatment has been shown to be important 

in preventing premature discontinuation of treatment.10

Consistent with previous studies,24,25 information provi-

sion, including written information, appeared to be focused 

mainly on first-time antidepressant users compared with 

patients who are already on treatment. This interpretation 

is supported by data on the length of consultations, which 

was highest in scenario 1. However, patients starting antide-

pressant treatment often report having difficulties recalling 

information received at the time of diagnosis.14 Thus, it may 

be essential for pharmacists to reiterate key educational mes-

sages at every follow-up opportunity as treatment progresses. 

Consequently, the development of resources for community 

pharmacists, such as checklists, may be useful in ensur-

ing that key information about antidepressant medication 

is provided to patients at the start of therapy and at each 

follow-up visit.

In terms of adherence messages, this study found that 

important messages, such as to take the medication on a 

daily basis and to continue taking medication after symptom 

remission, were rarely addressed by pharmacists at the start 

of treatment (scenario 1). This finding contrasts somewhat 

with another study where 93% of pharmacists reported 

that they would tell the patient to take the antidepressant 

medication on a daily basis.33 This difference may be attrib-

uted to use of different data collection methods (simulated 

patient methods versus pharmacist self-report), suggesting 

that there may be a difference in what pharmacists say they 

would do compared with their actual practice. However, 

it is also possible that pharmacists may have intended to 

encourage adherence indirectly, for example, by reassuring 

the patient about the rarity of side effects or by providing 

information about the expected benefits from antidepressant 

treatment. Nevertheless, provision of these adherence mes-

sages has been identified by previous studies to be important 

in enhancing adherence to antidepressant medications.6,11  

In the scenarios involving patients on continued treatment 

(scenarios 2 and 3), adherence messages to persist with treat-

ment were provided mainly in response to the patient’s query 

about stopping antidepressant treatment. However, these 

messages were often not followed by a clear explanation 

about the importance of medication adherence to depression 

treatment outcomes; for example, only 30% of pharmacists 

in scenario 3 explained the risk of relapse with premature 

discontinuation of treatment.

In addition, pharmacists in this study assessed patients’ 

medication use in only half of the consultations in scenarios 2 

and 3. This is consistent with findings from a previous study,24 

which reported low rates of direct questioning from com-

munity pharmacists regarding patients’ adherence to anti-

depressant treatment. Pharmacists in previous studies have 

also reported feeling unable to monitor how and whether 

patients were taking their antidepressants.25,31 Our study 

also indicates the need to strengthen pharmacists’ roles in 

medication adherence monitoring, in addition to having 

important adherence-related discussions with patients on 

antidepressant treatment.

The literature has recommended that nonadherence be 

viewed from a perspective situated in the patient’s experience 

of illness.22 Although information provision is important in 

promoting medication adherence, without adequately explor-

ing and acknowledging the medication concerns of individual 

patients, this can be regarded as a paternalistic approach to 

adherence.22 Pharmacists need to be more than just provid-

ers of information if they wish to become patient-centered 

practitioners. In this study, about two thirds of pharmacists 

enquired about the patient’s concerns regarding starting 

antidepressant treatment in scenario 1, and probed for details 

on patients’ main concerns about their treatment in the other 

scenarios. In 40% of the consultations in scenarios 2 and 3, 

pharmacists also probed for the patient’s additional concerns 

and barriers to using the antidepressant, such as side effects. 

These rates are lower than those reported in the study by 

Bultman and Svarstad,20 whereby 75% of patients on anti-

depressant treatment reported that pharmacists asked about 

their medication concerns. Nevertheless, it indicates that 

pharmacists’ counseling practices have expanded beyond the 

traditional medication-oriented approach, although clearly 

there still remains scope for improvement in patient-centered 

practice. In this regard, broad questions such as “Have you 
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heard anything about the medication that may be of concern 

to you?” or “How are you feeling now?” were used by a few 

pharmacists in this study to elicit patients’ concerns about 

antidepressant treatment; however, such questions were 

not used often. In addition to eliciting patients’ concerns, 

these questions may also be useful in identifying adherence 

problems and in building concordant relationships with 

patients.

Most pharmacists in this study were able to identify 

important medication-related issues pertaining to antidepres-

sant use, such as possible interactions with St John’s wort 

and the risk of withdrawal symptoms with abrupt discontinu-

ation of antidepressants. In terms of treatment recommenda-

tions to address patients’ concerns, however, pharmacists 

tended to refer the patient back to the prescribing general 

practitioner. For example, although successful antidepressant 

treatment requires patients to continue treatment for at least 

6 months after symptom remission,5 only three pharmacists 

in scenario 3 recommended that the patient continue treat-

ment for that period. From the consultations, it is clear that 

provision of this advice was regarded as the jurisdiction of 

the physician, and most pharmacists appeared uncomfortable 

providing recommendations without adequate information 

about the patient’s medical history. While this may be appro-

priate, our study supports previous studies, whereby pharma-

cists report experiencing ethical dilemmas when addressing 

questions that crossed interprofessional boundaries.25 In 

fact, it has been suggested that pharmacists may experience 

role conflict if they perceived their primary role as being to 

reinforce the physician’s instructions rather than an advocacy 

role which takes into account patients’ needs and concerns 

about their treatment.25 From the current study, it appears 

that this is still a major challenge that needs to be addressed, 

because it may have implications for the pharmacist’s role 

in collaborative problem-solving and supporting patients in 

making treatment decisions. It also signifies the importance of 

integrating pharmacists into a multidisciplinary collaborative 

approach in order to provide truly effective care to patients 

with mental illness.35,36

The strength of this study is that we used audio record-

ings of pharmacist consultations to analyze directly the 

actual pharmacist responses in their practice settings, rather 

than their self-reported practice. This enabled a detailed 

examination of the content of counseling and therapeutic 

information discussed, with analyses tailored specifically 

to each scenario. However, the limitations of this study 

must be acknowledged. The small sample size limits the 

generalizability of its findings, and further research is needed 

to confirm the results of this exploratory study. In addi-

tion, pharmacists who agreed to participate may have been 

more confident about their communication and counseling 

skills. Also, the simulated patients used in this study may 

not necessarily reflect the patients typically seen in an aver-

age practice. For example, many patients with depression 

have chronic comorbid medical conditions and are often on 

complex treatment regimens.37 Both depression symptoms 

and the associated stigma may also present challenges for 

provider-patient communication.10 In addition, the study 

results reflect pharmacists’ consultations during single vis-

its, and do not reflect pharmacist interactions with regular 

customers. Although we analyzed the type and amount of 

information gathered and provided, this study did not directly 

address the quality or clinical accuracy of information (for 

example, on side effects) given by the pharmacists.

Despite these limitations, this study has provided valu-

able insights into community pharmacists’ current practice 

when responding to antidepressant adherence-related issues 

at key stages of patients’ medication experience. In addi-

tion, previous studies have mainly used simulated patient 

methods to assess the provision of over-the-counter medi-

cations in community pharmacies; our study demonstrated 

the feasibility of using these methods to assess pharmacists’ 

counseling practices on prescription medications in a mental 

health context. In line with this, the use of simulated patient 

methods has also shown promise as an educational tool when 

used together with performance feedback and coaching of 

pharmacists immediately after simulated patient visits.38 This 

should be explored as a potential future strategy in improving 

pharmacists’ practice behaviors in depression care. Further 

research is also needed to assess the impact of pharmacists’ 

practice and communication behaviors on antidepressant 

medication adherence and clinical outcomes.

Conclusion
Community pharmacists clearly have a potential role in 

supporting patients’ adherence to antidepressant medica-

tions throughout their treatment process. The majority of 

pharmacists in this study provided information on the risks 

and therapeutic benefits of antidepressant treatment, and were 

able to identify important medication-related issues, such as 

possible drug interactions. However, there remains scope for 

improvement in community pharmacists’ counseling practice, 

including providing and reinforcing key educational informa-

tion, such as adherence-related messages, exploring patients’ 
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medication concerns, and monitoring patients’ adherence 

to antidepressant medications. Further studies are needed 

to enhance community pharmacists’ roles in these areas, 

and to assess the impact of pharmacists’ practice on patient 

outcomes in depression care.
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