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Aims. Cognitive behavioural therapy (CBT) is effective for symptoms of mild to moderate depression yet access to such
therapy is frequently limited. An alternative to traditional ways of delivering CBT is lower intensity methods based on
self-help principles, using written CBT resources, in a group or class setting. Aware, the Irish National charity providing
support to people experiencing depression, has implemented a 6-week CBT-based group programme which has been
independently evaluated to demonstrate its effectiveness using quantitative and qualitative measures.

Method. Two outcome measures (the Patient Health Questionnaire – PHQ-9, and Generalised Anxiety Disorder –

GAD-7) were completed and analysed using a matched pairs t-test in respect of all participants at three intervals across
the programme. Qualitative feedback was also sought upon completion of the course and offered insight into significant
change and individual impact of the programme.

Results. A total of 2289 individuals nationwide registered for the programme through the Aware website with 1885
completing the 6 weeks. There was an average attendance of 67% for the 6-week programme. Statistically significant
reductions in terms of scores of depression and anxiety were seen upon completion but earlier trends towards
improvement were noted.

Conclusion. Completion of a 6-week Life Skills Programme has been associated with a reduction frommoderately severe
to mild scores in relation to both depressive and anxiety symptoms. Longitudinal follow-upwill be required to determine
if the effectiveness of the intervention is maintained but CBT-based group programmesmay represent a useful alternative
to traditional services to treat clinically significant depression.
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Introduction

Depressive disorders are currently predicted to become
the leading global cause of morbidity and disability by
2030 (WHO, 2011). Despite the potential negative impact
on individuals, families and communities, prevention
strategies and early intervention are only latterly
becoming key areas in the public mental health arena.
The World Health Organisation’s prediction is being
enunciated despite the fact that the concept of depression
remains notoriously difficult to classify (Gruenberg et al.
2005). Differing theories of depression invariably yield
different classification systems, and coupled with a lack
of objective measurements, implies that variability
and heterogeneity of expression may characterise the
presentation of the depressive syndrome within and
between cultures (Luthra et al. 2006). The broadness of

depression as an entity also allows for definition
along sociological, existential and psychological lines as
well as the illness model that can have validity when
considering severe presentations of the depressive
spectrum.

Despite its’ high lifetime prevalence in a community
context (Blazer et al. 1994), many individuals experien-
cing depression have difficulty accessing care (Kessler
et al. 2003). Others remain sceptical of the diagnosis
considering their symptoms as part of a normal or
natural reaction to life stress and refuse to take
appropriate treatment. The National Institute for
Health and Clinical Excellence (NICE) in the United
Kingdom recommends cognitive behavioural therapy
(CBT) for mild to moderate depression (NICE, 2009). In
many jurisdictions there are shortages of trained
mental health professionals to address the increasing
prevalence of depression and deliver evidence-based
psychological therapies such as CBT (Yeung et al. 2010).
New strategies are therefore required to deliver
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efficient and effective treatment for depression in the
context of long waiting lists for individual psychologi-
cal therapy. CBT may be delivered in different ways
(e.g. group therapy or computerised packages) in an
attempt to address this problem, and an alternative to
traditional or high intensity CBT (with a fixed number
of hourly sessions with a CBT specialist) is low intensity
working, of which self-help CBT is an example
(Ridgway & Williams, 2011). Low intensity working
includes the delivery of written CBT resources
(bibliotherapy) with practitioner support, offered one
to one or in a class setting.

Background

A number of countries have seen the establishment of
community-based initiatives to increase population
access to effective therapies and services (Hegerl
et al. 2008), which additionally have a favourable
cost-benefit profile and can potentially bridge the gap
between primary care and more specialised services. In
Ireland a number of organisations in the voluntary
sector have been established, with the objective of
increasing overall mental health literacy in society,
and/or undertaking specific interventions supporting
people experiencing mental health difficulties.

Aware is one such organisation that, being a national
charity in Ireland, has provided support, education and
information around depression and mood disorder since
its inception in 1985. Aware, which has grown from one
local support group to a nationwide organisation of over
400 volunteers based in Dublin is the leading support
organisation in the Republic of Ireland for those
experiencing depression and for their supporters, and
also works closely with its sister organisation Aware
Defeat Depression in Northern Ireland. Following a
strategic review in 2009 Aware researched a number of
groupprogrammes based onCBT principles, with a view
to implementing one of these as a new community-based
support and education service. The decisionwasmade in
2011 to proceed with a programme entitled ‘Living Life
to the Full’ (Williams & Morrison, 2010) which was
developed by Dr Chris Williams, Professor of Psychos-
ocial Medicine at the University of Glasgow having been
previously successfully rolled out in Scotland and
Northern Ireland. The Aware programme (termed
Life Skills), which is delivered free of charge over
6 weekly 90-minute sessions was piloted in 2011 and
following a successful evaluation elicited initial 1120
applications to undertake the programme in 2012, with
772 completing the 6-week course (Aware, 2012).

Objectives

The primary aim of this article is to present the results of
data collated so far in respect of the Life Skills

Programme’s (LSP) evaluation and it’s utility as a treat-
ment intervention for symptoms of depression and
anxiety, measured after completion of the 6-week
programme, by the Patient Health Questionnaire
(PHQ-9) (Spitzer et al. 1999) and Generalised Anxiety
Disorder Assessment (GAD-7) (Spitzer et al. 2006) . The
PHQ-9 is a brief multipurpose instrument, useful in
clinical practice, for screening, diagnosing, monitoring
and measuring the severity of depression (Kroenke et al.
2001). It can completed by the patient in minutes and can
be administered repeatedly and be scored rapidly by the
clinician. The GAD-7 is a sensitive self-administered test
to assess generalised anxiety disorder normally used in
outpatient and primary care settings (Lowe et al. 2008).

The wider potential of interventions offered by
organisations such as Aware as an alternative or addi-
tional treatment option for mild to moderate depression,
for use in primary care and community settings will be
discussed. Services provided by the voluntary/support
sector could be more effectively integrated with specia-
lised mental health services, broadening the portfolio of
available therapies in a fiscally constrained healthcare
environment and bridging the gap between primary care
and secondary mental health care. Such a blending of
services may additionally have an impact on the
promotion of positivemental health, reducing the rates of
under-diagnosis and under-treatment and perhaps even
prevention, of major depression By extension this could
also have an impact on the prognostic negativism
implicitly contained in statements by the World Health
Organisation and others that depression will become, or
already is, the leading cause of disability worldwide
(Ustun & Kessler, 2002).

The services provided by Aware continue to evolve
using new technologies to increase accessibility (such as
an on-line CBT and LSP) and have also been subjected
to an independent evaluation process to ensure con-
formity to quality standards mandated by Aware’s
Board of Directors and to expand the evidence base for
the effectiveness of their services. This article argues
that properly co-ordinated efforts by the voluntary/
support sector and use of the existing and new
infrastructures of psychological support provided by
organisations like Aware, may be less stigmatising for
the public to use. These can produce real benefits for
those experiencing symptoms of depression who may
have difficulty accessing information and support in a
clinical practice environment constrained by pressures,
insufficient resources or sources of expertise.

Methodology

Background

Traditional CBT consists of 12–20 one hour sessions
with a CBT ‘expert’ and can be delivered in community
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settings (Wiles et al. 2013). It remains difficult to
provide, however, and access to such services may be
constrained by long waiting lists. An alternative is to
supplement high intensity delivery with low intensity
CBT which includes the use of written CBT materials
and support from trained practitioners, one to one or in
group classes. This study presents the results of an
independent external evaluation to determine the
impact of a CBT-based LSP and to demonstrate its
effectiveness using standardised quantitative and
qualitative measures. The 6-week programme involved
weekly 90-minute classes where class leaders guided
up to 30 participants through written self-help booklets
aimed at teaching key life skills. Outcomes were
measured at 3 and 6-week intervals.

Recruitment

An online enrolment strategy was the primary recruit-
ment method used by Aware to attract participants to
the LSP. An open recruitment policy was applied with
no screening measures being employed. Details about
the programme and its appropriateness in helping
people who had mild to moderate depressive symp-
toms for those aged 18 years and over were stated on
the promotional material displayed on Aware’s
main website. Potential participants were offered a
place based on the geographical availability of classes
(organised in a number of community locations nation-
wide) and a ‘first come, first served’ approach was taken.
A registration form was completed (recording name,
gender, contact details, age category and employment
status only) upon confirmation of a place, and details of
the group times and dates were provided by return
email. No participants were recruited directly from
Health Service Executive services, nor were those
registering requested to provide details of previous
interventions or treatment received or planned in order
to remediate depressive symptoms during the duration
of the programme.

When considering applying for the programme,
potential participants were asked if the statements
below applied to them;

∙ I am currently affected by mild to moderate depres-
sion or anxiety

∙ I would like to make some changes in my life and am
prepared to try new ways of dealing with life’s
challenges

∙ I am not currently experiencing a major life event
such as a recent bereavement, major relationship
problem or a significant trauma

∙ I can commit to attending all six sessions of the
programme

∙ I have basic reading skills
∙ I feel comfortable in a group setting

∙ I feel I can concentrate and give my attention for the
duration of each session that is about 90 minutes

In addition, participants were informed that LSPs are
independently evaluated by Aware and that they will
all be invited to voluntarily contribute to this evidence
base by completing outcome measures at three-time
points across the programme.

Programme attendees were also informed that there
would be the opportunity to provide and record any
personal insights they wished to offer into subjective
changes, that were potentially attributable to atten-
dance at the Life Skills sessions.

Programme delivery

Aware educational programme and talks are delivered
nationwide by professional trained contractors. Aware
has found this method has proven to be very a successful
and consistent means of delivering high-quality instruc-
tion in a variety of settings. Sixteen trained contractors
working nationwide delivered the LSP. All contractors
are recruited on the basis that they are:

∙ Self employed.
∙ Full clean driving license.
∙ Car owner, comprehensive insurance.
∙ Tax compliant
∙ Public liability and professional indemnity insurance.
∙ 5 years relevant experience.
∙ Third level qualification.

Despite being drawn from a range of backgrounds
including health, social sciences and business, all con-
tractors undergo specific training on delivering the LSP
from a member of Chris Williams’ staff to ensure
fidelity to the programme. Ongoing monitoring and
support is provided by the Aware education manager
following this training.

Outcome measures

Two outcome measures were administered and
self-completed during classes at three intervals across
the 6-week period of the programme and participants
completed both measures at week 1 (baseline), week 3
(midpoint) and week 6 (endpoint). These were the
Patient Health Questionnaire (PHQ-9) and Generalised
Anxiety Disorder (GAD-7) rating scale. Completion of
these questionnaires was optional and respondents
were assured that no personal or identifying informa-
tionwas used byAware when reviewing the evaluation
information provided by individuals taking the LSP.
Completed forms were codified to preserve anonymity
and were placed in a sealed envelope before being sent
to an independent evaluator in Northern Ireland.
Qualitative feedback gathered at week 6 offered insight
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into individual impact about significant change that
had taken place, which participants attributed to the
programme. Weekly attendance records were main-
tained to gauge retention and uptake in relation to the
programme throughout the 6 weeks (Fig. 1).

Statistical methods

A matched pairs t-test was used to conduct a repeated
measures analysis on PHQ-9 and GAD-7 scores. These
compared scores at baseline, mid-point and endpoint
based on available data. Outcomemeasures at baseline,
mid-point and endpoint are available for 1885 partici-
pants across five cycles of implementation of the LSP
between October 2012 to January 2014. A further 404
individuals completed baseline andmidpoint measures
but not end point scores, although this offers an
indication of potential impact of the programme by
week 3. A further set of matched pairs was included for
analysis where baseline and end point scores are
available but not mid-point values. To this end, three
separate repeated measures analyses were conducted
on the data across the five implementation cycles.
Analysis of retention and uptake to the programmewas
summarised as percentages. Participants provided
feedback at week 6 on their experience of the
programme, its impact to date and potential change to
their health and well-being.

Sample details

At the registration point participants completed an online
form recording demographic and personal contact
details. Table 1 summarises the demographic informa-
tion for those registered across the cycles of imple-
mentation presented in this paper. Inspection of the
demographic information for participantswho registered
and attended at least 1 session points to a predominance
in the overall sample of females, participants in the 35–49
age bracket and those in full time employment attending
the life skill programme.

Results

Uptake and retention

A total of 82% who registered for the programme
attended at least one or more sessions, resulting in 18%
from recruitment not attending across all cycles. In
terms of retention, 47% remained in the programme
from week 1. There was an average attendance of 67%
for the 6-week programme, with the largest attendance
recorded for full attendance (all six sessions; 47%).

Efficacy

Mean depression (PHQ-9) and anxiety (GAD-7) scores
at baseline (week 1), mid-point (week 3) and end
point (week 6) are presented in Table 2. The analysis
will address potential for bias given that data is not
available at the third measurement point for 15% of the
sample. The findings include both a Per Protocol
(PP) analysis to examine outcomes for fully compliant
participants who outcome scores across all data
points and an Intention to Treat (ITT) approach for
missing outcomes caused by non completion of the
programme.

Outcome for depression: PP analysis

Within-group differences at the end point of the
programme (week 6) found depression scores to be
significantly different from zero (Table 2). A large effect
size for outcome mood scores was recorded for indivi-
duals who completed the full 6-week programme
delivered by Aware.

Outcome for depression: ITT analysis

By carrying the last recorded outcome value forward in
the ITT analysis, the results indicate a medium effect
size with mood scores significantly different to zero.
This would indicate a strong likelihood of impact had
individuals remained in the programme (Table 3).

Table 1. Sample information

Gender Age Employment status

Male 27% 18–24 5% Full time employed 41%
Female 73% 25–34 25% Part time employed 11%

35–49 36% Unemployed 16%
50–64 29% Student 12%
65+ 4% Full time at home 16%

Retired 4%
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Attendance Levels

Fig. 1. illustrates attendance rates week by week.
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Outcome for anxiety: PP analysis

A similar result emerged for anxiety scores where
within-group differences at the endpoint of the
programme (week 6) were significantly different from
zero with a medium effect size observed for individuals
fully compliant who completed all programme sessions
(Table 4).

Outcome for anxiety: ITT analysis

Missing outcome data accounted for 15% of the sample.
To take account of bias the last recorded value
(midpoint) was carried forward in the ITT analysis.

The summary in Table 5 suggests a medium effect
size pointing to the potential for significant changes
in anxiety scores had participants remained in the
programme.

Qualitative feedback: individual accounts of
significant change

A structured questionnaire containing four questions
about individual experience of the programme was
distributed at week 6 to remaining participants. The
questions asked participants to describe their experi-
ence of the sessions both positive and negative, the

Table 2. Summary-Depression outcome (PP analysis)

95% Confidence interval

Interval Mean S.D. S.E.M. Lower Upper t df Sig. (two-tailed) d.

Baseline 10.8 6.1 0.14
Midpoint 7.9 5.4 0.12 −3.3 −2.9 −26.79 1884 p< 0.0001 0.50
Endpoint 5.6 4.6 0.11 5.5 −5.0 −40.57 1884 p< 0.0001 0.97

Table 3. Summary-Depression outcome (ITT analysis)

95% Confidence interval

Interval Mean S.D. S.E.M. Lower Upper t df Sig. (two-tailed) d.

Baseline 10.7 6.5
Endpoint 7.7 5.5 0.23 −3.5 −2.6 −12.97 549 p< 0.0001 0.50

Table 4. Summary-Anxiety outcome (PP analysis)

95% Confidence interval

Interval Mean S.D. S.E.M. Lower Upper t df Sig. (two-tailed) d.

Baseline 10.5 5.6 0.13
Midpoint 7.4 5.0 0.12 3.3 2.8 27.19 1878 p< 0.0001 0.54
Endpoint 5.1 4.4 0.10 5.3 4.9 41.18 1878 p< 0.0001 0.58

Table 5. Summary-Anxiety outcome (ITT analysis)

95% Confidence interval

Interval Mean S.D. S.E.M. Lower Upper t df Sig. (two-tailed) d.

Baseline 10.0 5.8 0.13
Endpoint 7.0 5.1 0.10 3.5 2.6 41.18 1878 p< 0.0001 0.55
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impact/potential impact on their health and well-being
and how they would explain the programme to a
friend.

The qualitative information was subject to an
exhaustive thematic analysis for each question.
Quotations were recorded from participants who
shared personal commentary on their experience of the
LSP. The feedback offered insight into personal
experience of the programme and individual impact
experienced as a result of attending the Life Skills
sessions. A number of overlapping themes emerged
from the qualitative data which pointed to impacts
individuals experienced. These could be directly linked
to key components of the programme such as the
‘vicious circle’ where individuals commented on
changes to their thought processes, feelings and actions.
Comments pointed to increased knowledge about CBT
theory, repeated references to greater levels of self
control and self awareness which changed responses to
situations and people. For example, one respondent
highlighted what had led to significant change in his
life as: ‘Recognising the thoughts that were causing me
to feel unhappy, and that I had a choice over these
thoughts’.

There was a clear trajectory of impact which
individuals mapped from improved knowledge and
understanding to increased self-esteem, decreased
defensiveness, and greater self control. These changes
were directly related to the programme linking
different components of the sessions, such as ‘vicious
circle’, ‘goal setting’, ‘bite size chunks’ and ‘mind
reading’ to their new perspective or approach to life.
For example as one participant stated in their feedback
‘This helped me to identify some behaviours that were
unhelpful to my mental health and which I needed to
seek further support for. I can definitely say I am in a
much healthier place than I was this time last year’.
Specific tangible outcomes reported as a result of
taking part in the LSP were changing jobs, entering the
workforce, seeing life as now being worthwhile,
reduction of stigma and becoming more open minded.

The CBT resource books (distributed each week to
attendees) themselves were commonly cited in the
feedback receivedwith people drawing heavily on their
content after completion of the programme. They
appeared to constitute a support system and resource
to individuals which they could use when required
to refresh knowledge and reaffirm strategies built
through the programme. Responses from people who
completed the programme suggest that the information
gained created a ‘tool kit’ for improving and sustaining
well being by giving knowledge, skill and confidence to
apply what they took from the LSP to their daily life. As
one respondent stated it gave her ‘the tools to enableme
to move forward’.

The social dimension and peer connectedness was
strongly voiced by respondents in the follow up
study. ‘Talking to others’, ‘the open discussions’ and
‘camaraderie’ at sessions was viewed as a beneficial
part of the programme and for some the most bene-
ficial. In the main this was in reference to other indivi-
duals attending the programme but the role of the
facilitators and their contribution also formed part of
this inclusive rapport that developed at sessions. Many
saw the facilitator as bringing an extra dimension that
was necessary to the success of the programme. Talking
through issues in the format of open discussions offered
individuals the opportunity to learn that others
experience similar thoughts and feelings but also
situations could be examined from a variety of
perspectives which offered different insight and learn-
ing to individuals. Many participants believed they
gained from this and were able to apply this approach
outside the group and beyond the 6 weeks of the
programme.

The implicit connections built within the service
design of the programme often meant respondents
could not isolate individual components but rather
stated ‘all of the programme’was beneficial and not one
single element. This would suggest individuals could
draw from many parts and gain benefit in a variety of
ways which could be attributed to a longer term impact
being observed in these findings.

Examples of comments offered by participants
include;

‘This course will equip people with the tools to
maintain a happy, positive and meaningful life by
helping them deal better with problems they encounter’

‘It will have a lasting impact and has already made a
huge difference to my life’ ‘A huge step in the right
direction’

‘A great help towards a healthier and happier life’
‘I am much better now than I was 1 year ago and the

only thing different has been coming to this programme’
‘Already recommending it as it is life changing’.

Discussion

After completion of a 6-week LSP, participants reported
significantly reduced scores in terms of depression and
anxiety according to the principal outcome measures
utilised in this evaluation namely the PHQ-9 (for
depression) and the GAD-7 (for anxiety), demonstrating
the efficacy of the programme in improving symptoms of
low mood and anxiety. Clinically this is indicative of a
reduction from moderately-severe to a mild category in
relation to both depressive and anxiety symptoms.
Several levels have been suggested as a clinically impor-
tant response in PHQ-9, including a reduction of five
points or more in the score (Mc Millan et al. 2010), and
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clearly the findings presented are clinically, and not just
statistically relevant in relation to this criterion for the
subjects who completed the programme, with mean end
point scores being recorded as 5.2 points lower than at
baseline for example. The trend towards improvement
moreover was evident mid way through the programme
after only three sessions, in relation to both depression
and anxiety scores.

Strengths and limitations of the survey

This is the first large study in an Irish context that
has evaluated group-based life skills classes, being
delivered in a community setting targeted at those with
self-reported depressive symptoms. The strengths of
this study include the large and geographically diverse
sample size with 2289 individuals commencing the
programme and 1885 completing the 6-week cycle.
Participants were drawn from a range of social settings,
both urban and rural, owing to the nationwide
rollout of the course over five cycles of implementation
of the programme since its inception in 2012.
Community-based recruitment can successfully reach
many individuals in need of support including those
not currently receiving any support from their General
Practitioner for low mood.

The appropriateness of using the PHQ-9 in com-
munity settings is reinforced by its reputation as a
reliable and valid measure of depression severity, in
addition to the propensity of this tool to yield criteria-
based diagnoses of depression in clinical and research
settings (Kroenke et al. 2001). Equally the GAD-7 is a
useful tool with strong criterion validity as well as being
a robust severity measure for identifying cases of gen-
eralised anxiety disorder, which may be conceptualised
as being dimensionally distinct from depression, despite
the frequency of co- occurrence of depressive and anxiety
symptoms in a community context (Spitzer et al. 2006).

Limitations and challenges for future research

The principal limitation of the present study relates to
the fact that a delayed access control or comparator
group was not utilised in this evaluation to compare
against the effects of the Like Skills programme. The
initiative of the Like Skills programme was sanctioned
by the Board of Aware which was cognisant of earlier
research conducted by Professor Chris Williams which
had previously determined the effectiveness of his
‘Living Life to the Full’ classes (the original version of
LSP delivered in Scotland) in a randomised control trial
in improving depression, anxiety and social function in
a manner that was cost-effective and acceptable to
attendees (Williams et al. 2014). In the absence of a
control group, however, it is important to acknowledge

that a proportion of participants may have improved
without treatment. There is also a need to extend
longitudinal follow up of the participants to determine
if the effectiveness of the intervention was maintained
for longer intervals.

External scoring from supporters of participants in
the programme, of improvement or otherwise, in
relation to dependent variables such as anxiety would
also have been instructive. Changes in adaptive
functioning and quality of life may also be useful to
measure in future surveys to highlight the potential of
LSP in assisting persons with depression and anxiety in
attaining healthier and more productive lifestyles.
Although follow-up questionnaires are being sought
and completed by participants, a complete data set is
not yet available for analysis and presentation. It is
hoped this data will indicate the longer term impact of
the programme, as evaluation will include follow-up
studies with three implementation cycles, offering a
year-long indication of sustained impact.

The unscreened sample population is not stratified in
this paper according to what may be described as usual
or relevant variables such as age, gender or other
detailed demographics, concomitant medication use,
chronicity of symptoms or engagement with previous
supports or therapies either presently or in the past. The
fact that participants were self-selected in relation to
programme involvement, could have yielded a sample
population with many variables and potentially dif-
ferent characteristics this being a further confounding
factor. No measure of reading or intellectual ability to
determine the appropriateness of bibliotherapy or
psychological therapy was employed. The registration
process instead sought to respect responder anonymity,
while encouraging new participants to avail of a free
and what was perceived to be an urgently required
community-based service aimed at those experiencing
mild to moderate depressive symptoms. The life skills
initiative was not specifically targeting those already
engaged with Aware services or who had had
protracted depressive symptoms or complex clinical
histories thus no information about concurrent therapy
of any kind was sought before commencement of LSP.

To ensure treatment integrity across the classes,
Aware recruited and trained private contractors to
deliver the programme uniformly, and in collaboration
with Prof. Williams, but no adherence checks to ther-
apeutic protocols was made during the course of the
programme. The group instructors did not necessarily
have mental health professional or clinical back-
grounds but were trained to impart basic CBT princi-
ples and were aware of group dynamics such as the
maintenance of healthy boundaries of privacy among
participants. The resource materials were, however,
standardised for contractors (using a standard
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presentation set and support scripts) and participants
(who all received identical booklets and worksheets)
alike. The presence of the facilitator and group effects
could furthermore have introduced bias in terms of
outcomes and compilation of qualitative feedback.
Further scrutiny of those who registered andwho failed
to complete the full programme would be instructive
but the efficacy (or per protocol) analysis implied that
the primary focus fell on those who actually completed
the programme and thus received the treatment or
intervention. Potential bias was, however, reduced by
the analysis of a significant cohort of 404 people who
completed baseline and midpoint but not endpoint
measures, yet a distinct midpoint trend towards
improvement was witnessed. Interpretation of qualita-
tive information as recorded during the final week of
the programme is always tentative and bound by the
context of group factors (Aveline et al. 2005) and the
engagement with the group facilitators, however,
in combination with data observations gives some
substance to the themes that emerged in participant’s
subjective accounts of the impact of the programme.

Implications of study

A group has long been regarded as a useful vehicle to
conduct psycho-education and indeed uses a natural
social setting to conduct a psychotherapy process with
therapeutic factors and emotional developments
occurring during the teaching process in a group
(Knauss, 2005).

Group therapy is also a potentially efficient and
economic treatment approach for a variety of mental
disorders including depressive illness. The psycho-
educational approach is nowadays regularly used in
the application of cognitive-behaviour therapy in
groups (Free, 1999) as well as other therapeutic
approaches, bolstered by economic arguments pointing
to the reduced utilisation of medical care (such as
hospital stays, medication and medical appointments,
sick leave and loss of productivity) in those who
complete therapy (Heintzel et al. 2000).

This study builds on an emerging evidence base that
guided self-help CBT classes are an effective method of
managing individuals with depression and anxiety
(Mc Clay et al. 2015). Alternatives to time consuming,
high intensity, traditional CBT have been in development
for some time even including a drive to improve access to
cognitive-behaviour therapy via computerised means
which has been deemed to be a promising intervention to
remediate depression (Kaltenhaler et al. 2008). An online
LSP is also presently under evaluation by Aware, a
randomised controlled trial of which has recently
received ethical approval from a major Dublin
University. The LSP as presently constituted provides an

alternative treatment option for use especially in
primary care and community settings. Community-
based recruitment can successfully reach people in need
of support and may provide an alternative route of
assistance for those who may not engage with the
health service. Further research is indicated to replicate
the findings of this study and could examine specific
age categories and people experiencing depression and
anxiety due to predictable stressors, such as financial or
workplace stress. Versions of the original ‘Living Life to
the Full’ programme already exist for older adults and
younger people and are being developed for and
extended to those who experience acute financial or
economic difficulties and work-related stress and have
already been successfully piloted by Aware.

Depression, themost commonmental disorder, is the
leading cause of global burden among all the mental
illnesses yet most people affected receive little or no
treatment with low service coverage rates (Thronicroft
& Tansella, 2009). A focus on prevention is arguably
where attention should be directed to offset the major
costs associatedwithmedical and social support as well
as the erosion of social capital and suffering associated
with untreated depression. The existence of infra-
structures in the community and voluntary sector may
be more effective in providing support than conven-
tional mental health services in the context of life
stresses such as bereavement, unemployment and
financial hardship that can place an individual at risk of
depression. More than 30 years ago, Murphy (1983)
argued that since treating depression is not always
effective, we need to pay more attention to prevention,
and that because severe life events seem to be so
important as triggers then perhaps we should strive to
lessen their effect. Positive mental health promotion
through interventions such as Aware’s LSP constitute
an investment in communities that may allow mental
health problems to be prevented or pre-empted where
possible and to be more easily identified and addressed
when they do occur. The development of Aware’s
services has undoubtedly had impetus from a focus on
mental health linked with recent economic difficulties
in the Republic of Ireland. It is also important to note
that the LSP is available to people free of charge. While
the evidence base for specific services and programmes
sponsored by Aware is emerging, this base continually
requires further research and focus to justify funding
allocations in a climate of resource constraints which
has severely impacted the mental health support and
voluntary sector. The challenge at a local level is to
more effectively integrate initiatives led by organisa-
tions such as Aware with other agencies and services
that people experiencing depression avail of at the level
of primary and secondary care. If services such as Life
Skills are proven to be of utility and benefit to people

110 D. Lyons et al.

https://doi.org/10.1017/ipm.2016.11 Published online by Cambridge University Press

https://doi.org/10.1017/ipm.2016.11


with depression, a key question is how hospital and
community-based mental health practitioners can have
productive interactions with the support sector without
duplicating services, confident that many of their
service users will derive real benefit from an increas-
ingly broad canvas of programmes and services offered
by voluntary organisations like Aware?

If the efforts of the support sector succeed in
building resilience of individuals and communities and
bridging the gap between primary and more specia-
lised care in terms of the service infrastructure that
is being presently promoted by many voluntary
organisations, there may realistically be additional
potential impact in neutralising the rather nihilistic and
possibly dangerous predictions of bodies such as
the World Health Organisation who anticipate that
depression will be the number one global illness by
2030. To fail to challenge this assumption may be a case
of ‘low expectations breeding bad results’, but allowing
such statements to become self fulfilling prophesies as
opposed to proactively preventing depression and it’s
disabilities, would constitute an abdication of respon-
sibility that few mental health clinicians would
endorse.

Conclusion

Community based interventions such as the like skills
proramme are a promising addition to mental health
care provision and warrant further investigation. The
authors do not claim that this evaluation has been
subjected to the same level of rigor associated with a
randomised controlled trial. While acknowledging the
absence of a control group and exclusion of regression
towards the mean, positive health outcomes are
observed for 1885 individuals who participated in a
6-week life skills community-based programme. Based
on these findings the authors are suggesting that the
LSP is effective for people is effective for people
experiencing mild to moderate depression and anxiety
in relation to outcome data gathered at 3 and 6 weeks
using standardised quantitative and qualitative
measures Given the practice pressures, insufficient
resources and scarcity of expertise, the support or
voluntary sector may yet come to bridge the gap
between primary and more specialised levels of care in
the mental health arena.
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