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A B S T R A C T   

Background: Community pharmacists are increasingly recognized as integral members in suicide prevention 
programs, as part of a multidisciplinary and multifaceted approach. However, further research is required to 
understand then optimize the whole pharmacy teams’ role across sectors. 
Objective: To explore pharmacy teams’ experience of, and attitudes towards, suicide prevention in England. 
Methods: A cross-sectional survey was purposively distributed to pharmacy staff in England before accessing an 
optional suicide awareness raising video, hosted by Centre for Pharmacy Postgraduate Education (CPPE), in 
September 2019–March 2021. Questions included demographics and experience of, attitudes towards, and 
preparedness for, suicide prevention. The 14-item Attitudes to Suicide Prevention (ASP) scale was used (possible 
range 14–70 with lower scores representing positive attitudes). Descriptive and comparative statistics were re-
ported. Free-text comments were invited to explore respondents’ experience of suicide prevention and reflexive 
thematic analysis used. 
Results: Of 403 respondents, 82% were female; most were pharmacists (59%) or pharmacy technicians (21%), 
with the remainder having other roles. Eighty-five percent worked in community pharmacy. Eleven percent had 
prior suicide prevention training, and 71% reported interacting with at least one patient about suicide. Most 
often, suicidality was disclosed by the patient (40%), with 6% of pharmacy staff having directly asked a patient 
about suicidal behavior or plans. The aggregated ASP score was 31.51 (SD 6.23), and role did not affect expe-
rience or attitude. Pharmacy teams’ experiences of suicide prevention can be summarized by three major themes 
i) Exposure to suicide; ii) Responsibility for action; and iii) Access to means of suicide. 
Conclusions: Pharmacy teams felt responsibility in caring for those at risk of suicide and had experience of this. 
Further training should include understanding of medicines means restriction and involve all roles and sectors of 
pharmacy. Pharmacy teams should be integrated into the ‘circle of care’ to access referral pathways.   

1. Introduction 

With over 700,000 people dying by suicide worldwide annually, 
suicide prevention remains a priority of the World Health Organization 
(WHO).1 Successful suicide prevention strategies are identified to 
involve multisectoral collaboration.1 The role of pharmacy teams in 
suicide prevention, especially those working in community pharmacy, 
was previously under-researched and is beginning to be recognized.2–10 

This research is predominantly from Canada,5–7,11 Australia,4,5,7,12 the 
USA,9,10,13 and the UK;2,3 and almost exclusively explores the role of 
community (retail) pharmacists, and sometimes the wider community 
pharmacy team.2,10 Kodaka et al.’s study in Japan14 was the exception, 
in which they surveyed pharmacists undergoing board certification in 
psychiatry. 

The role of pharmacy teams can be considered from two standpoints. 
Firstly, socially and holistically, pharmacists and their teams 
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communicate with people at risk of suicide.2–4,7 There is evidence of 
community pharmacists and their teams being affected by suicide and 
recalling prior interactions with patients about suicide.2,4,7,10,13 Phar-
macists and their teams have often not undertaken training on suicide 
prevention,2,7,10,13,14 yet pharmacy teams expressed a clear appetite for 
evidence-based training in suicide prevention.2–5,9,10,14 There are re-
gions where suicide prevention training is either mandatory or 
encouraged. In Washington state, pharmacists were included in the 
2018 implementation of the Matt Adler Suicide Prevention Act which 
required them to undertake mandatory suicide prevention training in 
order to be eligible for reregistration.3,15 In 2021 in England, community 
pharmacies were incentivized through the pharmacy quality scheme 
(PQS) if all patient facing staff completed the Zero Suicide Alliance 
training.16 In Australia, Mental Health First Aid (MHFA) training, which 
includes a suicide prevention component, is incorporated into the cur-
riculum in 42% of nursing, medical and pharmacy programs.17 

Secondly, pharmacists and their teams may be involved in restriction 
of access to medicines that may be used in deliberate self-poisoning.6 

Indeed, the first musings of pharmacist’s involvement in suicide pre-
vention related directly to poisoning.18 Some pharmacists identified a 
clear role in means restriction with people explicitly or implicitly asking 
for medicines for use in poisoning,5,10 although this was less clear in 
work previously conducted in the UK (by co-authors).2 

A broader understanding of both aspects of this role in England re-
quires exploration of the current experience of suicide prevention from 
the perspective of people in different roles in pharmacy teams across 
pharmacy sectors. The aim of this study was, therefore, to explore 
pharmacy teams’ experience of, and attitudes towards, suicide preven-
tion in England. 

2. Methods 

2.1. Sample and recruitment 

Pharmacy staff in England were invited to participate in a survey 
(Supplementary material) to explore their experiences of, and attitudes 
towards, suicide prevention. Participants were purposively sampled 
with invitations included at the beginning of an optional e-learning 
training video about suicide awareness. This video was produced and 
hosted by the Centre for Pharmacy Postgraduate Education (CPPE) in 
England. It was available on the webpage for self-selection. The survey 
was open from September 2019 until February 2021. It was hosted on-
line via the QualtricsXM platform and was anonymous. Whilst CPPE is 
funded to provide training for registered pharmacy professionals 
(pharmacists and pharmacy technicians), this package was available to 
the whole pharmacy team (including pharmacy assistants, delivery 
drivers etc.) across all sectors (e.g., community pharmacy, hospital 
pharmacy, general practice, health and justice). People working in 
pharmacy in any sector in England were eligible for inclusion. Pharmacy 
staff working in other nations were excluded because the CPPE platform 
pertains to England only. This study was approved by the University of 
Huddersfield School of Applied Science School Research, Ethics, and 
Integrity Committee (SAS-REIC-19-0309-1). 

2.2. Survey instrument 

The survey comprised questions about general demographics, 
experience of, attitudes towards, and preparedness for, suicide preven-
tion. Questions relating to experience of suicide prevention were 
adapted from Murphy et al.4 and included closed questions and open, 
free-text questions which enabled participants to share their experience 
more fully. Attitudes toward suicide prevention were measured using 
the ‘Attitudes to Suicide Prevention (ASP)’ scale.19 Agreement with 
statements is measured from strongly disagree (1) to strongly agree (5) 
and statement n) ‘what proportions of suicides do you consider pre-
ventable?’ measured from none (1) to all (5). The aggregate score is the 

sum of responses, with statements n and d (‘Working with suicidal pa-
tients is rewarding’) inversed. The possible aggregate score is between 
14 and 70, with lower scores representing more favorable attitudes to-
wards suicide prevention. This scale was produced to explore healthcare 
professionals’ attitudes toward suicide prevention and has been previ-
ously used to measure pharmacists’ attitudes to suicide prevention in the 
USA.13,20 Participants’ perceived preparedness to intervene in a suicide 
prevention capacity was explored through adapting questions previ-
ously used by Painter et al. to measure self-assessed confidence.21 

2.3. Data analysis 

IBM SPSS® Statistics 26 was used to manage and analyze quantita-
tive data. Descriptive statistics were used to summarize demographic 
details and frequencies. Early, preliminary findings (n = 80) have been 
reported previously.22 Responses were stratified by role (pharmacist, 
pharmacy technician and unregistered staff) with Pearson’s Х2 or 
ANOVA used for statistical comparisons, as appropriate, with p < 0.05 
denoting statistical significance. 

For open-ended questions inviting people to share their experiences, 
we used reflexive thematic analysis, following the method by Braun and 
Clarke.23 NVivo®20 software was used to manage the qualitative data. 
Two authors (HCG and HB) from the UK and one from Canada (ALM) 
engaged in coding and thematic development. Each author read and 
re-read the data to familiarize themselves with the responses to the 
open-ended questions. Once familiarization was complete, coding was 
conducted independently with each author using both semantic and 
latent coding approaches. Codes were shared amongst authors and 
examined alongside participant responses and code meanings were 
discussed and refined. Initial ideas of skeleton themes were discussed 
amongst the researchers through an examination of clustered patterning 
and meanings with codes across the dataset, and whether the patterned 
meaning of codes organized to support a central concept.23 Once iden-
tified, these central concepts were used to support naming themes. 

3. Results 

3.1. Demographics 

There were 403 responses to the survey (Table 1). Eighty-two 
percent (n = 330) were female, and participants were spread across 
working age ranges. Eight-five percent (n = 344) worked in community 
pharmacy, 8% in hospital (n = 33), 5% in General Practice and a mi-
nority worked in other sectors. Most participants were pharmacists 
(59%, n = 239) or pharmacy technicians (21%, n = 83). Two-thirds of 
respondents stated that they did not have a mental health problem 
themselves. Thirty-seven percent stated that someone close to them had 
either attempted or died by suicide. 

3.2. Attitudes and preparedness relating to suicide prevention 

The aggregated ASP total score was 31.51 (SD 6.23) from a possible 
range of positive attitude (14) to negative attitude (70) and Cronbach’s 
alpha was 0.72. There was no statistically significant difference in ASP 
score responses (p = 0.370) or preparedness self-assessments when 
pharmacist, pharmacy technician, and unregistered staff were 
compared. ‘Not at all prepared’ or ‘partially prepared’ were the most 
common responses to self-assessments of preparedness about identifying 
suicidal behaviour (85%), responding appropriately (84%), reassuring 
people (79%), and signposting or referring to another healthcare pro-
fessional (72%). Mean responses to individual ASP statements and cat-
egorical responses to preparedness statements are shown in Table 2. 

3.3. Experience of suicide prevention 

Eleven percent (n = 43) of all participants had undertaken prior 
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suicide prevention training, and 71% (n = 388) reported interacting 
with a patient about suicide at least once. Most commonly (n = 165, 
41%), participants estimated that they interacted once or twice with 
someone they considered to be at risk of suicide. Seven percent (n = 27) 
of respondents estimated interacting with patients about suicide more 
than ten times. Most often, the patient disclosed suicide to the pharmacy 
staff (40%, n = 155), and six percent (n = 23) of pharmacy staff directly 
asked a patient about suicide. There was no statistically significant dif-
ference in these responses when pharmacists, pharmacy technicians, 
and unregistered staff were compared (Table 3). 

These quantitative findings can be somewhat explained by com-
ments made to open-ended questions by 123 respondents (31%). Three 
major themes were identified: i) Exposure to suicide; ii) Responsibility 
for action; and iii) Access to means of suicide. Themes, subthemes, and a 
selection of supporting quotations are available in Table 4 and discussed 
below. 

3.3.1. Exposure to suicide 
Respondents discussed exposure to suicide, attempted suicide and 

suicidal plans and behaviours. 

3.3.1.1. Disclosure of suicidality. Respondents described patients who 
had explicitly disclosed a suicide attempt, including having taken a 
recent overdose and other plans. Mostly this disclosure was initiated by 
the patient and often whilst in acute distress (also see ‘Access to means of 
suicide’’). There were occasional examples where pharmacy teams 

Table 1 
Baseline characteristics of participants. ∧will not sum to 100% as some in-
dividuals worked in multiple sectors. The “other” category includes health and 
justice, industry, and clinical commissioning group. $In Great Britain, pharma-
cists and pharmacy technicians are registered titles and are regulated by the 
General Pharmaceutical Council (GPhC). Both professions have pre-registration 
periods, with this now referred to as the foundation year for pharmacists. “Oher 
roles” encompassed any other respondents and included delivery drivers, 
pharmacy students and those in managerial roles.  

Demographic Total cohort (n = 403), n (%) 

Gender 
Male 73 (18%) 
Female 330 (82%) 
Age band 
≤24 28 (7%) 
25–34 86 (21%) 
35–44 94 (23%) 
45–54 99 (25%) 
55–64 84 (21%) 
≥65 12 (3%) 
Sectors of pharmacy∧ 

Community 344 (85%) 
Hospital 33 (8%) 
Specialist mental health services 10 (3%) 
General practice 18 (5%) 
Care home 4 (1%) 
Academia 12 (3%) 
Other 14 (3%) 
Role$ 

Pharmacist 239 (59%) 
Pharmacy Technician 83 (21%) 
Pre-registration/foundation Pharmacist 10 (3%) 
Pre-registration Pharmacy Technician 5 (1%) 
Dispensing/pharmacy assistant 49 (12%) 
Counter assistant (do not dispense) 8 (2%) 
Other 9 (2%) 
Personal mental health diagnosis 
Yes 95 (24%) 
No 276 (68%) 
Not disclosed 32 (8%) 
Someone close has attempted or died by suicide 
Yes 150 (37%) 
No 231 (57%) 
Not disclosed 22 (6%)  

Table 2 
Individual item scores for attitudes towards, and preparedness for, suicide 
prevention. $ Attitudes to suicide prevention (ASP) overall score (Herron et al.) 
is the sum of the individual items. Items d & n score inversed for inclusion in the 
aggregate score. Of n = 403 possible respondents, there were n = 402 responses 
to items a, d, f, g and k, and n = 401 responses to item n.  

Item Initial whole cohort (n =
403) 

Attitudes towards suicide 
scale (mean; standard 
deviation) 

a. I resent being asked to do more about suicide 1.71 (0.91) 
b. Suicide prevention is not my responsibility 1.64 (0.80) 
c. Making more funds available to the appropriate 

health services would make no difference to the 
suicide rate 

1.91 (1.13) 

d. Working with suicidal patients is rewarding 3.61 (0.85) 
e. If people are serious about suicide, they don’t tell 

anyone 
2.81 (1.12) 

f. I feel defensive when people offer advice about 
suicide prevention 

2.06 (0.89) 

g. It is easy for people not involved in clinical practice 
to make judgements about suicide prevention 

3.28 (1.03) 

h. If a person survives a suicide attempt, then this was 
a ploy for attention 

1.85 (0.95) 

i. People have the right to take their own lives 2.69 (1.14) 
j. Since unemployment and poverty are the main 

causes of suicide, there is little than an individual 
can do to prevent it 

1.71 (0.78) 

k. I don’t feel comfortable assessing someone for 
suicide risk 

2.83 (1.10) 

l. Suicide prevention measures are a drain on 
resources, which would be more useful elsewhere 

1.58 (0.77) 

m. There is no way of knowing who is going to die by 
suicide 

2.84 (1.02) 

n. What proportion of suicides do you consider 
preventable? 

3.73 (0.77) 

Attitudes towards suicide prevention overall score$ 31.51 (6.23) 

Preparedness statement Response n (%) 

Identify signs of suicide Not at all 
prepared 

125 
(31%) 

Partially 
prepared 

218 
(54%) 

Mostly 
prepared 

38 (9%) 

Fully prepared 10 (3%) 
Missing 12 (3%) 

Respond appropriately to people who have plans or 
thoughts of suicide 

Not at all 
prepared 

152 
(38%) 

Partially 
prepared 

186 
(46%) 

Mostly 
prepared 

44 
(11%) 

Fully prepared 9 (2%) 
Missing 12 (3%) 

Reassure people who talk about plans or thoughts of 
suicide 

Not at all 
prepared 

140 
(35%) 

Partially 
prepared 

178 
(44%) 

Mostly 
prepared 

62 
(15%) 

Fully prepared 11 (3%) 
Missing 12 (3%) 

Provide appropriate signposting or resources to 
someone who has plans or thoughts of suicide 

Not at all 
prepared 

99 
(25%) 

Partially 
prepared 

192 
(48%) 

Mostly 
prepared 

80 
(20%) 

Fully prepared 20 (5%) 
Missing 12 (3%) 

Decide whether intervention from another healthcare 
professional is necessary for someone who has plans 
or thoughts of suicide 

Not at all 
prepared 

98 
(25%) 

Partially 
prepared 

191 
(47%) 

(continued on next page) 
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approached the patient directly because they suspected that the person 
was experiencing suicidal thoughts and behaviours. 

3.3.1.2. Affected by suicide. Pharmacy staff, particularly in the com-
munity setting, described knowing people who had died by suicide. This 
included patients, members of the public in the locality, colleagues, and, 
despite not specifically asked, their personal relations. It was clear that 
some people had been affected by suicide of someone close to them. 
Some participants disclosed their own suicidal thoughts or attempts. 
Patient suicides took an emotional toll on staff and sometimes staff were 
not directly told about the suicide but found out indirectly. 

3.3.1.3. Vigilance needed. Respondents were particularly vigilant to 
certain populations they deemed to be at risk of suicide. This included 
people with known mental health problems, previous self-harm or sui-
cide attempts, recently bereaved, other significant life events, substance 
misuse, involvement with the justice system, the young and the old, 
particularly with reference to loneliness. Sometimes, pharmacy staff 
noticed behavioral (e.g., communication) or physical (e.g., cuts) 
changes in patients or colleagues and used intuition; whilst other times, 
they suspected that someone might have thoughts of suicide but were 
unsure. There were additional examples where family members shared 
concerns about relatives with pharmacy teams. 

Table 2 (continued ) 

Item Initial whole cohort (n =
403) 

Attitudes towards suicide 
scale (mean; standard 
deviation) 

Mostly 
prepared 

76 
(19%) 

Fully prepared 26 (7%) 
Missing 12 (3%)  

Table 3 
Experience of suicide prevention. Pre-registration pharmacists and pre- 
registration pharmacy technicians were excluded from these categories as too 
few to contribute to distinct groups and are heterogeneous from the unregistered 
group. These data are included in the figures presented in the supporting prose 
(for n = 403 of overall respondents). ∧will not add to 100% as multiple answers 
allowed/encouraged, and proportion is calculated from those who declared at 
least one exposure. *Indicates statistically significant difference at p < 0.05 
level.  

Demographic Pharmacists (n 
= 239) 

Pharmacy 
Technicians (n =
83) 

Unregistered 
staff (n = 66) 

Have you undertaken any suicide prevention training? 
Yes 27 (11%) 7 (9%) 8 (12%) 
No 208 (87%) 74 (89%) 54 (82%) 
Missing 4 (2%) 2 (2%) 4 (6%) 
Number of times estimated to interact with patients about suicide 
0 60 (25%) 26 (31%) 18 (27%) 
1–2 96 (40%) 36 (44%) 31 (47%) 
3–5 46 (19%) 12 (15%) 9 (14%) 
6–10 8 (3%) 1 (1%) 2 (3%) 
>10 18 (8%) 6 (7%) 2 (3%) 
Missing 11 (5%) 2 (2%) 4 (6%) 
If once or more, how did the concern arise? ∧ 
Patient told me 

directly without me 
asking them 

101 (42%) 29 (35%) 23 (35%) 

Another person told 
me 

41 (17%) 10 (12%) 11 (17%) 

I directly asked the 
patient 

16 (7%) 4 (5%) 3 (5%) 

Other 25 (11%) 16 (19%) 9 (14%)  

Table 4 
Themes, subthemes and exemplar quotes. Representing qualitative analysis 
of open-ended free-text comments about pharmacy staff’s experience of suicide 
and suicide prevention in pharmacy. $ In England, pharmacy staff can report 
vulnerable people to local safeguarding arrangements who will take action to 
protect the vulnerable person.  

Themes and 
subthemes 

Quotes 

i) Exposure to suicide 
Disclosure of 

suicidality 
“Man sitting for ages, in the pharmacy. When approached by 
myself he said he was feeling very low and the tablets are not 
working. Life is not worth living” (Pharmacist, Community 
pharmacy) 
“[I was] aware of the mental health state of the customer and 
created an opportunity to talk in private. listened and asked 
questions appropriately. The main factor was that the person 
had a plan in place and so was at serious risk of carrying it out. 
agreed plan of alternate action with customer including referral 
to mental health team.” (Pharmacy Technician, Community 
pharmacy) 
“Both times have been on the assessment unit. The patients were 
admitted because of attempted suicides. They both expressed to 
me that they would definitely try again when they were 
discharged.” (Pharmacy Technician, Hospital pharmacy) 

Affected by suicide “I have been that suicidal patient. I wish my pharmacist had 
asked me how I was doing.” (Pharmacist, academia) 
“An elderly patient hung himself in a side room on the ward I 
worked on … It hit me really hard as he had told me about being 
a burden but it never occurred to me at the time that he’d take 
his own life” (Pharmacist, academia discussing hospital 
practice) 
“In pharmacy, we don’t always find out officially how a person 
died but often find out by hearsay that it had been suicide. We 
lost a patient a couple of years ago and found out he had hung 
himself. He had always been quiet and polite but was taking 
anti-depressants. Looking back, I would not have guessed that 
he would end his life.” (Pharmacy Technician, Community 
pharmacy) 
“Two very good regular patients took their lives was devastating 
as we knew them well and felt as if only we did more” 
(Pharmacy Technician, Community pharmacy) 

Vigilance needed “One of our Addicts came in extremely distressed, had been 
kicked out of home and had no where to go. He said he wanted 
to die.” (Pharmacy Technician, Community pharmacy) 
“I used to do Medicine reconciliation with inmates who arrived 
in to the prison the night before. A vast population of the inmates 
keep coming back through the revolving door whereas a great lot 
of them also get in due to a mistake they have made or a big 
crime they have committed, intentionally or unintentionally. 
These people on arrival are devastated and traumatised. 
Ashamed of facing their families and friends and at that 
moment of time all they are thinking of is suicide. Some cases 
are more severe and then others.” (Pharmacy Technician, 
Prison services) 
“I noticed that a patient had cuts to her wrist. I directly 
interacted with them with empathy and a quick chat.” 
(Pharmacist, Community pharmacy) 

Stigma “People do not like talking about suicide some are embarrassed 
or too proud. It’s also not always very easy to approach the 
subject again as people feel awkward or feel like they are prying 
into something that is not their business.” (Dispensing 
assistant, Community pharmacy) 
“I believe reducing the stigma surrounding suicide will 
encourage those considering it to talk first.” (Foundation 
pharmacist, Industry) 
“What was surprising about him was how sensible he seemed” 
(Pharmacist, Hospital pharmacy) 

ii) Responsibility for action 
Responsibility to try “I have experienced an adult male who expressed his wish to end 

his own life. He had never discussed these feelings before and I 
felt very responsible to do something to help.” (Pharmacist, 
Community pharmacy) 
“A patient who is known for having taken overdoses before 
came into the pharmacy and admitted to feeling suicidal. She 
seemed very distressed and we [the team] felt obliged and 
wanted to take action to help. This was a particularly important 
action as it was during the Covid 19 pandemic” (Pharmacist, 

(continued on next page) 
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3.3.1.4. Stigma. Some respondents perceived that stigma might exist 
amongst staff, patients, and the public. There were suggestions that this 
requires addressing but, for some, a sense that this is reducing. Personal 
stigma was not discussed but some phrases used by respondents are no 
longer preferred when communicating about suicide as they are 
considered stigmatizing (e.g., ‘committed suicide’).24 Additionally, as-
sumptions regarding how a person may respond to interventions (e.g., 
“… will probably not listen to any sort of reasoning.”) were also 
potentially stigmatizing with assumptions that suicide was an unrea-
sonable choice. However, this could be more a feature of lack of 
knowledge and education rather than stigma. 

3.3.2. Responsibility for action 
Pharmacy teams generally expressed, and demonstrated through 

their examples, their responsibility for action as part of their profes-
sional role in supporting people with suicidal actions, thoughts and 
behaviours. Pharmacy teams were often the ‘first port of call’, with the 
need to involve other people (e.g., referrals to health care professionals) 
to support the person. 

3.3.2.1. Responsibility to try. Respondents generally expressed their 
obligation to try to help people about suicidal behaviours, thoughts, or 
plans. Some of this was due to their positions as healthcare pro-
fessionals, accessible when others were not (e.g., during Covid-19 
lockdowns), and based on their own experiences. Comments tended to 

Table 4 (continued ) 

Themes and 
subthemes 

Quotes 

Community pharmacy) 
“Need all clinical disciplines to notify each other, pharmacy 
frontline is only a small part in this.” (Pharmacist, Community 
pharmacy) 

Listening & advising “I was supporting a young male who had mental health and was 
on a waiting list with the crisis team. He would come in and 
check in with me on a weekly basis. We would talk about how he 
felt and I would listen then I would ask him what he was 
planning to do that day/week. We then contacted the crisis team 
and requested that they see him sooner as there was nothing 
much more we could do and his mental health was getting 
worse.” (Pharmacy Technician, Community pharmacy) 
“I ensured to keep the patient in the consultation longer and 
asked more open questions, I stated that if she wanted resources 
or even just a familiar face like myself to talk to on a monthly 
basis when she collects her medication, I would be more than 
happy to hear her out and she how she is getting on.” 
(Pharmacist, Community pharmacy) 
“A patient had come in feeling very low about themselves and 
their current situation in life. The manager knew the patient and 
took them into the consultation room for a chat, explained that 
they were there to help and provide further help in the future if 
needed and were there to talk whenever needed. The patient left 
feeling reassured.” (Pharmacy Technician, Community 
pharmacy) 
“We took time to chat through everything with him, offered 
suggestions of people to talk to, services available to help with 
money, jobs etc. to try to give him something to live for. 
Encouraged him to talk to family about the way he was feeling.” 
(Pharmacist, Community pharmacy) 

Triage & referral “[I] had a regular customer tell one of the girls on the counter 
that they’d had enough and were going to take all of their meds, 
we referred her to the pharmacist who contacted the GP after 
talking to her” (Pharmacy Technician, Community 
pharmacy) 
“Often I would, after a conversation with a suicidal patient, 
alert the GP in order to pass on the information and also assess if 
he/she had picked up on anything. Likewise alerting the Adult 
Safeguarding Team$ has happened once or twice. Only once had 
I visited the GP surgery after work with an urgent plea for them 
to intervene. I will never forget the young doctor who, in no 
uncertain terms, did let me know how inconvenient my visit was. 
One can but try. Not a great experience.” (Pharmacist, 
Community pharmacy) 
“An unknown lady bought 32 x Paracetamol. An hour later she 
phoned the pharmacy to ask how many Paracetamol would 
someone die from. I phoned the police immediately. They 
located the lady. She had not taken any Paracetamol before 
they arrived at her house.” (Pharmacist, Community 
pharmacy) 

Safe space “Regular patient came in - where he felt safe to go - after 
attempted suicide the night before. Stopped by police. Didn’t 
know where to go or what to do. Was scared of what he will do 
next so was waiting outside for us to open shop” (Pharmacist, 
Community pharmacy) 
“Most of our customers at the pharmacy knows that it is a safe 
place to share feelings. That combined with me having a well 
functioning intuition makes for many unusual conversations.” 
(Pharmacist, Community pharmacy) 
“I am a locum, because I am not the regular pharmacist some 
people seem more free to talk to me, I am not going to be there on 
a regular basis to judge their future or past actions. i have an 
anonymity that their family, their GP or the regular staff do not 
have and some people, not all by any means, feel that gives them 
a freedom to talk unhindered. I don’t know their past so i am not 
going to judge them on that. I have heard people say " how could 
she leave children behind" or " you know that it will upset your 
mum when your dad did the same". I don’t have that personal 
knowledge so talking to me can be safer.” (Pharmacist, 
Community pharmacy) 

Ability to help “She was banging her head against the wall after being refused 
the sale of razor blades … She told me all she wanted to do was 
end her life immediately … I had absolutely no idea how to help 
her or what to do! This wasn’t great situation to be in. I felt 
extremely helpless” (Pharmacy Technician, Community  

Table 4 (continued ) 

Themes and 
subthemes 

Quotes 

pharmacy) 
“I found both times difficult and I know I could have reacted 
better in both consultations but it has highlighted the need to be 
more open about this topic and allow people to talk about 
suicide in a safe way.” (Pharmacist, Community pharmacy) 
“Due to my own battles with this I cannot stop myself from 
reaching out to people I see the signs in and making sure they 
have the support they need. But in my experience, my colleagues 
shy away from this, it’s a difficult subject to approach and they 
feel they cannot do it sensitively.” (Pharmacist, Community 
pharmacy) 
“I was shocked however built a good rapport with the patient 
and have been supporting them ever since and they are 
extremely grateful to the whole pharmacy team.” (Pharmacist, 
Community pharmacy) 

iii) Access to means 
“Patient phoned pharmacy asking about her cocodamol tablets. On speaking to her she it 

transpired she had taken an overdose. Managed to get family contact details and phoned 
an ambulance.” (Pharmacist, Community pharmacy) 
“[I] had a regular customer tell one of the girls on the counter that they’d had enough and 
were going to take all of their meds” (Pharmacy Technician, Community pharmacy) 
“Patient was getting far too many supplies of a medicine. It was then regulated by GP but 
she still managed to squirrel enough away and died by suicide. It was not a typical 
medication that perhaps we might consider someone would use to die by suicide so her 
intentions were perhaps not recognized soon enough.” (Pharmacist, Community 
pharmacy) 
“[I] have also experienced a young adult female who recently was hospitalised for codeine 
overdose. She was still expressing suicidal/impulsive symptoms and I had to make a 
judgement whether I should supply her medication which was very difficult.” 
(Pharmacist, Community pharmacy) 
“I had one patient who tried to commit suicide and as a result we received daily 
prescriptions in my pharmacy from the GP. I was confused and thought the GP may have 
made a mistake so I contacted the GP surgery to discuss why this had happened. The GP 
later got back to me to state that the patient tried to commit suicide and therefore there was 
a change to their prescription to become daily. I was shocked however built a good rapport 
with the patient and have been supporting them ever since and they are extremely grateful 
to the whole pharmacy team.” (Pharmacist, Community pharmacy) 
“A young lady was visibly self harms was having a very bad episode and was in the corner 
of the shop waiting for her prescription … She was banging her head against the wall after 
being refused the sale of razor blades” (Pharmacy Technician, Community pharmacy) 
“Witnessed a lady cutting her wrist and a lot of blood. Had to help in stemming the blood 
and then calling an ambulance. She was just crying and voicing she is fed up of her life.” 
(Pharmacist, Community pharmacy)  
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reflect the roles of whole pharmacy teams, but one comment from a 
Pharmacy Technician in community pharmacy suggested that the 
pharmacist was the only appropriate person to have such conversations 
with patients. There were other examples where responsibility was 
assumed to sit with other healthcare professionals more appropriately. 

3.3.2.2. Listening & advising. Pharmacy teams had conversations with 
people about suicide prevention. From the examples, it is unclear if 
suicide was explicitly acknowledged between the staff and patient, or if 
the staff had implicit concerns based on interaction and conversation. 
The consultation room provided a place for conversations, where staff 
listened and provided advice. This theme is therefore inextricably linked 
to the triage and referral theme, which were often the subsequent action. 

3.3.2.3. Triage & referral. Whilst, generally, the whole pharmacy team 
considered suicide prevention within their role, there was an example of 
reliance on triaging to the pharmacist. In turn, pharmacists often 
attempted to facilitate referral to GPs, crisis teams, and safeguarding, 
but some were either not accessible or referrals not accepted. Difficulties 
in referral do not seem exclusive to community pharmacy, with a 
pharmacist who worked in drug and alcohol services describing diffi-
culties in triage to secondary care. There were times where pharmacists 
had to contact emergency services (ambulance or police), usually in 
response to a suicide attempt or self-harm episode. For example, people 
attending or phoning the pharmacy having taken an overdose. 

3.3.2.4. Safe space. Community pharmacies were considered safe 
spaces. This was described both physically, with private spaces (e.g., 
consultation rooms) to have conversations; and through the atmosphere 
created, enabling honest and non-judgmental conversation. Pharmacy 
teams mostly considered their familiarity with people, often over many 
years, to be an advantage. Indeed, many population groups described in 
‘Vigilance needed’ are those with whom pharmacy teams have long-
standing relationships. One locum pharmacist offered a different 
perspective that the anonymity offered by their unfamiliarity might be 
preferred by some people. 

3.3.2.5. Ability to help. Some respondents were uncertain how to 
respond when people talked about suicide, and sometimes found such 
interactions difficult, possibly due to lack of training. Encouragingly, 
there were examples where patients had told pharmacists that their 
support had helped them. Sometimes pharmacy staff stated that they 
were comfortable and willing to have conversations but assumed col-
leagues might not. Limited time to have long discussions was also cited 
as a barrier. 

3.3.3. Access to means of suicide 
Pharmacy staff described access to means of suicide. This centered on 

access to medicines for use in poisoning, and availability of razors in 
community pharmacy. Pharmacy teams described safeguarding access 
to medicines as within their role and described examples of patients 
taking an overdose or requesting medicines to do so. Some interactions 
were in-person and others on the telephone. Respondents gave examples 
of patients receiving restricted quantities of medicines as an invention 
by the prescriber as an attempt to mitigate their poisoning risk. This was 
not always proactively communicated to the pharmacy team by the 
prescriber or patient. In one example, the pharmacist thought the small 
quantity was an error and subsequently discovered the intention when 
querying this. Conversely, another pharmacist described knowledge of 
patient’s prior self-harm and had to use their professional judgement to 
decide whether supply was appropriate. There were examples where 
people had self-harmed in the pharmacy using razors, as well as those 
advance purchases. There was also comment about supporting wound- 
care associated with intentional self-harm. 

4. Discussion 

Our study including 403 pharmacists, pharmacy technicians, and 
their teams in England, revealed a discrepancy between suicide pre-
vention training and experience in pharmacy practice. Seventy-one 
percent reported interacting at least once with a patient about suicide, 
with most disclosures occurring voluntarily by patients. At the time of 
the study, just 11% of respondents had been trained in suicide preven-
tion, although in Spring 2021, almost all patient-facing pharmacy staff 
in England completed Zero Suicide Alliance (ZSA) training.16 

4.1. Experience of suicide and suicide prevention 

Pharmacy teams report experience of interacting with people about 
suicidal thoughts, plans or behaviours; and having been exposed to 
suicide. This included suicide of relatives, the public and patients, and 
colleagues. The relative risk of suicide of pharmacists in the UK is un-
known but has recently been shown to be higher than the general 
population in the USA.25 This is important for the current workforce 
because individuals bereaved or affected by suicide are themselves at 
greater risk of suicide than those unaffected.26 Where patient suicides 
had happened, sometimes pharmacy teams did not know what had 
happened to a person they had tried to help. This is another example of 
pharmacists and their teams being excluded from the so-called ‘circle of 
care’,3 and this unknown could contribute to the emotional toll which 
staff might experience. 

Seventy-one percent of respondents reported at least one interaction 
with a patient about suicide compared to 85% in the survey of com-
munity pharmacists in Canada and Australia.4 This difference may be 
because our present study includes all members of the pharmacy team 
and all sectors, where pharmacists in community settings might be the 
most likely to report such an experience. It is possible that interactions 
were underestimated and ascribed to explicit conversations because 
when community pharmacy staff in North Carolina were presented with 
a list of potential warning signs for suicide, 97.8% of community 
pharmacy staff could apply these to at least one patient.10 Similarly, in 
co-authors’ (Murphy, O’Reilly, Gardner) previous survey of Canadian 
and Australian pharmacists’ experience of suicide prevention, ‘not 
directly asking’ about suicide was a subtheme.5 Consistent with those 
studies,4,10 pharmacy teams members were more likely to have been 
told by a patient about suicidal intent than to directly have asked about 
it (39% vs. 6%), and this was borne out in qualitative analysis. This may 
reflect a lack of confidence and training, given asking directly about 
suicide is recommended.27 Common themes in those studies with the 
present study involved pharmacy teams in listening, triage, and 
referral.2,5,10 Pharmacy staffs’ accounts of actions seemed to rely on 
immediacy of perceived risk. For example, contacting emergency ser-
vices due to a person having made a suicide attempt including telling 
staff that they had taken an overdose. It was unclear how staff made the 
distinction about immediacy of help needed, as most respondents re-
ported patients self-identifying rather as result of the pharmacy staff 
enquiring. Referring to other healthcare professionals and family was 
discussed, but 3rd party, and charity organizations were less considered 
than in other studies.2,5,28 Again, this might reflect the immediacy of 
action needed and ensuring care of the person directly referred to 
another care provider. 

4.2. Attitudes and preparedness 

Our sample’s Cronbach’s alpha score for the ASP was similar to that 
reported by Herron et al.19 (0.72 vs. 0.77) indicating acceptable reli-
ability of the questionnaire. The average aggregate ASP score was 31.53 
(S.D. 6.23). This is midway through the scale, suggesting somewhat 
ambivalence or neutrality of attitudes toward suicide prevention. This is 
similar to the ASP score of 33.1 (S.D 4.3) reported in a survey of 99 
pharmacists in Alabama, USA before engaging in a continuing 
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professional activity about suicide.13 Some of this might be explained by 
the identified themes. Whilst a sense of responsibility in helping people 
who might be suicidal in conjunction with other healthcare pro-
fessionals, was evident, there was sometimes difficulty accessing these 
and a sense of uncertainty about appropriateness of action taken, 
particularly in the context of limited training. These system-level chal-
lenges may, in part, explain why there was no difference in attitudes or 
preparedness reported across pharmacists, pharmacy technicians and 
unregistered staff. 

4.3. Training 

Whilst pharmacists are the team-leader and support other staff, most 
respondents recognized a role for the whole pharmacy team and the 
experiences of suicide and training of pharmacists, pharmacy techni-
cians and unregistered staff were similar. Most (86%) participants had 
not completed any prior suicide prevention training, consistent with 
other studies.2,4,10,13 Although, differences have been noted between 
countries with 29% of pharmacist respondents in Australia having 
completed suicide prevention training versus 12% in Canada.4 The 
suicide prevention training available for pharmacists in the USA was 
scoped in 2018, and Washington state was the only state with manda-
tory training.8 At the time of our study, Zero Suicide Alliance (ZSA) 
training was incentivized through the community pharmacy remuner-
ation programme in England. This is a 20-min e-learning video package 
with interactive questions to guide the learner.29 By March 2021, 72,000 
community pharmacy staff in England had completed the ZSA;16 

therefore, the proportion trained will be considerably higher than is 
self-declared in this study. There is no other mandated or incentivized 
training for pharmacy teams working in other sectors in England. The 
focus of ZSA is having conversations about suicide and the impact of this 
on pharmacy teams’ responses has not yet been evaluated. It is difficult 
to measure the impact of any suicide prevention training. This is due to 
the multi-factorial nature of suicide, potential for multiple multi-faceted 
intervention opportunities and, whilst suicide happens too often, deaths 
are considered numerically relatively rare.30 The perceived effectiveness 
of suicide prevention training therefore generally relies on self-reported 
confidence and competence, which has been shown to over-estimate 
actual competence and confidence.31 Further education and training 
of breadth and depth may be warranted, based on participant responses. 
For example, respondents used their practice experience to identify 
certain groups who they should be particularly vigilant about, including 
substance misuse clients and people with previous self-harm or suicide 
attempt. Whilst these are characteristics that put people at greater risk of 
death by suicide, generating categorizations and classifications for sui-
cide risk either based on clinicians’ assessment or the use of scales can be 
problematic. As per Knipe et al.,32 concerns regarding inaccuracies and 
issues of risk assessment tools and assessments (e.g., low positive pre-
dictive values, false positives, ignoring those who are not high risk) 
require thoughtful consideration around their use.32 

4.4. Access to means 

Community pharmacy teams shared experiences of people asking for 
medicines for use in overdose, explicitly or implicitly. This has been 
previously described by pharmacists in Australia and Canada5 and 
USA.10 In our (Gorton et al.) previous qualitative study in the UK, 
pharmacy staff did not discuss requests for medicines in overdose.2 The 
discrepancy is likely due to the different study methods. The prior study 
ascertained the in-depth experiences of a small number of participants3 

whereas in the present survey we asked for brief comments from a wider 
group. However, pharmacy teams did talk about patients being pre-
scribed quantities of medication, to limit access to means of suicide, as 
they did in this study. Recent guidance from the National Institute for 
Health and Care Excellence (NG225) recommends using shared decision 
making to discuss limiting prescription quantities in some 

circumstances.33 This is a pragmatic suggestion but limited in its specific 
evidence base. In both this and our previous work, pharmacists were not 
always informed why a prescription quantity is limited quantity, what to 
do if multiple prescriptions are available and can be legally dispensed, 
when to refer to the prescriber or other, and whether to be especially 
vigilant for these patients. Co-authors have previously identified that 
patients look to the pharmacist for guidance on when to restart medi-
cations following overdose, which presents opportunities for further 
conversations about safe supply and dispensing practices.34 These are 
missed opportunities for pharmacists to be fully embedded within pa-
tient’s care. Having pharmacists work in primary care practices along-
side physicians and other health care professionals is a strategic priority 
in many parts of the world and may support this agenda. For example, in 
England,35 primary care pharmacists alongside GPs could be well situ-
ated to bridge the gap between primary care and community pharmacy 
through directly communicating and collaborating with community 
pharmacists. Whilst there were a small number of respondents working 
in general practice in this study, comments tended to have a community 
pharmacy lens. 

Comments about razors highlight the need for vigilance about inte-
grated mental health and first-aid support for self-harm. Whilst self- 
harm increases one’s risk of suicide,32 self-harm may be with suicidal 
intent, a relief mechanism, ambivalence about death or any combina-
tion.36 There may be a need for education of pharmacy teams about this 
as well as recognizing that medicines poisoning might represent any of 
these motivations for self-harm. 

4.5. Strengths and Limitations 

This survey is the first to explore the role of pharmacy teams in 
suicide prevention, across all sectors in England. Most respondents were 
registered pharmacy professionals and those working in community 
pharmacy; thus, our findings may be most applicable to this group and 
context. The proportion of females in this study is higher than that of 
registered pharmacy professionals in the UK,37 although this census did 
not include other roles, which are likely to be female (e.g., dispensing 
assistants). Owing to the survey being open to anyone working in 
pharmacy, it is not possible to calculate a response rate, and this limits 
our assessment of generalizability of our findings. A validated scale 
(ASP) was used to measure attitudes and open-ended questions allowed 
more in-depth capture of experiences. However, we did not explicitly 
ask for barriers to suicide prevention which would have enabled direct 
comparison with international studies. Further psychometric testing for 
adapted question items would be beneficial. We acknowledge that in-
dividuals participated in the study by virtue of their interest in suicide 
awareness training thus may be biased towards pharmacy staff with a 
particular interest or those having experienced a suicide-related episode 
of care. Indeed, respondents to the survey of Australian and Canadian 
pharmacists cited a suicide-care episode as a motivator to seek 
training.38 Their views may not be representative of all pharmacy staff. 

5. Conclusion 

This is the first survey of pharmacy teams’ experience, attitudes, and 
preparedness towards suicide prevention in England. It adds to growing 
literature from high-income countries that pharmacy staff, especially in 
community pharmacy, have had frequent interactions with patients and 
the public about suicide. Pharmacists felt responsibility in caring for 
those experiencing suicidality and those at risk of suicide while 
providing services (e.g., referrals, listening, means restriction). These 
services were provided despite the personal impacts on some pharmacy 
staff. There is a desire for training on suicide prevention and a need to 
build upon the momentum and baseline knowledge provided by the ZSA 
in community pharmacy, to understand the impact of such education 
and consider factors specific to pharmacy teams. These include means 
restriction relating to medication and integration of pharmacy teams in 
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the ‘circle of care’ to access referral pathways, which require systems- 
level and policy considerations. Learning from this study can be 
applied to other sectors and roles in pharmacy and evolve alongside the 
developing role in suicide prevention, internationally. Crucially, the 
pharmacy teams’ role in suicide prevention as expected by, and expe-
rienced by, the service user should be understood. 

Author statement 

HCG: Conceptualization, Data Curation, Formal Analysis, Method-
ology, Project administration, Writing-original draft, Writing-review & 
editing. 

HJB: Conceptualization, Data Curation, Formal Analysis, Writing- 
review & editing. 

CLO: Conceptualization, Data Curation, Methodology, Writing- 
review & editing. 

DG: Conceptualization, Data Curation, Formal Analysis, Methodol-
ogy, Writing-review & editing. 

ALM: Conceptualization, Data Curation, Formal Analysis, Method-
ology, Writing-review & editing. 

All authors checked and approved the final manuscript. 

6. Declarations of interest 

HCG & HJB were involved in the production of the suicide awareness 
learning video in which the survey was hosted (by CPPE) and HCG is 
program guardian for the this learning. HJB is employed by CPPE. None 
of the other authors have any declarations of interest. 

Funding 

This research did not receive any specific grant from funding 
agencies in the public, commercial, or not-for-profit sectors. 

Acknowledgments 

We gratefully acknowledge respondents who shared their experi-
ences generously with us and the Centre for Pharmacy Post-graduate 
Education (CPPE) for hosting the link to our to the survey. 

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.sapharm.2022.09.011. 

References 

1. World Health Organisation (WHO). Live Life: An Implementation Guide for Suicide 
Prevention in Countries. Geneva: WHO; 2021. 

2. Gorton HC, Littlewood D, Lotfallah C, et al. Current and potential contributions of 
community pharmacy teams to self-harm and suicide prevention: a qualitative 
interview study. PLoS One. 2019;14. https://doi.org/10.1371/journal. 
pone.0222132. 

3. Gorton H. What could UK community pharmacy teams learn from the United States 
and Canada about their role in suicide prevention? Clin Pharm. 2019;11. 

4. Murphy AL, O’Reilly CL, Ataya R, et al. Survey of Australian and Canadian 
community pharmacists’ experiences with patients at risk of suicide. Psychiatr Serv. 
2020;71:293–296, 10.1176.appi.ps.201900244. 

5. Murphy AL, Ataya R, Himmelman D, et al. Community pharmacists’ experiences and 
people at risk of suicide in Canada & Australia: a thematic analysis. Soc Psychiatr 
Psychiatr Epidemiol. 2018;53:1173–1184. 

6. Muphy AL, Hillier K, Ataya R, et al. A scoping review of community pharmacists and 
patients at risk of suicide. Can Pharm J. 2017;150:366–379. https://doi.org/ 
10.1177/1715163517733482. 

7. Murphy AL, O’Reilly CL, Ataya R, et al. A Survey of Canadian and Australian 
Pharmacists’ Stigma of Suicide. 7. SAGE Open Med; 2019:1–9. https://doi.org/ 
10.1177/205031218820344. 

8. Carpenter DM, Lavigne JE, Roberts CA, Zacher J, Colmenares EW, et al. A review of 
suicide prevention programs and training policies for pharmacists. J Am Pharm 
Assoc. 2018;58:522–529. https://doi.org/10.1016/j.japh.2018.05.004. 

9. Carpenter DM, Roberts CA, Lavigne JE, Cross W, et al. Gatekeeper training needs of 
community pharmacy staff. Suicide Life-Threatening Behav. 2021;51:220–228. 
https://doi.org/10.1111/sltb.12697. 

10. Carpenter DM, Lavigne JE, Colmenares EW, Falno K, Mosley SL. Community 
pharmacy staff interactions with patients who have risk factors or warning signs of 
suicide. Res Soc Adm Pharm. 2020;16:349–359. https://doi.org/10.1016/j. 
sapharm.2019.05.024. 

11. Murphy AL, Gardner DM, Chen TF, O’Reilly C, Kutcher SP. Community pharmacists 
and the assessment and management of suicide risk. Can Pharm J(Ott). 2015;148: 
171–175. https://doi.org/10.1177/1815163515587554. 

12. El-Den S, Collins JC, Chen TF, O’Reilly CL. Pharmacists’ roles in mental healthcare: 
past, present and future. Pharm Pract (Granada). 2021;19:2545. 

13. Cates ME, Cochran Hodges RJ, Woolley TW. Pharmacists’ attitudes, interest, and 
perceived skills regarding suicide prevention. Ment Health Clin. 2019;9:30–35. 
https://doi.org/10.9740/mhc.2019.01.030. 

14. Kodaka M, Inagaki M, Yamada M. Factors associated with attitudes toward suicide: 
among Japanese pharmacists participating in the board certified psychiatric 
pharmacy specialist seminar. Crisis. 2013;34:420–427. https://doi.org/10.1027/ 
0227-5910/a000219. 

15. Matt Adler Suicide Assessment, Treatment, and Management Training Act of. 2012. 
16. Pharmaceutical Services Negotiating Committee. Pharmacy quality scheme. http 

s://psnc.org.uk/quality-and-regulations/pharmacy-quality-scheme/; 2022, 
21.07.22. 

17. Pharm L, Moles RJ, O’Reilly CL, Carrillo MJ, El-Den S. Mental Health First Aid 
training and assessment in Australian medical, nursing and pharmacy curricula: a 
national perspective using content analysis. BMC Med Educ. 2022;22(70). https:// 
doi.org/10.1186/s12909-022-03131-1. 

18. Gibson MR, Lott. Suicide and the role of the pharmacist. J Am Pharm Assoc. 1972;12: 
457–461. 

19. Herron J, Ticehurst L, Appleby L, Perry A, Cordingley L. Attitudes toward suicide 
prevention in front-line health staff. Suicide Life-Threatening Behav. 2001;31: 
342–347. https://doi.org/10.1521/suli.31.3.342.24252. 

20. Cates ME, Thomas A-C, Hughes PJ, Woolley TW. Effects of focused continuing 
pharmacy education on pharmacists’ attitudes toward suicide prevention. Pharm 
Educ. 2017;17. 

21. Painter NA, Kuo GM, Collins SP, Palomino YL, Lee KC. Pharmacist training in suicide 
prevention. J Am Pharm Assoc. 2018;58:199–204. https://doi.org/10.1016/j. 
japh.2017/12.007. 

22. Gorton HC, O’Reilly C, Berry HJ, Gardner D, Murphy A. Chapter 6 - understanding 
pharmacy staff attitudes and experience relating to suicide. In: Barber Z, ed. 
Pharmacy Practice Research Case Studies. Academic Press Inc; 2021:111–131. 

23. Braun V, Clarke V. Thematic Analysis: A Practical Guide. London: SAGE Publication 
Ltd; 2022. 

24. Nielsen E. Mind your ‘C’s and ‘S’s: the Language of Self-harm and Suicide (and why 
it matters). https://www.institutemh.org.uk/news/blog2/emma-nielsen-mind-your 
-c-s-and-s-s-the-language-of-self-harm-and-suicide-and-why-it-matters, 21.07.22. 

25. Lee KC, Ye GY, Choflet A, et al. Longitudinal analysis of suicides among pharmacists 
during 2003-2018. J Am Pharm Assoc. 2022;62:1165–1171. https://doi.org/ 
10.1016/j.japh.2022.04.013. 

26. Pitman AL, Osborn DP, Rantell K, King MB. Bereavement by suicide as a risk factor 
for suicide attempt: a cross-sectional national UK-wide study of 3432 young 
bereaved adults. BMJ Open. 2016;6, e009948. https://doi.org/10.1136/bmjopen- 
2015-009948. 

27. Dazzi T, Gribble R, Wessely S, Fear NT. Does asking about suicide and related 
behaviours induce suicidal ideation? What is the evidence? Psychol Med. 2014;44: 
3361–3363. https://doi.org/10.1017/S0033291714001299. 

28. Gorton HC, Riste L, Littlewood D, Pickering G, Armitage CJ, Ashcroft DM. 
Advancing Mental heaLth Provision in PHarmacY (AMPLIPHY): a feasibility study. 
Res Soc Adm Pharm. 2022;18:3414–3424. https://doi.org/10.1016/j. 
sapharm.2021.11.001. 

29. Zero Suicide Alliance. ZSA suicide awareness training. https://www.zerosuicideall 
iance.com/training, 21.07.22. 

30. Suicide Prevention Resource Center. Challenges and Recommendations for Evaluating 
Suicide Prevention Programs: State and Tribal Evaluators Community of Learning. 
Waltham, MA: Education Development Center Inc.; 2015. 

31. El-Den S, Chen TF, Moles RJ, O’Reilly C. Assessing mental health first aid skills using 
simulated patients. Am J Pharmaceut Educ. 2018;92:922. https://doi.org/10.5688/ 
ajpe6222. 

32. Knipe D, Padmanathan P, Newton-Howes G, Chan LF, Kapur N. Suicide and self- 
harm. Lancet. 2022;399. https://doi.org/10.1016/S0140-6736(22)00173-8, 2903- 
1916. 

33. National Institute for Health and Care Excellence. Self-harm: assessment, 
management and preventing recurrence [NG225]. https://www.nice.org.uk/guida 
nce/ng225; 2022, 07.09.22. 

34. Murphy AL, Martin-Misener R, Kutcher S, O’Reilly CL, Chen TF, Gardner DM. From 
personal crisis care to convenience shopping: an interpretive description of the 
experiences of people with mental illness and addictions in community pharmacies. 
BMC Health Serv Res. 16; 569. doi: 10.1186/s12913-016-1817-4. 

35. NHS England. NHS long term plan. https://www.longtermplan.nhs.uk/; 2019, 
21.07.22. 

H.C. Gorton et al.                                                                                                                                                                                                                               

https://doi.org/10.1016/j.sapharm.2022.09.011
https://doi.org/10.1016/j.sapharm.2022.09.011
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref1
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref1
https://doi.org/10.1371/journal.pone.0222132
https://doi.org/10.1371/journal.pone.0222132
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref3
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref3
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref4
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref4
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref4
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref5
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref5
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref5
https://doi.org/10.1177/1715163517733482
https://doi.org/10.1177/1715163517733482
https://doi.org/10.1177/205031218820344
https://doi.org/10.1177/205031218820344
https://doi.org/10.1016/j.japh.2018.05.004
https://doi.org/10.1111/sltb.12697
https://doi.org/10.1016/j.sapharm.2019.05.024
https://doi.org/10.1016/j.sapharm.2019.05.024
https://doi.org/10.1177/1815163515587554
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref12
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref12
https://doi.org/10.9740/mhc.2019.01.030
https://doi.org/10.1027/0227-5910/a000219
https://doi.org/10.1027/0227-5910/a000219
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref15
https://psnc.org.uk/quality-and-regulations/pharmacy-quality-scheme/
https://psnc.org.uk/quality-and-regulations/pharmacy-quality-scheme/
https://doi.org/10.1186/s12909-022-03131-1
https://doi.org/10.1186/s12909-022-03131-1
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref18
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref18
https://doi.org/10.1521/suli.31.3.342.24252
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref20
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref20
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref20
https://doi.org/10.1016/j.japh.2017/12.007
https://doi.org/10.1016/j.japh.2017/12.007
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref22
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref22
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref22
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref23
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref23
https://www.institutemh.org.uk/news/blog2/emma-nielsen-mind-your-c-s-and-s-s-the-language-of-self-harm-and-suicide-and-why-it-matters
https://www.institutemh.org.uk/news/blog2/emma-nielsen-mind-your-c-s-and-s-s-the-language-of-self-harm-and-suicide-and-why-it-matters
https://doi.org/10.1016/j.japh.2022.04.013
https://doi.org/10.1016/j.japh.2022.04.013
https://doi.org/10.1136/bmjopen-2015-009948
https://doi.org/10.1136/bmjopen-2015-009948
https://doi.org/10.1017/S0033291714001299
https://doi.org/10.1016/j.sapharm.2021.11.001
https://doi.org/10.1016/j.sapharm.2021.11.001
https://www.zerosuicidealliance.com/training
https://www.zerosuicidealliance.com/training
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref30
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref30
http://refhub.elsevier.com/S1551-7411(22)00328-X/sref30
https://doi.org/10.5688/ajpe6222
https://doi.org/10.5688/ajpe6222
https://doi.org/10.1016/S0140-6736(22)00173-8
https://www.nice.org.uk/guidance/ng225
https://www.nice.org.uk/guidance/ng225
https://www.longtermplan.nhs.uk/


Research in Social and Administrative Pharmacy xxx (xxxx) xxx

9

36. Kapur N, Cooper J, O’Connor R, Hawton K. Non-suicidal self-injury v. attempted 
suicide: new diagnosis or false dichotomy? Br J Pscyhiatry. 2013;202:326–328. 
https://doi.org/10.1192/bjp.bp.112.116111. 

37. General Pharmaceutical Council. Survey of registered pharmacy professionals 2019 
equality, diversity and inclusion report. https://www.pharmacyregulation.org/sit 

es/default/files/document/gphc-2019-survey-pharmacy-professionals-equality-div 
ersity-inclusion-report-december-2019.pdf; 2019, 21.07.22. 

38. El-Den S, Choong HJ, Moles RJ, et al. Exploring the impact of suicide care 
experiences and post-intervention supports sought among community pharmacists: 
a cross-sectional survey. Int J Clin Pharm. 2022. https://doi.org/10.1007/s11096- 
022-01398-4. 

H.C. Gorton et al.                                                                                                                                                                                                                               

https://doi.org/10.1192/bjp.bp.112.116111
https://www.pharmacyregulation.org/sites/default/files/document/gphc-2019-survey-pharmacy-professionals-equality-diversity-inclusion-report-december-2019.pdf
https://www.pharmacyregulation.org/sites/default/files/document/gphc-2019-survey-pharmacy-professionals-equality-diversity-inclusion-report-december-2019.pdf
https://www.pharmacyregulation.org/sites/default/files/document/gphc-2019-survey-pharmacy-professionals-equality-diversity-inclusion-report-december-2019.pdf
https://doi.org/10.1007/s11096-022-01398-4
https://doi.org/10.1007/s11096-022-01398-4

	Experience and attitudes of pharmacy teams towards suicide prevention: A cross-sectional survey
	1 Introduction
	2 Methods
	2.1 Sample and recruitment
	2.2 Survey instrument
	2.3 Data analysis

	3 Results
	3.1 Demographics
	3.2 Attitudes and preparedness relating to suicide prevention
	3.3 Experience of suicide prevention
	3.3.1 Exposure to suicide
	3.3.1.1 Disclosure of suicidality
	3.3.1.2 Affected by suicide
	3.3.1.3 Vigilance needed
	3.3.1.4 Stigma

	3.3.2 Responsibility for action
	3.3.2.1 Responsibility to try
	3.3.2.2 Listening & advising
	3.3.2.3 Triage & referral
	3.3.2.4 Safe space
	3.3.2.5 Ability to help

	3.3.3 Access to means of suicide


	4 Discussion
	4.1 Experience of suicide and suicide prevention
	4.2 Attitudes and preparedness
	4.3 Training
	4.4 Access to means
	4.5 Strengths and Limitations

	5 Conclusion
	Author statement
	6 Declarations of interest
	Funding
	Acknowledgments
	Appendix A Supplementary data
	References


