
The profession of pharmacy is changing quickly — everything 
from our scope of practice to our business models. These changes 
enable pharmacists to use their clinical knowledge and years of 
experience to provide patients with the best possible care. During 
one of my co-op rotations (4 months at a community pharmacy, 
where I helped conduct medica-
tion reviews), I encountered my 
first patient with strong suicidal 
thoughts, which prompted me to 
write this article. 

Currently, only a few papers 
have been published discussing 
the impact of pharmacist inter-
vention to improve outcomes in 
major depression and none specifi-
cally regarding suicide prevention.1 Because of this gap, I decided 
that an article from a student’s practice perspective might start 
a discussion in the profession. 

My experience started out just like any other — a medication 
review that began with a bit of friendly chatter and a discus-
sion about healthy lifestyles. When the talk turned to alcohol 
consumption and smoking habits, this prompted more discus-
sion about the patient’s mental health. The patient was drinking 
nightly, smoking heavily and spoke of his family history with 
suicide. This particular patient was, on the outside, a very friendly 
and charismatic individual, but clearly was majorly depressed 
and fatigued. 

The most recent statistics in Canada show the annual inci-
dence of suicide to be 0.01% of the total population, or approxi-
mately 10 suicides for every 100,000 persons.2 In the neighbour-
ing United States approximately 0.7% and 5.6% of the general 
population attempted suicide or have suicidal ideations each 
year, respectively.3 Successful suicide is rare, making it difficult 
to predict.4 In Ontario, a patient’s annual MedsCheck (medica-
tion review) is an opportune time for a pharmacist to evaluate a 
patient’s suicidal characteristics, thoughts, plans and behaviours. 
It is important to note, though, that studies have indicated that 
about 45% of those who commit suicide had had contact with 
primary care providers within their last month of life.5 

Because of my experience, I believe pharmacists may prove to 
be critical in decreasing the number of successful suicide cases 
each year in North America. As pharmacists, we can play a role 
in helping patients in this situation through collaboration with 

other health care professionals and the use of pharmaceutical 
care.1,6 With my case, the patient felt more comfortable opening 
up to the pharmacist and myself about his thoughts, plans and 
behaviours rather than to his primary physician. Why? Because 
he felt too embarrassed to speak to his physician, as they were 

close friends. So how did we pro-
ceed with this patient?

Simply asking the patient about 
suicidal ideation may not yield 
truthful results, so it is advanta-
geous to complete a small psychi-
atric evaluation through a series 
of probing questions. There are 5 
important areas to cover: 

• The patient’s current presentation of suicidality 
• Previous or current psychiatric illness
• History (includes family and close friends)
• Psychosocial situation (socioeconomic status, family conflict, 
  cultural or religious beliefs)
• Individual strengths and vulnerabilities

Specific questions that can help pharmacists gain this infor-
mation can be found in Table 1.4

In my patient’s case, it was very important to estimate his  
suicide risk, because I asked myself, “What were his plans for the 
rest of the day? Would it be in the patient’s best interest to let 
him go home that night?” There are a multitude of factors that 
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In Ontario, a patient’s annual 
MedsCheck (medication review) 

is an opportune time for a 
pharmacist to evaluate a patient’s 
suicidal characteristics, thoughts, 

plans and behaviours

TABLE 1  Information-gathering questions for 
pharmacists with suicidal patients4

Have you ever felt that life was not worth living?

Did you ever wish you could go to sleep and just not wake up?

Have things ever reached the point that you’ve thought of harming 
yourself?

When did you first notice such thoughts?

How likely do you think it is that you will act on them in the future?

Have you made a specific plan to harm or kill yourself?  
(If so, what does the plan include?)

What things would lead you to feel more (or less) hopeful about the 
future?

What things in your life make you want to go on living?



are associated with an increased risk for suicide, such as current 
suicidal thoughts, the existence of a major depressive disorder 
or recent unemployment.4 

After completing the assessment and recording all information 
gathered from the patient, the pharmacist and I created a plan. 
For our patient, the plan involved plenty of collaboration with 
his physician, a change in pharmacotherapy and the addition of 
protective factors. Protective factors can consist of arranging for 
additional care through a social support system, dispensing in 
smaller quantities and completing a cabinet clean-up. The care 
plan should also include and is not limited to: pharmacotherapy 
alternatives (such as antidepressants); psychosocial interventions 
(psychotherapy); education of the patient and family (addressing 
patient safety); and promotion of adherence to the treatment 
plan.4 

There are a few pharmacotherapy alternatives used as treat-
ment, which pharmacists should be aware of in the event a cli-
nician requests a recommendation. Here are some alternatives 
to keep in mind:

• Antidepressant therapy has been used for those patients also 
suffering from acute, recurrent and chronic depressive disor-
ders; however, controversy over the potential increased risk of 
suicidality with the initiation of these agents requires that a 
risk versus benefit analysis be done for each patient.7 

• Lithium has strong evidence supporting its long-term use in 
patients with recurring bipolar disorder and major depressive 
disorder in order to reduce the risk of suicide.4 

• Mood-stabilizing anticonvulsant agents and antipsychotics, in 
particular clozapine, have been reported to reduce the rates of 
suicide attempts and hospitalizations due to suicide attempts 
and are a viable option for the treatment of these patients.4,8 
Safety is the number one issue when dealing with potentially 

suicidal patients. After speaking to my patient, I felt an excep-
tionally strong sense of responsibility to ensure he did not harm 
himself, so the right treatment setting was also a very important 
part of the plan. Hospitalization is generally indicated after a 
suicide or aborted suicide attempt when the patient is psychotic, 
in distress or the attempt was violent in nature.4 A partial hospital 
and intensive outpatient program is indicated for an attempt or 
aborted attempt in all other cases that do not fall into the above 

category.4 Outpatient treatment may be more beneficial in cases 
where the patient has a safe and supportive living situation and 
is available for ongoing psychiatric care.4 My patient ended up 
receiving additional treatment in the hospital shortly after our 
meeting, followed by an intensive outpatient program. 

As health care providers, pharmacists are not only responsible 
for caring for patients presenting with suicidal ideations, but are 
also responsible for taking care of themselves. Dealing with such 
patients can be the cause of increased stress and, in the event of 
patient death by suicide, loss of professional self-esteem.4 Even as 
a student under the direct supervision of a pharmacist, I felt the 
need to talk to someone about my experience, especially since my 
patient was hospitalized. In either case, pharmacists should seek 
support from colleagues and make use of consultations available 
through their respective colleges or associations. 

I hope through my experience you will be inspired to learn 
more about this topic and discuss it with colleagues, whether 
other pharmacists, physicians, psychiatrists, nurses or social 
workers. I really do believe our profession can prove to be criti-
cal in decreasing the number of successful suicide cases each year 
in North America. n

BOX 1  Additional resources

The Centre for Suicide Prevention (www.suicideinfo.ca/
csp/go.aspx) is an excellent site for information on suicide 
training and support. Crisis Center information can also 
be found here, including hotline numbers and hours for 
specific geographical areas. For more information on 
suicidal behaviour in children, adolescents and the elderly, 
consult the Canadian Journal of Psychiatry’s “Caring for the 
Suicidal Patient” supplement (http://publications.cpa-apc.
org/browse/documents/212), as these special populations 
may present with different signs, symptoms and risk 
factors. This particular resource also contains information 
pertaining to the management of bereavement in the 
aftermath of suicide. It is important to provide patients 
with alternative contacts for times when their usual health 
care providers are not available. 
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