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“How you respond at the 
moment of disclosure is crucial –

the look in your eyes, how 
comfortable you are to be 

with them”
Workshop participant 

Attitudes towards suicide amongst
professional groups 

Negative attitudes towards suicide have been
found among professionals who are involved in
the delivery of services to people at risk of
suicide7-11. Some investigators have identified
differences across professional discipline: for
example, healthcare staff in psychiatric and
psychological services have been reported as
holding more positive attitudes towards suicide
and suicide prevention activities than GPs,
Accident and Emergency department staff or
clergy12,13.

Factors affecting professional attitudes

Having a history of contact with people at risk of
suicide has been reported as having a positive
effect on attitudes7,14.  A study on nurses, for
example, identified a significant correlation
between frequent exposure to suicidal patients
and positive attitudes14.  However another study
(of non-mental health professionals) concluded
that while personal experience of suicide through
family or friends was significantly related to
positive attitudes, no such effect was found in
relation to professional experience7.

Work stress15, lack of confidence8, length of
experience in the work force7, fears and anxieties
around working with people who are feeling
suicidal16 and beliefs regarding the suicidal
person’s intent and motivation to die8 have also
been linked to negative attitudes.

The complex interplay between
professional attitudes and skills

Although personal experience of suicide has
been linked to the development of positive
attitudes, such experience has been reported to
adversely affect professional skills: research with
a sample of counsellors found that while
(professional) experience of suicidal clients was
positively related to suicide intervention
competencies, a personal history of suicide was
negatively related to such skills17 as measured by
the Suicide Intervention Response Inventory
(SIRI). Furthermore, counsellors who believed
that suicide was a ‘personal right’ also showed
lower skills as indexed by the SIRI. 

Attitudes and quality of care

A strong association between negative attitudes
and diminished therapeutic care of patients at
risk of suicide8,18 has been identified. Specifically,
poor risk assessment12 and lack of interest or
enthusiasm displayed in caring for patients at
risk of suicide8 have both been shown as
adverse outcomes.  Furthermore, it has been
suggested that professionals’ negative attitudes
may inhibit suicidal people from actively seeking
help from services19.

Educational/training interventions for
changing professionals’ attitudes 

Until recently, the majority of health care
professionals received little or no formal
education on suicide20 despite the high
percentage who experience at least one patient
suicide in their career21. In view of the negative
attitudes that have been identified, and concerns
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Introduction
The North-East Glasgow Suicide Prevention Partnership is a local initiative led by Positive Mental
Attitudes and Lifelink to support a co-ordinated approach to suicide prevention within North-East
Glasgow. It is funded by the Choose Life National Programme in collaboration with the Glasgow City
Choose Life Programme.

Suicide often evokes strong emotional reactions.  These can be influenced by cultural1, existential,
moral or religious beliefs 2,3 that disapprove of suicide. In turn, such negativity can lead to the
stigmatisation of people who are suicidal and of those bereaved by suicide 4,5.

An individual at risk of suicide may encounter a range of professionals whilst receiving healthcare. In
line with this, the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness
(2008) report6 recommended fostering a culture amongst healthcare professionals of more positive
attitudes to suicide risk management.  In view of the involvement of alcohol and drug misuse in a high
proportion of suicides, this report also called for more ‘joined-up services’ and better partnership working
between mental health and addiction teams. 
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that the care process becomes an additional risk
factor18, some commentators have proposed
that educational interventions targeted at
professionals may have the potential to
engender attitudes that are more conducive to
suicide prevention18,22. 

Many evaluations indicate the effectiveness of
education/training interventions: our review
uncovered evidence of improvements in
healthcare professionals’ confidence, clinical
skills and attitudes1.  However, there were
limitations identified in many of these evaluations:
for example, their narrow focus on changes
occurring immediately after the intervention7, 23-26

and the use of non-standardised tools to measure
attitudes27,28.  Furthermore, it was noted that the
interventions, the target groups and measured
outcomes were highly variable. This can make it
difficult to draw clear conclusions about the
circumstances associated with effectiveness.

Notwithstanding the highly diverse range of
evaluations in the identified evidence base, a
common feature of these interventions was a
focus on engaging professionals in self-reflection
around how they respond to patients at risk of
suicide 23,25,28,29.  Indeed, commentators have
recommended that opportunities for self-
reflection should be a core component of suicide
intervention training18,23.

The STORM project24 aims to equip frontline
workers with the skills required for the early
identification of people at-risk of suicide and
ensure effective clinical follow-up management.
Within the STORM training framework, negative
attitudes are challenged by encouraging
participants to reflect on their clinical
experiences of working with suicidal people as
well as the experiences of their colleagues29.

Several evaluations of STORM have been
conducted24, 29-31 and these have demonstrated
positive shifts in professionals’ attitudes and self-
reported behavioural change. This reliance on
self-report measures however, raises questions
on whether changes in clinical practice have
actually been implemented and sustained. Lack
of support from senior management and
frequent staff turnover have been identified as
important factors that may mitigate against such
long-term changes in practices29,32.

Our approach: with whom we consulted
and how

As reported above, mental health problems and
addictions are identified common antecedents to
suicide.  Therefore, in our work in North-East
Glasgow, we identified mental health and
addiction services as priority services to engage
with in order to identify current practice, and to
reflect on how this might be strengthened.

We ran four workshops in January 2011. These
took the format of facilitated discussions about
suicide focusing on attitudes, inequalities and
clinical practice.  A short film was shown to
stimulate debate.

Participants for the workshops were recruited
through an invitation to all statutory mental
health and addictions workers in North-East
Glasgow as well as representatives of two key
voluntary sector organisations working in the
area. Participation was voluntary, and a total of
70 frontline workers from across mental health
and addictions services took part.

Members of our local suicide prevention
partnership facilitated the workshops in order to
elicit participants’ views on four central
questions:

• How do services currently respond to suicide?

• How can these services respond better, both in
terms of workers’ personal practices and
organisational procedures?

• What are the key challenges in strengthening
individuals’ practices and services’
procedures?

• What tangible steps/actions can be taken to
ensure better service provision for people in
suicidal distress?

Participants’ responses were noted on flipcharts
and also written up in more detail by one of the
facilitators. Feedback for each question was
collated and key themes were extracted. 

Findings
How do services currently
respond to suicide?
A number of themes emerged from the
discussions on how local services currently
respond to individuals who are considered to be
at suicidal risk.  These were: using existing
protocols; service developments and procedures
arising after a suicide; partnership working; referral
difficulties; engendering open dialogue; and
listening and asking about suicide. In addition, the
question on how services respond to suicide also
prompted participant discussion on the personal
impact that this work has on staff, and their
feeling that they operate within a culture of
blame (when it comes to suicides). While some
of these issues concern challenges rather than
current practices, we report these here in the
interests of transparency. 

Use of existing protocols

Commonly, participants highlighted that their
organisations/services had protocols and
procedures in place for responding to suicidal
individuals.  These involved carrying out risk
assessments (including identifying any previous
suicide attempts), making immediate contact with
crisis services, and hospital admission for people
for whom there are no safety measures in place.
The priority underpinning all such protocols was
to keep the individual concerned safe.

Some of the participants working in the voluntary
sector fed back that they are guided by an ‘open
door’ policy and have a range of activities on
offer to people who are experiencing suicidal
distress including counselling, relaxation, yoga
and a self-help course.

One participant stressed that multidisciplinary
discussions also formed part of their service’s
standard practice.  

Service developments and procedures
arising after a suicide 

Some reported that client suicides could serve as
catalysts to introduce changes to professional
practices, and to service structures and
processes. An example given was an incident
report leading to a review of the service, with
subsequent changes to patient assessment
procedures intended to improve identification of
early signs of suicidality. In another service, they
shifted their focus to post-hospital discharge as a
result of an internal critical incident review.

Partnership working

One of the most prominent themes to emerge
was the importance of partnership working in
order to deliver a comprehensive and co-
ordinated approach to supporting clients.  
This required working in partnership with other
teams, services and disciplines in order to meet
clients’ needs including seeking the support of
community psychiatric nurses and general
practitioners. 

Referral difficulties

Although partnership working was valued,
participants also identified some key challenges
they experienced in this regard.  Thus, some
reported that working across different teams and
disciplines could be difficult and delay referrals,
and that the nature and speed of response from
other agencies could be highly variable.
Referring clients with a dual diagnosis was
described as being particularly problematic.

Engendering open dialogue

When participants reflected on how they currently
respond to suicide, many highlighted key
features of their inter-personal communication
with their clients. Thus, participants’ frequently
reported that openness and honesty were
important guiding principles of their practice.
Furthermore, they talked of how they respond in
a non-judgemental manner and how their
response is supportive rather than directive. They
talked of taking their clients’ talk about suicide
seriously, even if these individuals frequently
express suicidal thoughts. Providing clients with
sufficient time and space to share how they are
feeling was also seen as important for building a
therapeutic alliance with them.

Listening and asking about suicide

The importance of listening attentively and
calmly to clients was expressed across all the
participant groups. This was seen as important
for building therapeutic relationships, and for
allowing clients to express their emotions.  More
specifically, participants reported that they ask
their clients to reflect on why they are feeling
suicidal as this helps to surface sources of their
distress. Some indicated that they draw on skills
learned from ASIST and safeTALK training. 
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What are ASIST and safeTALK?

ASIST training and its shortened version,
safeTALK, have been delivered throughout
Scotland. A cornerstone of these training
programmes is the emphasis placed on the
importance of asking direct questions about
suicide.  More information on these training
programmes is available at: chooselife.net

Personal impact on worker

Participants talked of the sense of personal
responsibility for their clients. Some highlighted
the stress and worry they experience when
working with a suicidal client, and of the upset
they feel when a client completes suicide
commenting that this is something to which they
are not inured.

Some highlighted the potential for
embarrassment when asking someone if they
are suicidal. 

Perception of a culture of blame

Perceptions of a blame culture were identified as
a key issue within services. Some said that they
feel blamed, as professionals, for failing to
prevent client suicides. Many talked of being
worried about critical incident reviews: instead of
serving (as intended) to identify areas of
improvement, these critical incident reviews
could result in workers feeling criticised or
‘belittled’. Furthermore, opportunities to learn
from critical incident reviews were missed due to
a lack of feedback from senior management. 

How can we respond better 
as individual practitioners?
Aspects of personal practice that were
identified as areas to target for
improvement

Six (overlapping) areas were identified as areas
of practice that should be targeted for
improvement.  These were: training; core
competencies; attitudes to and empathy for
suicidal individuals; suicide-specific practices;
knowledge of services; providing a good
response to clients in crisis; and postvention
support. Each of these is summarised below.

Training

Training was commonly cited as a means to
improve personal practice. Thus, many
participants suggested that regular suicide
prevention training and refresher courses were
needed in order to keep staff up-to-date and
better equipped to provide care to people who
are at risk of suicide.  More specifically, some
identified that such training should: increase
knowledge and awareness of triggers and
warning signs; improve insight on how to
remove the barriers that prevent people from
accessing services; and increase knowledge on
how to engage with different populations in
particular those not currently engaging with
services. Some stressed the importance of
ensuring that any training opportunities are well-
publicised.

Core competencies

Workshop participants identified a range of core
competencies that should be targeted for
improvement: active listening, observation, and
communication skills.  Active listening was
considered important for encouraging clients to
open up, in particular to provide a basis for them
to support clients in suicidal distress.

Some expressed interest in learning about
strategies that would enable them to be better
equipped at helping children talk more openly
about how they are feeling.

Attitudes and empathy to suicidal
individuals

Participants felt that it was important to
empathise with clients and demonstrate
compassion. They stressed that this requires
understanding clients – a process that demands
that practitioners ‘make time’ for their clients and
ask them questions about how they are feeling.  

Many participants felt that personal practice
could be improved by recognising the human
aspect of suicide:  that every client is someone
else’s son or daughter. Thus, it was felt that
clients should not only be seen through a
professional lens and in terms of their
‘diagnostic label’ but ‘as a person’.

Suicide-specific practices

The importance of recognising early warning
signs and taking any talk or communication of
suicide seriously were identified as hallmarks of
current (good) practice. Therefore, participants
highlighted these as areas that were crucial to
the provision of good client support, and
therefore were practices that should be targeted
for improvement. 

Participants’ felt that clients should be asked
directly if they are thinking of suicide. Validating
and normalising peoples’ experiences in this
way was felt to help breakdown the stigma
attached to suicide. 

It was also suggested that practitioners should be
aware of their body language (e.g. eye contact)
when clients first disclose their thoughts of suicide.

Knowledge of services

In acknowledgement of the importance of
ensuring referral to appropriate services at
appropriate times, there was wide scale
recognition among participants that their
practice would be strengthened if they had a
better knowledge of the nature of support that
different services could offer, and indeed the
boundaries and limitations to this.  Shadowing
different organisations was suggested as a
useful way to gain this type of insight. There was
also a view that it would be useful to have a
comprehensive list of services’ contact details.

Providing a good client response at times
of crisis

Some participants reflected on the practitioner
role during periods of crisis, feeling that this

input should be increased at such times. Thus
emphasis was placed on practitioners being
‘proactive’ and following up clients in crisis, even
if these individuals have been referred to other
services e.g. there was a suggestion that
practitioners could offer this follow up by a
‘phone call to check how people are doing’. This
was acknowledged to be of particular
importance in view of some services’ ‘two strikes
out’ policies where clients who have missed  an
appointment on two successive occasions are
believed to no longer want/require the support of
the service – a scenario that can exacerbate
client disengagement.  

A further suggestion was to engage with and
involve families and carers in clients’ care.

Postvention support 

Participants recognised the importance of being
mindful of their own emotional and professional
needs following a suicide. This was regarded as
an important consideration in delivering a high
quality standard of care. In turn, this prompted
recommendations on how workers might be
better supported e.g. staff members within a
service offering reassurance and support to their
peers.  Furthermore, improved professional/line-
management of staff providing care to suicidal
people was felt to be important and likely to
engender more consistent practice.

How can we respond better 
as organisations?
Service-level issues identified for
improvement 

A number of inter-related themes were
highlighted in the workshop discussions on how
services might be strengthened. These were
improvements in: partnership working, service
policies and procedures; pathways to care;
community awareness and engagement; and
availability of resources.

Partnership working

Some commented on the current lack of joined-
up service provision and referred to a situation
where clients can be passed from one service to
the next. There was a feeling that following
referral to Community Addiction Teams, mental
health services sometimes step back from their
involvement with their clients.
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As a consequence of these problems, improved
partnership working with other services was a
recurrent theme in participants’ responses. It
was felt that services could be improved by:
sharing information with other professionals
involved in the care of their (individual) clients;
improving transparency in organisational
processes; and more collaborative working
across agencies. Many participants felt that for
partnerships to be successful there must be a
culture of mutual trust and respect. 

A pressing need was identified in relation to
dealing with clients who are suicidal ‘out of
hours’. There were two aspects to this: the
availability of appropriate services at appropriate
times; and the need for information flow between
these crisis services and other community
services.

Service policies and procedures

There was an expressed need for services to
develop policies and procedures specifically for
suicide prevention.  It was felt that these should
involve going beyond simply conducting mental
health assessments with clients and more
explicitly focus on improving the identification of
people at risk of suicide.

Pathways to care

There were calls for developing systems to help
practitioners identify the most appropriate
services for their clients, and for greater clarity
on the associated referral procedures. One
suggestion was to develop a referral flow chart
with a ‘step by step guide’.  It was felt that such
developments would result in quicker access to
appropriate services and reduce/avoid
duplication of assessments. 

Community awareness and engagement

Participants felt that more awareness raising
activities, focusing on the human impact of
suicide, should be offered to communities. They
thought people in the community, such as taxi
drivers and hairdressers, are potentially
important gatekeepers because they encounter
people experiencing suicidal distress in their
everyday lives. 

There were suggestions to engage more
effectively with service users and carers affected
by suicide to gain a better understanding of their
experience, and also that there should be
dedicated services and support for them. 

The importance of engendering more favourable
attitudes to mental health and suicide within the
community was also highlighted.

Resources

Participants felt that more resources were
needed: more specifically, having more time, 
a more manageable workload and more
(dedicated/ring-fenced) money were all felt to be
important considerations for strengthening
suicide prevention efforts.

What are the challenges in making these
improvements?

Workshop participants identified a number of
obstacles to making the improvements reported
above. These were:

• policy and procedural barriers within services

• a ‘close the case mentality’ amongst staff

• management of complex cases

• patient confidentiality issues with family and
carers

• lack of staff training 

• lack of clarity regarding one’s own and others’
responsibilities regarding the care of people in
suicidal distress

• lack of supportive systems and service
priorities.

In addition to these ‘internal’ obstacles,
participants felt that the limited capacity and
training among A&E staff and the financial
pressures under which services are currently
operating are further impediments to improved
intervention and support for individuals thinking
about, or attempting, suicide.

What actions can be taken to improve
practice to ensure better service provision
for people in suicidal distress?

This question was intended to direct participants
to think not just about their own services but
about service provision in general.  As some of
the prior discussions (reported above) strayed
into this territory, there was a degree of
duplication between suggestions made on how
their own services could be improved (as
reported above), and (here) how the wider
service landscape and infrastructure could be
improved.  Thus, the suggested actions were as
follows: 

• Provide education and training on suicide
prevention for staff across all services, in
particular for A&E personnel to ensure a
consistent response to people experiencing a
suicidal crisis. This includes supporting
NHSGGC with continuing to achieve the
Scottish Government’s HEAT 5 target of
training 50% of key frontline staff.

• Review referral procedures to ensure people at
risk of suicide are identified and given help at
an earlier stage and a more consistent
response

• Improve the patient’s journey following
discharge from hospital by having consistent
support services available, in particular, for
people who have had an admission to acute
services 

• Ensure feedback to staff from critical incident
reviews following a suicide: it was felt that
doing so would provide learning and identify
areas of good clinical practice

• Strengthen partnership working and open
communication with, and across, services to
identify areas of good practice and ensure high
quality professional care is delivered to people
who are suicidal 

• Establish a suicide prevention forum to
strengthen communications/links across
services

• Develop a better knowledge of local resources
and services, for example through holding
speed networking events.

• Improve support and supervision for staff
affected by a suicide to enhance staff care.

• Ensure the service user and carer voice is
heard more effectively.

• Reduce stigma through developing better
community awareness of suicide and how it
can be prevented.

Thus the suggestions that participants raised in
relation to the steps that should be taken to
ensure better service provision generally were
consistent with their ideas on how to improve
their own services.  

Next steps

In view of the importance placed on improving
client support and his/her journey within and
across services, the emphasis placed on
improved interagency working, referral

procedures and information sharing, the Positive
Mental Attitudes Programme established a
suicide prevention forum for practitioners and
communities in North-East Glasgow.  As
indicated above, the idea of the forum came
from the workshop participants themselves.

Reflections
It is encouraging that the issues raised within the
workshop were consistent with our literature
review. In turn we are confident that we are
moving forward in a manner that is evidence-
based both in terms of traditional (published)
research and evaluation and reflects the tacit
intelligence of those working locally.

We believe that the creation of the suicide
prevention forum, and indeed attendance at it,
reflects increased commitment to suicide
prevention among local services. We suggest
that the bottom up approach that we have taken
through consulting with a broad range of
services has been a key ingredient in getting to
this point: creating opportunities for services to
come together and identify their own solutions
has engendered their ‘buy in’ and ownership of
the agenda, and indeed the forum. This provides
a basis for information sharing, helps create
better understanding of how different services
work, and engenders cross-agency learning. As
a grassroots development, we hope that this
forum will prove itself as a sustainable
mechanism that adds value to the area’s suicide
prevention efforts.

Further details

Further details are available from: 
Neil Quinn
Mental Health Improvement Lead 
NHS Greater Glasgow and Clyde 
Positive Mental Attitudes 
Eastbank Conference & Training Centre 
22 Academy Street 
Shettleston 
Glasgow G32 9AA

Email: Neil.Quinn@ggc.scot.nhs.uk
Tel: 0141 232 0165
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