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Abstract—To determine the suicide management skills of medical students at different
levels of training, 141 medical students were administered the Suicide Intervention
Response Inventory (SIRI), a self-report instrument assessing skills in responding to
the self-destructive patient. As predicted, third- -year students having completed a
course in medical interviewing scored higher on the SIRI than first-year students who
had not. Additional improvement in suicide management skills was evidenced for
third-year students who completed a six-week inpatient psychlatry rotation. Whether
or not students believed that suicide was ethically acceptable in some circumstances
had no impact on their ability to select an appropriate response to the self-destructive
patient. Several additional findings are discussed, and the potential utility of the SIRI

in evaluating medical student skills in this important area is highlighted.

Estimates of the annual frequency of su-
icide in the United States range from
25,000 to 50,000, placing it among the
top causes of death in this country (1).
Despite a growing awareness of this public
health problem on the part of the medical
and psychological communities, the sui-
cide rate reached 12.7 per 100,000 by the
mid-1970s, the highest incidence since
World War II (2). ~

Existing data suggest that the majority
of these deaths could be foreseen and
perhaps averted. Fully 75 percent of all
victims of suicide consult physicians
within four months of taking their lives
(3), often communicating their intent
through a variety of direct or indirect
means (4). The fact that medical care
givers are so often in a position to diag-
nose self-destructive ideation on the part
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of their patients has prompted Rockwell
and O’Brien (5) to refer to the practicing
physician as “the front line of defense in
the prevention of suicide.”
Unfortunately, many physicians may
be poorly equipped to play this role. As
medical education becomes increasingly
specialized and technological, it may fail
to emphasize sufficiently the skills needed
to diagnose and intervene in the emo-
tional, psychological, and social difficul-
ties presented by the life-threatening pa-
tient (6). As Waltzer (7) notes, “Very
commonly the [suicidal] patient presents
a series of somatic complaints. ... The
usual procedure is to do a physical ex-
amination and a complete medical
workup. ... What is lost during the ex-
amination is an attempt by the physician
to explore with the patient his mood and
general mental state. ... ” Some empiri-
cal evidence suggests that an insufficient
recognition of nonbiological problems in
clinical management of patients is the
rule rather than the exception. Young (8),
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for example, has reported that internists
in his study made an accurate psychiatric
assessment of only 28 percent of their
patients, the majority of whom had prom-
inent psychological components to their
illness. Similarly, Querido (9) found that
while a group of general practitioners cor-
rectly recognized 95 percent of serious
physical disorders encountered during
routine examinations, the physicians re-
mained unaware of 50 percent of the
associated  psychological  difficulties.
More specifically, Rockwell and O’Brien
(5), studying nearly 60 percent of the
practicing physicians in a California
county, concluded that physicians may
lack the requisite knowledge to deal effec-
tively with the suicidal patient. For in-
stance, they found that their sample
tended to underestimate the frequency of
suicidal behavior, especially among
women; half failed to recognize the tend-
ency of women to attempt self-injury
three times as often as men. More seri-
ously, only 14 percent correctly identified
the most vulnerable age group (the el-
derly), and only 18 percent knew that
firearms were the most commonly used
method among suicide victims. Forty-
eight percent of the physicians reported
never having had a class on suicide while
in medical school, and 58 percent indi-
cated a serious interest in receiving fur-
ther education on the topic.

The study reported here was under-
taken for several reasons. First, although
several investigators (6, 8, 9) have evalu-
ated the ability of medical care givers to
recognize and appropriately manage gen-
eral psychiatric dimensions of patient
problems, no one has yet studied their
skill in accurately assessing and respond-
ing to the suicidal patient per se. In par-
ticular, it would be valuable to know
whether their ability to manage self-de-
structive patients improves—or, as some
have implied, deteriorates (10)-—over the
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course of medical training. Second, the
study sought to determine whether these
clinical skills vary as a function of the
age, sex, or intended specialty of the med-
ical student or of previous experience in
nonmedical “human service” work. Fi-
nally, in light of the current discussion
among crisis intervention professionals
(11, 12) concerning the ethics of the sui-
cidal choice, the researchers attempted to
discover whether adherence to one or the
other value stance (that suicide is or is
not acceptable under some conditions)
would be more effective in the.clinical
management of self-destructive patients.

Sample

Fifty-nine first-year and 82 third-year stu-
dents enrolled in the University of Wis-
consin Medical School during the 1981-
1982 academic year comprised the sam-
ple. The first- and third-year groups who
volunteered for the study represented
substantial samples of the total classes
from which they were drawn (36 percent
and 53 percent, respectively) and closely
approximated the latter in terms of age
(first-year total: .mean = 24.30, S.D. =
2.80; first-year sample: mean = 25.30,
S.D. = 2.51; third-year total: mean =
26.10, S.D. = 2.49; third-year sample:
mean = 25.74, S.D. = 2.44) and sex ratio
(percentage of males in first-year total
versus first-year sample = 71 and 65;
third-year total versus third-year sample
=75 and 78). ‘

Instruments

A background information questionnaire
was administered to solicit general de-
mographic information, such as the re-
spondent’s age, sex, marital status, reli-
gion, and intended medical specialty.
This instrument also asked whether the
student had “ever worked as a volunteer
or paid employee in a human service
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field.,” Social work, crisis intervention,
and drug rehabilitation were presented as
examples. It concluded with an “opinion
question” eliciting the respondent’s belief
on the issue of suicide: “Can you think of
any circumstances under which suicide
could be considered an acceptable solu-
tion to a life problem?” Two response
options were provided: “Yes, under some
circumstances” and “No, not under any
circumstances.”

The primary instrument used in the
study was the Suicide Intervention Re-
sponse Inventory (SIRI), a 25-item self-
administered questionnaire containing a
series of hypothetical patient remarks fol-
lowed by two replies, one of which dem-
onstrates relatively more skillful manage-
ment of the suicidal patient. Respondents
make a forced-choice between the two
response options, and the total score on
the SIRI represents the number of correct
options they endorse. Item content fo-
cuses on common difficulties encoun-
tered in responding to the suicidal patient,
such as problems in attending to implicit
or explicit suicide threat, avoiding simple
reassurance or professionalism, and se-
curing a verbal contract from the patient
not to consider self-injury before again
contacting the care giver. Studies by Nei-
meyer and his colleagues (13, 14) have
demonstrated both the use of the SIRI to
discriminate validly among groups of re-
spondents known to differ in suicide
management skills (for example, trained
crisis counselors and untrained college
students) and the moderate convergence
of the instrument with other well-vali-
dated tests of general patient-interviewing
skills. Furthermore, the SIRI possesses
high internal consistency and test-retest
reliability. More important in the present
context, research has demonstrated that
the SIRI can detect improvement in care
giver skills that results from focused train-
ing in suicide management.
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Procedure

To study the impact of medical education
on suicide management skills, two sam-
ples of medical students were tested. The
first consisted of 59 students in their first
year who had not yet completed a course
in medical interviewing skills. A manda-
tory part of the curriculum, this second-
year course included didactic instruction
and role-playing of physician/patient in-
teractions in order to teach history-taking
skills, empathic responding, and facilita-
tive questioning. The second group con-
sisted of 82 third-year students who had
completed the interviewing course but
who had not yet begun a six-week rota-
tion through inpatient psychiatry, where
firsthand experience in managing self-de-
structive patients routinely is obtained.
To complement this cross-sectional re-
search design, 28 of the third-year stu-
dents were readministered the SIRI after
completing their required psychiatry ro-
tation. The postpsychiatry subsample also
closely matched the total class from which
it was drawn in both age (mean = 25.64;
S.D. = 2,65) and sex ratio (75 percent
male).

Results

The mean SIRI score obtained by the 141
medical students was 22.65 (S.D. = 2.39),
roughly comparable with the normative
score of 23.05 obtained by neophyte crisis
counselors in an earlier study (13). The
fact that the present sample scored rela-
tively high on the instrument contradicts
the assumption that medical students, as
a group, are inept in selecting an appro-
priate response to the suicidal patient (5).

Of the background variables investi-
gated, age, medical specialty, marital sta-
tus, and religion were found to be unre-
lated to scores on the SIRI (all p values
>.10). The single exception to this trend
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was sex: female students obtained signif-
icantly higher scores (mean = 23.64; S.D.
= 1.29) than male medical students
(mean = 22.27; S.D. = 2.60; t = 3.13; p
< .0025). It appears that, at least in the
present sample, the average female stu-
dent may be somewhat more adept than
her male counterpart at managing the
emotional distress of the severely dis-
traught patient.

No significant differences in suicide
management skill emerged between those
44 respondents who had a human service
background and those 97 who did not (¢
= .74). Similarly, respondents’ attitudes
regarding the ethical acceptability of sui-
cide under certain circumstances (n = 78
in “yes” category; n = 63 in “no”) were
unrelated to SIRI scores (¢ = .86).

As hypothesized, third-year medical
students displayed better clinical manage-
ment skills on the SIRI (mean = 23.02;
S.D. = 1.94) than did first-year students
(mean = 22.14; S.D. = 2.83; t = 2.21; p
< .,029). Although it is unwarranted to
conclude that this apparent training effect
was due solely to the intervening course
in interviewing skills, the insignificant
correlation (r = .14) between the SIRI
total and respondent age argues against
attributing this improvement to simple
maturation,

Finally, as predicted, the subsample of
28 third-year students completing the in-
patient psychiatry rotation scored higher
on the SIRI upon completion of the ex-
perience than they had prior to it
(matched pairs ¢ = 4.05; p < .0004). Ap-
parently, experience in actually managing
patients (many of whom are suicidal) un-
der the supervision of a senior psychiatrist
produces a further increment in clinical
skill. In fact, the postrotation scores ob-
tained by this third group (mean = 24.04;
S.D. = 1.00) compare favorably with the
normative score of 24.17 obtained by ex-
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perienced suicide and crisis intervention
workers in the earlier study (13).

Discussion

Despite the fact that the sample of medi-
cal students in the study reported here on
average performed well on the SIRI, it is
important to emphasize that the actual
scores obtained by respondents showed
considerable variation. Actual scores
ranged from a high of 25 (a perfect score)
to a low of 13 (markedly substandard). If
a score of 21 on the SIRI (one standard
deviation below the mean obtained by
neophyte crisis counselors) is taken as a
“cutoff” score for minimally adequate
performance, then 13 percent of the total
sample of 141 medical students scored in
the substandard range. Unfortunately,
these less-adequate students did not differ
in identifiable demographic or academic
respects from their more-adequate peers,
except that the majority of the former (15
of the 18 substandard respondents) rep-
resented first-year students who had not
yet had the benefit of education in inter-
viewing skills. Still, the finding that some
third-year students recognized as few as
13 or 14 correct responses out of 25
should caution against the assumption
that such courses develop adequate levels
of clinical interviewing skills in all stu-
dents. The fact that third-year medical
students assume substantial responsibility
for case management in many teaching
hospitals makes evaluating their level of
clinical expertise all the more crucial.
These results also carry some indirect
implications for medical education. As
Bardoness (15) has observed, “ . .. medi-
cal school selection mechanisms and the
fact-oriented academic reward system . . .
may mabke it difficult for human insight
and support techniques to gain real cred-
ibility in the curriculum. Nevertheless,
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medical schools can, at least, heighten
awareness in students of such areas as the
... kinds of supports patients require, and
the techniques available for providing
them.”

In recognition of the need for training
in nontechnological aspects of patient
care, medical schools have begun to add
to their curricula courses in interviewing
and counseling skills, sometimes incor-
porating sophisticated teaching methods,
such as videotaped feedback and simu-
lated patient interviews (10). Still, one
limitation of such courses is that they
typically emphasize only “nondirective
interviewing” (10), whereas effective
management of suicidal patients may re-
quire a delicate balance of directive and
nondirective responses (13). The impor-
tance of such domain-specific skills sug-
gests that courses in counseling skills for
medical students should be broadened to
include instruction in the use of direct
questioning and assertive patient educa-
tion in addition to more general training
in empathic responding. It bears empha-
sizing that in the present study the
amount of skill training received was
clearly more closely related to student
competence in suicide management than
were personal beliefs regarding the ethics
of suicide. This implies that medical ed-
ucation need not challenge students’ fun-
damental values concerning life and
death in order to be effective,

The findings of the study reported here
need to be replicated with additional sam-
ples to permit confident generalization to
other contexts. Ideally, further research
should employ other assessments of sui-
cide management skill in addition to the
SIRI, especially in vivo assessments de-
rived from actual patient contacts. It is
hoped that the SIR], in combination with
such methods, can serve as a useful tool
in evaluating this important domain of a
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care giver’s clinical and interpersonal
skills.

References

1. LERNER, M. When, Why and Where Peo-
ple Die. In Death: Current Perspectives.
E. S. Schneidman (Ed.). Palo Alto, Cali-
fornia: Mayfield, 1976.

2. FREDRICK, C. J. Current Trends in Suici-
dal Behavior in the United States. Am. J.
Psychother., 32:172-200, 1978.

3. WEKSTEIN, L. Handbook of Suicidology.
New York, New York: Brunner/Mazel,
1979,

4. DELONG, W. B., and RoBins, E. The
Communication of Suicidal Intent Prior
to Psychiatric Hospitalization: A Study of
87 Patients. Am. J. Psychiatry, 695-705,
February 1961.

5. RockwELL, D. A., and O’BRIEN, W, Phy-
sicians’ Knowledge and Attitudes About
Suicide. J.A.M.A., 225:1347-1349, 1973.

6. BroDY, D. S. Feedback from Patients as
a Means of Teaching Nontechnological
Aspects of Medical Care. J. Med. Educ.,
55:34-41, 1980.

7. WALTZER, H. The Medical Practitioner.
In Suicide: Theory and Clinical Aspects.
L. D. Hankoff and B. Einsidler (Eds.).
Littleton, Massachusetts: PSG Publishing,
1979,

8. YOUNG, S. J., ALPERs, D, H., NORLAND,
C., and WOODRUFF, R. A., Jr. Psychiatric
Illness and the Irritable Bowel Syndrome.
Gastroenterology, 70:162-166, 1976.

9. QUERIDO, A. The Efficiency of Medical
Care. Leiden, Holland: Stenfert-Kroese,
1963.

10. Kauss, D. R., ROBBINS, A. S., ABRASS, 1.,
BAKAITIS, R, F., and ANDERSON, L. A.
The Long-Term Effectiveness of Interper-
sonal Skills Training in Medical Schools.
J. Med. Educ., 55:595-601, 1980.

11. NELSON, F. L. Aggression and Suicide; A
Critical Evaluation of the Suicide Preven-
tion Ethic. Omega, 9:167-174, 1979.

12. PRETZEL, P. W,, and HEILIG, S. M. Suicide
Prevention: Two Personal Statements. In
Suicide: Assessment and Intervention. C.
Hatton, S. Valente, and A. Rink (Eds.).
New York: Appleton-Century-Crofts,
1977.



Suicide Management Skills/Neimeyer and Diamond 567

13. NEIMEYER, R. A., and MACINNES, W. D.
Assessing Paraprofessional Competence
with the Suicide Intervention Response
Inventory, J. Couns. Psychol., 28:176-
179, 1981.

14. NEIMEYER, R. A., and OPPENHEIMER, B.

I5.

Concurrent and Predictive Validity of the
Suicide Intervention Response Inventory.
Psychol. Rep., (in press).

BARDONESS, J. A. The Future Physician:
Realistic Expectations and Curricular
Needs. J. Med. Educ., 56:381-389, 1981.



