
Lindenwood University Lindenwood University 

Digital Commons@Lindenwood University Digital Commons@Lindenwood University 

Theses Theses & Dissertations 

1995 

Suicide in the Elderly: A Study of Physicians Education, Training, Suicide in the Elderly: A Study of Physicians Education, Training, 

and Resources and Resources 

Garrett Glen Wood 

Follow this and additional works at: https://digitalcommons.lindenwood.edu/theses 

 Part of the Public Health Commons 

https://digitalcommons.lindenwood.edu/
https://digitalcommons.lindenwood.edu/theses
https://digitalcommons.lindenwood.edu/theses-dissertations
https://digitalcommons.lindenwood.edu/theses?utm_source=digitalcommons.lindenwood.edu%2Ftheses%2F1483&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/738?utm_source=digitalcommons.lindenwood.edu%2Ftheses%2F1483&utm_medium=PDF&utm_campaign=PDFCoverPages


SUICIDE IN THE ELDERLY: A STUDY OF 

PHYSICIANS EDUCATION, TRAINING, AND 

RESOURCES 

Garrett Glen Wood, B.A. 

A Culminating Project Presented to the Faculty of the 

Graduate School of Lindenwood College in 

Partial Fulfillment of the Requirements 

for the Degree of Master of Art 

1995 



Abstract 

In the United States, the suicide rate is highest among the elderly 

community. Moreover, studies have concluded that elderly individuals 

who commit suicide see a physician 75% of the time within a month of 

committing the act. Therefore, it is important for physicians to be aware 

of the high rate of suicide among this age group. 

A questionnaire developed by the researcher was sent to 200 

practicing physicians associated with a health center located in a moderate 

sized midwestern suburb 30 miles from a large metropolitan city. The 

questionnaire was based on a Rockwell and O'Brien (1973) study. 

Therefore, the researcher compared his results to those of the Rockwell and 

O'Brien (1973) study. The purpose of the researcher's questionnaire was 

to test physicians' education, training, and utilization of resources regarding 

suicide. 

This study was descriptive and explo ratory in nature was not tested 

for reliability and validity . The researcher developed five questions to be 

answered with the data collected from the physicians. The physicians 

reported not having adequate training in suicide, but were knowledgeable 

of the high ratt of suicide among the elderly. 



COMMITTEE IN CHARGE OF CANDIDACY 

Marilyn M. Patterson, Ed. D. , L.P.C., Assistant Professor 
Chairperson and Advisor 

Pamela Nickels, Ed. D ., L.P.C., Assistant Professo r 

Howard Rosenthal , Ed. D ., L.P.C. 

II 



ACKNOWLEDGEMENTS 

M any people have assisted me with the completion of thi s thesis 

and I wish to acknowledge them at this time: 

• K imberly and her family have given me the love and support I 

needed to complete th is project. 

• D r. Marilyn M . Patterson was always there to provide direction and 

give that littl e extra "push" . 

• Crider Center fo r Mental Health Services and Life Crisis Services 

has provided me with the opportunities to learn and gain experience 

in the counseling profession. 

• Judi Rogers with her patience and "fast-fingers" typed this thesis. 

Il l 



DEDICATION 

To Kimberly, 

Without your support, encouragement, and love this thesis would not have 

been possible. You are an inspiration to me and will always be in my 

heart. 

I Love You! 

IV 



Chapter I 

Chapter 2 

Chapter 3 

Chapter 4 

Chapter 5 

References 

Vita Auctori s 

TABLE OF CONTENTS 

Introduction .. . .. . ... . ... . . . . . . . . . 
Purpose of Study . . .... .. . .. . . . . . . . 

Literature Review 
Suicidal Tendencies . . .. . . . . . . ... . .. . 

1 
2 

3 
Role of Practitioner . . . . . . . . . . . . . . . . . 5 
Risk Factors of Elderly Suicide . . . . . . . . 7 
Future Projections of Elderly Suicide . . . . 14 
Prevention of Elderly Suicide . . . . . . . . . . 17 

Education . . . . . . . . . . . . . . . . . . 18 
Interventions . . . . . . . . . . . . . . . . 19 
Research . . . . . . . . . . . . . . . . . . . 22 
Advocacy . . . . . . . . . . . . . . . . . . 24 

Method 
Subjects 
Design ... . . .. .. . . .... .. ........ . 
Material s ... . . . . . . . . . ... . .. . . .. . . 
Procedure . . . .. .. .. ... . . ..... .. .. . 

Results . .. . .. .. .. .. . . . .. . . .. . .. . . 

Discussion . .... .... .. ... . . .... .. . 
Limitations of the Study . . ... . . . 
Conclusion .. . ..... . ........ . 

V 

26 
26 
26 
27 

29 

41 
47 
48 

49 

54 



Figure l 

Figure 2 

Figure 3 

Figure 4 

Figure 5 

Figure 6 

Figure 7 

Figure 8 

Figure 9 

Figure 10 

Figure 11 

Figure 12 

Figure 13 

Figure 14 

Figure 15 

Figure 16 

Figure 17 

LIST OF TABLES AND FIGURES 

VI 

30 

31 

32 

32 

33 

33 

34 

34 

35 

36 

37 

38 

38 

39 

39 

40 

40 



CHAPTER I 

lntiuduction 

Suicide is commonly associated as a predominant problem among 

teenagers in thi s country. In fact, many education and prevention 

programs have been establi shed to work with teenagers. Few people 

realize that teenagers do not have the highest rate of suicide in the United 

States. The highest rate of sui cide in the United States exists in the elderly 

population. 

Suicide among the elderly is a complex issue that our society has 

not been able to fully understand, and research in thi s area is limited. In 

order to increase our understanding and develop prevention programs for 

this topi c more research is needed. Several studies (Grollman, 1971; 

Litman, Curphey, Schneidman, Farberow & Tabacknick, 1963; Miller, 

1976; Miller, 1979; Barraclough, 1971) have concluded that elderly 

individuals who commit sui cide see a physician 75 percent of the time 

within a month of committing the act. In addi tion, one third to one half 

of elderly individuals see a physi cian within 7 days of their suicide; ten 

percent see their physician on the day of or just prior to their suicide. 

Therefore, research and prevention programs should be focused towards 

physicians. 
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Pmpose of Sh1dy 

The purpose of this research project was to study physicians' 

education, training, and resources regarding suicide. Towards this purpose, 

the following research questions were developed. 

I. Do physicians have adequate training m the 

recognition of suicidal patients and are they able to 

identify elderly patients as having the highest rate of 

suicide? 

2. Do physicians believe their knowledge of suicide is 

sufficient and how have they gained knowledge in 

this area? 

3. Do physicians have different attitude toward the 

elderly and terminally ill committing suicide? 

4. Are physicians interested in studying the issue of 

suicide? 

5. What were the demographics of the physicians and 

their patients that participated in this research? 
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CHAPTER 2 

Litemturn Review 

Suicidal Tendencies in the Elde1iy 

In the United States, the sui cide rate remains highest among the 

elderly. This pattern of a high sui cide rate among the elderly has prevailed 

throughout history (Stillion, 1989). In fact, suicide is the third leading 

cause of death from inju ry among older United States residents, following 

death from fa lls and from motor vehicle crashes (Meehan, 199 1). 

The sui cide rate among the elderly steadily increased in the United 

States during in 1980s. According to the National Center for Health 

Statisti cs ( 1986), the suicide rate among those 60 years old and older rose 

to 21.6 per 100,000, compared with the overall national rate of 12.8 per 

l 00 ,000. Surprisingly, the rate of sui cide is actually 2 to 3 time higher 

among elderly Ameri cans than among teens. More than I 0,000 citizens 

over the age of 60 kill themselves each year accounting for about 25 

percent of the to tal number of sui cides in this country. The ratio of 

attempts to completed sui cides among all ages is about 10: l , but for those 

over 65 the ratio is 4 : I . However, the true rate may be higher than these 

stati sti cs because sui cide in the elderly may be masked as accidental 

overdoses or age related deaths. Underreporting may be greater in the 
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elderly than it is in other groups (Blazer, 1986; Hlady, & Middaugh, 1988; 

Monk, 1987). From 1980 to 1986 men accounted for 80 percent of the 

suicides among persons over age 65, and rates for men increased for each 

6 years age group over age 65. 

Elderly people complete suicide more often than people in all other 

age groups (Stillion, 1989). Although the frequency of attempted suicide 

decreased as people get older, the number of successful suicides increased. 

Elderly people are more likely to succeed in taking their own lives than 

persons belonging to younger age groups. Achte (1986) concluded that a 

genuine death wish was present in 76 percent of those over age 65. This 

suggests that elderly individuals give long and serious thought to the 

matter of suicide. Therefore, when an elderly person makes an attempt at 

suicide, he or she usual ly has a profound death wish and selects the ways 

and means that are indeed li kely to result in the fulfillment of that wish. 

E lderly people wil l therefore, choose more aggressive procedures for taking 

their li ves than do younger individuals attempting suicide (Achte, 1988). 

According to the National Center for Health Statistics, from 1980 

to 1986, firearms were the most common method of suicide for both men 

and women over the age of 65. In 1986, 66 percent of suicides among the 

elderly were committed with a firearm . Only 57 percent of the individuals 

under 65 used firearms. Methods of suicide differ more between men and 
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women over age 65 than for any other age group. In 1986, 75 percent of 

male victims over 65 died of gunshot wounds, compared with 61 percent 

of male victims under age 65 . During the same, year, 31 percent of female 

victims over 65 di ed of gunshot wounds, compared with 41 percent under 

age 65 (Meehan, 199 1 ). 

Role of Practitioner in Assessing Risk 

An "assessment" is often referred to as identification of suicidal risk 

within the health services profession. According to gerontologist Osgood 

(1985): 

The physician, nurse, social worker, priest, or rabbi or other 

caregiver who is in direct contact with the elderly can play 

a crucial role in the identification of the suicidal elderly and 

in the assessment of the lethality potenti al and imminence 

of suicide. These gatekeepers are often contacted by 

elderly individuals just prior to their self-destructive act 

(p. 89). 

Several studies over the years ( Grol I man, 197 1; L itman, Curphey, 

Schneidman, Farberow & Tabackn ick, I 963 ; Miller, 1976; Miller, 1979; 

Barraclough, 1971) have concluded that over 75 percent of the elderly who 

committed suicide saw a physician shortly before they committed the act. 
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These elderly individuals who went to see their physician before 

attempting suicide may have presented various somatic complaints. Some 

may have had no apparent physical ills and others may have just felt that 

something was wrong with them. 

These studies have confirmed that most of the elderly who seriously 

contemplated suicide visited their physician before they attempted s.uicide. 

This leads to the question of whether or not physicians are prepared to 

recognize the suicide signals that elderly patients present. Rockwell and 

O'Brien (1973) suggest that physicians may not have had training in 

treating and recognizing suicidal elderly patients. Physicians must not be 

aware of the fact that a high rate of elderly people contemplating suicide 

often visit their physicians before attempting su icide. 

Rockwell and O'Brien ( 1973) conducted a survey on physicians' 

knowledge and atritudes about suicide and their lack of knowledge and 

attitudes about s ui cide and their lack of knowledge about suicide among 

the elderly. Rockwell and O'Brien found that physicians lacked current 

knowledge about sui cide, but wanted to learn more. In the Rockwell and 

O'Brien study, only 14 percent of the physicians studied correctly 

identified the people over age 60 as the most vulnerable age group for 

committing suicide. Moreover, 48 percent of the physicians reported never 

having a class or course on suicide. Twenty-fi ve percent of the physicians 
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recall ed a class in medical school on suicide. Only 11 percent had 

attended seminars on suicide and had gotten thei r information on suicide 

from other resources. Twenty-seven percent of the physicians reportedly 

felt uncomfortab le talking with patients about suicide. However, only 5 

physicians believed that their knowledge of suicide was sufficient. 

Seventy percent stated they would be interested in exploring the issue of 

suicide. After looking at the results of the Rockwell and O'Brien (I 973) 

study thi s researcher became concerned abo ut physicians' knowledge and 

ability to treat and recognize elderly patients with suicidal thoughts or 

tendencies. 

Ri chman and Rosenbaum (1970) developed four reasons why 

sui cidal potential in patients is overlooked. First, suicide was a taboo 

topic that most people tend to avoid. Second, sui cide aroused anxiety in 

physicians. Thirdly, physicians had no t possessed the requisite skills to 

deal with sui cidal patients. Finally , most physicians had not had adequate 

training in the recogni tion of the suicidal patient. 

Risk Factors of Eldetiy Suicide 

In o rder to recognize sui cidal elderl y patients, it is important for 

physicians and caregivers to have knowledge of demographic and risk 

factors associated with elderly suicide. Since physicians have direct 
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contact with the elderly, they are in a position to observe the attitudes, 

feelings, and behaviors of the elderly. Therefore, physicians must be 

perceptive and sensitive to the possible clues and warnings of suicidal 

behavior (Osgood, 1985). 

Clues to suicide in the elderly may be classified as verbal, behavior, 

situation, or syndromatic (Schneidman, et. al., 1970). According to 

Osgood (1985), verbal clues, which are statements that make specific 

reference to suicide, can be direct or indirect and must be taken seriously. 

Suicidal ideations and fantasies should also be regarded as serious clues to 

suicide. Direct verbal clues include such statements as (i .e., "I am going 

to kill myself," and "I'm going to end it all"). 

Behavioral clues may also be direct or indirect. A direct behavioral 

clue is a suicide attempt. Indirect behavioral clues suggest a possible 

suicide attempt in the future such as donating one's body to a medical 

school , putting personal and business affairs in order, and making or 

changing a will (Osgood, 1985). 

A situation itself may be the clue to suicide in the elderly. A 

recent move, death of a spouse, child, or friend, or a diagnosis of terminal 

illness may precipitate a suicidal crisis. In addition, recent arguments with 

family members or problems in relationships may signal danger. Thus, 
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physicians that work wi th the elderly should be aware of recent crises in 

the life of their elderly pati ents (Osgood, 198 5). 

The syndromatic clues consist of those psychological syndromes 

that are most often associated with suicide. Depression, when 

accompanied by anxiety, is the most important clue to suicide in the aged. 

Tensions, agitation, guilt, and dependency are other important syndromatic 

clues. Accurate assessment of such syndromes in the aged is crucial m 

suicide prevention (Osgood, 1985). 

According to Pakkov ( 1982), the key factors in recognizing the 

suicidal elderly are attention to expressed suicidal interests, 

symptomatological variations, and keen observation of attitudes and 

activity. These three factors can be associated by li stening to an elderly 

patient and making observations of a patient's tone of voice, hand shake, 

facial expression, dress and personal groomi ng, and mood states. It is 

important for physicians to carefully study the warning signs of depression 

and suicide in the elderly. Physicians can be alerted to a particularly 

vulnerable time fo r the individual by taking the time to discover if the 

client has recently experienced a crisis such as loss of a spouse, death of 

a friend, o r relocation. According to Silver and Hermann in 

Comprehensive Review of Geriatric Psychia11y; 



Clinicians should elicit and describe the subjective affective 

disturbance of the (elderly) patient. These subjective 

complaints may misl ead the examiner. For example, as 

many as one-fifth of elderly depressions do not complain 

about being sad or depressed. Instead, these patients may 

express their subjecti ve distress as "bad nerves", "Funny 

feelings all over my body" or just feeling "sick". The 

examiner makes note of the predominant affect expressed 

during the session and of the range, appropriateness, and 

control of affect. Disturbance in each of these functions 

may signal a different underlying etiology. The geriatric 

patient requires a careful review of suicidal ideation and 

intent. The accuracy and depth of the inquiry are aided by 

asking first about suicidal ideation and passive death wishes 

and then about spec ific intent, methods, and plans (Jarvik, 

Lazarus, & Sadavoy, 199 1, p. 157). 

Since primary care physicians remain at the front line in 

recognizing depression and su icidal ideations in elderly individuals, it is 

important to have the proper training and knowledge necessary to facilitate 

patient access to professional help. Caregivers may be reluctant to address 

the possibility of sui cidal thoughts, but most elderly patients will 
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appreciate the concern and welcome the opportunity to discuss any difficult 

issues they are facing. It is important for physicians to maintain hope and 

concern for a suicidal elder because his/her suicidal thoughts are real and 

could be acted upon (Richardson, 1989). It is a difficult task to evaluate 

older suicidal patients because the elderly are less likely to communicate 

their intention to commit suicide than are younger adu lts. Elderly patients 

are less likely to use a suicide attempt as a "cry for help" . 

Even though elderly individuals are the highest suicide risk in the 

United States, the knowledge of suicide in the elderly is limited (Leenaars, 

1992). Researchers have been analyzing the suicide notes left behind in 

order for physicians to understand the reasons for elderly suicide. Suicide 

notes can contain special revelations of the human mind and much can be 

learned about suicide among the elderly from them. Often suicide notes 

describe the fram e of mind the individual was in before the suicide 

attempt. 

It 1s often assumed that nearly all suicide victims leave notes 

behind for their survivors, when in fact only about one quarter of the 

individuals who commit suicide write a final message. As at least a partial 

record of the mental state of sui cides, such notes are of immense interest 

to researchers (Despelder & Strickland, 1992). Suicide notes may include 

an expression of love, hate, shame, disgrace, fear of insanity, self 
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abnegati on, feelings of rej ection, explanations for the suicidal act or 

defenses of the right to take one's li fe, rej ection of any surv ivor's 

responsibili ty for the suicide, and instructions for di stributing property and 

possessions. Suicide notes often display logic, hostili ty towards others 

mixed with self-blame, the use of parti cul ar names and specific 

instructi ons, and decisiveness about suicide (Despelder & Strickland, 

1992). The suicide notes of the elderly can provide clues about intentions 

and emotions that led to the sui cide. They do not always tell the whole 

story because they often raise more questions than they answer. However, 

the study of sui cide notes of the elderly have y ielded several risk factors 

associated with elderly suicide. 

Early research (Wolff, 193 1) on suicide notes focused on 

incorporating descri ptive information. However, recent methods of study 

have primarily included classifi cation and content analysis. Thro ugh 

classification and content analysis of elderly sui cide notes, researchers 

were able to conclude several factors that influence sui cide in older adults. 

Some of the factors that influenced elderly sui cide were: 

• Social isolati on and loneliness; 

Boredom, depression, sense of uselessness; 



• Loss of purpose and meaning 111 life after 

retirement and separation from family and 

friends; 

Financial hardship; 

• Multiple losses of loved ones; 

• Chronic illness, pain, incapacitation; 

• Alcohol abuse and drug dependence; 

• Desire to avoid being a burden to others or 

to end one's life with dignity (Despelder & 

Strickland, 1992, p. 508). 
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Of all the psychological problems that can influence elderly suicide, 

depression seems to be the ri sk factor most frequently reported in relation 

to suicide. According to Osgood ( 1985) depression occurs frequently in 

elderly persons because they must deal with many physical losses and 

several stressful events as they age. A study by Zemore and Eames ( 1979) 

based on the Beck Depression Inventory di scovered individuals manifested 

more somatic symptoms of depression such as fatigue, insomnia, loss of 

libido, weight loss, and preoccupation with bodily functions than did 

younger individuals. 

It is important for physicians to have a knowledge and 

understanding of the risk factors associated with elderly suicide in order 
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to conduct a thorough assessment of their patients' mental and physical 

condition. A thorough mental and physical assessment by a physician can 

detect depression and suicidal thoughts. It can also allow elderly patients 

to be directed to the resources they need. This awareness of the risk 

factors associated with elderly suicide allows physicians to advise family 

members and fri ends of elderly patients to watch for specific warning signs 

of suicidal behavior and thoughts. The fact that the elderly have a high 

percentage of completed suicides should reinforce the important role of the 

physicians in considering all the factors that might indicate a potential 

suicide risk in elderly pati ents. 

Future Projections of Elde1iy Suicide 

The suicide rate is highest among the elderly population. In fact, 

throughout history the elderly community has had the highest suicide rate 

among any other age group (Sti llion, 1989). Looking at the projections of 

elderly suicide also demonstrates the prevalence of suicide within the 

elderly community . 

Despite long term sizab le declines for elderly suicide and increases 

for the young over the past fi ve decades, elderly suicide ri sk remains at 

levels more than 50 percent higher than for either the young or the nation 

as a whole (McIntosh, 1992). Five possibilities exist for the decline in 
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long-term trends of elderly suicide the use of antidepressant medication, 

economic gains and financial security of many older adults, increases in 

social and health care education programs for older adults, longevity 

between the sexes, maintenance of good health in older adults. Even 

thought suicide rates among the elderly have declined over the past 

decades, the suicide rate for individuals age 65 years and older is still the 

highest of all age groups. However, if elderly suicide continues to be at 

the highest level in the population, it will demand the attention of 

physicians (McIntosh , 1992). 

Haas and Hendin ( 1983) have estimated that by the year 2000, the 

annual suicide rate in elderly members of the population will increase by 

50 percent if the population forecasts are correct and present trends persist. 

The increases in suicide rates at advanced ages will be greatly magnified 

by the fact that the very elderly population (85 +) is projected to be the 

most rapidly growing age group in the United States. 

By the year 2030, the National Center for Health Statistics (1990) 

indicated that 21.8 percent of the population would be 65 years or older 

and account for 35 percent of the suicides in the United States. The center 

also concluded that one suicide would occur every 40.3 minutes in the year 

2030. This is compared to the rate of one suicide every 93 .3 minutes for 

the years of 1981 - 1988. This would mean that almost 11 ,000 white 
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males over the age of 55 would commit suicide in 2020 and about 14,500 

in 2040. This would represent about 78 percent of the total projected 

numbers of older suicides in both periods. This suggested that a mere 

increase of the population in the older age groups would result in the 

suicide rate of the elderly doubling by the year 2030 (Haas, 1983). Blazer, 

Bacher, and Manton ( 1986) state: 

After a brief dip in the later part of this century, suicide 

rates for the elderly can be expected to increase as the baby 

boom generation enter late life. This is because persons 

continue to retire at approximately the same age, causing 

the number of persons economically dependent upon the 

labor force to increase relative to the number remaining 

economically acti ve (p. 521 ). 

When the baby boomers reach old age between 2010 and 2030, their high 

risk of suicide as a group will result in a high suicide rate for the elderly 

population. Therefore, thi s increase in the elderly population is a possible 

future prediction fo r an increase in elderly suicide (McIntosh, 1992). 

The figures used in this review on elderly suicide indicated a rapid 

rise in the years to come in the number of elderly individuals in the United 

States. These figures also demonstrate that a rise in elderly suicide will 

also occur in the United States since individuals age 65 years and older 
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have the highest s uicide rate compared to any other age group. In order 

to prevent elderly suicides, it is important that physicians recognize the 

signs that can indicate suicidal thoughts in elderly clients and be sensitive 

to their needs by acting decisively with appropriate interventions. 

Prevention of Eldeliy Suicide 

According to the United States Bureau of Census (1984), suicide 

m the elderly should be a significant concern for the primary care 

physician because suicide is preventable. Jt is important for physicians to 

realize that the population over the age of 65 is at special risk for suicide. 

However, numerous reports and studies have documented a widespread 

negative attitude held by those in the medical profession toward aging and 

the care of the elderly (Akpan, & Mayer, 1978; Coe, Miller, Pendergast, 

& Grossberg, 1982; Levenson, Thornby, & Tolle tt, 1980; Robbins, Vivell, 

Beck, 1982). Therefore, it is vital for physicians to gain a better 

understanding of suicide among the elderly population before a significant 

decrease in elderly suicide can occur. Jn order for physicians to increase 

their knowledge and attitudes, fo ur areas need to be expanded in the 

medical profession for the prevention of elderly sui cide, education, 

interventions, research, and advocacy. 
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Education 

A study by Rockwell and O'Brien ( 1973) found that 48 percent of 

the physicians surveyed reported never having a class or course in suicide. 

Only 25 percent of the physicians surveyed reported having a class in 

medical school on suicide. This indicates that physicians might not be 

aware of the high ri sk of suicide among the elderly. If physicians have 

knowledge of behavioral characteristics of known high-risk groups and 

subpopulations, then a more accurate assessment of depression and 

recogni tion of suicidal thoughts among the elderly can be made. Once 

physicians have been able to recognize suicidal thoughts within elderly 

patients, then referrals can be made to community resources that will meet 

the needs of suicidal elderly patients. 

In order for education to begin among physicians regarding elderly 

suicide, programs need to be designed to increase students' empathy for the 

elderly as well as enhancing their technical capabilities in managing 

clinical problems (Holtzman, et. al. , 1981 ). The attitudes of medical 

students seem to be largely dependent on the attitudes displayed by faculty 

and administration (Coe, Pepper, & Mattis, 1977). According to McVey, 

Davis, & Cohen ( 1989): 

Educators have gradually begun to integrate 

geriatrics/gerontology into medical school curricula in 
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response to the growing demand for physicians trained to 

meet the increasing health care needs of the elderly . Many 

didactic and/or clinical experiences have been offered to 

medical students in the form of specially designed seminars, 

training projects, training in technical skil ls, and brief 

exposure to older patients in various care settings (p. 1508). 

In addition, to make physicians aware of the high suicide risk of elderly 

individuals, a strong educational campaign can reduce ageism and negative 

stereotyping of the aged among the medical profession. It may also 

highlight the special needs and problems of our growing elderly population 

(McVey, Davis, & Cohen, 1989). 

Interventions 

According to the Rockwell and O'Brien ( I 973) study, physicians 

appear to have limited knowledge regarding the suicidal 

tendencies/behaviors of the elderly. Therefore, physicians need to be 

aware of ski lls directly applicable to intervention with elderly patients with 

suicidal tendencies. A suicide risk assessment should be incorporated by 

physicians when they see elderly patients in order to recognize depression 

or suicidal thoughts. 
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Recognizing su icide thoughts in elderly patients is necessary for 

physicians, so they must be able to pay attention to the problems most 

elderly individuals experience (Miller, 1979; Osgood, 1985). The various 

means of prevention suggested are closely related to the social problems 

of seniors. Physicians need to ask elderly patients about lifestyle changes, 

losses, support systems, suicidal thoughts, substance abuse, current medical 

treatment, and duration of present systems. These questions will help elicit 

information that may suggest depression or suicidal thoughts. 

In addition, physicians should be aware of current medical 

treatments for depressed and suicidal elderly patients. If physicians are 

knowledgeable of the current treatments, they can provide information and 

referrals to their elderly patients. Anti-depressant medication, known as 

tricyclics, and electroshock therapy have attracted the most scientific 

attention as treatments for depression in the elderly . 

Tricyclic anti-depressants ease depression, but usually do not wipe 

away all symptoms of depression. According to a 1991 NIH Consensus 

D evelopment Panel on Depression in Late Life, 60 percent of the patients 

studi ed clinically improved wh ile on the tricyclic anti-depressants. 

However, side effects such as lowered blood pressure and weight gain may 

cause many of those g iven tricyclics to stop taking the drugs (NTH, 1992, 

p . 1020). Since the early l 990's many physicians have prescribed 
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serotonin reuptake blockers (i.e., Zoloft, Prozac, Paxil) for elderly patients 

suffering from depression. These medications produce less dizziness, 

drowsiness, sweating, and rapid heartbeat than tricyclics do. They are also 

often better tolerated by people with heart disease, dementia, Alzheimer's 

and those who have had a stroke. Its most common side effects are nausea 

and headache, but these are usually not severe. Serotonin reuptake 

blockers leave the body very slowly so a patient can easily maintain a 

steady level of the drug. Frequently anti-depressant treatment must be 

initiated in the hospital because of the risks involved, and a consultation 

with a knowledgeable psychiatrist or geriatrician is essential. 

Electroconvul sive therapy (ECT) should also be considered for 

elders with severe depression. This is an effective treatment, which is 

often safer than medication (Richardson, Lowenstein, & Weissberg, 1989). 

ECT has an important role in the treatment of depression in elderly adults. 

The most recent study conducted by the National Institute of Mental 

Health ( 1991) indicated that pati ents over 61 years old constituted the 

largest age group of those who receive ECT. The treatment provided short 

term relief from depression , but relapses occurred frequently once a series 

of electroshock sessions ended. Additionally, people of advanced age have 

an increased ri sk of memory problems and confusion following 
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electroshock. However, ECT is often effecti ve for depression m the 

elderly but is generally under-used or unavailable (NIH, 1992). 

A physician may also feel that a referral to a therapist 1s an 

appropriate treatment for an elderly pati ent. A therapist may use 

psychotherapy as a primary or adjunctive treatment in combination with 

medications. Social and environmental manipulation, and patient advocacy 

may also be used. Therapy can be beneficial in several ways, allowing 

elderly patients to resolve new and old conflicts. It can give meaning to 

a life time of experiences. It may provide an opportunity to discuss the 

various losses the elder has suffered in their life. Therapy may preserve 

self-respect and self-esteem. It may also provide understanding and 

guidance to an often bewildered family (Jarvik, Lazarus, & Sadavoy 1991). 

Research 

Research studies in this field are able to fill some of the gaps that 

currently exist concerning the understanding of elderly suicide. A limited 

amount of research exists on psychosocial treatments for elderly 

individuals with depression. Little is available on psychotherapy and 

community outreach programs for the elderly. With such limited research 

available in the area of elderly suicide, a consensus of treatment cannot be 

obtained by physicians. However, physicians have a key role in elderly 

suicide research because they can initiate, create, and conduct studies that 
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increase our understanding of the dynamics involved with elderly suicide. 

A 199 1 National Institute of Mental Health study presented twelve areas 

that should be studied for future research in elderly suicide. 

Improvements in diagnosis and identification of those 

elderly individuals most likely to benefit from specific 

treatment. 

• Clarification 111 the relationship between subcortical brain 

abnormalities, depressive and cognitive symptoms, and early 

versus late onset of depression in the elderly . 

• Clarification in the pharmacokinetics changes in the very 

old and prognostic value of metabolic subtyping. 

• Clarification in the cause and effect relationship between 

depression and medical illness. 

• Initiation of a prospective cross-sequential studies to 

identify general risk facto rs. 

A study of the basis for differential occurrence of 

depression and suicide rates in demographic groups. 

• Determination of whether ECT is effecti ve as a continuation 

and maintenance treatment in late life depression. 
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• A study of the treatment of pathological g rief. Which 

psychological and pharmacological treatments are effective 

and when should they be used? 

• Conduction of clinical and observational studies of 

treatment in the very old, elderly in minority and 

underserved communities and in institutional settings, and 

elderly with medical illness. 

Development and evaluation of psychosocial treatments that 

are specifically linked to the needs of the elderly. 

• Development of demonstration projects focused on 

innovative modes of providing care. 

Advocacy 

Development of a long-term cl inical tria l wi th broad-based 

assessment of outcome to determine the extent to which 

effective recogn ition and treatment benefit patient and 

society. (NIH, 1992, p. 1023) 

Physicians are also needed to provide advocacy for elderly patients 

who are experi encing depression and/or suicidal thoughts. This may 

include such actions as obtaining community support, referring for 

psychotherapy or outreach programs, planning treatment w ith patient's 
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family , or hospitali zation . In addition, physicians may advocate for the 

elderly by lobbying for research dollars or against restrictive legislation of 

programs for the elderly community . With the growing number of elderly 

in our society , the problems of elderly suicide will increase unless a better 

understanding and recognition of risk factors causing suicidal behavior can 

be obtained and reduced. 
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CHAPTER 3 

Med1od 
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The researcher's questionnaire was sent to 200 physicians currently 

on staff with a moderate sized midwestern community health center. The 

health center is located in a suburban area 30 miles from a large 

metropolitan city . 

Design 

A questionnaire was developed to measure physicians' education, 

training, and utilization of resources of elderly suicide as well as their 

general knowledge of sui cide. The questionnaire was based on a Rockwell 

and O'Brien ( 1973) study and some of the reseacher's data will be 

compared to the results of the original study. 

Mate,ials 

The questionnaire used fo r this study was a new instrument 

developed by the researcher, based on a Rockwell and O'Brien (1973) 

study. The Rockwell and O'Brien (1973) study was descriptive in nature 

and was not tested fo r rel iab ility and validity. The researcher understands 

there are limitations to an instrument that hasn't been tested for reliability 
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and validity. The intent of the research is to be descriptive and 

exploratory. The following questions were addressed with the researcher's 

questionnaire. 

1. Do physicians had adequate training in the recognition of suicidal 

patients and are they able to identify elderly patients as having the 

highest rate (?/ suicide! 

2. Do physicians believe their kno111ledge of suicide is sufficient and 

ho111 have they gained knowledge in this area? 

3. Do physicians have d{fferenl allit11des toward the elderly and 

tenninally ill committing suicide? 

4. A re physicians interested in study ing the issue of suicide? 

5. What ll'ere the demographics of the physicians and their patients 

that participated in this research? 

The researcher believes it is important to establish a connection between 

the data collected and these questions in order to gather information. 

Procedure 

The questionnaire was distributed and collected by the Medical 

Affairs office of the health center. The questionnaire was placed in the 

mailbox of each physician associated with the health center. Once a 
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physician completed the questionnaire, it was returned to the Medical 

Affairs office. 

In addition, a one page explanation of who is conducting the 

research and how to contact the researcher was attached to the 

questionnaire. The explanation page also discussed that the researcher is 

conducting the study for his Masters Thesis in Counseling at Lindenwood 

College. The specific variables examined in the study were not discussed 

because the researcher believed that information was not necessary 

knowledge for the physicians. The researcher wanted the physicians' 

general knowledge, education, training, and resources of information 

regard ing suicide. Additionally, if the physicians knew the variables being 

tested, their answ1;rs to the questions may have been influenced. 

The questionnaires were di stributed on March 7, 1995. The 

researcher allowed two weeks (March 28, 1995) for the physicians to 

complete and return the questionnaire. No mail or telephone follow-up 

was used to obtain the questionnaires. 
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7. What age group is responsible for 25% of the suicides in the 

United States? 

60 years or 
more 

51-59 years 

41-50 years 

31 -40 years 

21-30 years 

11-20 years 

10 years or 
younger 

FIGURE 9 

Researcher's Results 
Count Percentage 

17 

3 

2 

8 

22 

0 

30% 

2% 

5% 

4% 

14% 

39% 

0% 

Rockwell & O'Brien (1973) 
Results 

Count Percentage 

This question was not 

included in the 1973 

study. 

Three (5%) of the physicians wrote-in and checked don't know as a 
category. 
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8. What age group that commits suicide sees a physidan 75% of the 

time shortly before commilling the act? 

60 years or 
more 

51-59 years 

41-50 years 

31 -40 years 

21-30 years 

11 -20 years 

10 years or 
younger 

FIGURE 10 

Researcher's Results 
Count Percentage 

25 45% 

4 7% 

8 14% 

7 13% 

4 7% 

4 7% 

0 0% 

Rockwell & O'Brien (1973) 
Results 

Count Percentage 

This question was not 

included in the 1973 

study. 

• Four (7%) of the physicians wrote-in and checked the category don't 
know. 
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9. W ha, is 1he age ca1ego1y of 1he majotily of your patients? 

Older Adults 
(60 years or 
more 

Middle Adults 
(35-60 years) 

Young Adults 
(21-35 years) 

Adolescents 
(12-20 years) 

Children 
(1 years or 
younger) 

FIGURE 11 

Researcher's Results 
Count Percentage 

12 21% 

22 39% 

6 11% 

0 0% 

8 14% 

Rockwell & O'Brien (1973) 
Results 

Percentage 

This question was not 

included in the 1973 

study. 

Eight (14%) of the physicians did not respond to the question. 
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JO. Do you believe your knowledge of suicide is sufficient? 

FIGURE 12 

Rockwell & O'Brien (1973) 
Researcher's Results Results 

Count Percentage Count Percentage 

Yes 19 34% 5 9% 

No 22 39% N/A N/A 

Unsure 15 27% N/A N/A 

N/A Data not compiled in 1973 study. 

11. What percentage of y our patients are 60 years old or older? 

80-100% 

60-79% 

40-59% 

20-30% 

0-20% 

FlGURE 13 

Researcher's Results 
Count Percentage 

2 

8 

11 

12 

23 

7% 

14% 

20% 

21% 

41 % 

Rockwell & O'Brien (1973) 
Results 

Count Percentage 

This question was not 

included in the 1973 

study. 
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12. Whal percentage of your patients are between 11-20 years? 

FIGURE 14 

Rockwell & O'Brien (1973) 
Researcher's Results Results 

Count Percentage Count Percentage 

80-100% 0 0% 
This question was not 

60-79% 0 0% 
included in the 1973 

40-59% 1 2% 
study. 

20-30% 17 34% 

0-20% 38 68% 

13. Do you believe a patient III ith a terminal illness has the right to 

com mit suicide? 

Yes 

No 

Unsure 

FIGURE 15 

Researcher's Results 
Count Percentage 

18 

27 

11 

32% 

48% 

20% 

Rockwell & O'Brien (1973) 
Results 

Count Percentage 

This question was not 

included in the 1973 

study. 
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14. Do you believe an elderly patient has the right to commit suicide? 

FIGURE 16 

Rockwell & O'Brien (1973) 
Researcher's Results Results 

Count Percentage Count Percentage 

Yes 8 14% 
This question was not 

No 36 64% 
included in the 1973 

Unsure 12 21% 
study. 

15. Would you be interested in exploring the issue of suicide? 

Yes 

No 

Unsure 

FIGURE 17 

Researcher's Results 
Count Percentage 

16 

28 

12 

29% 

50% 

21% 

N/A Data not compiled in 1973 study. 

Rockwell & O'Brien (1973) 
Results 

39 

17 

N/A 

Percentage 

70% 

30% 

N/A 
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CHAPTER 5 

Discussion 

The two write-in questions at the beginning of the researcher's 

questionnaire were used to describe the type of physicians that completed 

the questionnaire. The results of these questions showed that 37 (66 

percent) of the physicians who returned the questionnaire practiced Family 

Medicine, Internal Medicine, Pediatrics, or General Surgery. The years the 

physicians practiced medicine ranged from I year to 43 years. Figure l 

illustrates a box-whisker plot of the years. According to the figure, the 

median is not in the middle of the box; therefore, the distribution is not 

symmetrical. Since the median is closer to the bottom of the box than to 

the top, the data is positively skewed. That means there were more cases 

toward the upper end of the di stribution . Even though Rockwell and 

O'Brien ( 1973) did not include these questions, the researcher felt it was 

important to gain some demographic information on the physicians that 

completed the questionnaire. 

Questions one, four, six, seven, and eight of the researcher's 

questionnaire were used to answer the researcher's first question ; have 

physicians had adequate training in the recognition of suicidal patients and 

are they able to identify elderly patients as having the highest rate of 

suicide? Questions one, two, and three dealt with the physicians' training 
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received on suicide. All th ree of these questions were included on the 

Rockwell and O'Brien ( 1973) study. The researcher's results showed only 

4 (7 percent) of the physicians received a specific course on suicide. This 

figure is less than the 1973 results of 14 (25 percent) of physicians having 

a specific course in suicide. These results suggest the physicians in the 

study had limited education and training in medical school on the issue of 

suicide. 

Questions six, seven, and eight of the researcher's results were used 

to see if the physicians in the study could identify the high rate of suicide 

among the elderly. For questions six and seven, 15 (27 percent) - 17 (30 

percent) of the physicians identified the high rate of suicide among elderly 

patients. However, for the same questions, 16 (79 percent) and 22 (39 

percent of the physicians thought the 11-20 year old age group had the 

highest rate of sui cide. The researcher was s urprised by the high 

percentage of physicians who could identify the high rate of suicide among 

the elderly. In the Rockwel l and O'Brien 9 1973) study, the researcher 

discovered only 8 ( 14 percent) of the physicians answered questions six 

co rrectly. Questions seven and eight were not included in the 1973 study. 

The researcher included question seven and eight on hi s questionnaire to 

determine if physicians knew how signifi cant the occurrence of elderly 

s ui cide was. In question eight, 25 (45 percent) of the physicians studied 
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correctly knew that individuals 60 years or o lder often see a physician 

shortly before committing sui cide. The researcher's results showed that 

many of the physicians studied were aware of the high rate of suicide 

among the elderly . In relation to question six, the researcher's results 

showed an increase of knowledge compared to the 1973 study . 

Question fo ur was on both questionnaires. In fact, the results were 

very simila r. Both studies found 39 (20 percent) and 41 (73 percent) of 

the physicians tho ught that overdose was the most popular method of 

suicide. However, research concludes firearms to be the most popular 

method of s uicide. 

Questions two, th ree, five and ten were used to answer the second 

question the researcher developed fo r this study; do physicians believe 

their knowledge of sui cide is suffici ent and how have they gained 

knowledge in thi s area? Question two showed that 25 ( 45 percent) of the 

physicians studied fe lt their medi cal school training was adequate. The 

Rockwell and O'Brien ( 1973) study had similar results. In fact, the 

researcher's resu lts showed only 3 (5 percent) fe lt their medical training 

was excell ent on suicide. It is important to realize the researcher and the 

1973 study both discovered 46-55 percent of the physicians studied felt 

their medical school training was poor on th is subject. 
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If most physicians in this study have not taken specific courses on 

suicide and a large proportion of them felt their medical school training 

was poor for both studies, then where have these physicians gained 

knowledge on suicide? Question three was included in both studies and 

concluded that 47 (84 percent) to 50 (87 percent) of the physicians studied 

have not attended seminars on suicide. The researcher's results of question 

five concluded that 30 (54 percent) of the physicians received their 

information of sui cide from journals. Nine ( 16 percent) of the physicians 

gained information from books. Question ten on the researcher's 

questionnaire found that 19 (34 percent) of the physicians felt their 

knowledge of suicide was suffici ent compared to the Rockwell and O'Brien 

(1973) study where only 5 (9 percent) of the physicians were satisfied with 

their knowledge. These results could suggest the physicians in this study 

were more confident in their understanding of suicide than the physicians 

in the 1973 study. 

Questions thirteen and fourteen of the researcher's questionnaire 

were used to answer the third question developed by the researcher for the 

study; do physicians have different attitudes toward the elderly and 

terminally ill committing suicide? These questions were not included in 

the 1973 study, but the researcher wanted to see if the physicians had 

different attitudes toward the elderly and terminally ill co mmitting suicide. 
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The researcher's results found that 18 (32 percent) of the physicians 

thought a terminally il l patient has the right to commit suicide. However, 

only 8 ( 14 percent) thought an elderly patient had the right to commit 

suicide. It appears the physicians in the study were more accepting of 

terminally ill patients committing suicide than elderly patients. The 

researcher's results do show the physicians had different attitudes for 

questions thirteen and fourteen . 

Question fifteen was used to answer the researcher's fourth question 

developed for thi s study; are physicians interested in studying the issue of 

suicide? Question fifteen was included in both studies. This question was 

used to determine if the physicians studi ed would be interested in attending 

programs developed to further educate them on issues relating to suicide. 

The Rockwell and O'Bri en ( I 973) study had 39 (70 percent) of the 

physicians expressing interest in suicide education programs. However, the 

researcher's results showed that 28 (50 percent) of the physicians studies 

were not interested in exploring the issue of suicide further. From the 

results of the two studies, the researcher's physicians gained in their 

knowledge of elderly sui cide compared to the results of the Rockwell and 

O'Brien (1973) study, even though their training and education on this 

subject has not increased. The physicians in the researcher's study reported 
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to be comfortable with their knowledge of suicide and further study on the 

topic is not necessary. 

Figure I and questions nine and eleven on the researcher's 

questionnaire were used to answer the fifth question developed for the 

study; what were the demographics of the physicians and their patients in 

the study? The purpose of questions nine and eleven on the researcher's 

questionnaire was to determine what percentage of the physicians worked 

with older adults. The Rockwell and O'Brien (I 973) study did not include 

these questions on thei r questionnaire. The researcher's results show 22 

(39 percent) of the physicians stated the majority of their patients were 

middle adults (35-60 years). Twelve (21 percent) of the physicians 

reported a majority of their patients were older adults (60 years or more). 

Ten ( 18 percent) of the physicians reported 60- 100 percent of their patients 

were 60 years old or more. Question twelve was on the researcher's 

questionnaire because he felt question eleven could influence the 

physicians that the questionnaire was researching exclusively elderly 

suicide. The researcher did not want the nature of the study known to the 

physicians. The researcher felt the physicians studied had experience 

working with older adu lts. 
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Limitations of Study 

There were four limitations to the researcher's study. The 

researcher's study was exploratory and descriptive in nature. However, 

more complex statistical analysis such as correlation, chi-square, or t-test 

is needed for calculations that could quantitatively support or reject 

conclusions on the data collected. The researcher's conclusions for this 

study were only based on the researcher's interpretation of the data. 

The researcher's subjects were all practicing physicians at the same 

health center. In order to gain a comprehensive survey of physicians, the 

researcher needs to study physicians from several health centers. A 

random sample of physicians is needed to receive a proper perspective of 

their education, training and sources of information regarding suicide. 

A direct comparison cannot be made between the researcher's 

results and the Rockwell and O'Brien ( 1973) study. The Rockwell and 

O'Brien (1973) study did not document the demographic information of the 

physicians studied. Therefore, the researcher cannot show the population 

of physicians he studied was si milar to the population used in the 

Rockwell and O'Brien ( 1973) study. In order for the researcher to compare 

and develop conclusions between the two studies, the two sample 

populations of physicians need to be simi lar. 
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The researcher felt question four, which was also a part of the 

Rockwell and O'Brien ( 1973) study, was poorly worded because it did not 

specify between completed and attempted suicide. Some of the physicians 

wrote on the researcher's questionnaire that the question needed to 

differentiate between completed and attempted suicide. 

Conclusion 

The results of questions one, two, and three showed the physicians 

studied had lim ited training in the recognition of suicide. However, the 

results of questions five, six, seven, and eight in the researcher's study 

showed a large portion of the physicians in the study were able to identify 

the high rate of suicide among elderly patients. Comparing the researcher's 

results to the Rockwell and O'Brien ( 1973) results, the physicians the 

researcher studied had an increased knowledge of the risk of elderly 

suicide than the 1973 study, but their training had not increased. 

In order for distinctive conclusions to be made from the data 

collected, the researcher must calculate quantitative statistical analysis such 

as correlation, chi-square, or t-tests. However, this study was descriptive 

and exploratory in nature. The researcher only described the data 

collected, no conclusions were made. 
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