72 International Journal of Social Psychiatry 61(1)

Appendix I (Continued)
esl5 b (Ifyes) When did it start?

Month Day  Year
eslé 6 Have you ever in the past avoided social relationships?
Yes, No,
esl7,esl8 a (Ifyes) When did the longest past period start and end?
Start: End:
Month Day  Year Month Day Year
STOP AND ASSESS:
[If 5 is ‘NO’ and 6 is ‘NO’ mark ‘Ineligible’ in Step 6. If 5(a) is less than 6 months ago and period in 6(a) is less than 6
months, mark ‘Ineligible’ in Step 6]

esl9 7 Considering your most severe period of social isolation, (did/does) it do any of the following:
a) interfere significantly with your normal routine;
b) interfere significantly with your ability to work or attend school;
c) interfere significantly with social activities or relationships; or
d) bother you a lot?
Yes, No,
[If NO, mark ‘Ineligible’ in Step 6]

8 Briefly, what is/was the reason you started being socially isolated?

[If all episodes due to a chronic physical iliness or injury, mark ‘Ineligible’ in Step 6
P jury, g P

Step 5: Review of exclusion criteria

es20 I. Are you comfortable speaking and reading English*?

Yes, No, [If NO, mark ‘Ineligible’ in Step 6]
es2| 2. Do you live in a group home or institution?

Yes, _No, [If YES, mark ‘Ineligible’ in Step 6]

3. Do you have a history or have you been told you have any of the following conditions:

es22a Schizophrenia
es22b Dementia (any type)
es22c Mental Retardation
es22d Asperger Syndrome

es22e Autistic Disorder (Autism)
[If any of the above conditions checked, mark ‘Ineligible’ in Step 6]

Step 6: Determine eligibility screening outcome
1. o Ineligible for study participation.

/ ‘'m sorry to say that you are not eligible to participate in this study. Thank you for your interest. Do you
esZ3{\ have any questions or concerns?’
2 ,  Eligible for study participation.

‘Pm pleased to say that you are eligible to participate in this study.’

*English replaced by the local language for non-English-speaking sites.
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1. 7L x—4%KE - BRR
1) BCREEKE (autoimmune diseases :
AID)

HORZEGRE (AID) LB BOBERIC
DWW, BEY v <F (rheumatoid arthritis :
RA) LHRERKREDOEENVHEMHBPLTVD I L
PELhHLHONTBY, HAKRREREICRA
PEPT AN ERER—BRAOD 350 1 K
EHEINTWDY, HAKRAERETIREA
& X Tinterleukin 1 (IL-1) &% 7 v I=
A M T35 IL-1 receptor antagonist (IL-1RA)
DIMPBE>IE L, IL-1IRADRAREICEHLT
PiEMICER T AZ EME IR TV A, HH
RBEFMRED 1 2 SCL-90R % F 728 1H) X BF

FRAHERE $29% $25 20144258

22 Ti, RA B#I3JE RA BEIZH T SCR-90R
O [EEEHLS] HEOBAPEREIZEKL, RA

CREMRIER & QP B RS R IR T

5", f75, RA DS D AID 1L T, #HEK
RE L OBMEIRS CBESIN TS, BED
Chen 62 X 2 KBEARFHRETIE, HELHA
ED ABEBRETRER L LB L T Graves %, #
8, EWMEIm, )7y 2K BERELEROR
EERDE L, B RA OBERIIE N Lo HE
ENTwWaY, Fry—7 Tk 2 o0 KBBEEE
FAEANDH Y, Eaton 51X AID DEEF I HA KA
EDORIE) A7 245% LA IED I L, HELH
EREIREALLEXRT, 9200 AID (V=
FUL R, Sjogren EMRER, L) OBR
BBV L, 6L, ZORKIIOVTD, #
BERAEBZOBRTREAOBRIZHTI20 AID
DERENFBE W LG SN, EEHEREIC
BUILRBROBERENIREINT VS, ZDF
BEZITC, BLFY<—2DINV—TI2LBK
BT, MEXFTEBZED36%% AID %
REL, TORE) A7 ZREFEADISMETH S
L, MALREOREES Z b AID ORI
27 % bEMILEREE, AID BED31%IZHK
EREDOFIREND B Z LHHESREH,D
THb% ZOREDOHRT, AID ORI ERYE
BR-THRENERT L L, AIDOREY X7
BREREIZ X B ZZRORVWREAN LKL T,
BREIFEIC L 2 ZZREOD 5 BEEZ TLIE, B
W & 2 ZBED L WA RGBS TL324E,
BRYSEIC L B ZZEDD KA RRERE T270
BLELHESNTEY, WTFIZBWTHREREHEIX
MELXFEL L LICAIDDRIEY A2 % EIFT
WA REEATRB IR, EBROKESERTER
BBV THRIEREDOEGIEREINL TV S,
Bl Z A R TERE L HOAICE T 58108F
RENFELE LAY TF I Y RVTIR, HEER
fEBE T200 BOHAEREREIEL, & hbid,
MRELE Y — FEMRECIIRERE ATV
VAV ¥ HkE, §iNMDA ERIA DKM
ERFEICEL, B HOHEOMMI e %
RELHEELTBY, FHCHUEORE - EXD
FrATHAEZLMPBEIN TS, fih, HEER
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FE & BUBRPERE S O BE3228 25t R & L 7-iige
T, MAEFTEICBI 5 IL-1RA, WY tumor
necrosis factor receptor 1 (TNF-R1) & £ IfiL
BE L GAF X 27, IL-1RA & PANSS k& R
FEXa7, W TNF-R1E PANSS Btk R EE A
a7 - ABEEE WEOMICHAERE2MERH Y,
TR HE BE & RS EAR DR O Wi &
BLTWDLIEDRBEINRTNSE"Y,

2) 7Y, KRS, 7T MY —TRER R

(atopic dermatitis : AD)

AERD PRI x 4 2 B 2 RIESUSIC L DAL
57 PE—MERBD, HAEREL OBENEN,
TME—HEME (AD) %KL&, Fofl
DT PE—MHRBOREY A7 S LRATHZ LN
“atopic march” £ LCTHIS N, ADICIAT o THE
M7LLVF—, REXWE, TLVF—HRRe
Wo 7 MY —HRBDMR, FEL TW L,
ZOHIHEM - ARRBOE TN, HARAIHRSE
DEHNT FE—UHMERLT b Y — B R
gLwvo iR E R, e OBMER (5
Ok, AEEE, ADHD, HBEER L) 245
NTWwa®, HE»S3RE TCOMBZEHL
The Northern Finland 1966 Birth Cohort Study
Tit, ADDLHEZETI) DWOFIEY A 7253
~ATREIC 2B 2 R, BHRBEICBVTHID
DFERPREMEDOH TIZAD & 9 DK & OMHE
HrET AL (OR63ME) vHESIhTW
57, 72, ADE ADHD L DB E Bz #H
HL-MZEE LT, ADHD RO#9 %% AD ¢
BFRTHAZ LR EPHRESN TS, AD &
BRHEBRSBEHELRTWHEEBE LT, KERENR
FHRB SN TWE, FHEITEE SN TEEA
MU RRETFICBhND &R USSRt ik
PHWHERIEICY 7 LT, [L-4/5% £ D Th2
YA WAL BEBICRDBIED, FhRIHE-TE
BISEDIF ST avF - Vo RREN LR
3 57 & HPA % (hypothalamic—pituitary—adre-
nal axis) OB LMbY, 64257 PE—H
REBOBEVFREINRS T kD LEILRATY
5% TOX)BHAFWARDBERALELHEDOR
BRI DOARHE DS, MNOREET A P AL V%
AL THM - SERICEE L TV AR E
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RENT, SHE DA BRI L BRESLET
Hb,

2. BEE

RIEVEIRBONRE L b F 2 5 BRPETIE, F4K
MFERANDEIREGA IR ST, B4 L& HORYE
HHRBICBOWTHARBOHENTI SN TV 5,
TSR B2 RS LR T Ry 70 etk
AL LTEN CRFRE HIV EREZ Y L
5o

1) 18t CRBIF%

CHIF&w 4+ VA (HCV) BREIZXZEMC
BF#RIE, ROREBED) BICHFHEENEH#ETL,
WU 7 SR TR T 5 0%, HEMER
EDMEHE DRV, (BEWF YV T THBEW
IHENZCLED) BECRFRABEETIIRAL
TANVAEFRTH B8 BRFREZ IR
THRBERE QOL A EICIK L, BEHIZHRT
Mo ERDEREAB, £, EERE,
FAITHREREE, SHEEYOBELR URABREREE
ZHFE LR <, ¥R MRS (Magnetic Reso-
nance Spectroscopy) OEFEHR S LIZLIXERD
HND*™, EHRPHWMBEREK T 209 HCV BE
TIE, BRI b = CHER, MEko Fo3
IVHRROBALE OBEDLRBEINT VS,
29 LERIZ, RERERORL-THRALEE
ENTWV5E, HCVIZHEARRAITREZRI LT
IL-18 % TNF-a ¥DO&IEW A AL 240 L
TRIBEMICIIC 2 RITTED, 74 VREKE
PRI 2 72 ERSETEENICE
LTWbWRetEdd b, BHERIZEGE L HCV X
M BE AN M % 8l L C RIS I 7 1 7)) TSR
e, BREI 707034 b4 rERBT
5T & TH A OFM - BABERICEELTVwS L
HE SN, HCV BEDOERME CTIX, AiiEsE
ERETHEIIBWTHA A4 (IL-1a, IL
-1p, IL-4, TNF-a, IL-12, IL-18) B X U'#
EHh A (IL-8, IL-16, IP-10 (interferon-induc-
ible protein 10)) DA F LB EIRE ZINTW5EY,
F7z, HECHAVWLNEAL vy —T7 20y (IFN)
a3 A4 v A vo--FETHY, LIFLIEHID
WEBFBREINAZEPHMONT WS, IFN-a f
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BIZED, FXLoVIBEMNKMILE cerebro-
spinal fluid (CSF) #CLEHL, CSFHh*+xX L
ZVEBEIRCSFHOF ) VBEXFXL VBE
EOFRELMEELTWS, &5, CSFHOD
FXL=veF /)Y VBIZCSFHDIFN-a,
WY TNF- o 22442, MCP-1i8E L ¥
733 TR, BHRESMRED 12> MADRS
ZIREEL L7239 DEROME L OB D @i &
nTwa", 29 LRERIE, EFEERSL
TVWBIDHICBIFLF X L= VR 2R
5bDLEZ LN,

2) HIV &

HIV &$Tid, 37020 7 OmMKHEE
HEHENTWS, HIVIZ T VY /33, B <
707 7—I%E CDABYED REMIC RS L,
TR AZF|ERI T, FICCDAEHET Y
VRRICERET D L, BRURESSERE
(AIDS) %2RIET 5. £HMED HIV BEH» S
WEZICIE HIV SR REHERICEBAL, Bihr
LHELRTRERERBICHKS L, EF - 2
- TEIORE TEHEOT SN 5 HIV BEZ
$E (HIV-associated dementia : HAD) % R%E$
5ZLhHbH, HAD BETIECSF B L URIR
BZBITA PRI VEFRENZY VEBEOBEEIME
TL, EEHELTEEMRTE TIIEEREEKT
BAZBIT B M3 g% B OHIITE & iR,
KIEEOFE L EHPRESIN TS, HHEE
B IEETER, SEEME, 7TAMaZY +—
SR, IXLYVRD, 3y TiEH kS
HREEETHA, BTHLZY THBENZDORRE
ERIZHFSELTWwWAEEEZLNTWS, HIViZ
REMERICBAT S & PRI LT
BEREORIVEDEREFIZRIL, WWTCCR3
R CCREE VST EH A VZBEKRENLTI Y
s 7ICERET S, HIVORREIZI Z7us)
TREHEIL S TRERICEZTIEREITE LD
12, MifaORRERAE L RELEERT S, L
L, 3707 7TRREERBIZE o THEBEEZ
726 IEHNIC, MERENZMUEDS o T
Wb, BlZIE, 37207 7R TRV AL
MR RS U CHIRIETEY A b4 v Z2HuUk L,
LR L 7-Mif % B33 A & & B 12 axonal sprout-
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ing #REL, SOLIWMEEEZFHTIHLEN)
EHLAL TR I LPRESATVEY, 20
) R3IsurY) T ORIE - REBHEL L2
FEREEM L AR R EE O WM A{EA S, HAD ©
RELRERTLLETEELRREZE-TWANDL
Nz,

3. £AE (delirium)

R BMED, FICARNERCELERL
RTVWHEARE (BHER) O128¥AETH
b, A GEFUORECLILIIAET 2EA
Eil, SHREBTERICEYREMS - THERZ
BIEREIL, MZRLDETIHBEBEEICS
WTIREDLDDODT BN LEHHEFENMETD
3%, AR AEN, RERPNELZITHRAZ ML
ARG ZBZFTERLY, ZOBRORHIIRAR
MBEEETY, AREHLRETEYN, $X
BEBRBEOEAO—HIZDLRoTVELD, 0
B L2 ZW - B8 FPHEOHILEEETH S
Y, CAROHBERICIAHR L IA S0
7o, BARMZRER - FHIEIRIZHELIAT
Wik, FRRBABEKSE LT, oy vyEioky
FAREDHFRENSL LV RBRHBEENLHIY ¥
EB RO BEFHUICAZELFRT L E V)
RS H LR & DIBIBENTE 7, KFICE DO
TaYy YT A7 5 —EHEE rivastigmine DFH
SIEDRKRIE S N7As, CARME ERTLZ L
37K, GLARTREMOWEE S RRI N,
ZORFCHA D RO TV I, HETIHR
IERIERGT AR S h, EARBEDOFERT
RTIZOZYTHEELLL TV AT 2573
sus )T OEENEZOND L) ko, 3
yu 7)) 7HEEACHEER 2 FoPEY E mino-
cycline i, MAXRRER D 2WIIH T 2H R
PHESNRTBY®Y, bhbhidiiE, &R
WEEREIIBIT 5 AEICH LT minocycline 254
MTHoERMEREL TV, HENLZER
rERICHORAMELARIIH LT, MEME:
—4)fF 9 Z & % < minocycline B TH A B
EL7D, TARORERBERATIHF TS D
DLEZ LN,



RMEHGHE B29% H25 20442H

4. B

AR & SRR 5 EETH DR
RARTHO 1 DICBARPD D, T T TEEFEHH
REEHIT, RIEREFHEEI»OHRICHT S
EWFER AR BT 5o

1) E#E ghus
FSEEBICL Y BREECEHRERIO) A 7 )8
BEAHIEDHIIHIO R, HEWRREIWE,
iy v~ BMERE G, 7 hY—E
%, EER)RETHRY RS L OME;HRE
ENTV5S, 0L BROMEMEIT®, PHQ
~9 R HW/22924% D EE AN R E L-FET
i, 78% b OB EIME 2HEM O ) bIZHK
SRERE, WANER, BEEOME, B0 3
EENEARSEEAEICHEL TV, MR
PODORNEFETITARSEEZIC ) R 7D
<, FRITHED AR 4 10 F THRWESE
ZRITT A REME AR S b, Harris & Barra-
clough 512k 5 &, %L nHkEE (HIV/AIDS,
NeF bR, SREREELERLE) LEEED
BEIEERE LD DEF~PECHIEDON
2500, TOPNPETHo 72", HIEKIZBE
2L A7 — WKl &EDOAETEEEICEEL -
BEREOLND RS, —IPERAROBHR—IK
ROFER, WHICBWTHBROFKKRENEHKY
A7 mBbLEV)HER, HRICBITSEEN
EROFEBLRELTBY, BREDILEKIE
Tlta bR/ V7 FLF) Y ROMR RE
BELEHIhTNEY,

2) BRE RIERER

DL HEBREBRIILAONIEROER
I ENEBIFAET L EEZON TS,
BREBRER TSR E LR ERFET, KELH
FERK ) DHOBEREEEOHANI 7 a7 ) 7iF
HAL R, 7V a— VIRIFED 9 DFEBREERE
D7) TR ERMT S SN, RERER
OBEMFEH SO TS, BREFEHIZE
RIEF LR L T, MERBERECILABIY
IL-130 % B2 mRNA LNV CHEIZEML T
BY, &5, ¥4 b4 UEBRIIBERD -
T, THETIFILA4%, BHETEIL-1303ehZEh
BEICHEMLTBY, NHWROEELREIN
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TwaY, 10O ARERE TRIEET A b h A
¥ (IL-18/IL-6/TNF-a ) ASHiEEFTE CHML
T ) IEdd by, AHEEICBIT S RER
BROEE AR E OMENHERN STV BEY,
BB A B3 O A R A IL- 22 B RS E B
BmLTwiw)HE2EDHIT, BREN
FaRG e L - CSEho% 4 bH g -
TENA VIZHEH LIZBIEAHR TV B2,
FIo ORI T RE—ErH DL LB
B, MY ELEMESRTWEFRE LTI,
1f%E - CSF o> IL-6i BERE ™" &, IL-2i% BE{E
THERBETFONE, TH) LA M A4 VER
HOBRRPERIANZD, RALEARERTLE
BHRAK, FAREH, EREOEELRBEITAS
DFRIIW R FE"Z 7238412 CSF o IL-6
WEPRDEP o728 v ) BEIL, BRICBY
BRIEGIERZ N LI EYENEBEZEZ LT
Aoy MIbhd Litkv,

m B b b iz

FRTIE, BHFRBELBMRBOMREICEEY
BEWEHRFIZONT, FICREREREOE
RO Lz, BEEELNPEI TS, RiE
RIFBRPOEALFERER () LHMER
B-2za) tnrzaxb—2IZBT5ERK
(RE) 2R3 (K1), SR L -FHEED
%L, BEMOMBE~ I a7 7 =Y RMBEHD
REMBENLT, B> OE2FICED KERE
FERIEL TS, 29 LRERERDORIED
BRI CHEBERIZTIHIICRZEIZOSYT
BIRMICEEL S, EE kL3I 707y 7
PRI RIEBS A ALY - r'HAL Y - T
—SVMNRERES - BIBL, THLT, R
BELME-7) THEOHENFI RIS
YR DH S, 8612, EE, FEMAPL X -
DHEHARNA ML A L RIERIER & OB TRE
SNTBH, THLAAPMLRIZEABEDMD
D, HREHICEMERO BB BHEROHRIC
EL0TREhE, EFELEEZTWS (K
1)o %8B, BEOEKIIZEICZL D T4 ITHFE
BoOBEEL LTHRBIN COX-2EHR R mi-
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ABSTRACT

Background: To develop an empirically informed support measure for workers, we examined mental health
distress and its risk factors among prefectural public servants who were affected by the Great East Japan Earthquake
and faced a demanding workload in the midterm of the disaster.

Methods: We conducted a self-administered health survey of all public servants in the Miyagi prefectural
government two and seven months after the Great East Japan Earthquake (3743 workers, 70.6% of all employees).
We calculated odds ratios (ORs) and 95% confidence intervals (CIs) for mental distress (defined as K6 score >10) in
the domain of disaster-work-related stressors, work-related stressors, and disaster-related stressors.

Results: Among those with better levels of workplace communication, the only factor that increased the risk of
mental distress was not taking a non-work day each week (adjusted OR 2.55, 95% CI 1.27-5.14). Among those with
poorer levels of workplace communication, in addition to not taking a non-work day each week (adjusted OR 3.93,
95% CI 3.00-5.15), handling residents’ complaints (adjusted OR 1.55, 95% CI 1.00-2.42), having dead or missing
family members (adjusted OR 2.87, 95% CI 1.53-5.38), and living in a shelter more than two months after the
disaster (adjusted OR 2.80, 95% CI 1.32-5.95) increased the risk of mental distress.

Conclusions: All workers should be encouraged to take a non-work day each week. Among workers with poor
workplace communication, special attention should be given to those who handle residents’ complaints, have lost a
family member(s), and are living in a shelter for a prolonged period of time.

Key words: mental health; disaster; worker; cross-sectional study; risk factors

emergency statement to protect the health of public servants
(i.e., people working for prefectures and municipalities).

INTRODUCTION

The Great East Japan Earthquake hit northern Japan on March
11, 2011, causing one of Japan’s worst natural disasters. This
disaster strained the mental health of not only residents!
but also public servants. Recently, workers have become an
important target of post-disaster health monitoring because
they are key to the recovery of local governmental entities
and, therefore, communities.? In the case of the Great Fast
Japan Earthquake, based on first-hand experience, the mental
health community warned that public servants in the affected
areas faced increased levels of stress in the aftermath of
the disaster.>* In response to these clinical observations, the
Japanese Society of Neurology and Psychiatry issued an

Given their extensive experience responding to mnatural
disasters, mental health professionals were concerned about
public servants’ mental and physical health. Japan’s fairly
strong administrative structure, with its central and prefectural
governments, has municipalities serving as the service point
for local residents.® Public servants play a major role in the
immediate response and recovery phases of a disaster and,
unlike transient rescue workers who are deployed to an
affected area for a defined period of time, face multiple
stressors as victims of the disaster as they have a high
workload in the disaster’s aftermath and are local residents
living in the disaster-affected community.

Address for correspondence. Yuriko Suzuki, MD, MPH, PhD, Department of Adult Mental Health, National Institute of Mental Health, National Center of
Neurology and Psychiatry, 4-1-1 Ogawa-Higashi, Kodaira, Tokyo 187-8553, Japan (e-mail: yrsuzuki@ncnp.go.jp).
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2 Public Servant Mental Health Distress 7 Months Post-Disaster

Past research has revealed the importance of critical stress
management of rescue workers such as fire fighters, police,
ambulance personnel, and unaffiliated volunteers.”® Rescue
workers® stress is conventionally categorized as (1) basic
stress, which is increased by changes in one’s day-to-day
environment when workers are faced with, for example, being
away from family without adequate communication, working
with new people from different cultures, working in uncertain
conditions, and having to assimilate new information; (2)
cumulative stress, composed of various stress factors such as a
heavy workload, poor communication, the frustration of not
being able to meet the beneficiaries’ needs, having to cope
with situations in which one feels powerless, lack of basic
comforts, and inability to rest or relax; and (3) traumatic stress
or critical incident stress due to life-threatening events such as
witnessing the death of a coworker, or seeing a dead body or
other dreadful situations.” Such risk factors are scrutinized
among workers likely to experience critical stress, the primary
outcome of which is traumatic stress.!® However, empirical
evidence on disaster work-related stress in public servants
has not yet been fully examined. Close examination of these
public servants will help determine how to support them in
times of disaster because such workers have various known
job stressors, such as overwork and quality of communication,
during ordinary times.

In the prefectural government of Miyagi, Japan, a
comprehensive measure to monitor and support the health
status of workers was put in place after the Great East Japan
Earthquake. Utilizing this framework, this study was designed
to disentangle multiple stressors in the midterm of the disaster
by examining the relationship between mental health status
and multifaceted stressors, and to empirically guide a strategy
to promote the mental health and readiness of workers. Thus,
the study aimed to identify the disaster- and work-related
stressors and mental health status of prefectural government
public servants who experienced the Great East Japan
Earthquake and subsequent increase in workload. We
hypothesized that disaster-related work stressors, work-
related stressors, or disaster-related stressors might affect the
mental health of public servants differently, depending on the
level of known work-related stress and quality of workplace
communication.

METHODS

Study design

We conducted two cross-sectional studies within one year of
the Great East Japan Earthquake. We collected data two and
seven months after the earthquake (May 2011 and October
2011). The study design is a cross-sectional study of mental
health outcomes after seven months to investigate possible
risk factors derived at two time points depending on the
accuracy and availability of such survey information.
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Participants

All public servants in Miyagi Prefecture, Japan, were the
target of the surveys (n = 5305), conducted as part of a health
program run by the Prefectural Labor Welfare Division.
Miyagi prefecture is the closest prefecture to the epicenter of
the Great East Japan Earthquake. The number of dead and
missing due to the disaster exceeded 10000,!! the largest
death toll among the prefectures affected by the disaster.

Procedure

We invited all public servants in the Miyagi prefectural
government to participate in a web-based survey as part of
a health prevention and promotion program run by the
Prefectural Labor Welfare Division. Participants were directed
to a self-administered questionnaire primarily to self-monitor
their health status, with special attention paid to work
pressures after the Great East Japan Earthquake. At the end
of the survey, information was provided to participants
about mental health resources, and they were invited to
an appointment with a psychologist, psychiatrist, and
occupational physician.

Variables

We measured non-specific mental health distress seven
months after the disaster as a primary outcome using
Kessler’s K6 scale.’? In the K6 scale, participants were
asked if they had the following symptoms during the past 30
days: feeling so sad that nothing could cheer you up, nervous,
hopeless, restless or fidgety, that everything was an effort, or
worthless. Each question was rated on a 5-point Likert scale
from zero (none of the time) to four (all of the time), with
higher scores signifying worse mental health status (range:
0-24). The Japanese version of the K6 has been validated.!>14

The health survey questionnaire elicited the following
information: (1) basic information, including age, gender in
May 2011, working department, and degree of involvement in
disaster-related work (not at all to most of the time, 5-point
Likert scale) in October 2011; and (2) possible risk factors in
the following domains:

1. Domain of disaster-related work stressors. Solicited in
the May 2011 survey, these stressors are specifically related to
disaster work, working at a disaster-area work site (coastal or
inland area), working at a morgue, and handling residents’
complaints.

2. Domain of work-related stressors. These are work-
related stressors that are reported even in typical work
settings, with the October 2011 survey asking questions
including the amount of overtime assessed by the longest
hours worked since the disaster and during the previous month
(i.e., September 2011), whether or not a non-work day was
taken each week, and the May 2011 survey asking questions
including the level of workplace communication by rating the
quality of communication (poor, reasonable, or good) between
bosses, colleagues, and subordinates.
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3. Domain of disaster-related stressors. These stressors
specifically relate to disaster victims, with questions in the
May 2011 survey concerning whether they had dead or
missing family members and if they lived someplace other
than in their own house (e.g., in a shelter as of May 2011), and
questions in the October 2011 survey asking about the degree
of property damage reported in the official damage report
(i.e., total collapse, mostly collapsed, half-collapsed, partial
collapse, none).

Ethical standards

All procedures contributing to this work comply with the
ethical standards of the relevant national and institutional
committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008. The study protocol
was approved by the institutional review board of the National
Center of Neurology and Psychiatry.

Statistical analysis

Among all workers, 4334 completed the survey in May 2011,
and 4413 completed the survey in October 2011. We analyzed
the dataset of those who participated in both surveys (3743
workers, 70.6% of all workers).

First, we grouped those who scored 210 on the K6 scale
in October 2011, which comprised the upper 10% of
participants, indicating that they had mental distress. The
upper 10% was conservatively chosen because approximately
10% of the population is estimated to have a mild level of
mental disorder regardless of disaster exposure.!® Also, the
World Mental Health Survey in Japan revealed that 8.8% of
community residents at any given time will have had some
type of mental disorder during the past 12 months.!® Next,
we used two-tailed chi-square tests to examine associations
between mental distress and exposure variables. We used
K6 scale outcomes as the dependent variable, and exposure
variables in disaster-related work stressors, work-related
stressors, or disaster-related stressors as independent
variables. We adjusted for age group (18-29, 30-39, 40-49,
and 50-65 years), gender, and degree of involvement in
disaster-related work at a time in the multivariate analysis, as
those variables were associated with mental distress in the
bivariate analysis. We chose to control for the degree of
involvement in disaster-related work based on the assumption
that greater involvement in this type of work leads to greater
burden of mental distress. We were also interested in
identifying other modifiable risk factors in the workplace
after the disaster.

Poor communication with coworkers also reportedly
increases the risk of work-related mental health in ordinary
times,!7 and the bivariate analysis indicated that level of
workplace communication was associated with mental distress
(Table 2). Because the level of workplace communication
is not necessarily a disaster-related stressor, we specifically
chose to include as factors of interest, the disaster-related risk

factors in the multivariate analysis for separate groups based
on quality of communication (good, reasonable, or poor) in
order to control for the known workplace risk factor of poor
workplace communication.

All statistics were generated using Stata 12.0 for Windows
(StataCorp LP, College Station, TX, USA). Statistical
significance was set at 0.05, and all tests were two-tailed.

RESULTS

Table 1 shows the basic characteristics of the study
participants. Those with a K6 score >10 numbered 358
(9.6%). For reference, using two cutoffs widely used in
ordinary times, 1224 (32.7%) workers scored >5 and 164
(4.4%) scored >13. Regarding gender, age group, and degree
of involvement in disaster-related work, those with mental
distress (K6 score >10) were significantly more likely to be
female, in younger age groups, and more involved in disaster-
related work.

Table 2 shows the bivariate analysis between mental health
status and possible stressors. We found disproportionately
more mental distress as measured by the K6 scale at a
statistically significant level in those who handled residents’
complaints, worked overtime both during the month of
the longest hours worked and during the month prior to
the second survey, reported lower levels of workplace
communication, did not take a non-work day each week,
had dead or missing family members, faced more severe
property damage (half-collapse or worse), and were living
in a shelter two months after the disaster (i.e., as of May
2011).

Based on multivariate analysis, Table 3 shows adjusted
ORs and 95% ClIs of possible risk factors shown in the
aforementioned bivariate analysis. Results revealed that the
following risk factors significantly increased risk of mental
distress: a lower level of workplace communication (adjusted
OR 1.97, 95% CI 1.43-2.71), not taking a non-work day each
week (adjusted OR 3.95, 95% CI 3.08-5.07), having dead
or missing family members (adjusted OR 2.23, 95% CI
1.23-4.03), and living in a shelter as of May 2011 (adjusted
OR 2.55, 95% CI 1.27-5.14).

In the analysis stratified by different levels of
communication, among those who had good Ilevels of
workplace communication, not taking a non-work day each
week (adjusted OR 3.71, 95% CI 1.92-7.18) was the only
factor that increased the risk of mental distress. Among those
who had poor or reasonable workplace communication, in
addition to not taking a non-work day each week (adjusted
OR 3.93, 95% CI 3.00-5.15), handling residents’ complaints
(adjusted OR 1.55, 95% CI 1.00-2.42), having dead or
missing family members (adjusted OR 2.87, 95% CI
1.53-5.38), and living in a shelter as of May 2011 (adjusted
OR 2.80, 95% CI 1.32-5.95) increased the odds of mental
distress among prefectural government workers.

J Epidemiol 2014
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Table 1. Basic characteristics of the participants in relation to mental health status as measured by the K6 scale (n = 3743)
All K6 <10 K6=10
n n n df $lt P value
3743 ® 335 ® 358 °
Gender
Male 2903 776 2644 78.1 259 724 1 6.2 0.013
Female 840 224 741 21.9 99 2717
Age group (years)
18-29 445 11.9 392 11.6 53 14.8 3 29.3 <0.001
30-39 898 24.0 795 235 103 28.8
40-49 1255 335 1118 33.0 137 38.3
50-65 1145 30.6 1080 319 65 18.2
Mean age (standard deviation) 43.2 (10.4) 43.5 (10.4) 40.7 94) 3741 4.8 <0.001
Department
General affairs 510 13.6 468 13.8 42 11.7 9 6.7 0.671
Earthquake reconstruction and planning 127 34 120 3.6 7 20
Living environment 222 5.9 196 5.8 26 7.3
Health and welfare 658 17.6 586 17.3 72 20.1
Economic chamber of commerce and tourism 742 19.8 676 20.0 66 18.4
Agriculture, forestry and fisheries 575 15.4 519 15.3 56 15.6
Civil section 657 17.6 594 17.6 63 17.6
Teller stations 68 1.8 61 1.8 7 2.0
Public business administration 65 1.7 58 1.7 7 20
Others 119 3.2 107 3.2 12 34
Degree of involvement in disaster-related work
Disaster-related work as primary work 349 9.3 313 9.3 36 10.1 4 17.7 0.001
Mainly disaster-related work 422 11.3 360 10.7 62 17.4
About the same as primary work 492 13.2 441 1341 51 14.3
Mainly primary work 1103 29.5 1014 30.0 89 25.0
Not involved 1369 36.7 1251 37.0 118 33.2

Chi-square tests or t-tests were used.

DISCUSSION

In this study, mental distress was identified in 358 workers
(9.6%) in the Miyagi prefectural government who were in the
upper 10% on the K6 scale (score >10). In 2009, 11.5% of
Miyagi residents scored >10, and in 2006, 12.1% of them did
s0.18 A previous report on municipal public servants showed
that the proportion of workers with mental distress (K6
score >9) was 8.2% in ordinary times.!® The percentage in the
present study fell in between the percentages reported in these
previous studies. One explanation is the different population
composition, as our participants were predominantly male,
middle-aged, working people compared to the community
studies’ participants, who were predominantly non-working
elderly people. Moreover, although government workers were
affected by the disaster, their jobs were somewhat secure even
after the disaster compared to those of community residents
who faced less job security as a consequence of the disaster.
Socioeconomic factors, including job security, are known
associated factors for mental distress during times of disaster
as well as in ordinary times.?®?! Under these circumstances,
timing the survey seven months after the disaster might have
allowed for recovery to levels of mental distress seen in
ordinary times among the workers.

Comparing the results of bivariate and multivariate analyses
in regards to handling residents’ complaints, working
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overtime during the previous month, and working overtime
in the month with the longest hours worked, no statistical
significance was observed in the multivariate analysis for
all participants. The strong associations between degree of
involvement in disaster-related work and these variables were
observed in bivariate analyses (results available upon request),
and no significance was seen after controlling for the degree
of involvement in disaster-related work. Similarly, because
property damage and living someplace other than in their own
house (eg, a shelter) were associated in the bivariate analysis,
statistical significance was not observed after controlling for
the variables in the multivariate analysis.

Risk factors
In examining the association between possible risk factors and
mental distress, the work-related stressors of having poor or
reasonable levels of workplace communication and not taking
a non-work day each week, as well as the disaster-related
stressors of having dead or missing family members and
living in a shelter as of May 2011, increased the risk of
mental distress in the analysis of all workers. Disaster-related
stressors that are often reported as risk factors, such as
working at a morgue and handling residents’ complaints, were
not associated with mental distress in the overall analysis.
Work-related stressors (eg, poor workplace communication
or insufficient rest) had a significant impact on mental distress,
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Table 2. Relationship between potential stressors on participants’ mental health status as measured by the K6 scale

All K6 <10 K6 210
df $? P value
n % n % n %
Disaster-work-related stressors
Working at a disaster-area work site (n = 3743)
Inland area 3164 845 2867 84.7 297 83.0 1 0.7 0.388
Coastal area 579 15.5 518 156.3 61 17.0
Working at a morgue (n = 3739)
No 3488 93.3 3152 93.2 336 93.9 1 0.2 0.652
Yes 251 6.7 229 6.8 22 6.2
Handling residents’ complaints (n = 3739)
No 3492 934 3167 93.7 325 90.8 1 4.4 0.036
Yes 247 6.6 214 6.3 33 9.2
Work-related stressors
Working overtime during the previous month (n = 3682)
Less than 20 hours 2771 75.3 2538 76.2 233 66.0 2 325 <0.001
20 to 40 hours 614 16.7 549 16.5 65 18.4
More than 40 hours 297 8.1 242 7.3 55 15.6
Working overtime in the month with the longest hours worked (n = 3673)
Less than 40 hours 2113 57.5 1941 58.5 172 48.9 2 12.3 0.002
40 to 80 hours 942 257 830 25.0 112 31.8
More than 80 hours 618 16.8 550 16.6 68 19.3
Workplace communication (n = 3742)
Poor 102 2.7 63 1.9 39 10.9 2 116.5 <0.001
Reasonable 2693 720 2425 717 268 74.9
Good 947 253 896 26.5 51 14.3
Workplace communication (n = 3742) (summarized)
Good 947 253 896 26.5 51 14.3 1 25.6 <0.001
Poor and reasonable 2795 74.7 2488 73.5 307 85.8
Took a non-work day each week (n = 3739)
Yes 2768 740 2611 77.2 157 44.0 1 185.4 <0.001
No 971 26.0 771 22.8 200 56.0
Disaster-related stressors
Dead or missing family members (n = 3742)
No 3648 97.5 3308 97.7 340 95.2 1 8.2 0.004
Yes 94 2.5 77 2.3 17 4.8
Property damage (n = 3741)
Less than half-collapse 3199 85.5 2912 86.1 287 80.2 1 18.9 0.005
Half-collapse or worse 542 14.5 471 13.9 71 19.8
Living someplace other than in their own house (eg, shelter) (n = 3740)
No 2894 77.4 2647 78.2 247 69.4 2 18.9 <0.001
Previously, yes 776 20.8 681 20.1 95 26.7
Currently, yes (as of May, 2011) 70 1.9 56 1.7 14 3.9

Chi-square tests were used.

especially in times of disaster. Even in ordinary times, work-
related stress among workers in local governments is an area
of concern, along with stringent budgets and pressing human
resource needs.® In prefectures and municipalities within the
affected area, temporary officers were employed to fill the
gap between decreased human resources and a demanding
workload in the affected area. These measures are empirically
supported in view of maintaining the mental health of
workers. The importance of workplace communication is
supported by a study on industrial mental health in ordinary
times,!” and workplace communication remains important in
times of disaster. We added a separate analysis stratified by
level of communication and found that the disaster-related
stressors of having dead or missing family members and living
in a shelter as of May 2011 (signifying prolonged unstable
residence two months after the disaster) increased the risk of

mental distress. This supports the findings of a previous study,
where the loss of loved ones and the day-to-day stresses
related to evacuation were shown to be associated with
worsened mental health status.?

In the analysis stratified by level of communication, not
taking a non-work day each week was the only significant risk
factor among those who reported having good workplace
communication. On the other hand, handling residents’
complaints, having dead or missing family members, and
living in a shelter as of May 2011 increased the risk of mental
distress among those who reported poor or reasonable levels
of workplace communication. Unlike the results for those with
a poor or reasonable level of workplace communication, we
could not obtain results on the association between family loss
and mental distress for participants with good workplace
communication because no one in this category had

J Epidemiol 2014
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Table 3. Adjusted odds ratios and 95% confidence intervals of disaster-work-related, work-related, and disaster-related
stressors on participants’ mental health distress (K6 score 2 10)? by quality of workplace communication®

Workplace communication

All (n = 3666)
Good (1=908) Poor and foesonatie
OR 95% ClI P value OR 95% Cl Pvalue OR 95% Cl P value
Gender (reference: Male)
Female 144  1.08-1.91 0.012 1.42 0.65-3.10 0.374 142 193-1.04 0.025
Age group (reference: 18-29 year old)
30-39 year old 0.89 0.61-1.29 0.526 0.77 0.31-1.94 0.584 090 1.37-060 0.630
4049 year old 0.75  0.52-1.08 0.116 0.48 0.18-1.24 0.128 0.80 1.20-0.54  0.282
50-65 year old 048  0.32-0.73 0.001 0.71 0.27-1.85 0487 045 0.72-0.28  0.001
Degree of involvement in disaster related work (reference: Not involved)
Mainly primary work 1.02  0.75-1.38 0.898 1.04 0.41-2.63 0939 1.02 141-0.74 0.906
About the same as primary work 1.07  0.73-1.57 0.712 2.14 0.80-5.71 0.130 095 1.45-0.63 0.823
Mainly disaster related work 1.48 1.01-2.18 0.045 3.17 1.22-8.22 0.018 127 1.94-0.82 0.284
Disaster related work as primary work 1.15 0.74-1.77 0.533 2.61 0.93-7.38 0.069 099 1.61-0.61 0.966
Disaster-related work stressor
Work site (reference: Inland area)
Coastal area 0.93 0.67-1.28 0.657 0.54 0.20-1.46 0.223 1.01 0.72-143 0.954
Work at a morgue (reference: No)
Yes 1.08  0.67-1.74 0.757 0.76 0.17-3.34 0718 1.11  0.67-1.84  0.692
Comptlaint handling by residents (reference: No)
Yes 148  0.98-2.22 0.061 0.98 0.32-2.97 0.968 155 1.00-242 0.050
Work related stressor
Working overtime during the previous month (reference: Less than 20 hours)
20 to 40 hours 0.74  0.53-1.04 0.081 0.71 0.29-1.73 0456 075 0.53-1.08 0.127
More than 40 hours 1.04  0.69-1.57 0.834 0.94 0.34-2.62 0911 1.08 0.69-1.69 0.740
Working overtime in the month longest hour worked (reference: Less than 40 hours)
40 to 80 hours 123  0.92-1.65 0.158 1.15 0.53-2.48 0720 125 0.91-1.71 0.170
More than 80 hours 1.07  0.75-1.54 0.707 0.92 0.37-2.27 0.857 1.11 0.75-164 0.614
Communication at work (reference: Good)
Poor and reasonable 1.97 1.43-2.71 <0.001 — — — —
A holiday a week (reference: Yes)
No 3.95  3.08-5.07 <0.001 3.71 1.92-7.18 <0.001 3.93 3.00-5.15 <0.001
Disaster related stressor
Death or missing of family members (reference: No)
Yes 2.23 1.23-4.03 0.008 — — 2.87 1.53-538  0.001
House damage (reference: Less than half-collapse)
Half-collapse or severer 1.27  0.93-1.75 0.134 0.87 0.33-2.26 0.769 1.32  0.94-1.86 0.106
Living in other than their house (eg, shelter) (reference: No)
Previously yes 125  0.95-1.64 0.115 0.94 0.43-2.07 0.885 1.32 0.99-1.78  0.062
Currently yes (as of May, 2011) 2.55 1.27-5.14 0.009 1.97 0.20-18.92 0.559 280 1.32-595  0.007

OR = odds ratio, Cl = confidence interval.

aAdjusted by gender, age group, and degree of involvement in disaster-related work.

bAnswers regarding communication level were missing for 26 participants, and no imputation was done. Thus, the total number of participants in the
good communication and poor and reasonable groups (n = 908, n = 2732, respectively) was not equal to the number of all participants (n = 3666).

experienced family loss. By design, we were not able to
examine the causal relationship between family loss and
mental health, and further investigation is needed. Results of
the analysis stratified by level of workplace communication
should be interpreted with caution because the measure of
communication level is a subjective single-item question that
is not validated. Bearing this limitation in mind, these findings
suggest that for all workers, regardless of their quality of
workplace communication, having at least a non-work day
each week is strongly recommended. In a disaster setting,
although this is easier said than done, supervisors must
understand the importance of having at least one non-work
day per week and make organizational efforts to secure

J Epidemiol 2014

holidays for staff. For workers with a poor or reasonable level
of workplace communication, offering them an opportunity to
share their concerns with coworkers might help lessen the
psychological burden of handling residents’ complaints and
dealing with grief, loss, and the inconvenience of evacuation.
Also, these workers might benefit from organizational
measures that accommodate the work environment, such as
work rotations and buddy systems. Social support is known
to be one of the strongest protective factors of mental health
after a disaster.”> Among workers, coworkers are the most
accessible source of social support, and thus fostering quality
workplace communication is key to maintaining mental health
at work.
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Limitations
The survey response rate was fairly high because it was
conducted in an occupational health program setting. Workers
were identifiable under the prefectural governments’ internet-
communication system. Although we informed workers that
the survey results would be concealed and independent of any
performance evaluation, they might have felt pressured to
respond to the questionnaires. Thus, the possibility of under-
reporting of mental distress remains. Further, approximately
5% of the workers did not respond to either of the surveys even
in the abovementioned context. Thus, it is possible that those
who were too busy to respond might also have been those
with the highest needs, although we could not confirm this
speculation without data on nonresponders’ characteristics.

Second, previous studies investigating workers’ post-
disaster mental health mainly focused on traumatic reactions
and critical stress.”* In this study, however, given the nature
and extent of stressors among public servants, we chose
general mental health status as measured by the K6 scale as
a main outcome. Thus, the presentation of reactions and
their associated risk factors might have differed from that of
traumatic reactions. Future research is needed on outcomes of
traumatic stress among public servants in times of disaster.

Third, we did not examine other known mental health risk
factors such as smoking, alcohol consumption, or chronic
health conditions because they fell outside the focus of this
analysis. In addition, preexisting mental disorders consistently
increase the risk of mental distress in times of disaster;
however, we did not consider this factor because this
information could not be obtained. Although available, we
did not include mental distress as of May 2011 because mental
health in the early phase of a disaster does not necessarily
reflect a person’s baseline level of mental health.?>

Finally, this survey included all public servants in the
Miyagi prefectural government; therefore, it included workers
who were not involved in disaster-related work based on their
assigned jobs and work locations. We found that 20.6% of all
participants were involved in disaster-related work as primary
work and mainly handled disaster-related work; thus, not all
participants should be assumed to have been directly affected
by the disaster. Bearing this assumption in mind, those with a
lesser degree of disaster involvement can serve as comparisons
by controlling for level of involvement in disaster-related
work. Further, under the Japanese administrative structure,
municipal officers are more directly involved in disaster-
related work, and they have first-hand disaster experience as
survivors, especially those based in coastal areas. The results
of this study might not be generalizable to such workers in
local municipalities. However, these results are an important
reference of mental health status and its risk factors among
prefectural public servants in the area affected by the Great
East Japan Earthquake.

In conclusion, public servants in the affected area were both
victims and workers who had to respond to extraordinary

disaster-related demands. To evaluate their needs and develop
empirically based measures to support them, we conducted
surveys to reveal the association between mental distress
and its risk factors in the domains of disaster-related-work
stressors, work-related stressors, and disaster-related stressors.
Overall, disaster-work-related stressors or critical stressors
that are specific to a traumatic event, such as working at a
morgue or handling residents’ complaints, were not associated
with increased mental distress in this study population. More
general approaches appropriate to an occupational health
program, such as facilitating workers to take a non-work day,
are needed to support workers regardless of their quality
of workplace communication. Also, special attention should
be paid to those who handled residents’ complaints, lost a
family member(s), and lived in a shelter for a prolonged
period of time, especially for workers with poor workplace
communication.
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Effectiveness of brief suicide management training
programme for medical residents in Japan: a cluster
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Aims. To evaluate the effectiveness of a brief suicide management training programme for Japanese medical residents
compared with the usual lecture on suicidality.

Methods. In this multi-center, clustered randomized controlled trial, the intervention group attended a structured
suicide management programme and the control group, the usual lecture on depression and suicidality. The primary
outcome was the difference in residents’ cumulative competency score to manage suicidal persons from baseline (T0)
to 1 month after the intervention (T2), determined using the Suicide Intervention Response Inventory (SIRI-1) score,
at individual level.

Results. Analysis of 114 residents (intervention group n=65, conirol group n=49) assigned to two clusters in each
group revealed no change in SIRI-1 score from TO to T2 or immediately after the intervention (T1) between the two
groups. As a secondary analysis, discrepancy in judgement between the participants and Japanese suicidologists was
examined immediately after the intervention in the adjusted model, with a mean difference in score of 9.98 (95% con-
fidence interval: 4.39-15.56; p =0.001).

Conclusions. The structured programme was not proven to improve competency in suicide management when
measured by the SIRI-1 score. Further elaboration of the programme and valid measurement of its outcome would
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be needed to show the program’s effectiveness.
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Introduction

Suicide has been a national concern for Japan ever
since numbers first exceeded 30 000 per year in 1998
(Shiho et al. 2005). However, psychiatric services
have not been readily accessible to those with
depression in Japan, and more than half of individuals
with new onset depression consult their general medi-
cal practitioners first, often delaying their receipt of
psychiatric care (Fujisawa et al. 2008). Health

* Address for correspondence: Dr Yuriko Suzuki, Department of
Adult Mental Health, National Institute of Mental Health, National
Center of Neurology and Psychiatry, 4-1-1 Ogawa-Higashi, Kodaira,
Tokyo 187-8553, Japan.
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professionals across a range of fields are therefore in
a position to have important first contacts to detect
and intervene with patients with mental health pro-
blems, but they require appropriate knowledge and
skills to do this (Sato et al. 2006).

In Japan, sufficiently detailed training for health pro-
fessionals such as physicians on suicide management of
individuals in mental crisis has been lacking. Yet such
training would seem vital for them in their role as gate-
keepers for persons with health problems, particularly
as they are expected to assume important roles in
suicide prevention (Mann et al. 2005). We hypothesized,
therefore, that suicide management training for medical
residents could help them increase their competency in
managing persons with mental health problems, and
ultimately contribute to suicide prevention.
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This intervention study aimed to improve the com-
petency of medical residents, at individual level, in
managing suicidal persons they encounter in medical
settings through their attendance at a brief structured
training programme for suicide management. Its effec-
tiveness was compared with the conventional training
that medical residents receive on suicidality.

Method
Study design

This study employed a cluster randomized controlled
trial design to avoid contamination of the programme
among individual medical residents and to facilitate
group-level participatory intervention. The trial
involved five institutions in Japan (Hokkaido
University, Iwate Medical University, Keio University,
Yokohama City University and Kyushu University).
Each institution offers a training programme for medi-
cal residents on suicide prevention and the programmes
were provided during their psychiatric rotation (July
2009-March 2010). This study was registered in the
national clinical trial registry, the UMIN-CTR (regis-
tration number: UMIN000002245), on 24 July, 2009.

Participants

Participants were second-year medical residents on
their psychiatry rotation. In the Japanese medical edu-
cation system, newly certified physicians must go
through 2 years of postgraduate training as general
medical residents before they chose a clinical specialty
(Morriss et al. 2005). During these 2 years, psychiatry
was one of the required areas for training for at least
1 month in the second year, the time when this
research was conducted (Kozu, 2006; Teo, 2007).

Randomization

Lists of medical residents in each institution in 2009
were obtained. The unit of randomization was the
group of medical residents on their psychiatric rotation
during the study period. A cluster constituted a mix of
groups completing a psychiatry rotation in the partici-
pating institutions. The rotation groups comprised 1-9
medical residents and the groups were equivalent in
terms of content of training and individual factors
such as preference for future speciality. Since there
was variation in the size of the groups, we operationally
created a cluster containing several rotation groups in
order to make a cluster with 9-18 members. After ran-
domization to clusters, a training session was assigned
to each cluster and all medical residents in the rotation
group were then invited to participate in the study.

In each institution, two clusters (first half and
second half groups) were created and a random num-
ber of medical students were assigned to the first
group of each institution, yielding two intervention
groups and control groups. Consequently, alternate
intervention/control conditions were assigned to the
second group in each institution to avoid an insti-
tutional effect as a whole. Registration of the clusters
was conducted by YS, and the randomization pro-
cedure was carried out by MF, an independent
researcher who was not involved in the intervention.
Random numbers were produced by a computer pro-
gram and four clusters were randomly assigned to
the intervention or control group (two clusters each
group) (Fig. 1). The nature of the intervention meant
that allocation was not concealed.

Interventions

The training programme for suicide prevention
implemented in this study for Japanese medical resi-
dents (hereafter, Gatekeeper Training Program) was
developed by the research team based on the Mental
Health First Aid (MHFA) programme implemented
in Australia, which was originally developed for the
general public. The MHFA programme is a training

Medical residents
in study period

Enrollment

Randomized:
114 individuals, 4 clusters
H

Usual training
prograr:
49 individuals, 2 clusters

¢
H
}

Gatekeeper Training
T0 ! program:
65 individuals, 2 clusters

L —

T1 | Analyzed: Analyzed:
55 individuals, 45 individuals,
2 clusters 2 clusters
A &
T2 | Analyzed: Analyzed:
27 individuals, 30 individuals,
2 clusters 2 clusters
s ;N
T3 | Analyzed: Analyzed:
13 individual, 22 individuals,
2 clusters 2 clusters

Fig. 1. Flow of the participants in the trial. TO: baseline
response before intervention; T1: response immediately after
the intervention; T2: response 1 month after the intervention;
T3: response 3 month after the intervention.
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programme designed to help non-health professionals
handle contacts with persons in mental health crisis
and this programme has been well researched
(Kitchener & Jorm, 2006) and its effectiveness demon-
strated in Australia (Jorm et al. 2004, 2005).

This programme was a 2-hour structured edu-
cational programme on managing people with
depression and suicidal thoughts. Since the partici-
pants in this study were medical residents, the pro-
gramme was condensed by minimizing the
knowledge-based content of the lecture and including
more experiential learning, an essential feature of the
MHFA programme. To fit the Gatekeeper Training
Program into the tightly arranged residency curricu-
lum for medical residents, the only topic taught in
the programme was depression and suicide, including
current needs to respond to suicide prevention. With
reference to the existing mental health first aid guide-
lines for Japan (Colucci et al. 2011), the training covered
the approaches which are universally endorsed, rather
than taking a specific approach relevant only to
Japanese culture. The first part of the programme pre-
sented, in lecture format, factual information on
depression and suicide in Japan. Action plans for man-
agement of people with depression and suicidal
thoughts were provided. In the second part, a clinical
scenario was shown in a demonstration DVD in
which a hospitalized patient with a physical problem
and suicidal thoughts was referred to a physician at
the bedside. The facilitator then prompted the partici-
pants to role-play the scene by taking on different
roles of the patient, family member and medical staff.
An interactive discussion that followed was facilitated
by certified facilitators to address the questions and
comments the participants raised. The details of the
programme and results of a pilot study are described
elsewhere (Kato et al. 2010).

For comparative purposes, one of the researchers
presented the usual training session, a didactic lecture
on depression and suicidality, the contents of which
were based on a standard psychiatric textbook
(Nishijima, 2008).

Measures

A self-administered questionnaire comprised of the
following inventories and items were distributed to
the study participants.

The Suicide Intervention Response Inventory (SIRI)

To assess the participants’ competency in managing
suicide intervention, we used the SIRI, a 25-item self-
rated questionnaire comprised of forced-choice
responses to brief clinical interview excerpts with

suicidal persons. The SIRI is a well-validated and
reliable instrument that is sensitive to change in
suicide interview skills as a result of training
(Neimeyer & Bonnelle, 1997). On the SIRI, respondents
are asked to rate the appropriateness of each response
alternative on a 7-point Likert scale ranging from —3
(very inappropriate) to 3 (very appropriate).

The SIRI was chosen to evaluate competency in
suicide management skills quantitatively because, to
the best of the authors’ knowledge, this is the only
assessment tool validated to measure the competency
level in suicide intervention in Japan (Kawashima
et al. 2010). Also, when physicians encounter a suicidal
patient in a general medical setting, they are expected
to show an empathetic, nonjudgemental attitude, and
this is one of the issues that the SIRI aims to measure.

Originally, the SIRI score was calculated by sum-
ming the number of appropriate responses made,
with a score ranging from 0 to 25 (SIRI-1 score).
However, since this method of scoring demonstrated
a ceiling effect, the use of a revised scoring system
(hereafter, SIRI-2 score) was recommended
(Neimeyer & Pfeiffer, 1994). The SIRI-2 score is calcu-
lated by summing the discrepancy between partici-
pants’ ratings of the appropriateness of the responses
made and a set of criterion ratings by a panel of
American suicidology experts (hereafter, SIRI-2
Original score). The SIRI-2 Original score ranges
from 12.90 to 247.28, with lower scores indicating bet-
ter management of suicidal persons. The SIRI has been
translated into Japanese and validated among
Japanese suicidologists (Kawashima ef al. 2010), and
thus the discrepancy between the participants’ ratings
and Japanese experts’ ratings can also be calculated
(hereafter, the SIRI-2 Japanese score). The primary out-
come was chosen as the SIRI-1 score in this study, and
the SIRI-2 Original and SIRI-2 Japanese scores were
calculated as secondary measures.

The SIRI was administered before the intervention
(TO), immediately after the intervention (T1), 1 month
after the intervention (T2) and 3 months after the inter-
vention (T3).

Item for assessing confidence in managing suicidal persons

The participants were asked to indicate their confidence
in managing suicidal persons on a 5-point Likert scale,
which was originally developed for this study, ranging
from 1 (not confident at all) to 5 (very confident).

Medical Outcome Study (MOS) Quality of Life (QOL)
Questionnaire-Short Form

The MOS QOL Questionnaire-Short Form (SF-8) was
used to assess the participants’ health status



