Effectiveness of SHARE model €8T in Taiwan

These 22 facilitators were the first CST facilitators in
Taiwan and conducted CST in this study. To match the
Japanese SHARE model CST to the medical culture of
Taiwan, all teaching materials provided by JPOS were
revised by all TPOS directors on the basis of local data in
Taiwan, feedback from CST facilitators and participants,
and suggestions of clinical experts. However, the CST
process, training of facilitators and standard patients, and
use of teaching strategies meet JPOS recommendations.
Considering the positive effects of CST, the Bureau of
Health Promotion in Taiwan has sponsored and supported
high-quality CST training programs held by the TPOS at
various medical institutions in Taiwan since 2011.
SHARE CST uses small classes (four participants, two
facilitators, and one standard patient). Role play is used
to enable participants to learn the important skills of truth
telling (Table 2). In Japan, SHARE CST was designed
with 1-day and 2-day versions. Although the TPOS tried
to promote the 2-day CST, it was not well received in
Taiwan’s busy medical environment. However, one of our
study aims was to compare the effectiveness of 1-day and
2-day CST programs; thus, this study provided two CST
programs as options for healthcare personnel (Table 2).
Both versions included the same class modules and standard
teaching materials and were led by the same facilitators. The
only difference was that the 1-day and 2-day versions
“included 1 and 2 h of role playing for each participant,
respectively (Table 2). Participants chose the CST programs
according to their needs.

Truth-telling questionnaire

Participants’ truth-telling preference was assessed using
the 70-item Japanese truth-telling questionnaire [12],
which has four subscales: method of disclosing bad news,
providing emotional support, providing additional infor-
mation, and setting. Self-reported responses are scored
on a 5-point Likert scale from | (extremely unimportant)
to 5 (extremely important). Higher scores indicate greater
respondent preference for truth telling except for the
setting subscale. The questionnaire was shown to have
good internal consistency among 529 outpatients with
cancer; subscale reliabilities were (.77-0.93 [12]. The
scale was translated into Chinese by Dr. Tang, with Dr.
Fujimori’s authorization, and found to have good reliabil-
ity and validity with Taiwanese medical students and
attending physicians [15].

Questionnaire scores were used in this study to indicate
CST effectiveness. We reasoned that if healthcare person-
nel’s truth-telling perceptions changed after SHARE
model-centered CST to more closely match cancer
patients’ preferences for truth telling, as embodied in the
SHARE model, the CST would have been effective, and
healthcare personnel’s future guth telling would be
successful with patients. Dr. Fujimori agreed with this

Copyright @ 2013 John Wiley & Sons, Ltd.
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reasoning. The questionnaire was administered as the
pretest to all participants before the introduction to the CST
program (Table 2). The questionnaire was again completed
as the posttest after the last role play and before group feed-
back. Participants completed questionnaires in 10-30 min.
In this study, the internal consistencies (Cronbach’s alphas)
of the overall truth-telling scale and its subscales were
0.92-0.94 and 0.79-0.91, respectively.

Statistical methods

Data were analyzed by descriptive statistics. For continu-
ous data, such as age and clinical experience, variables
were described by means and SDs. For categorical data,
such as gender and education level, variables were
described by frequency distribution and percentage. These
descriptive statistics were used to analyze participants’
preference for truth telling. The difference between partic-
ipants’ pretest and posttest truth-telling scores (before and
after participating in CST programs) was analyzed by
paired-sample #-test. Cohen’s d d = ﬂg[ﬂ was calculated
to determine the effect size of the CST [16]. The differ
ence between the truth-telling preferences of participants
in the [-day and 2-day CST programs was analyzed by
multiple regression analysis.

Results

Participants’ characteristics

The 257 participating healthcare personnel were on average
38.60 years old (SD=8.09). The majority were women
(52.5%) and had graduated from college (61.1%), with half
having abundant clinical experience (=10 years, 50.2%).
The largest proportion was doctors (57.2%), followed by
murses (22.2%). The majority served in medical centers
(52.8%). Nearly two-thirds of participants took the 2-day
CST program (n= 163, 63.4%), whereas the rest took the
1-day CST program (n =94, 36.6%). Most participants were
satisfied with the programs (93.8%) and were willing to
recommend them to other colleagues (98.5%) (Table 3).

Participants’ truth-telling preferences

Comparison of all participants’ truth-telling scores before
and after participating in the CST programs shows that
their overall truth-telling scores and subscale scores
improved significantly (p <0.001) (Table 4). The effect
size was 0.91 (d = BLE-263.88)

We also compared the effect of CST program dose {1-day
vs. 2-day program) on participants’ truth-telling preference.
Because healthcare personnel in the 1-day and 2-day CST
programs differed in some basic demographic variables
(e.g., age, gender, education level, marital status, clinical
experience, and workplace hospital level) (data not
shown), these were treated as confounding variables.

Psycho-Oncology 23: 259265 (2014}
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Table 2. SHARE model-centered communication skills training programs

W.-R. Tang et al

f-day CST program (6 b)

Time Procedures

Note

2-day CST program {12 h)

Procedures

Mote

Day ore morning Facilitators' preworkshop

meeting and participant
check-in (30 mir)
Participant pretest

(16 min)

Introcuction to
workshop (10 min)
Grouping introduction
‘to SHARE rnadules
(50 rin}

First role-playing
practice (60 min)

Second role-playing
practice (60 mirn)
Third role-playing
practice (60 rmin)
Fourth role-playing
practice (60 min)
Participant posttest
{10 min)

Day one afternoon

Gmupv.feedback
(50 min}
Certificates issued
(10 miny

Day two morning

Day two afternoon

A large-scale classroom is requived

with a capacity of 50.

Each group has four participants
assigned to one classroom.
Farticipants assernble in the large
classroom to complete truth-telling
questionnaire and basic
dernographic data.

The principal investigator gives the
introduction in the large classroam.
The faciiitator of each group starts
grouping participants, Facilitators
introduce the SHARE model in
small-group teaching. SP complete
check-in procedure.

Each role-playing practice includes
only one participant and one SP
The participant and SP practice
the truth-telling process, whereas
the other three participants
observe.

Participants retumn to large

classroom 10 cormplete truth-telling
questionnaire arcl survey on

prograrn satisfaction.

Mutua! feecback from SB participants,
and facilitators. Sharing of feedback.

Facilitators personally issue certficates

to participants in their groups, The
workshop closes for participaris,

Facilitators’ preworkshop
meeling and parficipant
checl-in (30 min)
Participant pretest (30 min)

Introduction 1o

workshop (10 min)
Grouping: introduction to
SHARE modules (50 min)

First role-playing
practice (60 min)

Second role-playing
practice (60 min)
Third role-playing
practice (60 rnin)
Fourth role-playing
practice (60 min)

Participant, SR and
facifitator check-in
Fifth role-playing
practice {60 min)
Sixth role-playing
practice {60 min)
Seventh role-playing
practice (60 min)
Eighth role-playirg
practice (60 min)
Participant posttest
(30 min)

Group feedback
(80 miin)
Certificates issued
(10 miny)

Facilitators' postworkshop
meeting (30 min)

A large-scale classroom is required with a
capacity of 5C.

Each group has four participarnts
assigned Lo ane classroom.
Participants assemble in the large
classroom to cornplete truth-telling
questionnaire and basic
demographic data,

The principal investigator gives the
introduction in the large classroom,
The facilitator of each group starts
grouping the participants.
Facilitators introduce the SHARE
model in small-group teaching, SP
complete check-in procedure.

Each rote-playing practice includes
only one participant and one SP
The participant and SP practice the
truth-telling process, whereas the
other three parlicipants observe.

Day | includes four role-playing
practice sessions, with each
participant practicing once.

Grouping is initiated right after check-in.

Day 2 includes four role-playing practice
sessions so all participants can practice again.

Participants return to large classroom to
complete truth-telling guestionnaire

and survey on program satisfaction.

Mutuai feedback from SR participants, and
facilitators. Sharing of feedback.

Facilitators personally issue certificates to
participants in their groups. The workshop
closes for participants.

Facilitators share CST experiences with each
other If any incident happened during CST,
facilitators should reach a consensus on
how to manage the situation in the future.

CST, communication skills training; SP, standard patients.

Copyright © 2013 john Wiley & Sens, Ltd.
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Descriptive analysis showed that participants in the 2-day
program had better posttest truth-telling scores (Table 4).

Table 3. Participant characteristics (N=257)

Mean * standard deviation

Characteristic (range) n (%)

Age (years) 38604809 (24-64)

263

but this difference was not significant {(p > 0.05) in multi-
ple regression analysis when confounding variables were
controlled, except for the setting subscale (Table 5).

Discussion

Our results show that, after participating in the CST pro-

Gender gram, healthcare personnel’s preference for truth-telling
Mate 122475 improved significantly, consistent with previous reports
Female 135 (52.5) pp e g \ N

Education level on the effectiveness of CST [3,6,17-22]. However, our
Junior college 12 (47) study evaluated CST effectiveness on the basis of partici-
College 157 (61.1 pants’ truth-telling preference, whereas other studies
2 Graduate schoo! 88 G342 assessed participants’ self-efficacy [3], confidence in truth

Ma ;\:] A:E,iﬁtu;. » 51 364 telling [17], communication skills with patients [22], and
Married 6l (&G; confidence in commun.:catzon [9,10]. Alt.hough the out-
Divorced 2 (08) comes measured are different, the effectiveness of CST

Ciinical experience (years) was verified. To more objectively compare the effective-
-3 39052 ness of CST in cross-institutional and cross-national studies,
4]:;’ :; (fi;? future studies should develop and apply consistent assess-
510 175 550)} ment outcomes. '

Joi title Moreover, our results show that the CST had a large
Doctor 147 5723 {d=0.91), significant effect. This large effect might have
Psychologist 1974 been associated with our theoretical framework (SHARE
L\g’afww fT E;?’)’ model-centered CST), facilitator quality (facilitators were
Other 3 (5'5:("» certified after receiving at least SO h training), low ratio

Workplace hospital level ' of facilitators to participants (2:4), quality of standard
Medical center 131 528  patients (standard patients received intense training and
Nonmedical ceriter H7(472y  were assessed regularly), and solid, standard teaching

Motivation 1o participate in CST
Personal interest
Assigned

CST program (hours)

180 (70.0)
77 (30.0)

materials that were regularly revised according to empirical
evidence or experts’ comments.
Moreover, 70% of participants had volunteered to attend

6 94 366)  the CST program. Their motivation to leam may have been
o 16334 stronger than in previous studies. In addition, our partici-
Satisfaction with the program pants included doctors with abundant clinical experience

Excremely dissatisfied 707 and other healthcare pers el such as psvchologists

Neutral 9 35) and other healthcare persounel, such as psychologists,

Satisfied 8219y  nurses, and social workers. Including professionals from

Extremely satisfied 152 619y different fields has been suggested as preferable in CST pro-

Willing to recommend CST 1o colieaguss
Yes 253 (985)
No 4(1.5)

ST, communication skills training.

grams because these professionals provide different per-
spectives that may enable participants to learn from one
another [23]. These reasons may have contributed to the
large effect of CST in our study.

Table 4. Comparison of pretest and posttest truth-telling scores (N=257)

Tatal sample

l-day €8T (n=94) 2-day CST (n=163)

Pretest Posttest Pretest Posttest Pretest Pasteest
{mean:3D) {rnean:SD) (mean:8D) {meant3D) {meank8D) {mean 150)
i scale 26388270 281892 £3229% 26356+ 3043 28356 £25.12 26400 +24.62
of disclosure 8348 + 744% 77.23+98] 3352+787 77494829
Emotionat support 76.74 £708% 7033+9.10 7661 2741 7101 £818
Additional in i 7294£691% 6791 £8.72 7300 £6.68 468454780 7287 ’US
Setiing 48.73 £ $.00* 480911027 50442113 47044732 4779 %719

CST, communication skills wraining; SD, standard deviation.
*p < 0.001.
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Table 5. Multiple regression on truth-telling preference by
communication skills training dose (N=257)

CST dose B(2-day vs. i-day) P
Overalf scale -3325 0.168
Method of disclosure —0.108 0.892
Emaotional support —0.281 0.706
Additional inforrnation —-0961 0.183
Setting ~1.736 0.046

CST, communication skills training.

I-day CST is used as the baseline value.

Adjusted for age, gender, education level, marital staws, clinical experience. and
workplace hospital level.

Our study did not find a significant difference in the
truth-telling preference of participants in the 1-day and
2-day CST programs (p > 0.05), except for the setting
subscale. This finding contrasts with a previous finding
that the communication skills of oncologists participating
in a 3-day CST program were significantly superior to
those of participants in a 1.5-day CST program [19]. The
setting subscale items (e.g., ensuring that the telephone
does not ring, using technical words, and breaking bad
news at the first meeting) are basic communication skills
but are often neglected by physicians in Taiwan [15].
Thus, Taiwanese clinicians may need more practice 1n
fong CST programs to change their truth-telling prefer-
ence related to the setting. Our findings suggest that a
shorter training program is as equally effective as a longer
training program. If this hypothesis is supported in foture
empirical studies, shorter CST programs can be promoted,
which will be particularly beneficial in extremely busy
medical environments, such as in Taiwan.

However, our finding that the effectiveness of the two CST
programs did not differ significantly may be explained by the
selection of assessment times and inadequate selection of out-
come variables. We measured participants’ outcomes imme-
diately after the programs, but the effectiveness of the two
CST programs might differ if the outcomes were measured
at longer times, for example, 3 or 6 months after CST. Unfor-
tunately, our plan for long-term assessments was hindered by
the difficulty and expense of passing Institutional Review
Board (IRB) review at the 62 hospitals across Taiwan from
which our participants were recruited. In Taiwan, IRB
approval is needed for studies on hospital personnel {24].

Another reason for failure to detect a difference in
effectiveness of the 1-day and 2-day CST programs might
be inadequate selection of outcome variables. In addition
to measuring participants’ truth-telling preference, future
studies are advised to concurrently assess their self-
efficacy [3], confidence in communication {9,101, or anxiety
while truth telling. We also suggest that other researchers
refer to specific suggestions proposed in a review of CST
programs [25] using Kiukpatrick’s Triangle to evaluate
ST effectiveness at four levels: participants’ reactions, par-
ticipants’ learning, participants’ behavior, and patients’ out-
comes. At the first level, participants’ satisfaction with the

Copyright © 2013 John Wiley & Sons, Ltd.
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CST (each module) can be assessed. At the second level,
standard patients can be invited to assess the truth-telling
skills of participants before/after their participation in the
CST programs. At the third level, actual clinical situations
before/after the CST program can be videotaped to record
participants’ actual consultations for patients with cancer.
Al the fourth level, cancer patients can be invited to assess
doctors’ truth-telling skills, their understanding of the
patients’ needs, and the fit of their responses. In this study,
we used only first-level assessment. Future studies may
gradually expand the scope to second-level, third-level, or
even fourth-level assessment to more effectively and
comprehensively evaluate CST effectiveness.

This study had some limitations. First, participants only
completed one posttest immediately after the end of the
CST programs. Therefore, the long-term CST effectiveness
(e.g., at 3 or 6 months) is unknown. Second, because of time
and equipment limitations at the study sites, we did not
videotape the participants’ truth-telling process and did 7
include standard patients’ assessment of participants™ t
telling skills. Instead, we used only first-level assessment,
Future researchers may choose higher-level assessments as
suggested [24] to evaluate the benefit of CST more
completely. Third, 70% of our participants had volunteered
to participate in the CST programn. Their self-selection and
motivation to learn may have biased our assessment of the
effectiveness of the CST program. However, this possibility
is muinimized by our findings that voluntary and nonvoluntary
(assigned) participants did not differ significantly in cither
their overall truth-telling preference scores or most
subscale scores and by the i-day and 2-day CST pro-
grams having the same percentage of veluntary and
assigned participants (data not shown).

Conclusions

SHARE model CST improved Taiwanese healthcare
providers” preferences for cancer truth telling. Truth-te ;
knowledge and skills should be replenished every,
years for all healthcare personnel, including clinically
experienced attending physicians. Further studies are needed
to assess the long-term benefit of CST on patients’ outcomes
and to compare the effectiveness of different CST programs
and the factors affecting physicians’ method of truth telling.
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Numerous studies on physician suicide in various countries have been reported but no data from Japan
on the issue can be found to date. In this study, physician suicides in the special wards of Tokyo
Metropolitan area in 1996—2010 were investigated retrospectively. A total of 87 cases were enrolled. The
results suggested that physician suicide has been linked to pre-existing psychiatric illnesses and occu-
pational problems, and that psychiatrists have a relatively higher suicide risk compared to those
majoring in other specialities of medicine. A distinctive feature was that 19 cases had used either drugs or
devices which were accessible due to their profession some time during the process of committing

K rds: L . . ) .
Sggivdo; g suicide. Another notable feature was that 4 out of 5 anaesthesiologists enrolled in the study had chosen
Physician poisoning for their suicide method, with the drugs frequently used in their speciality. The findings

advocate strongly for efficient suicide prevention measures for physicians including an early detection
and treatment of psychiatric illnesses, as well as an urgent need for a more effective pharmacy man-
agement in applicable institutions together with the implementation of self discipline on each physician.
This is the first broad academic study on physician suicide in Japan.

© 2013 Elsevier Ltd and Faculty of Forensic and Legal Medicine. All rights reserved.

1. Introduction 2. Methods

Data on suicides of physicians and non-physicians handled in
the Tokyo Medical Examiner's Office during 1996—2010 were
extracted for descriptive analysis retrospectively. The Tokyo Med-
ical Examiner’s Office is an institution in which all unnatural
deaths, including suicide, occurring in the special wards of Tokyo
Metropolitan area are reported and the inquests are performed.
This therefore provides that all suicide cases occurring in the area
are processed by this institution. Death certificates and supple-

Suicides numbered 32,863 in Japan in 1998 and have exceeded
30,000 in every subsequent year, which accounts for the highest
rate in the world.! Various analyses, researches and measures have
been taken by professionals in various fields to stop such a long
lasting trend of a complex public health problem. However, an
absence of central institution to manage the detailed data on sui-
cide has been making it difficult to grasp the actual condition
through a large scale epidemiological study nationwide.

On the other hand, the shortage of physicians in Japan has
become a serious social problem in recent years.> It is a great loss
for the whole society to lose a physician by suicide, even though the
number of cases is expected to be relatively small. It should be an
issue to be dealt with not only by the professionals of forensic
science or epidemiology, but by those from a variety of academic
fields. No broad academic study on physician suicide from Japan
can be found to date, due to the lack of academic epidemiological
data.

The main objective of the present study was to examine the
characteristics of physician suicide cases in the special wards of
Tokyo Metropolitan area in 1996—2010, as the first broad academic
study on the issue in Japan.

* Corresponding author. Tel.: +81 3 3944 1481; fax: +81 3 3944 7585.
E-mail addresses: bikiji@kyudaiip (W. Hikiji), fukutitu@b-starjp (T. Fukunaga).

mentary documents were examined which included age, gender,
professional speciality, past and present illness/es, devicefs used,
proposed motive and other relevant information of each case. The
ethical committee of the Tokyo Medical Examiner’s Office approved
the protocol of this study.

3. Results

The total number of suicides handled in the Tokyo Medical Ex~
aminer's Office during the study period was 28248 and 87 were
physicians (0.31%). Of these 87 cases, the age varied from 25 to 82
(mean = 47.97, median = 47.00) and the male to female ratio was
68:19 (the percentage of female physicians = 21.84%). The suicide
methods consisted of 49 hanging, 14 poisoning, 12 jumping, 3
diving, 3 hypoxia, 3 cutting, 1 hydrogen sulfide intoxication, 1 car-
bon monoxide intoxication and 1 drowning. The percentage of

1752-928X/$ — see front matter © 2013 Elsevier Ltd and Faculty of Forensic and Legal Medicine. All rights reserved.
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methods chosen by physicians and non-physicians are shown in
Fig. 1. Regardless to the suicide method, 19 physicians (21.84%) were
found to have used either drugs or devices which were accessible
due to their profession at some time during the process of
committing suicide. Forty five cases (51.72%) had been diagnosed
with a psychiatric illness, and the main motives of suicide of each
case were psychiatric illnesses, occupational problems and non-
psychiatric illnesses. The area of speciality of physicians consisted
of 21 internists, 16 psychiatrists, 6 paediatritians, 5 anaesthesiolo-
gists, 4 dermatologists, 3 otolaryngologists, 2 radiologists, 2 sur-
geons, 2 obstetricians/gynaecologists, 1 orthopaedist, 1 plastic
surgeon, 1 ophthalmologist, 1 pathologist, 1 researcher, 1 freelance,
1 industrial physician and 4 unknown, while 6 were junior resi-
dents (Table 1). Out of 5 anaesthesiologists, only 1 had chosen
hanging as a suicide method but the remaining 4 had chosen
poisoning with anaesthetics, using the devices most likely to have
been taken out from their workplace (Table 2).

4. Discussion

Several studies have been carried out on the issue of suicide of
physicians in various countries,**® presenting notable findings in
the distribution of suicidal methods and specialities in medicine.
The present study revealed numerous noteworthy findings on the
issue, some of which were unique in characteristics.

The mean and median age of physician suicides enrolled in the
present study, 47.97 and 47.00 respectively, had no statistical dif-
ference compared to those of non-physician suicides in the equiv-
alent period (mean = 49.69, median = 51.00, p > 0.05). The
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Fig. 1. The suicide method of physicians and non-physicians in 1996—2010 in the
Tokyo Metropolitan area.

Table 1
The speciality of physicians on the national registry and those in the present study.
Percentage in Number of %
physicians physician
over 15 years suicide
Internists 37.15—-40.65% 21 24.14
Dermatologists 2.95-3.06% 4 4.60
Paediatritians 5.58—5.98% 6 6.90
Psychiatrists 4.64—5.06% 16 18.39
Surgeons 9.54-12.03% 2 2.30
Orthopaedists 7.09-7.44% 1 1.15
Plastic surgeons 0.57-0.78% 1 1.15
Ophthalmologists 4.56—4.99% 1 1.15
Otolaryngologists 3.22-3.84% 3 345
Obstetricians/ 4.40—-5.39% 2 2.30
gynaecologists
Radiologists 1.82-2.00% 2 230
Anaesthesiologists 2.19-2.75% 5 5.75
Unknown 0.47-0.77% 13 16.09
Others 7.32-13.96% 10 11.49

percentage of female physicians enrolled in the study (21.84%) was
slightly higher compared to the percentage of females accounting {

for whole physicians; which increased from 13.39% in 1996 and ™

18.94% in 2010.12

It was found that 45 out of 87 cases had been diagnosed and
received some kind of treatment for a psychiatric illness. Further-
more, a closer examination of supplementary documents revealed
that the most common motives of suicide were pre-existing psy-
chiatric illnesses, mostly depression, followed by occupational
problems and non-psychiatric illnesses. There has been some evi-
dence that depression, drug abuse, and alcoholism are often asso-
ciated with suicides of physicians according to the studies
conducted in other countries,>® which is in accordance with the
results of present study. The most common motive among non-
physician suicides during the equivalent period was also psychi-
atric illnesses [data not shown], which indicates that an early
detection and an appropriate treatment of psychiatric illnesses
would be a key factor in the prevention of suicides, regardless of the
occupational background.

It has been pointed out that psychiatrists and anaesthesiolo-
gists have a relatively higher risk of suicide compared to physi-
cians majoring in other specialities.)®*** According to the
biennial reports released by the Ministry of Health, Labour and
Welfare of Japan in 1996—2010, psychiatrists accounted for 4.64—
5.06% of the whole registered physicians respectively.!'=2! 0
the other hand, there were 16 psychiatrists (18.39%) enrolled in
the present study, which accounted for a distinctly higher per-
centage compared to the proportion of physicians in the national
registry over the equivalent period; the assumption that the
speciality distribution is the same in the Tokyo Metropolitan area.
It is unknown whether there are occupational stresses particular
to the psychiatric fields of medicine, or if the choice of speciality
is influenced by factors that might differentially influence risk.
However, there is a study reporting high levels of stress and
dissatisfaction for psychiatrists.”?

The present study revealed that the most common suicide
method was hanging for physicians. Although the percentage of
suicidal poisoning for physicians was relatively high compared to
that of non-physicians, it only accounted for about a quarter of
that of hanging (Fig. 1). On the other hand, poisoning was found
to be the most common suicide method among physicians in
some previous studies.*” Some authors suggested that this
phenomenon is due to physicians being rich in knowledge on
lethal drugs and doses, as well as accessibility to them. While
these factors may have had effects to the results, another factor




Table 2

The method of suicide by the speciality of physicians.

Ophthalmologists Otolaryngologists Obstetricians/ Radiologists Anaesthesiologists Unknown Others Total

Speciality/ Internists Dermatologists Paediatritians Psychiatrists Surgeons Orthopaedists Plastic

method

gynaecologists

surgeons

of suicide

49

12

14

Hanging

3

Poisoning
Diving
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1
1
1

Jumping

Drowning
Gas

Others
Total

10

13

16

21

for consideration was established through the cases noted in the
present study.

Physicians generally have more knowledge of effective suicide
methods than those with less medical knowledge. It is notable that
either drugs or devices only accessible to medical professionals had
been used during the process of committing suicide in 19 out of 87
cases (21.84%). Furthermore, it is concerning to note that 4 out of 5
anaethesiologists had chosen poisoning for their method of suicide,
using anaesthetics; droperidol, vecuronium bromide, midazolam,
barbiturate and propofol. This is a distinct contrast to internists,
with only 4 out of 21 using accessible medical drugs or devises
during the suicidal process. Anyhow, these results indicate that an
easy access to and a substantial knowledge of potentially dangerous
drugs may lead to an inappropriate usage. For example, it is well
known to medical professionals that propofol has sedative and
relaxing properties, and brings eupharic feelings.* Quite a number
of lethal cases have been reported on those dying from the misuse
of propofol on themselves.?*"?’ Medical institutions are respon-
sible in managing potentially dangerous drugs and devices appro-
priately, but it also strongly depends on the moral of each
professional involved. Every member of staff, not only those with
management responsibilities, should be aware that there is a pos-
sibility that they might be used for unintended purposes other than
suicide, such as addiction and homicide. There are case reports in
which anaesthetics were suspected of having been accessories in
homicides.?%%°

It is clear that measures need to be taken to address the current
problem of drug and device misuse by physicians. With the avail-
ability and ease of obtaining them along with the difficulty of
detection, the use of prescribed drugs for wrong purposes,
including suicide, will probably continue in the future. However,
the best solution may not be to place restrictions on their circula-
tion as the majority would be used for their intended purpose.
Instead, a more strict pharmacy accounting of potentially
dangerous drugs and devices in applicable institutions, together
with the implementation of self-discipline on physicians should be
encouraged to prevent their illicit diversion.

There are a number of limitations to this study. Due to the
extremely small number of cases covered despite 15 years of study
period, it is impossible to draw a reliable conclusion on the trends
on physician suicide by age and period. A new distinctive charac-
teristic may be revealed by continuous research on the issue and
the accumulation of further cases of this nature. Furthermore, the
study is based only on the physician suicides occurred in the Tokyo
Metropolitan area. A different trend, such as the distribution in the
speciality of medicine, may be observed in the other areas of the
nation, particularly in the rural area.

5. Conclusion

Although the number of physician suicide accounted for less
than 1% of whole suicides in the Tokyo Metropolitan area,
numerous distinctive features were observed by background ana-
lyses. The results of the present study should encourage physicians
and all physician associated co-workers to pay attention to the need
for early intervention for psychiatric illness among themselves, and
also to review of pharmacological management in their workplace
and their morals as professionals handling potentially dangerous
drugs and devices.
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Gender differences in suicide attempters: a
retrospective study of precipitating factors for
suicide attempts at a critical emergency unit in

Japan
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Abstract

Background: There is a shortage of empirical data concerning precipitating factors for suicides in Japan. The
purpose of the present study was to clarify gender differences of precipitating factors for suicide attempts in Japan.
Methods: The subjects were high-lethality suicide attempters who were admitted to the Nippon Medical School
Hospital Critical Care Medical Center between March 1, 2010 and March 31, 2012. Precipitating factors for suicide
attempt, method of suicide attempt, psychiatric diagnoses and other sociodemographic data were collected from
the patients’ medical records retrospectively, and statistical analyses were performed for categorical variables of
male/female.

Results: The total number of subjects was 193 (88 males and 105 females). The rate of subjects attempting suicide
by poisonous gas was significantly higher in males while that of subjects atternpting suicide by drug overdose was

i

“family problems

@

significantly higher in fernales. The rate of subjects diagnosed with “major depressive disorder, bipolar disorder”
was significantly higher in males while that of subjects diagnosed with “personality disorders” or “dysthymic
disorder” was significantly higher in females. Subjects with "health problems”, “financial problems”, “work
problems”, "debts (others)” or "unwanted transfer” were significantly more numerous among males; subjects with

. "parent—child relations” or “loneliness” were significantly more frequently found among femnales.
Conclusions: Mental disorders were the most common precipitating factor for suicide attempts regardless of gender.
Significant gender differences were observed in psychiatric diagnoses, methods of suicide attempt and psychasocial
problems. This indicates the necessity of suicide prevention measures corresponding to these gender differences.

Keywords: Suicide attempters, Precipitating factors for suicides, Gender differences, Critical care medical center

Background

In Japan, the number of suicides has been decreasing in
recent vears but has remained at around 30,000 annually
after a sudden increase in 1998. Suicide prevention
measures have been taken by the whole nation to reduce
suicides after the Basic Act on Suicide Prevention was
enacted in 2006. On the other hand, it is difficult to nar-
row down which measures should be taken intensively
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because empirical data regarding precipitating factors
for suicides are insufficient in Japan.

Some previous studies have endeavored to clarify the
characteristics of suicide-related behaviors in fapan by
investigating suicide attempts [1-4]. However, in those
studies, investigations focused only on psychiatric diag-
noses or sociodemographic data of suicide attempters,
and precipitating factors for suicide attempts were not
examined. Pompili argued that suicide is better under-
stood as a phenomenon centered in the individual [5].
Analysis of subjective motives as well as analysis of ob-
jective risk factors is useful for understanding suicide.
The National Police Agency (NPA) yearly announces the
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annual number of suicides, and analysis of the precipitat-
ing factors for suicides based on the NPA’s suicide statis-
tics is made public simultaneously. However, it is possible
that the actual state of suicides has not been grasped cor-
rectly in this analysis due to inadequate psychiatric assess-
ment, and precipitating factors for suicides were specified
in only about 70% of suicide committers in the NPA’s sui-
cide statistics [6].

Gender differences in suicide-related behavior are well-
known. Females have a higher rate of suicide attempts
than males, while males have a higher rate of mortality
from suicide than females [7-9]. The male/female ratio of
suicide attempts is 0.65-0.81 according to previous studies
in Japan [1-4]. Females are more likely to attempt suicide
by poisoning than males, while males are more likely to
use methods of suicide with high lethality like hanging
than females [8,9]. In addition to these characteristics,
some gender differences in sociodemographic characteris-
tics of suicide committers or attempters are known. Re-
garding the sociodemographic characteristics of suicide
committers in Denmark, Qin et al. reported that being
single, unemployed and having a low income were associ-
ated with higher suicide risk in males, whereas having a
young child was associated with lower suicide risk in fe-
males [10]. Fekete et al. reported sociodemographic char-
acteristics of suicide attempters in Hungary, including that
females were economically inactive or widowed and males
were unemployed or living alone [11]. Zhang et al. studied
the sociodemographic characteristics of suicide attempters
in American young adults, reporting that low income and
smoking were associated with suicide attempts in males,
and poor self-evaluated health, low educational attainment
and drug use were associated with suicide attempts in fe-
males [12]. However, gender differences of precipitating
factors for suicide-related behavior have been insufficiently
investigated. Wu et al. reported that unemployment or
economic problems were regarded as significant precipi-
tating factors for suicide attempts to a greater extent in
males then in females in Taiwan, but the sample consisted
mainly of people with a suicide lethality ranging from mild
to moderate [13]. Téth et al. reported that interpersonal
conflict was found to be the most frequent precipitating
factor for suicide attempts by deliberate self-poisoning in
Hungary and also that male suicide attempters with inter-
personal conflicts had lower levels of depression [14].

In the present study, we investigated precipitating fac-
tors for suicide attempts from the data of suicide
attempters admitted to the Nippon Medical School Hos-
pital Critical Care Medical Center. Gender differences in
Japanese suicide-related behavior have not been clarified.
Thus, we aimed to clarify the gender differences in pre-
cipitating factors for suicide attempts in Japan.

We previously reported a study concerning precipitat-
ing factors for suicide attempts based on a preliminary
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psychiatric assessment of suicide attempters, in which
we explored the precipitating factors for suicide attempts
among adolescent suicide attempters [15]. In the present
study, we comprehensively investigated precipitating fac-
tors for suicide attempts via an approach unprecedented
in Japan.

Methods

Study design and sample

The subjects were suicide atternpters with high lethality
who were admitted to the Nippon Medical School Hos-
pital Critical Care Medical Center. All patients admitted
to this facility are in medically serious and fatal condi-
tion. About 2,000 patients are admitted every year, and
about 5% of them are suicide attempters excluding sui-
cide committers. The study period was from March 1,
2010 to March 31, 2012.

In this report, the term “suicide attempt” follows the
Columbia Classification Algorithm of Suicide Assess-
ment (C-CASA), ie, it is defined as a potentially self-
injurious behavior, associated with at least some intent
to die, as a result of the act [16]. We adopted this defin-
ition of the term “suicide attempt” because it is often
clinically used. Silverman et al. proposed the nomen-
clature for suicidology, defining “suicide attempt” as a
self-inflicted, potentially injurious behavior with a non-
fatal outcome for which there is evidence of intent to
die [17,18]. There is no essential difference between C-
CASA and the nomenclature proposed by Silverman
et al. in respect to the definition of the term “suicide
attempt”.

At the Nippon Medical School Hospital Critical Care
Medical Center, psychiatrists examine all suicide attemp-
ters and confirm their intent to die when they attemnpted
suicide. Psychiatrists assess their mental state and prob-
lems that precipitated their suicide attempt. Psychiatric
diagnoses were made according to the DSM-IV-TR cri-
teria [19] by agreement among two or more experienced
psychiatrists. Psychiatrists also assessed precipitating fac-
tors for the suicide attempts. Precipitating factors for
suicide attempt, methods of suicide attempt, psychiatric
diagnoses and other sociodemographic data were col-
lected from the patients’ medical records retrospectively.
If the subject had attempted suicide by two or more
methods, we only presented the most lethal one,

Precipitating factors for suicide attempts were classified
in accordance with the items used for the classification of
precipitating factors for suicides by the NPA’s 2010 suicide
statistics (Table 1) [6]. These are the only official statistics
that include data on precipitating factors for suicides, and
they are widely used as the basic data for suicide preven-
tion in Japan. This is why the classification by the NPA’s
suicide statistics was used in the present study. Three
items or less were presented as precipitating factors for
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Table 1 ltems used for classification in NPA’s suicide statistics, 2010

Major category  Sub-classification

Family problems

Parent-child relations, marital relations, refations with other family members, death in the family, pessimism over family’s future,

scolding from family members, wonies about parenting, abuse, exhaustion from nursing or care, others

Health problems

Financial problems

Disease, depression, schizophrenia, alcohol dependence, drug abuse, other mental disorders, physical handicaps, others

Bankruptcy, business slump, redundancy, failure to find employment, poverty, debts (accumulated loans), debts (joint liability),

debts (others), repayment pressure from creditors, insurance paid by suicide, others

Work problems
Love problems
School problems

Other problems

Failure in business, workplace relationship, unwanted transfer, work overload, others
Marriage problems, broken heart, worries about adultery, trouble with boyfriend or girlfriend, others
Entrance examinations, career decisions, academic failure, refationship with teachers, bullying, relationship with schoolmates, others

Having ones’ crime revealed, crime victim, suicide over someone's death, loneliness, relationship with neighbors, others

suicides in the NPA’s 2010 suicide statistics, while more
than three items were also presented as precipitating fac-
tors of suicide attempts in the present study in order to
show the background of suicide attempts more accurately.
The items for mental disorders in the NPA’s 2010 suicide
statistics (“depression”, “schizophrenia”, “alcohol dependence”,
“drug abuse” and “other mental disorders”) were remaved
from the items in the present study because psychiatric
diagnoses were made according to the DSM-IV-TR cri-
teria independently.

If there were two or more precipitating factors belong-
ing to the same major category in one subject, the number
of precipitating factors in that major category was consid-
ered to be one only when the analysis was performed be-
tween. major categories.

Statistical analyses

Statistical analyses were conducted using PASW Statis-
tics 18 (SPSS Inc., Chicago, IL, USA). Welch’s t-test was
used to compare the variables of age and the number of
precipitating factors between males and females. Chi-
square test or Fisher's exact test was used to determine
the categorical variables of being under psychiatric treat-
ment, employment status, method of suicide attempt,
psychiatric diagnosis and precipitating factors for suicide
attempt between males and females. Chi-square test or
Fisher’'s exact test was also used to determine the cat-
egorical variables of method of suicide attempt between
under psychiatric treatment and no psychiatric treat-
ment. We used a significance level of p <0.05 and two-
sided probability.

Ethics

The present study was approved by the Ethics Committee
of Nippon Medical School Hospital and conforms to the
provisions of the Declaration of Helsinki.

Results
Characteristics of subjects
The results are shown in Table 2.

The total number of subjects was 193 (88 males and
105 fernales), with the male/female ratio being 0.84. Their
mean age was 41.1 % 16.3 SD years (range: 15-91 vears).
Sixty of the subjects (31.1%) were employed.

Those attempting suicide by drug overdose comprised
the largest group, with 101 cases (52.3%). The second
largest group, 33 cases (17.1%), consisted of those attempt-
ing suicide by jumping from a high place. Hanging is the
most common method among suicide committers in
Japan, but the subjects who attempted suicide by hanging
were the fifth most, with 11 cases (5.7%).

182 of the 193 subjects (94.3%) had mental disorders
and 131 of the 193 subjects (67.9%) were under psychiatric
treatment. Those diagnosed with “mood disorders” were
the most, with 68 cases (35.2%): 36 of them were diag-
nosed with “major depressive disorder”, 6 with “bipolar
disorder”, and 26 with “dysthymic disorder”. The subjects
diagnosed with “schizophrenia and other psychotic disor-
ders” were the second largest group, with 45 cases
(23.3%). The third largest group, 27 cases (14.0%), con-
sisted of those diagnosed with “adjustment disorders”. The
fourth largest group consisted of “personality disorders”,
with 22 cases (11.4%): 18 of them were diagnosed with
“borderline personality disorder” and 4 with “personality
disorder not otherwise specified”.

The mean number of precipitating factors, except
mental disorders, was 1.11 £0.78 SD per subject (range:
0-4). The subjects with “family problems” made up the
largest group, with 62 cases (32.1%). Those with “finan-
cial problems” comprised the second largest, with 40
cases (20.7%), and those with “other problems” the third
largest, with 29 cases (15.0%). '

Gender differences

There was no significant difference in mean age and mean
number of precipitating factors between males and females.
The proportion of employed subjects was significantly lar-
ger among males (chi-square test, X° = 13.216, p = 0.000).
16.2% of the female subjects were housewives, and there
were no house-husbands among the male subjects; the
rate of subjects who were housewives or house-husbands
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Table 2 Precipitating factors of suicide attempts and gender differences

Total Males Females Significance
(N=193) (N =88) (N =105}
Age+SD 411£163 424+163 40.1 £164 NS®
Mean number of precipitating factors = SD 1112078 1.20+087 1.04+ 069 NS®
Under psychiatric treatment 131 50 81 p=0003" x2=9.070
Employment status
Employed 60 39 21 p=0000° ¥=13216
Unemployed 97 39 58 NS*
Housewife or house-husband 17 0 17 p=0.000* X2 =15.624
Student 19 10 9 Ns?
Methods of suicide attempt
Drug overdose 101 36 65 p=0004* X =8.460
Jumping from a high place 33 17 16 Ny
Cutting 16 10 6 NS*
Poisonous gas 15 13 2 p=0001" ¥2=11.060
Hanging 1 7 4 NS*
Poisoning 9 4 5 Ny
Other methods 11 2 9 Ns*
DSM-IV-TR
Substance-induced disorders 16 1" 5 Ny
Schizophrenia and other psychotic disorders 45 22 23 NS
Major depressive disorder, bipolar disorder 42 26 16 p=0016" X2 =5756
Dysthymic disorder 26 7 19 p=0040" Y2 =4.224
Adjustment disorders 27 13 14 NS?
Personality disorders 22 2 20 p=0000" X =13339
Other psychiatric disorders 14 6 8 Ns*
None 1 6 5 NS*
Precipitating factors
Family problems 62 20 42 p=0010" ¥*=6551
Parent-child relations 14 2 12 p=0015" X2 =5965
Health problems 8 7 1 p=0024"
Financial problems 40 24 16 p=0040° X2 =4.220
Debt (others) 4 4 0 p=0042"
Work problems 27 18 9 p=0018" ¥=5618
Unwanted transfer 4 4 0 p=0042"
Love problems 20 7 13 Ns*
School problems 6 3 3 NST
Other problems 29 12 17 NsS?
Loneliness 12 2 10 p=0038 ¥ =4317

SWelch's t-test, "chi-square test, Fisher’s exact test.

was significantly higher in females (chi-square test, suicide by poisonous gas was significantly higher in males
¥* = 15.624, p = 0.000). (chi-square test, x* = 11.060, p = 0.001).

The rate of subjects attempting suicide by drug over- The number of subjects under psychiatric treatment
dose was significantly higher in females (chi-square test, was 50 in males (56.8%) and 81 in females (77.1%), with
X = 8460, p=0.004), and the rate of those attempting the rate being significantly higher in females (chi-square
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test, XZ =9.070, p =0.003). Table 3 shows the differences
in the methods of suicide attempt due to the presence
or absence of psychiatric treatment. The rate of subjects
attempting suicide by drug overdose was significantly
higher in the subjects under psychiatric treatment {chi-
square test, x° = 12,479, p = 0.000). On the other hand,
the rates of those attempting suicide by cutting {chi-
square test, X = 4.657, p = 0.031) and poisoning (Fisher's
exact test, p = 0.032) were significantly lower in the subjects
under psychiatric treatment.

The rate of subjects diagnosed with “major depressive
disorder” or “bipolar disorder” (chi-square test, ¥ = 5.756,
p=0.016) was significantly higher in males, and the
rate of those diagnosed with “personality disorders”
(chi-square test, x* = 13.339, p = 0.000) or “dysthymic
disorder” (chi-square test, X° = 4.224, p = 0.040) was sig-
nificantly higher in fernales.

Among major categories of precipitating factors, the
rates of subjects with “health problems” (Fisher’s exact
test, p =0.024), “financial problems” (chi-square test,
x* = 4,220, p=0.040) and “work problems” (chi-square
test, X = 5.618, p = 0.018) were significantly higher in
males, whereas the rate of those with “family problems”
(chi-square test, x*=6.551, p=0.010) was significantly
higher in females. Among sub-classifications of precipitat-
ing factors, the rate of subjects who had “debts (others)”
(“financial problems”) (Fisher’s exact test, p=0.042) or
“unwanted transfer” (“work problems”) (Fisher’s exact test,
p = 0.042) was significantly larger in males; the rate of sub-
jects with “parent—child relations” (“family problems”)
(chi-square test, x*=5965, p=0015) or “loneliness”
(“other problems”) (chi-square test, X =4.317, p = 0.038)
was significantly higher in fernales.

Discussion
Previous studies have shown that mental disorders are
the most common precipitating factor for suicide-related
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behavior regardless of gender [3,20,21]. Yamada et al. re-
ported that 95% and 65% of suicide attempters had men-
tal disorders and were under psychiatric treatment,
respectively [3]. In the present study, 94.3% of the sub-
jects had mental disorders and 67.9% were under psychi-
atric treatment, percentages similar to those of the
previcus study. Pompili et al. reported that suicide in
eating disorders is a major cause of death [22], but there
was no subject with eating disorders in the present
study.

The rate of subjects diagnosed with “major depressive
disorder, bipolar disorder” was significantly lower, and
that of subjects diagnosed with “personality disorders”
and “dysthymic disorder” was significantly higher in fe-
males. Isometsi et al. compared suicide committers with
unipolar depression not fulfilling the criteria of major
depressive disorder with those with major depressive
disorder [23]. They reported that problems in recent life
events were observed more commonly among suicide
committers with non-major depressive disorders, and
particularly during the final week. Further, patients with
personality disorder, especially borderline personality
disorder, typically have high impulsivity. Considering
these findings, it is possible that females might tend to
attempt suicide without major depressive disorder but
rather in connection with life events or impulsivity.

In the present study, the rate of subjects attempting
suicide by drug overdose was significantly higher in fe-
males. It is known that females are more likely to at-
tempt suicide by poisoning than males [8,9], but we can
infer from the high rate of female subjects under psychi-
atric treatment that they could get drugs for suicide at-
tempts more easily than acquire items for other suicidal
methods.

Male suicide attempters tend to be influenced by soci-
etal problems like “financial problems” or “work prob-
lems” and female suicide attempters by social problems

Table 3 Differences in methods of suicide attempt due to the presence or absence of psychiatric treatment

Total Unc!er ] N9 ) Significance
I « o S v
(N=131) (N=62)
Methods of suicide attempt
Drug overdose 101 80* 21 p=0000" X = 12479
Jumping from a high place 33 24 9 NST
Cutting 16 7 9 p=0031" X = 4657
Poisonous gas 15 7 8 NSt
Hanging 1 5 6 NS*
Poisoning 9 3 6 p=0032"
Other methods 1 6 5 NS

fchi-square test, TFisher’s exact test.

‘53 females (81.5%) and 27 males (75.0%) under psychiatric treatment attempted suicide by drug overdose.
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like “parent—child relations” or “loneliness.” These find-
ings indicate that male suicide attempters tended to at-
tempt suicide in societal situations, while female suicide
attempters tended to atternpt suicide in social situations.
This difference between males and females may reflect the
structure of Japanese society, in which social participation
of females is still insufficient — the recent labor force par-
ticipation rate of those aged 15--64 years is about 80% in
males and about 60% in fernales [24]. In the present study,
the rate of those who were employed was significantly
higher in males and the rate of the subjects who were
housewives or house-husbands was significantly higher
in females.

In the present study, the distinct gender differences
were confirimed in psychiatric diagnoses, methods of sui-
cide attempt and psychosocial problems, indicating the
necessity of suicide prevention measures corresponding to
these gender differences, e.g., support for solving societal
problems for males and preventing psychosocial isolation
for females.

Limitations

The main limitation of the present study is that the sub-
jects were suicide attempters, Le., they did not commit
suicide. It could be argued, therefore, that the results may
not accurately reflect the characteristics of suicide com-
mitters. However, suicide attempt, and especially repeti-
tious suicide attempts, is known as a high-risk factor for
subsequent suicide [25-27]. Furthermore, all of the sub-
jects were high-lethality suicide attempters and clearly
intended to kill themselves (most suicide attempters ad-
mitted to the critical care medical center use highly lethal
methods in their suicide attempts), so we believe that they
had very similar characteristics to those of persons who
committed suicide, indicating that our results truly reflect
the characteristics of suicide committers in Japan. In
addition, the advantage of investigating suicide attempters
is that we can directly confirm precipitating factors for
suicide attempts from the attempters themselves, as well
as perform psychiatric assessment regarding their mental
state at the time of their suicide attempts. Therefore, in-
vestigating suicide attempters such as in the present study
is considered to be an effective method for clarifying the
characteristics of suicide-related behaviors.

Another limitation of the present study is that we col-
lected the subjects’ information from their medical re-
cords and did not use objective methods like structured
interviews when we assessed their psychiatric diagnoses
and precipitating factors for suicide attempts. Instead,
we assessed the subjects’ psychiatric diagnoses and pre-
cipitating factors for suicide attempts by agreement
among two or more psychiatrists.

Previous suicide attempt is known as a risk factor for
suicide, while it is not considered to be a precipitating
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factor for suicide and is pot included in the classification
items of the NPA’s suicide statistics. Therefore, we did
not include previous suicide attempt in the analysis of
the present study. This might be a limitation of the
present study.

Conclusions

Mental disorders were the most common precipitating
factor for suicide attempts regardless of gender. This indi-
cates the necessity for reinforcement of the mental health
system as a basic suicide prevention measure. Gender dif-
ferences were significantly observed in psychiatric diagno-
ses, methods of suicide attempt and psychosocial problems.
Suicide prevention measures based on these gender differ-
ences should be performed. '
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Numerous studies on physician suicide in various countries have been reported but no data from Japan
on the issue can be found to date. In this study, physician suicides in the special wards of Tokyo
Metropolitan area in 1996—2010 were investigated retrospectively. A total of 87 cases were enrolled. The
results suggested that physician suicide has been linked to pre-existing psychiatric illnesses and occu-
pational problems, and that psychiatrists have a relatively higher suicide risk compared to those
majoring in other specialities of medicine. A distinctive feature was that 19 cases had used either drugs or
devices which were accessible due to their profession some time during the process of committing

K ds: . . . .
S?i,:;lgg > suicide. Another notable feature was that 4 out of 5 anaesthesiologists enrolled in the study had chosen
Physician poisoning for their suicide method, with the drugs frequently used in their speciality. The findings

advocate strongly for efficient suicide prevention measures for physicians including an early detection
and treatment of psychiatric illnesses, as well as an urgent need for a more effective pharmacy man-
agement in applicable institutions together with the implementation of self discipline on each physician.

This is the first broad academic study on physician suicide in Japan.
© 2013 Elsevier Ltd and Faculty of Forensic and Legal Medicine, All rights reserved.

1. Introduction

Suicides numbered 32,863 in Japan in 1998 and have exceeded
30,000 in every subsequent year, which accounts for the highest
rate in the world.’ Various analyses, researches and measures have
been taken by professionals in various fields to stop such a long
lasting trend of a complex public health problem. However, an
absence of central institution to manage the detailed data on sui~
- cide has been muaking it difficult to grasp the actual condition

through a large scale epidemiological study nationwide,

On the other hand, the shortage of physicians in Japan has
become a serious social problem in recent years.>? It is a great loss
for the whole society to lose a physician by suicide, even though the
number of cases is expected to be relatively small. It should be an
issue to be dealt with not only by the professionals of forensic
science or epidemiology, but by those from a variety of academic
fields. No broad academic study on physician suicide from Japan
can be found to date, due to the lack of academic epidemiological
data.

The main objective of the present study was to examine the
characteristics of physician suicide cases in the special wards of
Tokyo Metropolitan area in 1996—2010, as the first broad academic
study on the issue in Japan.

* Corresponding author. Tel.: +81 3 3944 1481; fax: +81 3 3944 7585.
E-mail addresses: hikifi@kyudaijp (W. Hikiji), fukutatu@b-starjp (T. Fukunaga).

2. Methods

Data on suicides of physicians and non-physicians handled in
the Tokyo Medical Examiner’'s Office during 1996—2010 were
extracted for descriptive analysis retrospectively. The Tokyo Med-
ical Examiner’s Office is an institution in which all unnatural
deaths, including suicide, occurring in the special wards of Tokyo
Metropolitan area are reported and the inquests are performed.
This therefore provides that all suicide cases occurring in the area
are praocessed by this institution. Death certificates and supple-
mentary documents were examined which included age, gender,
professional speciality, past and present illness/es, device/s used,
proposed motive and other relevant information of each case. The
ethical committee of the Tokyo Medical Examiner's Office approved
the protocol of this study.

3. Results

The total number of suicides handled in the Tokyo Medical Ex-
aminer’s Office during the study period was 28248 and 87 were
physicians (0.31%). Of these 87 cases, the age varied from 25 to 82
(mean = 47.97, median = 47.00) and the male to female ratio was
68:19 (the percentage of female physicians = 21.84%). The suicide
methods consisted of 49 hanging, 14 poisoning, 12 jumping, 3
diving, 3 hypoxia, 3 cutting, 1 hydrogen sulfide intoxication, 1 car-
bon monoxide intoxication and 1 drowning. The percentage of

1752-928X/$ — see front matter © 2013 Elsevier Ltd and Faculty of Forensic and Legal Medicine. All rights reserved.
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methods chosen by physicians and non-physicians are shown in
Fig. 1. Regardless to the suicide method, 19 physicians (21.84%) were
found to have used either drugs or devices which were accessible
due to their profession at some time during the process of
committing suicide. Forty five cases (51.72%) had been diagnosed
with a psychiatric illness, and the main motives of suicide of each
case were psychiatric illnesses, occupational problems and non-
psychiatric illnesses. The area of speciality of physicians consisted
of 21 internists, 16 psychiatrists, 6 paediatritians, 5 anaesthesiolo-
gists, 4 dermatologists, 3 otolaryngologists, 2 radiologists, 2 sur-
geons, 2 abstetricians/gynaecologists, 1 orthopaedist, 1 plastic
surgeon, 1 ophthalmologist, 1 pathologist, 1 researcher, 1 freelance,
1 industrial physician and 4 unknown, while 6 were junior resi-
dents (Table 1). Out of 5 anaesthesiologists, only 1 had chosen
hanging as a suicide method but the remaining 4 had chosen
poisoning with anaesthetics, using the devices most likely to have
been taken out from their workplace (Table 2).

4. Discussion

Several studies have been carried out on the issue of suicide of
physicians in various countries,*~*® presenting notable findings in
the distribution of suicidal methods and specialities in medicine.
The present study revealed numerous noteworthy findings on the
issue, some of which were unique in characteristics.

The mean and median age of physician suicides enrolled in the
present study, 47.97 and 47.00 respectively, had no statistical dif-
ference compared to those of non-physician suicides in the equiv-
alent period (mean = 49.69, median = 51.00, p > 0.05). The

Physicians
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Fig. 1. The suicide method of physicians and non-physicians in 1996—2010 in the
Tokyo Metropolitan area.

Table 1
The speciality of physicians on the national registry and those in the present study.
Percentage in Number of %
physicians physician
over 15 years suicide
Internists 37.15-40.65% 21 24.14
Dermatologists 2.95-3.06% 4 4.60
Paediatritians 5.58-5.98% 6 6.90
Psychiatrists 4.64--5.06% 16 18.39
Surgeons 9.54—12.03% 2 2.30
Orthopaedists 7.09-7.44% 1 1.15
Plastic surgeons 0.57—-0.78% 1 1.15
Ophthalmologists 4.56—4.99% 1 1.15
Otolaryngologists 3.22-3.84% 3 3.45
Obstetricians/ 4.40~-5.39% 2 2.30
gynaecologists
Radiologists 1.82—2.00% 2 2.30
Anaesthesiologists 2.19-2.75% 5 5.75
Unknown 047-0.77% 13 16.09
Others 7.32—13.96% 10 11.49

percentage of female physicians enrolled in the study (21.84%) was
slightly higher compared to the percentage of females accounting
for whole physicians; which increased from 13.39% in 1996 and
18.94% in 2010.™1*

It was found that 45 out of 87 cases had been diagnosed and
received some kind of treatment for a psychiatric iliness. Further-
more, a closer examination of supplementary documents revealed
that the most common motives of suicide were pre-existing psy-
chiatric illnesses, mostly depression, followed by occupational
problems and non-psychiatric illnesses. There has been some evi-
dence that depression, drug abuse, and alcoholism are often asso-
ciated with suicides of physicians according to the studies
conducted in other countries,®? which is in accordance with the
results of present study. The most common motive among non-
physician suicides during the equivalent period was also psychi-
atric illnesses [data not shown], which indicates that an early
detection and an appropriate treatment of psychiatric illnesses
would be a key factor in the prevention of suicides, regardless of the
occupational background.

It has been pointed out that psychiatrists and anaesthesiolo-
gists have a relatively higher risk of suicide compared to physi-
cians majoring in other specialities.’®3* According to the
biennial reports released by the Ministry of Health, Labour and
Welfare of Japan in 1996—2010, psychiatrists accounted for 4.64—
5.06% of the whole registered physicians respectively.”*'*% On
the other hand, there were 16 psychiatrists (18.39%) enrolled in
the present study, which accounted for a distinctly higher per~
centage compared to the proportion of physicians in the national
registry over the equivalent period; the assumption that the
speciality distribution is the same in the Tokyo Metropolitan area.
It is unknown whether there are occupational stresses particular
to the psychiatric fields of medicine, or if the choice of speciality
is influenced by factors that might differentially influence risk.
However, there is a study reportmg high levels of stress and
dissatisfaction for psychiatrists.??

The present study revealed that the most common suicide
method was hanging for physicians. Although the percentage of
suicidal poisoning for physicians was relatively high compared to
that of non-physicians, it only accounted for about a quarter of
that of hanging (Fig. 1). On the other hand, poisoning was found
to be the most common suicide method among physicians in
some previous studies.’’ Some authors suggested that this
phenomenon is due to physicians being rich in knowledge on
lethal drugs and doses, as well as accessibility to them. While
these factors may have had effects to the results, another factor




Table 2

The method of suicide by the speciality of physicians.

Ophthalmologists Otolaryngologists Obstetricians/ Radiologists Anaesthesiologists Unknown Others Total

Speciality/ Internists Dermatologists Paediatritians Psychiatrists Surgeons Orthopaedists Plastic

method

gynaecologists

surgeons

of suicide

49

12

14

Hanging
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for consideration was established through the cases noted in the
present study.

Physicians generally have more knowledge of effective suicide
methods than those with less medical knowledge. It is notable that
either drugs or devices only accessible to medical professionals had
been used during the process of committing suicide in 19 out of 87
cases (21.84%). Furthermore, it is concerning to note that 4 out of 5
anaethesiologists had chosen poisoning for their method of suicide,
using anaesthetics; droperidol, vecuronium bromide, midazolam,
barbiturate and propofol. This is a distinct contrast to internists,
with only 4 out of 21 using accessible medical drugs or devises
during the suicidal process. Anyhow, these results indicate that an
easy access to and a substantial knowledge of potentially dangerous
drugs may lead to an inappropriate usage. For example, it is well
known to medical professionals that propofol has sedative and
relaxing properties, and brings euphoric feelings.?* Quite a number
of lethal cases have been reported on those dying from the misuse
of propofol on themselves.*"%” Medical institutions are respon-
sible in managing potentially dangerous drugs and devices appro-
priately, but it also strongly depends on the moral of each
professional involved. Every member of staff, not only those with
management responsibilities, should be aware that there is a pos-
sibility that they might be used for unintended purposes other than
suicide, such as addiction and homicide. There are case reports in
which anaesthetics were suspected of having been accessories in
homicides.?52°

It is clear that measures need to be taken to address the current
problem of drug and device misuse by physicians. With the avail-
ability and ease of obtaining them along with the difficulty of
detection, the use of prescribed drugs for wrong purposes,
including suicide, will probably continue in the future. However,
the best solution may not be to place restrictions on their circula-
tion as the majority would be used for their intended purpose.
Instead, a more strict pharmacy accounting of potentially
dangerous drugs and devices in applicable institutions, together
with the implementation of self-discipline on physicians should be
encouraged to prevent their illicit diversion.

There are a number of limitations to this study. Due to the
extrermnely small number of cases covered despite 15 years of study
period, it is impossible to draw a reliable conclusion on the trends
on physician suicide by age and period. A new distinctive charac-
teristic may be revealed by continuous research on the issue and
the accumulation of further cases of this nature. Furthermore, the
study is based only on the physician suicides occurred in the Tokyo
Metropolitan area. A different trend, such as the distribution in the
speciality of medicine, may be observed in the other areas of the
nation, particularly in the rural area.

5. Conclusion

Although the number of physician suicide accounted for less
than 1% of whole suicides in the Tokyo Metropolitan area,
numerous distinctive features were observed by background ana-
lyses. The results of the present study should encourage physicians
and all physician associated co-workers to pay attention to the need
for early intervention for psychiatric illness among themselves, and
also to review of pharmacological management in their workplace
and their morals as professionals handling potentially dangerous
drugs and devices.

Conflict of interest

The authors have no conflict of interest.



