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Abstract

:

Suicide prevention is a priority globally. Community nurses are on the frontline of healthcare, and thus well placed to identify those at risk of suicide and act to prevent it. However, they are often ill-equipped to do so. This study examines whether depression management training for nurses may also help them manage suicide-risk patients. Method: This quasi-experimental study used a questionnaire that included a randomly assigned textual case vignette, measures related to patient descriptions portrayed in the vignette, and demographic and clinical/training information. The participants were 139 Israeli nurses who were mostly Jewish, Israeli-born, and married women working as community nurses. Almost half had completed depression management training (DMT) in their routine work. Results: Nurses who completed depression management training were more likely than non-trainees to query the patient regarding mental status and suicide plans and were more likely to refer them to appropriate further treatment. The graduate nurses also reported higher self-competence and more positive attitudes regarding their ability to assess depression and suicide risk than nurses who had not received depression management training. Discussion: The results highlight the importance of depression management training, as suicide assessment and referral are among the major steps to suicide prevention.
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1. Introduction


Every 40 s, someone dies by suicide. Globally, this means that there are approximately 800,000 suicides annually, with over 20 million suicide attempts [1]. These alarming numbers, together with the knowledge that suicide can be prevented [2], increase the vital importance of designing interventions to diminish suicide rates. One of the most important facilitators of suicide is the presence of mental disorders [3]. Approximately 90% of all suicides occur among individuals with active mental health diagnoses, clinical depression being the most prevalent [4,5]. Thus, risk factors for depression, such as anhedonia, deep sadness, sleep difficulty, and loss of appetite [6], should be thoroughly examined and, if diagnosed, should facilitate acute intervention by any community suicide gatekeeper [7].



Healthcare professionals are at the forefront of mental healthcare and can be viewed as among the most important gatekeepers of suicide [8]. The importance of an appropriate response to suicidal risk by primary physicians and community nurses is reflected in previous research, showing that 45% of patients who died by suicide had contact with these primary care providers in the month prior to their death and 80% within the previous year [9,10].



In addition to primary physicians, community nurses often interact with patients over time and routinely conduct many interviews and examinations, including coordinating patient care, acting as case managers, and increasing health literacy [11]. In Israel, community nurses work with the family physician as a team. Together, they comprise the primary patient care [12,13] and can play a critical role in suicide prevention. Knowing the patient and the family allows the nurse to detect a suicide risk and provide appropriate intervention [14].



However, several studies have indicated that some community nurses may not have the specific knowledge or confidence needed to interact with suicidal patients [15,16]. Nurses may not feel competent to assess suicide ideation and risk among patients. They acknowledge several psychosocial barriers and challenges in assessing and managing individuals at risk of suicide [17,18,19]. Thus, it is plausible to suggest that nurses’ lack of knowledge and training in suicide risk management may negatively impact healthcare delivery and patient safety [20].



Several countries, including the United States and the United Kingdom, have implemented suicide prevention and identification training programs among nurses and nursing students [21], and many other countries have adopted similar programs with nurses and other primary care staff. The training programs designed for this aim may be brief (a few hours) or more extensive (weeks), but all seek to improve knowledge about suicidal behavior, perceptions regarding suicide prevention, reluctance to engage with the patient, and self-efficacy in their professional role with patients [7]. Some of these programs showed a significant improvement in post-training knowledge and accuracy in identifying warning signs, risk factors, and the protective factors of suicide [22,23], whereas other programs demonstrated no significant improvement [8,24,25,26,27].



The Current Study


Suicide assessment and referral are acknowledged to be among the major steps in suicide prevention [28]. However, little is known about what community nurses in Israel know and perceive about suicide risk. Moreover, while most nurses in Israel do not attend suicide prevention programs, many do learn how to detect and intervene in cases of depression, as this is part of the formal nursing education curriculum. Thus, we ask whether nurses having received depression management training (DMT) would report greater ability and self-competence in suicide risk management than non-trainees. This is the first study of its kind to investigate the effect that DMT will have on nurses working in the community. These results could have a significant impact on future intervention programming and subsequent training among nurses working in Israel.



Our objective was to identify and analyze the attitudes and perceptions of Israeli community nurses on potential patient suicide risk. To this end, we initiated this quasi-experimental study in order to understand the effectiveness of DMT on nurse confidence when managing at-risk patients.



We posited the following hypotheses:



H1. 

Nurses who had received DMT would be more willing to refer the hypothetical patient to a mental health professional and more willing to ask him about his mental health issues and suicide plans than nurses who had not received DMT beyond personal and professional characteristics (e.g., seniority).





H2. 

The effect of DMT will be moderated by the severity of the hypothetical patient’s mental condition: As the patient’s severity level rises in the vignette, DMT nurse trainees would be more willing to refer the patient for treatment and would be more willing to ask the patient about his mental health issues and suicide plans; no such differences would be found among nurses who had not participated in DMT.





H3. 

Among the nurses, the DMT graduates would report more positive attitudes and greater self-competence in their ability to manage patients’ depression and suicide risk than non-trainees.







2. Methods


2.1. Design


In this 2 × 3 quasi-experimental study, we used two independent variables, DMT training (yes/no) and suicide severity levels, which were manipulated with three conditions (depression, suicide ideation and suicidal behavior). Each participant was randomly assigned to one of the three experimental conditions of the suicide severity variable and was asked about his/her DMT training. The number of participants in each of the three suicide severity conditions ranged from 43 to 50; 90 participants did not complete the DMT training while 54 did complete it.




2.2. Procedure


After ethics approval was granted by [MASKED], the research questionnaire was distributed both digitally and manually among designated community health centers. Additionally, a link to an electronic copy of the questionnaire was distributed in closed social media groups whose sole subscribers were community nurses. Moreover, the authors forwarded email invitations that included the link to the online questionnaire to several mailing lists of community nurses in different institutions, requesting participation. Consistent with the snowball method of participant recruitment, all recipients were asked to forward the invitation to other community nurses. Within 4 weeks of the initial invitations, 139 nurses responded to the online questionnaire. The questionnaire included a short case study followed by several questions. Informed consent was obtained after explaining the research procedure.



In the study, community nurses read a vignette about a hypothetical patient who had suffered from a psychological crisis. The vignette continued with one of three severity levels regarding the patient’s suicide risk: a description of a depressive episode, a description of suicide ideation, or a description of a previous suicide attempt. Following the reading, the nurses were asked about their willingness to engage in three possible actions concerning the hypothetical patient: refer him to a mental health professional, ask him about his mental health issues (e.g., depression symptoms), and ask him about his suicide plans. Other studies have already used such quasi-experimental designs in order to examine differences in suicide risk assessment following vignette evaluations [27,28,29], which enable us to understand the differences in assessment in regard to changes in the patient descriptions. Following the reading of the vignette, the participants were asked to fill out the study questionnaire, including demographics. In this section, we asked the nurses about their attitudes and confidence in managing suicide risk. Importantly, we also asked nurses if they received DMT for nurses and used this question to split the participants into two groups: with/without DMT.




2.3. Measures


The study questionnaire included a randomly assigned case vignette, associated measures relating to character descriptions within the vignette, and sociodemographic and background questionnaires.



2.3.1. The Vignettes


To manipulate the severity of suicide risk and assign the participants to the study’s conditions, study participants were randomly presented with one of three vignettes that matched the three study conditions. All texts began with the same background story and description; then, three increasingly severe levels of the patient’s suicidal risk were randomly assigned to the participants. The story described a hypothetical male patient experiencing health problems following a serious injury incurred while working as a security guard 2 months before. The vignette described his visit to the doctor for routine treatment of his injury. The narrative presented below was constructed based on previous research in the field [27,28,29]:




Nadav is 45 years old, married with three small children, and working full-time as a hospital security guard. About two months ago, he fell and injured his right knee during work hours. Since then, he has been limited in his walking ability and suffers from continuous pain. Following the fall, he took a long sick leave and stayed at home. In the last two weeks, he has returned to part-time work. Nadav is scheduled to undergo orthopedic surgery on his injured knee in about a month, and he is coming to your clinic for an ECG before the surgery. Nadav has a BMI of 30 and unbalanced diabetes. He is aware of his excess weight and diabetes, but he does not adhere to a healthy diet or exercise due to his working late shifts. His blood tests reveal that in the last three years, Nadav has suffered from low hemoglobin levels and a lack of vitamin B12.





Following the initial vignette, presented to all participants, the virtual hypothetical patient’s symptoms were presented according to the randomized narrative assigned to each participant. Under the first severity level, that of a hypothetical depressed patient (n = 41), depression symptoms taken from the Beck Depression Inventory [30] were adapted to construct a credible picture of a person suffering from a depressive episode: … In the last few weeks, he has lost five kilograms and suffers from a loss of appetite. The pain makes it difficult for him to help at home, and he is also troubled by the family’s financial situation. He feels very sad and does not function normally. He says that he does not feel that his wife supports him enough and that they fight all the time. He is highly distressed and feels hopeless regarding the future.



Under the second severity level, the hypothetical patient presented suicidal ideation (n = 51), depression symptoms, and suicidal thoughts. The suicide ideation description was derived from the Columbia Suicide Severity Rating Scale (C-SSRS) [31], a measure to diagnose suicide risk severity according to both behavior and presented symptoms. Specific C-SSRS items were selected to portray the realistic portrayal of a patient suffering from a crisis and presenting with suicidal ideation: … In the last week, he cries a lot and wishes to go to sleep and not wake up. He has thoughts of killing himself and thinks about how he will do it…



Under the third severity level, a hypothetical patient presented plans for suicide (n = 54), depression symptoms, and suicidal thoughts, including an actual suicide plan. The description of the suicide attempt was constructed based on the Columbia Suicide Severity Rating Scale [31] described above. Items of the C-SSRS were selected to construct a realistic case study, portraying the most accurate situation of a person suffering from a crisis and presenting actual plans for suicide: … Three days ago, he started planning his suicide. He purchased a large number of painkillers; he planned to take them all when alone in his apartment…




2.3.2. Manipulation Check


Participants’ perception of suicide risk of the hypothetical patient was assessed with two questions (“To what extent do you think the patient is at risk for suicide?” and “To what extent do you think the patient could die by suicide in the near future?”). Responses were rated on a 10-point Likert-type scale (higher scores signifying higher risk). Because a positive significant Pearson correlation was found between the two items, (r(139) = 0.89, p < 0.001), both scores were combined into a single measure. Thus, in the data analysis, this measure served as an index to reflect the severity of the hypothetical patient’s suicide risk.




2.3.3. Willingness to Refer to and Willingness to Inquire about Mental State and Suicide Risk


Scales for assessing the degree of willingness to refer the hypothetical patient for further psychological assessment and the degree of willingness to inquire about the patient’s mental state and his suicide plans were designed for this study. To formulate questions for examining these concerns, questions resembling those from previous studies [28,32,33,34,35] were adapted for the current study.



Operationally, three items were formulated for this scale, assessing:




	
The degree of willingness to refer (“To what extent would you be willing to refer the patient to a social worker/psychologist/physician regarding his mental state?”);



	
The degree of willingness to ask the patient about his mental state (“To what extent would you be willing to ask the patient about his mental state?”);



	
The degree of willingness to ask the patient about future suicide plans (“To what extent would you be willing to ask the patient about his future suicide plans?”).








All items were rated on a 10-point Likert-type scale. We found moderate correlations between the three items, r(146) = 0.45–0.57, allowing us to conclude that the items are similar but not overlapping.




2.3.4. Attitudes and Self-Competence Regarding Depression and Suicide Risk Assessment


Scales for assessing the nurses’ attitudes and self-competence regarding depression assessment and suicide risk assessment were adapted from other studies and included in this study [28,36].



Attitudes Regarding Depression Assessment


Nurses were asked to rate their agreement with three items regarding the nurse’s role in depression assessment (e.g., “Identifying signs of depression is a part of nurses’ role”). The three items were combined into an index of attitudes regarding depression assessment, yielding good reliability for the current sample (Cronbach’s α = 0.92).




Attitudes Regarding Suicide Risk Assessment


Nurses were asked to rate their agreement with three items regarding the nurse’s role in suicide risk assessment (e.g., “Identifying signs of suicide risk is part of nurses’ role”). The three items were combined into an index of attitudes regarding suicide risk assessment, yielding good reliability for the current sample (Cronbach’s α = 0.95).




Self-Competence Regarding Depression Assessment


Nurses were asked to rate their competence to accurately assess a patient’s depression. Four items were formulated (e.g., “I believe I have the competence to assess a patient’s depression”), together comprising an index of self-competence regarding depression assessment, yielding good reliability for the current sample (Cronbach’s α = 0.90).




Self-Competence Regarding Suicide Risk Assessment


Nurses were asked to rate their ability to accurately assess a patient’s suicide risk (e.g., “I believe that I have the competence to assess a patient’s suicide risk”). These four items were combined into an index of self-competence regarding suicide risk assessment, yielding good reliability (Cronbach’s α = 0.94).



All items were rated on a 10-point Likert-type scale. We found moderate correlations, r(146) = 0.58–0.69), allowing us to conclude that the items were similar but not overlapping.





2.3.5. Demographics, Clinical Training and Practice Characteristics


Demographic and clinical practice and training information were collected. These included participants’ gender, age, years of professional seniority, and experience and training in DMT (of at least 4 h).





2.4. Data Analysis


The hypothetical patient’s suicidal risk severity, as the dependent variable, was manipulated, resulting in three severity level conditions: depression, suicidal ideation, and suicidal behavior. Each participant was randomly assigned to one of the three experimental conditions. The second independent variable was previous participation in DMT. The dependent variables were the nurses’ willingness to refer the patient to a mental health professional and to ask him about his mental state and suicide plans. In all analyses, age was used as a covariate.



Firstly, we described the sample in terms of demographic variables. Second, for a manipulation check, we conducted two ANOVA analyses in which the dependent variable was the perceived level of suicidal severity of the hypothetical patient. Then, a two-way MANCOVA (multivariate analysis of covariance) was performed to examine the effects of the hypothetical patient’s suicide risk severity and the nurses’ DMT on their willingness to refer the patient and ask about his mental state and suicide plans, with age as a covariate variable.



These were followed by two one-way MANCOVAs that examined the effect of DMT on nurses’ perceived competence and attitudes regarding suicide risk assessment and suicide prevention. Nurses’ age, years of nursing experience, and years of community nursing experience served as covariates. Analyses were performed using SPSS version 23.





3. Results


3.1. Description of the Sample


Among the participants, 123 identified as female, 104 were [MASKED]-born, 121 Jewish, and 130 worked as community nurses. The participants’ average age was 41.58, and their average time working as nurses was 15.33 years. Table 1 presents the participants’ demographics.




3.2. Manipulation Check


To determine whether the hypothetical patient descriptions adequately distinguished between the suicide severity conditions, we examined the difference in the rating of perceived levels of the hypothetical patient’s suicide risk. An ANOVA revealed a significant between-group difference, F(2,142) = 72.14, p < 0.001, Eta2 = 47. Nurses receiving the suicide attempt condition (the highest severity) rated the hypothetical patient at the highest suicide risk, M = 8.56, SD = 1.77, followed by a relatively high rating in the suicide ideation condition (of moderately high severity), M = 7.28, SD = 2.28, and a relatively low suicide risk rating in the depression condition (the lowest examined severity level), M = 3.63, SD = 2.05. Moreover, we conducted a Pearson analysis in order to understand the relationship between age, years of professional seniority and DMT training. Age (r = −0.27) and seniority (r = −0.23) were both negatively correlated with DMT training.




3.3. The Effect of Suicide Severity and Nurses’ Training in Depression Management


To examine the effects of suicide severity and DMT graduates on the nurses’ anticipated willingness to refer the patient for further examination and to ask him about his mental status and suicide plans, a MACNOVA was conducted with age as a covariate variable. We found three significant group effects: for suicide severity, Wilks’ F approximation (6,272) = 10.63, p < 0.001, Eta2 = 0.09; for DMT, Wilks’ F approximation (3,136) = 4.69, p < 0.001, Eta2 = 0.19; and for the interaction between suicide severity and training, Wilks’ F approximation (6,272) = 2.85, p < 0.01, Eta2 = 0.06.



The results of the univariate ANCOVAs shown in Table 2 and Figure 1 and Figure 2 reveal that as the suicide risk severity increased, the nurses reported a greater willingness to refer the hypothetical patient to further examination, to ask about his mental status, and to ask him about his suicide plans. Moreover, significant differences were found regarding the nurses’ DMT: Nurses who had completed this training reported a greater willingness to ask the patient about his mental status and to ask him about his suicide plans. No significant interactions were found relating to these three outcome measures.




3.4. Nurses’ Attitudes toward Suicide Assessment as a Function of Their Training in Depression Management


In the study’s second phase, we sought to understand the nurses’ self-competence and attitudes regarding suicide risk assessment, suicide prevention, and the effect of DMT on these variables. To do so, we conducted a one-way MANCOVA, with DMT (yes/no) as the independent variable and nurses’ perceived competence and attitudes regarding suicide risk assessment and suicide prevention as dependent variables. Nurses’ age, years of nursing experience, and years of community nursing experience served as covariates.



Overall, a significant group effect was found for DMT. We found a significant group effect for suicide severity, Wilks’ F approximation (4,128) = 10.78, p < 0.001, Eta2 = 0.25. As seen in Figure 3, the separate ANCOVAs revealed that, compared with non-trainees, DMT graduates reported higher levels of self-competence regarding depression assessment, F(1,131) = 40.19, p < 0.001, eta2 = 0.25, and suicide assessment, F(1,131) = 18.39, p < 0.001, eta2 = 0.12. Furthermore, DMT graduates reported more positive attitudes than non-trainees regarding their abilities to assess depression, F(1,131) = 23.04, p < 0.001, eta2 = 0.15, and suicide risk, F(1,131) = 27.39, p < 0.001, eta2 = 0.17.





4. Discussion


This study’s primary aim was to shed light on the knowledge and perceptions of suicide risk among community nurses in Israel. More specifically, we sought to understand the extent to which nurses’ DMT could be effective in suicide risk management. To date, no study has examined these issues empirically.



We found that, as the severity of the suicide risk of the hypothetical male patient increased, the nurses overall reported a greater willingness to refer him for further examination and to ask him about his mental status and suicide plans. Importantly, we found a significant effect of DMT on the nurses’ willingness to manage suicide risk: DMT graduates reported a greater willingness to ask the patient about his mental status and suicide plans than nurses who had not completed a DMT program. Moreover, we found that DMT graduates reported greater self-competence in depression and suicide assessment and greater positive attitudes regarding their ability to assess depression and suicide risk.



These results align with several studies that have shown that training in depression assessment among community nurses is related to a greater ability to accurately identify depressive symptoms and a greater ability to refer patients for further evaluation [37]. Moreover, some studies have highlighted that a suicide training program can improve attitudes toward suicide prevention and depression among general practitioners [38,39]. Suicide training has also been shown to increase general practitioners’ confidence in addressing depression and suicide in their everyday practice [40]. Moreover, a brief suicide prevention educational program significantly improved attitudes, knowledge, and confidence regarding suicide assessment and intervention in nursing staff [41]. However, no study has examined how DMT can affect community nurses’ ability to identify suicide risk. Thus, the study findings contribute to the scientific literature, highlighting how training can enhance knowledge, perceptions, and professional confidence among community nurses, who serve on the frontlines of mental healthcare in the community.



Our findings reveal that nurses can identify suicide risk and distinguish between levels of suicide severity. However, it is critical to note differences in training background at the early suicide intervention phase: Nurses who completed DMT reported they would take more action to diminish suicide risk (e.g., ask the patient about suicide plans) than those who did not receive such training. These findings highlight the importance of DMT, as it empowers the nurses to take the next step, presenting the patients with questions about their emotional state and referring them for further treatment.



This challenge of appropriate intervention has been reported in studies where primary care physicians and nurses testify that even when they identify a mental factor that requires investigation, they have difficulty taking suitable action [18,42,43]. Several factors have been associated with these professionals’ reluctance to intervene: Scholars have noted that a key challenge was the fear that questions about suicide might cause patient nervousness and impair the therapeutic relationship [43]; nurses reported lacking confidence in their ability to debrief the patient and manage the suicide risk situation; moreover, nurses felt they lacked sufficient operational tools for managing a situation where patients require assistance and further referral [21]. Suicide prevention training relating to these issues has been shown to dramatically improve the prospect of nurses choosing to react and not disregard the situation [44]. In our study, however, we demonstrate that DMT can also comprise a critical step forward in this issue, given its contribution to nurses’ competence, and can provide nurses with the operational tools for intervention when suicide risk is identified.



The American Psychiatric Nurses Association confirmed that nurses play a critical role in depression and suicide prevention, and their competence in these areas can significantly impact patient outcomes [45]. Nurses need background knowledge relevant to their practice and the ability to apply it in different situations. Regarding depression and suicide prevention, nurses must have a solid understanding of the risk factors, warning signs, and evidence-based interventions for these conditions. This knowledge can help nurses identify patients at risk of suicide or those struggling with depression and then take the next step of referring these patients for further treatment [46].



Beyond knowledge and skills, studies have shown that nurses’ attitudes can have a significant impact on the quality of care and patient treatment. Research has shown that nurses and primary physicians who hold stigmatizing attitudes and negative beliefs toward mental illness and suicide may be less attuned to warning signs of depression or suicide risk among their patients, and fail to provide appropriate care, such as referral to mental health services or crisis intervention [15,47]. Furthermore, research has consistently demonstrated that healthcare providers tend to hold pessimistic views about the reality and the prospects of recovery, leading them to believe that “what they do doesn’t matter” [48]. Moreover, nurses holding stigmatizing attitudes may inadvertently impart these beliefs to their patients, leading to patients’ feeling shame, guilt, or hopelessness. These feelings can further exacerbate patients’ mental health symptoms and hinder their ability or desire to seek treatment [49]. Thus, it is plausible to suggest that nurses who have completed DMT are more willing to perform suicide risk assessment. This may be due to the training’s impact on reducing the stigma regarding suicide and increasing the nurses’ sense of competency, thus facilitating a greater likelihood of their intervention and offering assistance to at-risk patients.




5. Limitations


Several methodological limitations should be considered upon interpreting the study results. First, as the cases we presented were hypothetical, the results reflect what the nurses perceive as their potential actions and do not necessarily reflect their actual behavior upon encountering an actual patient in a real situation. Furthermore, the described vignette was presented clearly and explicitly, and the nurses had considerable time to decide how to proceed. Real-life clinic situations, however, are often much more nebulous, which could impede the inclination to intervene. Regarding ecological validity, the nurses participating in the study could focus on the case study without having to deal with waiting patients. The typical clinic workload and the need to care for many patients do not always allow the nurses to perform interventions efficiently. Further studies may enable us to examine the competence and willingness to perform suicide risk assessment in real time in an actual clinic. Additionally, evaluating participant ”willingness to take action” using only three questions is a limitation. Future studies should use more in-depth evaluation of planned behavior. A second limitation relates to the voluntary nature of the sample, which may be over-representative of nurses who feel more competent in suicide risk situations. A broader, more representative sample of community nurses from different settings would facilitate a fuller understanding of the impact of DMT training on suicide risk assessment in this population.



Third, an important limitation derives from the decision not to analyze or evaluate the content of the DMT or consider the time-elapsed program completion. Future research should evaluate the training program comprehensively, from initiation to one year follow-up. Factors to be examined should include programmatic content and participant’s change in attitude, diagnostic ability, and depression-related care delivery. Thus, closely monitoring the training would enable a systematic assessment of the program’s effects.



Notwithstanding these limitations, our results emphasize that routine and accessible training programs for suicide risk assessment and management for community nurses are one of the critical steps needed in this emerging field. Targeted suicide prevention training may still be the gold standard for identifying and intervening with at-risk patients. However, as depression is a major risk factor for suicide [50], depression-focused training for nurses can be an important prevention step as it increases nurses’ knowledge, behavioral skills, and confidence and may make a real contribution to suicide prevention. This step can help community nurses assume an important role in suicide prevention efforts globally and save at-risk patients’ lives.




6. Conclusions


Our results emphasize that suicide risk assessment and management training for community nurses are an important aspect of future professional continuing education. DMT graduates reported higher feelings of self-competence in depression and suicide assessment and higher positive attitudes regarding their ability to assess depression and suicide risk. Targeted suicide prevention training may still be the gold standard for identifying and intervening with at-risk patients. However, as depression is a major risk factor for suicide, depression-focused training for nurses can be an important prevention step as it increases nurses’ knowledge, behavioral skills, and confidence and may make a real contribution to suicide reduction. This step can help community nurses assume an important role in suicide prevention efforts globally and save at-risk patients’ lives.







Author Contributions


Conceptualization, Y.S. and Y.L.-B.; Methodology, Y.L.-B.; Software, Y.L.-B.; Validation, Y.S.; Formal Analysis, Y.L.-B.; Investigation, Y.S.; Resources, Y.S.; Data Curation, Y.S. and Y.L.-B.; Writing—Original Draft Preparation, Y.S.; Writing—Review and Editing, Y.S. and Y.L.-B.; Visualization, Y.S.; Supervision, Y.S.; Project Administration, Y.S. and Y.L.-B. All authors have read and agreed to the published version of the manuscript.




Funding


The authors report no external sources of funding.




Institutional Review Board Statement


The study was conducted according to the guidelines of the Declaration of Helsinki, and approved by the Ethics Committee of Ruppin Academic Center protocol #106 on 1 January 2022.




Informed Consent Statement


Informed consent was given by all participants in this study.




Data Availability Statement


Data are contained within the article.




Conflicts of Interest


The authors report no conflicts of interest.




References


	



World Health Organization. Sustainable Development Goals (SDGs). Available online: https://www.who.int/mental_health/suicide-prevention/SDGs/en/ (accessed on 8 August 2023).

	



Mann, J.J.; Michel, C.A.; Auerbach, R.P. Improving suicide prevention through evidence-based strategies: A systematic review. Am. J. Psychiatry 2021, 178, 611–624. [Google Scholar] [CrossRef] [PubMed]

	



Turecki, G.; Brent, D.A. Suicide and suicidal behavior. Lancet 2016, 387, 1227–1239. [Google Scholar] [CrossRef] [PubMed]

	



Mann, J.J.; Apter, A.; Bertolote, J.; Beautrais, A.; Currier, D.; Haas, A.; Hegerl, U.; Lonnqvist, J.; Malone, K.; Marusic, A.; et al. Suicide prevention strategies: A systematic review. JAMA 2005, 294, 2064–2074. [Google Scholar] [CrossRef] [PubMed]

	



Zalsman, G.; Hawton, K.; Wasserman, D.; van Heeringen, K.; Arensman, E.; Sarchiapone, M.; Carli, V.; Hoschl, C.; Barzilay, R.; Balazs, J.; et al. Suicide prevention strategies revisited: 10–year systematic review. Lancet Psychiatry 2016, 3, 646–659. [Google Scholar] [CrossRef]

	



Hasin, D.S.; Sarvet, A.L.; Meyers, J.L.; Saha, T.D.; Ruan, W.J.; Stohl, M.; Grant, B.F. Epidemiology of adult DSM-5 major depressive disorder and its specifiers in the United States. JAMA Psychiatry 2018, 75, 336–346. [Google Scholar] [CrossRef] [PubMed]

	



Yonemoto, N.; Kawashima, Y.; Endo, K.; Yamada, M. Gatekeeper training for suicidal behaviors: A systematic review. J. Affect. Disord. 2019, 246, 506–514. [Google Scholar] [CrossRef] [PubMed]

	



Graves, J.M.; Mackelprang, J.L.; Van Natta, S.E.; Holliday, C. Suicide prevention training: Policies for health care professionals across the United States as of October 2017. Am. J. Public Health 2018, 108, 760–768. [Google Scholar] [CrossRef] [PubMed]

	



Hauge, L.J.; Stene-Larsen, K.; Grimholt, T.K.; Øien-Ødegaard, C.; Reneflot, A. Use of primary health care services prior to suicide in the Norwegian population 2006–2015. BMC Health Serv. Res. 2018, 18, 619. [Google Scholar] [CrossRef]

	



Stene-Larsen, K.; Reneflot, A. Contact with primary and mental health care prior to suicide: A systematic review of the literature from 2000 to 2017. Scand. J. Public Health 2019, 47, 9–17. [Google Scholar] [CrossRef] [PubMed]

	



Sela, Y.; Grinberg, K.; Shapiro, Y.; Nissanholtz-Ganot, R. A cross-sectional study on preferred employment settings of final-year nursing students in Israel. Hum. Resour. Health 2020, 18, 1–9. [Google Scholar] [CrossRef]

	



Bolster, C.; Holliday, C.; Oneal, G.; Shaw, M. Suicide assessment and nurses: What does the evidence show? Online J. Issues Nurs. 2015, 20, 81–87. [Google Scholar] [CrossRef]

	



Lees, D.; Procter, N.; Fassett, D. Therapeutic engagement between consumers in suicidal crisis and mental health nurses. Int. J. Ment. Health Nurs. 2014, 23, 306–315. [Google Scholar] [CrossRef] [PubMed]

	



Mughal, F.; Gorton, H.C.; Michail, M.; Robinson, J.; Saini, P. Suicide prevention in primary care. Crisis 2021, 42, 241–246. [Google Scholar] [CrossRef] [PubMed]

	



Boukouvalas, E.; El-Den, S.; Murphy, A.L.; Salvador-Carulla, L.; O’Reilly, C.L. Exploring health care professionals’ knowledge of, attitudes towards, and confidence in caring for people at risk of suicide: A systematic review. Arch. Suicide Res. 2019, 24, S1–S31. [Google Scholar] [CrossRef] [PubMed]

	



Jansson, L.; Graneheim, U.H. Nurses’ experiences of assessing suicide risk in specialized mental health outpatient care in rural areas. Issues Ment. Health Nurs. 2018, 39, 554–560. [Google Scholar] [CrossRef] [PubMed]

	



Rukundo, G.Z.; Wakida, E.K.; Maling, S.; Kaggwa, M.M.; Sserumaga, B.M.; Atim, L.M.; Atuhaire, C.D.; Obua, C. Knowledge, attitudes, and experiences in suicide assessment and management: A qualitative study among primary health care workers in southwestern Uganda. BMC Psychiatry 2022, 22, 605. [Google Scholar] [CrossRef] [PubMed]

	



Valente, S. Nurses’ psychosocial barriers to suicide risk management. Nurs. Res. Pract. 2011, 2011, 650765. [Google Scholar] [CrossRef]

	



Wärdig, R.E.; Hultsjö, S.; Lind, M.; Klavebäck, I. Nurses’ experiences of suicide prevention in primary health care (PHC)—A qualitative interview study. Issues Ment. Health Nurs. 2022, 43, 903–912. [Google Scholar] [CrossRef]

	



Saunders, K.E.; Hawton, K.; Fortune, S.; Farrell, S. Attitudes and knowledge of clinical staff regarding people who self-harm: A systematic review. J. Affect. Disord. 2012, 139, 205–216. [Google Scholar] [CrossRef]

	



Ferguson, M.; Reis, J.; Rabbetts, L.; McCracken, T.; Loughhead, M.; Rhodes, K.; Wepa, D.; Procter, N. The impact of suicide prevention education programs for nursing students: A systematic review. Int. J. Ment. Health Nurs. 2020, 29, 756–771. [Google Scholar] [CrossRef]

	



Dabkowski, E.; Porter, J.E. An exploration into suicide prevention initiatives for mental health nurses: A systematic literature review. Int. J. Ment. Health Nurs. 2021, 30, 610–623. [Google Scholar] [CrossRef] [PubMed]

	



Milner, A.J.; Carter, G.; Pirkis, J.; Robinson, J.; Spittal, M.J. Letters, green cards, telephone calls and postcards: Systematic and meta-analytic review of brief contact interventions for reducing self-harm, suicide attempts and suicide. Br. J. Psychiatry 2015, 206, 184–190. [Google Scholar] [CrossRef] [PubMed]

	



Morris, R.; Gask, L.; Webb, R.; Dixon, C.; Appleby, L. The effects on suicide rates of an educational intervention for front-line health professionals with suicidal patients (the STORM Project). Psychol. Med. 2005, 35, 957–960. [Google Scholar] [CrossRef] [PubMed]

	



Pisani, A.R.; Cross, W.F.; Gould, M.S. The assessment and management of suicide risk: State of workshop education. Suicide Life Threat. Behav. 2011, 41, 255–276. [Google Scholar] [CrossRef] [PubMed]

	



Brown, L.A.; Boudreaux, E.D.; Arias, S.A.; Miller, I.W.; May, A.M.; Camargo, C.A.; Bryan, C.J.; Armey, M.F. C-SSRS performance in emergency department patients at high risk for suicide. Suicide Life Threat. Behav. 2020, 50, 1097–1104. [Google Scholar] [CrossRef] [PubMed]

	



Bresin, K.; Sand, E.; Gordon, K.H. Non-suicidal self-injury from the observer’s perspective: A vignette study. Arch. Suicide Res. 2013, 17, 185–195. [Google Scholar] [CrossRef] [PubMed]

	



Levi-Belz, Y.; Barzilay, S.; Levy, D.; David, O. To treat or not to treat: The effect of hypothetical patients’ suicidal severity on therapists’ willingness to treat. Arch. Suicide Res. 2020, 24, 355–366. [Google Scholar] [CrossRef]

	



Levi-Belz, Y.; Gamliel, E. The effect of perceived burdensomeness and thwarted belongingness on therapists’ assessment of patients’ suicide risk. Psychother. Res. 2016, 26, 436–445. [Google Scholar] [CrossRef]

	



Beck, A.T.; Steer, R.A.; Carbin, M.G. Psychometric properties of the Beck Depression Inventory: Twenty-five years of evaluation. Clin. Psychol. Rev. 1998, 8, 77–100. [Google Scholar] [CrossRef]

	



Posner, K.; Brown, G.K.; Stanley, B.; Brent, D.A.; Yershova, K.V.; Oquendo, M.A.; Currier, G.W.; Melvin, G.A.; Greenhill, L.; Shen, S.; et al. The Columbia–Suicide Severity Rating Scale: Initial validity and internal consistency findings from three multisite studies with adolescents and adults. Am. J. Psychiatry 2011, 168, 1266–1277. [Google Scholar] [CrossRef]

	



Hunter, N. Clinical trainees’ personal history of suicidality and the effects on attitudes towards suicidal patients. New School Psychol. Bull. 2015, 13, 38–46. [Google Scholar]

	



Norheim, A.B.; Grimholt, T.K.; Ekeberg, Ø. Attitudes towards suicidal behaviour in outpatient clinics among mental health professionals in Oslo. BMC Psychiatry 2013, 13, 90. [Google Scholar] [CrossRef] [PubMed]

	



Samuelsson, M.; Åsberg, M. Training program in suicide prevention for psychiatric nursing personnel enhance attitudes to attempted suicide patients. Int. J. Nurs. Stud. 2002, 39, 115–121. [Google Scholar] [CrossRef] [PubMed]

	



Uncapher, H.; Areán, P.A. Physicians are less willing to treat suicidal ideation in older patients. J. Am. Geriatr. Soc. 2000, 48, 188–192. [Google Scholar] [CrossRef] [PubMed]

	



Almaliah-Rauscher, S.; Ettinger, N.; Levi-Belz, Y.; Givon, Y. “Will you treat me? I’m suicidal!” The effect of patient gender, suicidal severity, and therapist characteristics on the therapist’s likelihood to treat a hypothetical suicidal patient. Clin. Psychol. Psychother. 2020, 27, 278–287. [Google Scholar] [CrossRef]

	



Smith, M.; Stolder, M.E.; Jaggers, B.; Liu, M.F.; Haedtke, C. Depression training in nursing homes: Lessons learned from a pilot study. Issues Ment. Health Nurs. 2013, 34, 90–102. [Google Scholar] [CrossRef]

	



Brunero, S.; Smith, J.; Bates, E.; Fairbrother, G. Health professionals’ attitudes towards suicide prevention initiatives. J. Psychiatr. Ment. Health Nurs. 2008, 15, 588–594. [Google Scholar] [CrossRef]

	



Elzinga, E.; de Kruif, A.J.; de Beurs, D.P.; Beekman, A.T.F.; Franx, G.; Gilissen, R. Engaging primary care professionals in suicide prevention: A qualitative study. PLoS ONE 2020, 15, e0242540. [Google Scholar] [CrossRef]

	



Coppens, E.; Van Audenhove, C.; Iddi, S.; Arensman, E.; Gottlebe, K.; Koburger, N.; Hegerl, U. Effectiveness of community facilitator training in improving knowledge, attitudes, and confidence in relation to depression and suicidal behavior: Results of the OSPI-Europe intervention in four European countries. J. Affect. Disord. 2014, 165, 142–150. [Google Scholar] [CrossRef]

	



Saini, V.K.; Gehlawat, P.; Gupta, T. Evaluation of knowledge and competency among nurses after a brief suicide prevention educational program: A pilot study. J. Fam. Med. Prim. Care 2020, 9, 6018–6022. [Google Scholar] [CrossRef]

	



Harmer, B.; Lee, S.; Duong, T.V.H.; Saadabadi, A. Suicidal Ideation; StatPearls Publishing: Treasure Island, CA, USA, 2023. [Google Scholar]

	



Wärdig, R.; Engström, A.S.; Carlsson, A.; Wärdig, F.; Hultsjö, S. Saving lives by asking questions: Nurses’ experiences of suicide risk assessment in telephone counselling in primary health care. Prim. Health Care Res. Dev. 2022, 23, 1–8. [Google Scholar] [CrossRef] [PubMed]

	



Solin, P.; Tamminen, N.; Partonen, T. Suicide prevention training: Self-perceived competence among primary healthcare professionals. Scand. J. Prim. Health Care 2021, 39, 332–338. [Google Scholar] [CrossRef] [PubMed]

	



American Psychiatric Nurses Association (APNA). Psychiatric-Mental Health Nurse Essential Competencies for Assessment and Management of Individuals at Risk for Suicide. Available online: https://sprc.org/online-library/psychiatric-mental-health-nurse-essential-competencies-for-assessment-and-management-of-individuals-at-risk-for-suicide/ (accessed on 8 August 2023).

	



UCL. National Collaborating Centre for Mental Health, Self-Harm and Suicide Prevention Competence Framework: Community and Public Health. Available online: https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/core/competence-frameworks/self (accessed on 8 August 2023).

	



Santos, D.C.R.; Lima, R.T.C.; Domingos, T.S.; Alencar, R.A. Professional attitudes towards suicidal behavior in primary health care: A quasi-experimental study. Texto Contexto Enferm. 2022, 31. [Google Scholar] [CrossRef]

	



Rayner, G.; Blackburn, J.; Edward, K.L.; Stephenson, J.; Ousey, K. Emergency department nurse’s attitudes towards patients who self-harm: A meta-analysis. Int. J. Ment. Health Nurs. 2019, 28, 40–53. [Google Scholar] [CrossRef]

	



Yamaguchi, S.; Mino, Y.; Uddin, S. Strategies and future attempts to reduce stigmatization and increase awareness of mental health problems among young people: A narrative review of educational interventions. Psychiatry Clin. Neurosci. 2011, 65, 405–415. [Google Scholar] [CrossRef]

	



Bachmann, S. Epidemiology of suicide and the psychiatric perspective. Int. J. Environ. Res. Public. Health 2018, 15, 1425. [Google Scholar] [CrossRef]








[image: Healthcare 12 00284 g001] 





Figure 1. Willingness to ask about mental condition as a function of potential patient’ suicide severity and nurses’ depression training (N = 145). 
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Figure 2. Willingness to ask about suicide plans as a function of potential patient’ suicide severity and nurses’ depression training (N = 145). 
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Figure 3. Nurses’ Self-Competence and Attitudes Regarding Depression and Suicide Risk Assessment as a Function of Depression Management Training (N = 145). 
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Table 1. Participants’ Demographic and Professional Characteristics (N = 139).
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	Variables
	N
	%
	Mean
	SD
	Range





	Sex
	139
	
	
	
	



	Male
	16
	11.5
	
	
	



	Female
	123
	88.5
	
	
	



	Birth country
	139
	
	
	
	



	Masked-
	104
	74.8
	
	
	



	Masked-
	35
	25.2
	
	
	



	Religion
	139
	
	
	
	



	Masked
	121
	87.1
	
	
	



	Masked
	18
	12.9
	
	
	



	Work
	139
	
	
	
	



	Community care
	130
	9