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ABSTRACT 

The Suicide Opinion Questionnaire and a test of familiarity 

with indicators of suicidal risk are used to examine the attitudes and 

factual awareness of crisis-line workers, clergy, physicians, psychi

atric nursing personnel, psychiatrists, psychologists, and social 

workers. Analyses of variance reveal that the occupational groups 

differ on six of the 15 attitudinal variables derived from the SOQ 

(Acceptability, Empathy, Manipulation, Impervious Drive, Harsh World, 

and Elderly) and on the test of factual awareness. Respondents who 

have had personal acquaintance with suicide endorse the variable 

Impervious Drive more and display more factual awareness than respon

dents who have not had personal acquaintance with suicide. An inter

action effect exists between occupational group and acquaintance with 

suicide on the two variables Harsh World and Different. Major impli

cations of the findings include: (1) members of the mental health 

community balance two contradictory views concerning the acceptability 

of suicide, (2) helping professionals who have had personal acquain

tance with suicide feel less powerful in the face of suicidal intent, 

and (3) the clergy could benefit from more education on the indicators 

of suicidal risk. 

ix 



CHAPTER 1 

BACKGROUND AND PURPOSE 

This study examines the attitudes towards suicide held by 

helpers who have professional and paraprofessional contact with the 

suicidal. The helpers' factual awareness of suicide is also explored. 

Differences in attitudes and awareness among the different helping 

groups are delineated. 

The Social and Personal Context 

Societal attitudes towards suicide have varied considerably 

over the centuries. Alvarez (1972) has traced some of these changes. 

Most of the Greek and Roman philosophers professed that suicide is a 

reasonable, often virtuous act. Many early Christians sought martyrdom 

in the belief that the sacrifice of self-destruction would bring them 

Heaven's glory, but St. Augustine halted the Christian idealization of 

suicide in the sixth century, when he argued that suicide is the worst 

of all mortal sins. Western attitudes towards suicide became more 

severe after this. The body of a person who had killed himself might 

be publicly hung by the feet, drawn through the streets, or buried at a 

crossroads with a stake driven through the heart. Romantic poets ideal

ized suicide as an act of despairing genius and a gesture of contempt 

towards a dull, bourgeois society. These writers are said to have con

tributed to a surge in the number of suicides across Europe through 
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their idealization of suicide. By the end of the last century, tradi

tional and religious values came more into question. The attitude that 

prevailed was that suicide is neither a mortal sin nor a noble choice, 

but simply something that people do. With the advent of social science, 

and particularly due to the work of Emile Durkheim, suicide became a 

respectable subject of study, and more a social issue than a moral one. 

In addition to having a social context, however, suicide is 

also a very personal issue. "An act like this is prepared within the 

silence of the heart" (Camus, 1955, p. 4). Each year, approximately 

12.7 per 100,000 people in the United States kill themselves, and at 

least eight times as many people make unsuccessful suicide attempts 

(Bassuk, Schoonover, & Gill, 1982). Thus, daily in this country, 

roughly 720 people try to take their own lives and 80 succeed. 29,000 

Americans lose their lives through suicide each year. These 29,000 are 

men and women of all ages and races. Some are even children. Most of 

them have no history of mental illness or prior psychiatric care (Brown 

& Sheran, 1972). For the elderly widower about to pull a trigger, for 

the alcoholic housewife who collects barbiturates, and for the teenager 

who pulls his father from a garage full of carbon monoxide, the issues 

of suicide are not simply personal. They pierce deep into the heart. 

The mental health fields are pervasively involved with suicide 

at a social and individual level, through theory and research, through 

prediction and prevention, and through treatment of the high-risk 

client, the unsuccessful attempter, and the family survivors of suicide. 

Yet, the contemporary attitudes of the helpers in these fields are 
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relatively unknown. History teaches that attitudes towards suicide 

are subject to variation over time. Learning theory teaches that 

attitudes, in the form of anticipatory states, impose organization on 

subsequent behavior. One's response to a situation is guided by 

explicit or implicit assumptions. Within the helping professions, 

perhaps few assumptions can have an impact as irrevocable as the assump

tions that guide the helper's response to a suicidal person. The study 

of attitudes towards suicide can shed light on these assumptions and 

help clarify the dynamics of suicide intervention. 

The Study of Attitudes Towards Suicide 

The empirical study of attitudes towards suicide is relatively 

new, and prior researchers have differed in their focus of inquiry and 

in their assessment techniques. Personal interviews have been used to 

sample community attitudes towards suicide (Ginsburg, 1971; Kalish, 

Reynolds, & Farberow, 1974), to examine the motives attributed by 

doctors and nurses for self-poisoning (Ramon, Bancroft, & Skrimshire, 

1975), and to explore the treatment decisions of mental health center 

therapists when they work with suicidal patients (Gurrister & Kane, 

1978). A variety of questionnaires has been used. Some have been 

oriented around a positive-negative or sympathy-hostility dimension of 

suicide (Ansel s McGee, 1971; Ramon et al., 1975; Sale, Williams, Clark, 

& Mills, 1975). Shneidman (1971), Weis & Seiden (1974) and Weigand 

(1972) used a questionnaire that focused on the respondents' attitudes 

towards their own death or suicide in samples of Psychology Today 

readers, suicide prevention center volunteers, and physicians, 
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respectively. Sale et al. (1975) constructed a questionnaire on over

dose and wrist-slashing to assess community opinions on these behaviors. 

The variety of subjects sampled, questions asked, and methods employed 

makes comparisons between studies difficult and limits generalizations. 

Domino, Moore, Westlake, and Gibson (1982) have constructed a 

100-item Suicide Opinion Questionnaire. The SOQ has been used to 

analyze factors involved in attitudes towards suicide (Domino et al., 

1982), to assess college students' attitudes towards suicide (Domino, 

Gibson, Poling, & Westlake, 1980), and to compare Jewish and Christian 

attitudes towards suicide (Domino, Cohen, & Gonzalez, 1981). The items 

on the SOQ extend beyond a simple positive-negative dimension. Various 

items concern acceptability, empathy, causes, suicide and religion, 

ambiguous suicide, and lethality. In addition to tapping a wide range 

of issues in suicide, the SOQ can be easily transferred from community 

to community or from subgroup to subgroup, providing the potential for 

data that can be readily compared and contrasted. 

Purpose of This Study 

The SOQ is used in this study to examine the attitudes of those 

who have professional and paraprofessional contact with the suicidal. 

The SOQ comprises the first 100 items of the questionnaire contained in 

Appendix A. When people in suicidal crisis go beyond family and friends 

for help, they often turn to physicians, the clergy, psychiatrists, and 

social workers (Snyder, 1971). The hospitalized suicidal patient is 

likely to spend more time with psychiatric nursing personnel than with 

his or her psychiatrist (Reynolds & Farberow, 1976; Rosenhan, 1974). 
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Psychologists and crisis-line workers also serve the suicidal. Their 

responses are examined to comprehensively assess the attitudes towards 

suicide of those in the various fields that constitute the helping 

professions and to identify group differences. 

In addition, those who have personally known someone who commit

ted suicide might be expected to have different attitudes from those who 

have not had personal acquaintance with suicide. This has not been 

examined in any previous study of helping professionals. Gurrister and 

Kane (1978) did find that therapists who had experienced a suicide in 

their caseloads tended to differ from others in their therapeutic 

approach to suicidal patients, but this difference did not reach statis

tical significance. Among community respondents, Sale et al. (1975) 

found that those who knew someone who attempted suicide were less likely 

to attribute the attempt to mental illness and more likely to view it 

as manipulative. They did not find any differences between those who 

knew someone who committed suicide and those who did not. As a variant 

to these prior studies, this study evaluates the responses of helpers 

who personally, and not as a result of their jobs, knew someone who 

committed suicide, to determine if their responses differ from the 

responses of those who have not personally known someone who committed 

suicide. 

Finally, factual awareness of suicide is an important aspect of 

providing service to those who are at risk of suicide. In order to 

directly assess familiarity with indicators of suicidal risk, a 13-item 

questionnaire developed by Holmes and Howard (1980) from the factors on 
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the Suicide Potential Rating Scale (Litman & Farberow, 1961) was 

included in the SOQ. These "Thirteen Questions on Successful Suicide" 

are items 101 to 113 in Appendix A. The "Thirteen Questions" were used 

by Holmes and Howard to assess the awareness among physicians, social 

workers, psychiatrists, psychologists, ministers, and college students 

of suicide lethality factors. Holmes and Howard found that physicians 

and psychiatrists achieved the highest scores of recognition of suicide 

risk. The scores decreased significantly from psychologists to social 

workers to ministers. Similar findings are expected in this study. 

SOQ Attitudinal variables 

To ease the analysis and interpretation of the 141 helpers' 

responses to the 100 items on the SOQ, their responses were subjected 

to a factor analysis using a principal component solution with normal

ized varimax rotation (Nie, Hull, Jenkins, Steinbrenner, & Bent, 1970). 

The factor analysis revealed 15 pertinent factors in the helpers' 

attitudes towards suicide. These 15 factors accounted for 53.1% of the 

total variance prior to the normalized varimax rotation. Lacking from 

among the 15 SOQ variables that were derived from factor analysis is a 

variable that specifically assesses empathy for those who attempt or 

commit suicide. A sixteenth SOQ variable was constructed to assess 

empathic understanding. To enhance the coherence of the presentation 

and discussion of the 16 SOQ attitudinal variables, the variable that 

assesses empathic understanding has been designated as Factor Variable 

II, although this variable was not empirically derived from the factor 

analysis. Appendix B lists the SOQ items on each of the 16 factor 
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variables, along with the factor loadings of the items and the percent 

of total variance accounted for by each factor prior to the normalized 

varimax rotation. The order in which the factors are presented differs 

from the order in which they were derived from the factor analysis. 

The order has been changed, again, to enhance the coherence of the 

presentation and discussion of the factor variables. The original order 

of the factors may be determined through examination of the variance 

percentage figures. 

I. Acceptability 

This factor variable contains 19 SOQ items that suggest that 

suicide is an acceptable and sometimes preferable act, particularly 

suicide in response to old age, disease, or enduring problems in living. 

Representative items on this factor are "there may be situations where 

the only reasonable resolution is suicide" and "suicide prevention 

centers actually infringe on a person's right to take his or her own 

life." This variable provides a means of assessing the overall accep

tability of suicide to those helpers who are entrusted by the community 

with the role of preventing suicide. 

A substantial percentage of those surveyed in past studies 

believes that people have the right to commit suicide. Thirty-four 

percent of the community respondents in Ginsburg's study (1971), 46% of 

the college students in Domino et al.'s study (1980), and 55% of the 

therapists in Gurrister's and Kane's study (1978) endorsed a person's 

right to commit suicide. In several studies, a smaller but rather con

sistent percentage of those surveyed believed that suicide should not 
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be prevented. Ten to 15% of the general public, physicians, and thera

pists indicated that society should not interfere if a person chooses 

to commit suicide (Domino et al., 1980; Gurrister & Kane, 1978; 

Shneidman, 1971; Weigand, 1972). Contrary to this, all of the suicide 

prevention center volunteers surveyed by Weis and Seiden (1974) indica

ted that suicide should be prevented. This latter finding is not 

surprising, considering that the sample comprised people who had 

specifically volunteered to participate in the prevention of suicide. 

Kastenbaum (1976) argues that suicide is becoming increasingly 

more acceptable in our culture and that, eventually, suicide will become 

the preferred mode of death, chosen in the national interest by the 

socially conscious. Whalley (1964) believes that physicians and the 

clergy are more resolute about the value of life than psychologists, 

who suffer from an "ethical relativism" which makes them less inclined 

to believe that suicide is never preferable. If Whalley is correct'in 

his assertion, physicians and the clergy should disagree the most with 

the idea that suicide is an acceptable, sometimes preferable, act. 

II. Empathy 

Empathy has long been recognized as an important component of 

therapeutic intervention (Rogers, 1960). Five of the SOQ items were 

deemed indicative of an empathic response to suicidal crisis. They 

include such statements as "I feel sorry for people who commit suicide" 

and "potentially, every one of us can be a suicide victim." Three of 

the five items load highly on the factor variable addressing the 
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acceptability of suicide. These three items were excluded from the 

computation of the acceptability variable to avoid repeated measure

ment. 

III. Manipulation 

This factor suggests that suicide attempts reflect manipulation 

rather than a desire to die. Representative of the seven items on this 

factor variable are the statements "those people who attempt suicide 

are usually trying to get sympathy" and "suicide attempters who use 

public places (such as a bridge or a tall building) are more interested 

in getting attention." Ramon et al. (1975) found that doctors attribute 

manipulative motives to suicide attempters more often than do nurses. 

Thus, the physicians in this study would be expected to endorse this 

attitudinal variable more than do the psychiatric nursing personnel. 

A difference in sampling, however, is worthy of note. The nurses 

sampled by Ramon et al. worked on medical units, while the nurses in 

this study work in psychiatric settings. Further, their responses to 

the SOQ have been included with those of psychiatric aides to sample 

psychiatric nursing personnel in general. 

IV. Impervious Drive 

This factor suggests that humans have a self-destructive drive 

that is impervious to social influence. Representative of the nine 

SOQ items on this factor are the statements "different cultural child-

rearing practices are probably unrelated to suicide rates" and "suicide 

is clear evidence that mankind has a basically aggressive and 
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destructive nature." The intrapsychic drive suggested by this variable 

is reminiscent of the death instinct proposed by Freud to explain 

masochism (Litman, 1970). In an experiential study, Reynolds and 

Farberow (1976) found that psychiatric aides emphasize enduring intra

psychic factors in suicide much less than do others who care for 

hospitalized suicidal patients. Their observations suggest that the 

psychiatric nursing personnel in this study might be expected to agree 

the least that humans have a self-destructive drive that is impervious 

to social influence. 

V. Harsh World 

This factor contains 11 SOQ items that suggest that suicide is 

a reaction to a harsh world that, across cultures, takes more than it 

gives. Representative items from this variable are "many suicide notes 

reveal substantial anger towards the world" and "social variables such 

as overcrowding and increased noise can lead a person to be more suicide-

prone." The item "the suicide rate among physicians is substantially 

greater than that of other occupational groups" is consistent with the 

idea that those on the giving end in a harsh world are more vulnerable 

to suicide. 

VI. Elderly 

The three items on this factor suggest that older people have 

a greater risk of suicide. This variable is somewhat, but not com

pletely, factual. It does include some attitudinal features, as is 
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reflected in the statement "most suicide victims are older persons with 

little to live for." 

VII. Different 

Most of the six items on this factor are also somewhat factual, 

for example: "the suicide rate is higher for blacks than for whites" 

and "obese individuals are more likely to commit suicide than people of 

normal weight." In general, this variable suggests that suicide is 

more prevalent among those who are different in some way. 

VIII. Irrational 

This factor suggests that suicide is an irrational, crazy act. 

Statements from among the four items on this factor are "suicide among 

young people (e.g., college students) is particularly puzzling since 

they have everything to live for" and "people who commit suicide are 

usually mentally ill." Among the general public, mental illness is 

frequently attributed to those who commit suicide, but the prevalence 

of this attribution varies from study to study—from 21% (Domino et al., 

1980) to 34% (Kalish et al., 1974) to 55% (Ginsburg, 1971) to 72.5% 

(Sale et al., 1975). This question has not been addressed in prior 

studies of helpers' attitudes towards suicide. Kalish et al. found 

that among community respondents, those with the least education were 

more likely to believe that people who commit suicide are mentally ill. 

Based on this finding, the less professionally educated helpers, such 

as the crisis-line workers or the psychiatric nursing personnel, would 

be expected to agree more than do the other helpers that people who 
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commit suicide are irrational and crazy. Craziness suggests an intra

psychic explanation of suicide, however, and Reynolds and Parberow 

observed that psychiatric aides do not favor such explanations. More 

likely is that the psychiatrists, because of their professional back

ground and theoretical training, will display more of an investment in 

a mental illness explanation of behavior and agree more than do the 

other groups that suicide is an irrational, crazy act. 

IX. Unstable 

This factor suggests that suicide is committed by the inher

ently weak and unstable. Representative of the four items on this 

factor are "from an evolutionary point of view, suicide is a natural 

means by which the less mentally fit are eliminated" and "people who 

commit suicide must have weak personality structures." 

X. Hidden Suicide 

This factor suggests that dangerous or unhealthy living betrays 

a hidden desire to die. The three items on this factor include such 

statements as "long term self-destructive behaviors, such as alcohol

ism, may represent unconscious suicide attempts." This variable is 

quite similar to Menninger's (1966) proposal that unconscious bargain

ing between the life and death instincts within people can shape the 

development of a potentially self-destructive situation. 

XI. Fatality 

The four items on this factor suggest that the desire to die is 

rare and usually fatal. Negative responses to items such as "John Doe, 



13 

age 45, has just committed suicide. An investigation will probably 

reveal that he has considered suicide for quite a few years" and "most 

people who attempt suicide fail in their attempts" contribute to agree

ment with this variable. 

XII. Romantic 

This factor suggests that suicides are romantically dramatic. 

Representative of the six items on this factor are "a rather frequent 

message in suicide notes is of unreturned love" and "suicide happens 

without warning." This variable is reminiscent of the poets who roman

ticized the drama of suicide. It suggests that suicides may stem from 

heroism and unrequited love and that suicide attempts are often impul

sively inspired and highly lethal. 

XIII. Cultural values 

This factor suggests that we are all subjected to cultural 

values which contribute to suicide. The five items on this factor 

include such statements as "if a culture were to allow the open expres

sion of feelings like anger and shame, the suicide rate would decrease 

substantially" and "almost everyone has at one time or another thought 

about suicide." In this context, the item "usually, relatives of a sui

cide victim had no idea of what was about to happen" suggests that 

suicidal action is difficult to anticipate when emotional expression is 

culturally prohibited and when everyone struggles equally with the 

values that contribute to such action. 
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XIV. Social Institutions 

In contrast to other variables which suggest societal causes 

of suicide, this variable suggests that suicide reflects on social 

institutions because suicide has social consequences and implications. 

Representative of the five items on this factor are "suicide rates are 

a good indicator of the stability of a nation; that is, the more suic-

cides the more problems the nation is facing" and "people who die by 

suicide should not be buried in the same cemetary as those who die 

naturally." 

XV. Communication 

The seven items on this factor include statements such as "a 

suicide attempt is essentially a 'cry for help'" and "as a group, 

people who commit suicide experienced disturbed family relationships 

when they were young." Taken together, these seven items propose that 

a suicide attempt is a form of communication from someone with dis

turbed interpersonal functioning. 

XVI. Religion 

This factor suggests that having religious beliefs is inconsis

tent with suicidal behavior. Indicative of the five items on this 

factor are the statements "people who commit suicide lack solid reli

gious convictions" and "most people who commit suicide do not believe 

in God." The clergy are expected to endorse this attitudinal variable 

more than do the other groups, since of all the groups they have the 

most invested in the religious lives of the people they serve. 



Factors of Domino, Moore, Westlake, and Gibson (1982) 

Domino et al. (1982) performed a factor analysis on the 

responses of a heterogeneous sample of 285 respondents to the SOQ. 

The statistical procedures used in the factor analysis are identical 

to the procedures used in the current study, except that Domino et al. 

allowed items to be included on more than one factor. Four of the 15 

factors obtained by Domino et al. are quite similar to four of the 

factors obtained in this study Most of the items in Domino et al.'s 

factors Acceptability and Normality, Religion, Demographic Aspects, and 

Aging are included in this study in the factors Acceptability, 

Religion, Different, and Elderly. Eight of the 15 factors obtained 

by Domino et al. bear little resemblance to the factors used in this 

study. These eight factors are Suicide as Semi-Serious, Risk, Moti

vation, Lethality, Normality, Impulsivity, Getting Even, and Individual 

Aspects. Several of these eight factors sound conceptually similar to 

factors obtained in the current study, but they contain different SOQ 

items. Three of the factors obtained by Domino et al. are similar to 

yet different from three of the factors obtained in this study. 

Domino et al.'s factors of Mental and Moral Illness, Irreversibility, 

and Sensation Seeking contain some of the same items as the current 

factors Irrational, Impervious Drive, and Hidden Suicide, but the item 

composition of the former three factors is generally different from 

the item composition of the latter three factors. 

The differences between the factors obtained by Domino et al. 

and those obtained in the current study may reflect a difference 
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between the conceptual formulations of a heterogeneous sample and the 

formulations of a homogeneous sample of helpers. For example, Domino 

et al.'s factor Motivation contains five items which in the current 

study are contained in five different factors. Perhaps helpers have a 

more elaborately detailed conception of motivation than do a hetero

geneous sample of respondents. The similarity between four of Domino 

et al.'s factors and the current factors Acceptability, Religion, 

Different, and Elderly suggests that these are concepts that are widely 

applied in perceptions of suicide. 

Summary of Suggested Hypotheses 

In summary, this study examines the responses of those in the 

helping fields to 16 attitudinal variables derived from the SOQ and to 

a test of familiarity with indicators of suicidal risk. The responses 

are compared on the basis of occupation (i.e., crisis-line worker, 

clergy, physician, pscyhiatric nursing personnel, psychiatrist, psychol

ogist, and social worker) and on the basis of whether the respondents 

knew personally, and not as a result .of their jobs, someone who had 

committed suicide. No previous study of attitudes towards suicide has 

surveyed as extensive a range of helping groups. The variety of sub

jects sampled, questions asked, and methods employed in previous 

studies limits generalizations. Nevertheless, in addition to the 

general expectation that attitudes differ on the basis of occupation 

and personal acquaintance with suicide, some more specific hypotheses 

are suggested by prior research: 



Physicians and clergy disagree the most that suicide is an 

acceptable, sometimes preferable, act (I. Acceptability). 

Physicians attribute manipulative motives to suicide 

attempters more than do psychiatric nursing personnel 

(III. Manipulation). 

Psychiatric nursing personnel agree less than do other 

helpers that humans have a self-destructive drive that is 

impervious to social influence (IV. Impervious Drive). 

Psychiatrists agree more than do the other helpers that 

suicide is an irrational, crazy act (VIII. Irrational). 

The clergy agree more than do the other helpers that having 

religious beliefs is inconsistent with suicidal behavior 

(XVI. Religion). 

Physicians and psychiatrists achieve the highest scores of 

recognition of suicide risk. These scores decrease from 

psychologists to social workers to clergy. 



CHAPTER 2 

METHOD 

The Questionnaires 

Appendix A contains the 123-item questionnaire completed by the 

respondents. This one form actually contains two separate question

naires. The first is the 100-item Suicide Opinion Questionnaire 

developed by Domino, Moore, Westlake, and Gibson (1982). The items 

on the SOQ are those which survived logical and statistical analysis 

from an original pool of approximately 3,000 items derived from a 

comprehensive survey of the suicide literature. The test-retest reli

ability of the items is .68 or greater (Domino et al., 1982). Respon

dents reply to each item using a five-point scale of strongly agree, 

agree, undecided, disagree, and strongly disagree. A response of "1" 

indicates strong agreement; a response of "5" indicates strong dis

agreement. 

The second questionnaire comprises items 101 to 113 of Appendix 

A. These "Thirteen Questions on Successful Suicide" were developed by 

Holmes and Howard (1980) from the factors on the Suicide Potential 

Rating Scale (Litman & Farberow, 1961, pp. 48-59). These 13 items 

query the respondents on empirically derived signs of suicidal risk. 

They are presented in a multiple choice format. The respondent selects 

the one correct response out of four possible responses. The final 17 

items in Appendix A request demographic information from the respondent 

18 
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and information on the respondent's personal and professional acquain

tance with suicide. 

Statistical Procedures 

A factor analysis using a principal component solution with 

normalized varimax rotation (Nie et al., 1970) was performed on the 100 

items of the SOQ to parsimoniously evaluate the 141 participants' 

responses to the SOQ. Fifteen factors were derived on the basis of the 

Scree Test for the number of factors (Cattell, 1966). These 15 factors 

accounted for 53.1% of the total variance prior ro the normalized vari

max rotation. The items and their factor loadings on each of the 15 

factors are listed in Appendix B, along with the percent of total 

variance accounted for by each factor prior to the normalized varimax 

rotation. An item was selected for a factor when the absolute value of 

its factor loading was greater than .30. Of the 100 SOQ items, 98 met 

this criterion. No item was included on more than one factor. Dupli

cated items were assigned to the factors for which they had the highest 

loadings if those loadings were .05 or higher than the competing load

ings. If the competing loadings differed by less than .05, the assign

ment to a factor was made on the basis of conceptual similarity with 

other items in the factor. The factor names were developed through 

inductive scrutiny of the items that comprise each variable. 

An additional variable assessing empathic understanding was 

constructed from the SOQ items. Five SOQ items were deemed indicative 

of an empathic response to suicidal crisis. Three of these items 

loaded highly on Factor I. They were excluded from Factor I to avoid 
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repeated measurement. The variable that assesses empathy is designated 

as Factor Variable II, and the items that comprise this variable are 

also listed in Appendix B. 

A participant's score on each of the 16 SOQ variables is the 

mean of the responses given to the items comprising the variable. Item 

response scores were reversed when the item's factor loading was less 

than zero. A participant's score on the "Thirteen Questions on Success

ful Suicide" is the number of correct responses given by the partici

pant. 

A two-way analysis of variance was performed to evaluate 

response differences on the basis of occupation and personal acquain

tance with someone who committed suicide. Sex and age were included 

as covariates in the analysis to control for any group differences that 

might be attributable to the groups' differing sex and age composition. 

This analysis required the exclusion of 20 participants who failed to 

provide their sex, age, occupation, or personal acquaintance with sui

cide. Up to six of the remaining 121 participants were excluded from 

the analysis of individual variables because they did not respond to 

every item that constituted the variable being analyzed. 

Post-hoc multiple comparison tests were performed on those 

variables which were shown by the analysis of variance to reflect group 

differences on the basis of occupation or personal acquaintance with 

suicide. Interaction effects were also examined. Tukey's honestly 

significant difference test was used in the post-hoc comparisons. The 
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critical statistic for each comparison was set to have a probability of 

less than .05. 

The Respondents 

The 141 respondents in this study were recruited from the mem

bers of seven professional or paraprofessional groups in Tucson that 

serve the suicidal: family practice physicians, psychiatrists, certi

fied psychologists, psychiatric nurses and aides, social workers, 

crisis-line workers, and the clergy. Catholic, Protestant, and Jewish 

clergy were recruited, but only Protestant and Jewish clergy responded. 

Although the sample was one of convenience, an effort was made to reach 

those working in diverse settings and locations. These settings inclu

ded six inpatient and outpatient medical or psychiatric facilities, 

three counseling or mental health centers, two crisis-line organiza

tions, and one correctional facility. Three of these 12 facilities are 

privately funded. The other nine are supported by government funds, 

including the four that are associated with the University of Arizona. 

In addition, physicians, psychiatrists, and psychologists working in 

18 private practice settings and the clergy at 21 churches were invited 

to participate in this study. 

Questionnaires were personally distributed to potential respon

dents during staff meetings at three facilities. 48.1% of those 

contacted at these staff meetings returned completed questionnaires. 

At each of four other facilities a member of the staff agreed to dis

tribute the questionnaires to appropriate staff members. 63.6% of 

these staff members returned completed questionnaires. Additional 
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questionnaires were mailed or delivered without personal contact to 

potential respondents in private practices, churches, and four facili

ties or clinics. Finally, every other psychiatrist in Tucson who was 

listed on the membership rolls of the Arizona Psychiatric Society was 

mailed a questionnaire. 46.5% of those contacted through the last two 

methods returned completed questionnaires. Overall, 269 questionnaires 

were distributed; 141 were returned. The total response rate was 52.4%. 

Table 1 details the number of helpers from each occupational group and 

from each work setting. Thirteen respondents failed to report their 

occupation. 

In addition to the 13 respondents who did not report their 

occupation, the statistical procedures required that another seven 

respondents be excluded from all but the factor analysis because they 

did not report either their age, their sex, or their personal acquain

tance with suicide. The remaining 121 helpers encounter approximately 

three suicidal people or suicide atterrpters each month (x = 3.11, SD = 

8.34). Table 2 details some descriptive features of the helpers who 

participated in this study. The occupational groups range in size from 

12 to 23 people. The modal age range is from 35 to 44 years, but chi 

square analysis reveals a difference in age among groups. Physicians 

tend to be the oldest, and crisis-line workers tend to be the youngest 

among the helpers. The groups also differ in gender composition. No 

women are among the clergy and psychiatrists who responded to the 

questionnaire, while 70% of the crisis-line workers are women. Overall, 

41% of the participants are women. 



Table 1 

Participants from Each Occupational Group and Work Setting 

Work Setting Crisis Clergy Physician Nursing Psychiat Psychol SocWork Not Total % 
(N) (N) (N) (N) (N) (N) (N) Given (N) (N) 

Inpatient 
Medical or 
Psychiatric 4 10 4 4 15 5 42 29.8 
Facility 

Outpatient 
Medical or 
Psychiatric 12 2 4 4 3 25 17.7 
Facility 

Counseling or 
Mental Health 1 2 11 5 8 29 20.6 
Center 

Crisis-line 20 20 14.2 

Correctional 
Facility 1 1 0.7 

Private Practice 5 6 4 15 10.6 

Church 11 11 7.8 

Total (n) 20 16 17 13 16 23 23 13 141 100.0 

Crisis = Crisis-line Worker Nursing = Psychiatric Nursing Personnel 

Psychiat = Psychiatrist Psychol = Psychologist 
Soc Work = Social Worker 



Table 2 

Descriptive Features of the Occupational Groups 

All Chi 
Feature Crisis Clergy Physician Nursing Psychiat Psychol SocWork Groups Square ) 

Size (N) 

Modal Age 
Range 

Female (%) 

20 

25-34 

70 

Personally 
Acquainted 60 
w/ Suicide (%) 

Seriously 
Considered 
Suicide (%) 

55 

14 

45-54 

0 

50 

14 

16 

55+ 

31 

69 

21 

12 15 23 21 121 

35-44 35-44 35-44 35-44 35-44 69.90** (24) 

58 0 48 62 41 33.38** ( 6) 

67 

58 

60 

20 

70 

26 

71 

29 

65 2.44 ( 6) 

32 12.91* ( 6) 

* p<.05 
** p < .01 

Crisis = Crisis-line Worker 
Nursing = Psychiatric Nursing Personnel 
Psychiat = Psychiatrist 
Psychol = Psychologist 
SocWork = Social Worker 

to 
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Nearly two-thirds of the helpers once knew personally, and not 

as a result of their jobs, someone who committed suicide. Ten percent 

of the helpers had a family member or relative who committed suicide, 

27% had a friend who committed suicide, and 26% had an acquaintance 

who committed suicide. Two percent did not specify their relationship 

to the person who committed suicide. At one time or another, 32% of 

the helpers have seriously considered suicide, but the helping groups 

differ in this. The clergy have the fewest and the psychiatric nursing 

personnel have the most helpers among them who have seriously consid

ered suicide. Four of the helpers in this study have attempted suicide. 



CHAPTER 3 

RESULTS 

Appendix C contains the mean responses of the occupational 

groups on each of the 16 SOQ attitudinal variables and the mean respon

ses of all the helpers on each of these variables. 

SOQ Attitudinal Differences 

The occupational groups differ on six of the attitudinal vari

ables. Table 3 contains the mean responses of the groups on the six 

variables, and Figure 1 indicates how the groups differ on the six 

variables. Personal acquaintance with suicide affects the responses of 

one occupational group on a seventh attitudinal variable but not the 

responses of the other occupational groups. Item responses can range 

from "1", which indicates strong agreement, to "5", which indicates 

strong disagreement. 

I. Acceptability 

The clergy are the only helpers to firmly assert that suicide 

is not an acceptable, sometimes preferable act. The helpers in the 

other groups differ from the clergy and share an uncertainty concerning 

the acceptability of suicide. Within these other groups, the social 

workers agree more than the physicians that suicide is an acceptable, 

sometimes preferable, act. 
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Table 3 

The Six Attitudinal Variables on Which the Occupational Groups Differ 

Attitudinal Variable Crisis Clergy Physician Nursing Psychiat Psychol SocWork 

I. Acceptability 
F (6,99) 9.31** 
X 3.05 4.31 3.57 3.34 3.02 3.02 2.89 
SD . 66 .32 .59 .49 .44 .54 .75 

II. Empathy 
F (6,103) 4.79** 
X 1.95 2.67 2.30 2.25 2.11 2.02 2.07 
SD .39 .62 .46 .52 .24 .40 .33 

III. Manipulation 
F (6,101) 2.42* 

X 3.53 3.63 3.33 3.41 3.48 3.82 3.58 
SD .54 .35 .34 .41 .49 .43 .43 

IV. Impervious Drive 
F (6,104) 3.78* 
3T 3. 73 3.67 3.52 3.12 3.63 3.69 3.76 
SD .41 .39 .46 .49 .36 .52 .34 

V. Harsh World 
F (6,100) 4.59** 
"x 2.32 2.79 2.34 2.49 2.13 2.22 2.44 
SD . .39 .45 .32 .56 .25 .43 .35 

VI. Elderly 
F (6,105) 3.44** 

3.57 3.93 3.21 3.72 3.24 3.62 3.65 
SD .85 .42 .69 .60 .60 .61 .47 

* g < . 05 
** p< .01 



Attitudinal variable (Group) differs from (Group) 

I. Acceptability _ (SocWork Psychiat Psychol Crisis Nursing Physician) differs from (Clergy) 
x = 2.89 3.02 3.02 3.05 3.34 3.57 4.31 

_ (SocWork) differs from (Physician) 
x = 2.89 3.57 

II. Empathy _ (Crisis Psychol SocWork Psychiat Nursing) differs from (Clergy) 
x = 1.95 2.02 2.07 2.11 2.25 2.67 

III. Manipulation _ (Physician) differs from (Psychol) 
x = 3.33 3.82 

IV. Impervious Drive _ (Nursing) differs from (Psychiat Clergy Psychol Crisis SocWork) 
x = 3.12 3.63 3.67 3.69 3.73 3.76 

V. Harsh World _ (Psychiat Psychol Crisis Physician) differs from (Clergy) 
x = 2.13 2.22 2.32 2.34 2.79 

VI. Elderly _ (Physician Psychiat) differs from (Clergy) 
x = 3.21 3.24 3.93 

Note: Differences are based on Tukey's honestly significant difference test, and 
£<.05 for each difference between the groups. 

Crisis = Crisis-line Worker Psychol = Psychologist 
Nursing = Psychiatric Nursing Personnel SocWork = Social Worker 
Psychiat = Psychiatrist 

Figure 1. How the Occupational Groups Differ on Attitudinal variables I through VI 
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II. Empathy 

The clergy also differ from most of the other helpers on 

whether suicide can be empathically understood. The clergy are undeci

ded on this, in contrast to the crisis-line workers, psychologists, 

social workers, psychiatrists, and psychiatric nursing personnel, who 

all agree that suicide can be empathically understood. The physicians 

do not differ significantly from either the clergy or the other helpers. 

III. Manipulation 

The psychologists do not agree that suicide attempts reflect 

manipulation rather than a desire to die. In this they differ from the 

physicians, who are undecided. The other helpers do not differ signi

ficantly from one another or from the psychologists and physicians. 

IV. Impervious Drive 

The psychiatric nursing personnel are undecided as to whether 

humans have a self-destructive drive that is impervious to social 

influence. In this they differ from the psychiatrists, clergy, social 

workers, psychologists, and crisis-line workers, all of whom do not 

believe in such a self-destructive drive. The physicians do not differ 

significantly from any of the other helpers on this issue. 

This attitudinal variable is the only one on which the helpers 

who have had personal acquaintance with suicide differ from those who 

have not had such acquaintance, F (1,104) = 5.25, £< .05. Those who 

knew personally someone who committed suicide endorse this attitude 

more than those who did not, x = 3.54, SD = .47 versus x = 3.75, 
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SD = .40. Appendix D contains the mean responses on all 16 SOQ vari

ables of the helpers who have and have not had personal acquaintance 

with suicide. 

V. Harsh World 

The psychiatrists, psychologists, crisis-line workers, and 

physicians agree that suicide is a reaction to a harsh, depriving world. 

The clergy differ from these helpers and are undecided. The social 

workers and psychiatric nursing personnel do not differ from each other 

or from any of the other groups on this issue. 

Personal acquaintance with suicide differentially affects the 

helping groups' attitude that suicide is a reaction to a harsh, depriv

ing world, F (6,100) = 4.58, £ <.01. The psychiatric nursing person

nel who have had personal acquaintance with suicide endorse this 

attitude less than those who have not had such acquaintance, x = 2.66, 

SD = .62 versus x = 2.14, SD = .17. In contrast to this, the psychol

ogists who have had personal acquaintance with suicide endorse this 

attitude more than psychologists who have not had such acquaintance, 

x = 2.10, SD = .39 versus x = 2.52, SD = .42. 

VI. Elderly 

The physicians and psychiatrists differ from the clergy in 

their endorsement of the belief that older people have a greater risk 

of suicide. The physicians and psychiatrists are uncertain about this 

while the clergy disagree. The other helpers do not differ significant

ly from one another or from the physicians, psychiatrists, and clergy. 
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VII. Different 

Personal acquaintance with suicide affected the attitudes of 

one helping group on this issue, F (6,102) = 2.24, p< .05. Among the 

psychiatric nursing personnel, those who have not known someone who 

committed suicide agree that suicide is more prevalent among those who 

are different, while those who have known someone who committed suicide 

are undecided on this issue, x = 2.21, SD = .80 versus x = 3.10, SD = 

.44. 

SOQ Attitudinal Similarities 

Nine of the 16 attitudinal variables reveal no group differ

ences or interactions on the basis of occupational or personal acquain

tance with suicide. Table 4 lists these nine variables and the mean 

responses of the participants. 

The helpers disagree with descriptions of suicide as an 

irrational, crazy act (VIII). One of the SOQ items that contributes 

to this attitudinal variable was analyzed separately to determine if 

the helpers differ in their agreement with this isolated statement. 

Crisis-line workers and psychiatrists differ in their responses to the 

item "people who commit suicide are usually mentally ill," F (6,105) = 

3.3 7, p< .01. The crisis-line workers do not endorse this mental 

illness attribution (x = 4.10, SD = .64) while the psychiatrists are 

undecided (x = 3.00, SD = 1.07). Overall, 23.4% of the helpers endorse 

this mental illness attribution. 

The helpers do not agree that suicide is committed by the 

inherently weak and unstable (IX), but they do believe that dangerous 
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Table 4 

Overall Means on the Nine Attitudinal Variables 
Which Revealed No Differences Among the Helpers 

Attitudinal Variable x SD N 

VIII. Irrational 

IX. Unstable 

X. Hidden Suicide 

XI. Fatality 

XII. Romantic 

XIII. Cultural Values 

XIV. Social Institutions 

XV. Communication 

XVI. Religion 

3.62 

3.83 

2.39 

3.26 

2.96 

2. 74 

3.21 

2.52 

3.47 

.56 

.49 

.56 

.49 

.47 

.47 

.55 

.45 

.58 

120 

120 

117 

121 

121 

119 

119 

120 

120 

Note: The number of respondents differs from variable to 
variable due to the exclusion from each variable of 
participants who returned incomplete data. 
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or unhealthy living betrays a hidden desire to die (X). On the whole, 

the helpers are undecided about a number of other aspects of suicide. 

They are uncertain whether the desire to die is rare and usually fatal 

(XI), whether suicides are romantically dramatic (XII), whether we are 

all subjected to cultural values which contribute to suicide (XIII), 

and whether suicide reflects on social institutions (XIV). The helpers 

are undecided but are close to agreeing that suicide is a form of com

munication from someone with disturbed interpersonal functioning (XV). 

They are also uncertain whether having religious beliefs is inconsis

tent with suicidal behavior (XVI), but they lean towards disagreement 

with this notion. 

Thirteen Questions on Successful Suicide 

The helpers differ in their factual awareness of suicide, as 

this is measured by the "Thirteen Questions on Successful Suicide," 

F (6,100) = 3.93, £<.01. Table 5 contains the mean scores of each 

occupational group on the "Thirteen Questions," and Figure 2 indicates 

how the groups differ. 

Table 5 

Mean Scores Obtained on 
"Thirteen Questions on Successful Suicide" 

Crisis Clergy Physician Nursing Psychiat Psychol SocWork Total 

X 8.75 6.42 8.93 7.42 9.47 8. 73 7.80 8.32 
SD 1.68 1.56 1. 75 2.71 1.20 2.45 1.82 2.17 
N 20 12 15 12 15 22 20 116 
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(Group) differs from (Group) 

(Psychiat Physician Crisis Psychol) differs from (Clergy) 

9.47 8.93 8.75 8.73 6.42 

(Psychiat) differs from (Nursing Clergy) 

9.47 7.42 6.42 

Note: Differences are based on Tukey's honestly significant 

difference test, and £< .05 for each difference 
between the groups. 

Crisis = Crisis-line Worker Psychol = Psychologist 
Nursing = Psychiatric Nursing Personnel SocWork = Social Worker 
Psychiat = Psychiatrist 

Figure 2. How the Occupational Groups Differ on 
"Thirteen Questions on Successful Suicide" 
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The psychiatrists, physicians, crisis-line workers, and psy

chologists score significantly higher on factual awareness than do 

the clergy, but these four groups do not differ among themselves or 

from the social workers. The psychiatrists score significantly higher 

than do the psychiatric nursing personnel and the clergy. Personal 

acquaintance with someone who committed suicide also affects the scores 

obtained on the "Thirteen Questions," F (1,100) = 10.59, £<^ .01. 

Those who have had such an acquaintance score significantly higher 

than those who have not had such an acquaintance, x = 8.71, SD = 2.08 

versus x = 7.58, SD = 2.17. 

Table 6 contains the Pearson product-moment correlations 

between the scores obtained on "Thirteen Questions on Successful Sui

cide" and the 16 attitudinal variables. The correlation coefficients 

have been reversed so that high scores on "Thirteen Questions" are 

positively related to agreement with the attitudinal variables. Two-

tailed tests of significance reveal that factual awareness scores 

correlate with seven of the 16 attitudinal variables. Helpers who 

score highly on factual awareness tend to agree that suicide can be 

empathically understood (II), that suicide is a reaction to a harsh, 

depriving world (V), that older people have a greater risk of suicide 

(VI), and that a suicide attempt is a form of communication from some

one with disturbed interpersonal functioning (XV). These helpers tend 

to disagree that humans have a self-destructive drive that is imper

vious to social influence (IV), that suicide is committed by the 
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Table 6 

Pearson Product-Moment Correlations 
Between the 16 Attitudinal Variables and 

"Thirteen Questions on Successful Suicide" 

Correlation N 

Attitudinal Variables Coefficient — 

I. Acceptability .09 113 

II. Empathy .23* 116 

III. Manipulation -.01 114 

IV. Impervious Drive -.19* 117 

V. Harsh World .34** 113 

VI. Elderly .51** 118 

VII. Different .12 114 

VIII. Irrational -.04 117 

IX. Unstable -.20* 117 

X. Hidden Suicide .07 114 

XI. Fatality -.26** 118 

XII. Romantic .05 118 

XIII. Cultural Values .01 116 

XIV. Social Institutions .06 116 

XV. Communication .21* 117 

XVI. Religion -.02 116 

* P^.05 
** p<_ .01 

Note: The correlation coefficients have been reversed so 
that a positive coefficient reflects a positive 
relationship between high scores on the "Thirteen 
Questions" and agreement with the attitudinal 
variables. 
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inherently weak and unstable (IX), and that the desire to die is rare 

and usually fatal (XI). 



CHAPTER 4 

DISCUSSION 

Attitudinal Differences Among the Helpers 

The occupational groups differ on six of the Suicide Opinion 

Questionnaire variables: I. Acceptability, II. Empathy, III. Manipula

tion, IV. Impervious Drive, V. Harsh World, and VI. Elderly. Regard

less of occupation, helpers who have known personally someone who 

committed suicide agree more with IV. Impervious Drive than helpers 

who have not had personal acquaintance with suicide. Personal acquain

tance with suicide differentially affects the helping groups' attitudes 

on V. Harsh World and VII. Different. 

I. Acceptability 

The physicians and the clergy were expected to disagree the 

most that suicide is an acceptable, sometimes preferable, act. The 

results partially support this hypothesis. The clergy disagree the 

most that suicide is an acceptable act. The physicians are second to 

the clergy in asserting that suicide is not acceptable, but the 

strength of their assertion is not sufficient to distinguish them from 

the psychiatrists, psychologists, crisis-line workers, and psychiatric 

nursing personnel. Whalley's (1964) suggestion is supported in part. 

The clergy are resolute about the value of life, even when that life 

is plagued by infirmity or disease. The clergy's stronger stance 
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against suicide may reveal the continued influence of St. Augustine. 

Their stance is also consistent with Hoelter's (1979) finding that the 

acceptability of suicide is less among those who are more religious. 

An analysis of variance ancillary to the present study indicates that 

the clergy are indeed more religious than the other helpers, F (6,103) 

= 8.117, £<C.0l. Appendix E contains the mean responses of the 

occupational groups to the SOQ item that assesses religiosity. 

Members of the mental health community (i.e., crisis-line 

workers, psychiatric nursing personnel, psychiatrists, psychologists, 

and social workers) are less resolute about the unacceptability of 

suicide. This may be an indication of what Whalley describes as ethi

cal relativism. When they compare the joys and pleasures of life with 

its pains, they are not always sure that life is valuable at any cost. 

Responses to specific SOQ items that contribute to the acceptability 

of suicide variable reveal some of this uncertainty. Only 7.4% of the 

helpers from the mental health community believe that if someone wants 

to commit suicide, it is their business and we should not interfere. 

Yet 65.3% of these helpers believe that people have a right to take 

their own lives, and 58.9% believe that there may be situations where 

the only reasonable resolution is suicide. This suggests that most 

people in the mental health community accept their professional role 

of interfering with suicide, even when this role requires that they 

interfere with what might be a reasonable act. These helpers may 

share Kastenbaum's (1976) view that the purpose of interference is to 

determine whether the particular suicide being contemplated is indeed 
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a reasonable act. In all likelihood, however, most people in the 

mental health community have not quite so neatly resolved these contra

dictions. Taught to respect individual choice, these helpers may find 

it easy to accord, in theory, a higher value to individual rights than 

to life, while at the same time feeling the need to interfere with 

those rights when face to face with a potential suicide victim. 

This study relies on the notion that attitudes guide behavior. 

Clearly, members of the mental health community are uncertain whether 

suicide might be an acceptable or even preferable act. Most of them 

believe that in some situations the only reasonable resolution is sui

cide, this despite the phenomenologically obvious observation that no 

one can experience, and thus reasonably evaluate, his or her own 

death (Menninger, 1966; Shneidman, 1970). A question for the general 

community, then, is whether they find it acceptable that those the 

community trusts to prevent suicide are not themselves certain that 

suicide is unacceptable. 

II. Empathy 

The helpers from the mental health community agree more than 

do the clergy that suicide can be empathically understood. Empathic 

understanding requires that the helper focus on another person's 

phenomenal world and perceive it as if_ this world were the helper's 

own (Rogers, 1960). According to Rogers, this understanding is central 

in effecting therapeutic change. The difference among the helping 

groups on this variable is similar to the difference in attitude 

towards the acceptability of suicide. Members of the mental health 
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community are more accepting of suicide and express more empathic 

understanding than do the clergy. This similarity may be due in part 

to a relationship between acceptance and empathy, but empathy with 

another person does not depend upon acceptance of that person's 

specific acts. If it did, empathic understanding would obfuscate the 

goals of therapeutic change. 

In addition to the mental health helpers' greater acceptance 

of suicide, their fuller endorsement of empathic understanding may 

reflect a training that emphasizes empathic skills and the commonality 

of human conflicts. The clergy guide and effect change in the lives 

of their followers, but their guidance does not stem from a therapeutic 

orientation toward change. Perhaps a melding of the clergy's resolute 

stance against suicide and the mental health helpers' empathic under

standing of suicidal crisis would provide a powerful foundation for 

the prevention of suicide. 

III. Manipulation 

Based upon the findings of Ramon et al. (1975), physicians 

were expected to attribute manipulative motives to suicide attempters 

more than did the psychiatric nursing personnel, but this was not the 

case. The failure of this hypothesis may be due to sampling and 

measurement differences between the study by Ramon et al. and this 

study. The physicians in this study do attribute manipulative motives 

to suicide attempters more than do the psychologists, but the responses 
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of the other helping groups are not sufficiently different to distin

guish them from the physicians, psychologists, or any of the other 

groups. 

Sifneos (1966) coined the term "manipulative suicide" (Ansel & 

McGee, 1971) to describe suicide attempts in which the attempter uses 

the attempt to control or receive something from other people. Sifneos 

may not have intended the term to be pejorative, but it has become so. 

Ansel and McGee (1971) found that public attitudes towards the suicide 

attempter are more negative when the attempter's motive is seen as a 

manipulative one rather than as a desire to die. Similar findings 

were obtained by Ramon et al. (1975) among a sample of medical person

nel. 

The suicide attempter's first professional contact is often 

with the physician (Sale et al., 1975; Snyder, 1971). Because the 

physician's skills are best utilized in the resolution of physical 

rather than emotional problems, a physician who is confronted by some

one who seeks assistance for a problem that is apparently not physical 

may be prone to label the patient "manipulative" as a shorthand method 

of distinguishing between those who do or do not need medical attention. 

Sifneos (1966) warns physicians that they should not completely dismiss 

the non-lethal attempter with such a label. Regardless of the lethal

ity of the suicide attempt, flirtation with suicide is a sign of 

serious emotional or interpersonal conflicts. If the physician lacks 

the experience for intervention, the appropriate referral should be 



43 

made; otherwise the conflicts that spurred the attempt may spur on 

other, more serious attempts. 

IV. Impervious Drive 

The psychiatric nursing personnel endorse this belief more 

than do any of the other helping groups except the physicians, whose 

endorsement does not differ significantly from the other groups. The 

psychiatric nursing personnel's attitude here is not consistent with 

the observation of Reynolds and Farberow (1976) that psychiatric aides 

emphasize intrapsychic causes in suicide much less than other helpers 

do. A response difference between the aides and nurses does not 

account for this inconsistency. Inspection reveals that aides and 

nurses have almost identical mean responses on this attitudinal vari

able, x = 3.18, SD = .52 versus x = 3.15, SD = .51. The nursing per

sonnel's greater endorsement of this attitude is also curious because 

an intrapsychic focus is almost a defining feature of psychiatry and, 

to some extent, applied psychology. Yet, the helpers in these latter 

fields endorse the self-destructive theory less than the nursing 

personnel do. 

These apparent inconsistencies may be due to the dual nature 

of this attitudinal variable. The variable suggests both an intra

psychic drive and an imperviousness to social influence. Perhaps the 

nursing personnel's greater endorsement of this attitude is due not to 

a greater belief in intrapsychic drives but to greater feelings of 

powerlessness in the face of suicidal intent than those felt by the 



44 

psychiatrists, psychologists, social workers, crisis-line workers, 

and clergy. 

The helpers who have known personally someone who committed 

suicide agree more than the helpers who have not that humans have a 

self-destructive drive that is impervious to social influence. Once 

again, this finding is most likely due to the component of impervious-

ness; personal acquaintance with suicide seems to reduce the helpers' 

feelings of power in the face of suicidal intent. Gurrister and Kane 

(1978) found that therapists who had experienced a suicide among their 

caseload were less likely to report that they would question the value 

of their treatment if another patient committed suicide in the future. 

Together, these findings suggest that helpers who have experienced 

another's suicide accept that the power of intervention is limited; 

one can only do so much to prevent a suicide. Further research would 

be required to determine if this acceptance of limitations is colored 

by realistic humility or by the incapacitation of fatalism. 

In general, helpers like to help. Sometimes, though, this 

desire to help may be exaggerated into a compulsion to meet any and 

all of the needs of those the helper serves. This compulsion can 

itself be incapacitating, as it inevitably results in professional 

"burn-out." The results suggest that through acquaintance with suicide 

a helper may forge a healthy shield against this overwhelming sense of 

personal responsibility, as the helper accepts the realistic limits of 

his or her power to prevent suicide. 
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V. Harsh World 

The psychiatrists, psychologists, crisis-line workers, and 

physicians agree more than do the clergy that suicide is a reaction to 

a harsh, depriving world. As was already noted, the clergy have other 

attitudes that distinguish them from most of the other helpers. They 

believe that suicide is less acceptable than do the other helpers, and 

they express less empathic understanding than do most of the others. 

It has been suggested that these distinctive attitudes are consistent 

with the clergy's theological training and stronger religious beliefs. 

This training and these beliefs (e.g., belief in an ordered universe 

or a benevolent God) may also disincline the clergy to view the world 

as harsh or depriving. 

The results reveal an interaction effect which distinguishes 

the psychiatric nursing personnel from the psychologists on this 

attitudinal variable. The psychologists who have personally known 

someone who committed suicide agree more than those who have not that 

suicide is a reaction to a harsh, depriving world. The psychologists' 

response to personal loss through suicide seems to involve a greater 

externalization of the causes of that loss. This might seem inconsis

tent with the finding that helpers who have sustained such a loss place 

a greater emphasis on an impervious, inner drive. Both attitudes, 

however, reflect a diminution in expressed personal power. Because 

environmental determinants of behavior are particularly salient to the 

field of psychology, it is consistent with their academic training 
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that psychologists who have experienced a diminution of personal power 

would be particularly prone to environmental explanations. 

In contrast to the psychologists, the psychiatric nursing 

personnel who have not personally known someone who committed suicide 

agree more than those who have that suicide is a reaction to a harsh, 

depriving world. The implications of this finding are discussed in 

section VII. 

VI. Elderly 

The physicians and psychiatrists agree more than do the clergy 

that older people have a greater risk of suicide. The factual nature 

of this variable reduces its usefulness in the clarification of atti-

tudinal differences, but the response differences are of note. 

Statistically, the incidence of suicide does increase with age (Brown 

& Sheran, 1972), although when race and sex are considered this 

relationship is valid only for white males, who make up a large number 

of the reported suicide deaths. The physicians' and psychiatrists' 

greater awareness of this statistic in comparison to the clergy is 

consistent with their superior performance on the "Thirteen Questions 

on Successful Suicide" in this study and in the study by Holmes and 

Howard (1980). 

VII. Different 

Personal acquaintance with suicide affected one helping group's 

attitude on this issue. Among the psychiatric nursing personnel, 

those who have not had personal acquaintance with suicide agree more 
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than those who have that suicide is more prevalent among those who are 

different in some way. As was noted above, the psychiatric nursing 

personnel who have not had personal acquaintance with suicide also 

agree more that suicide is a reaction to a harsh, depriving world. 

These two findings, in conjunction with the finding that the nursing 

personnel believe more than do most of the other groups that humans 

have an impervious self-destructive drive, allow a clear delineation 

of distinctive attitudes among the psychiatric nursing personnel. 

Apparently those who have known someone who committed suicide tend to 

view suicide as a reaction to an inner drive we all share, rather than 

as a reaction to the harshness of the world. Those who have not known 

someone who committed suicide also view suicide as a reaction to an 

impervious drive, but this impervious drive is not seen as common to 

everyone and is, perhaps, instilled through harsh experiences with the 

world. 

These distinctive attitudes among the psychiatric nursing per

sonnel may give some insight into the "us-them" philosophy that often 

arises in service settings that are high-pressured and demanding, such 

as psychiatric units. Helpers who have observed behaviors in their 

personal and social worlds that are similar to behaviors they observe 

in their professional worlds may experience more commonality with the 

people they serve. To the extent that this commonality enhances the 

ability to be empathic, it may also enhance the quality of the service 

provided in a mental health setting. 
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General Attitudes Among the Helpers 

Overall, the helpers do not differ on nine of the sixteen 

attitudinal variables. They do not believe that suicide is an irra

tional, crazy act or that it is committed by the inherently weak or 

unstable. They do believe that dangerous or unhealthy living betrays 

a hidden desire to die. The helpers lean towards the belief that 

suicide is a form of communication from someone with disturbed inter

personal functioning, and they lean away from the belief that having 

religious beliefs is inconsistent with suicidal behavior. They are 

uncertain whether the desire to die is rare and usually fatal, whether 

suicides are romantically dramatic, whether we are all subjected to 

cultural values which contribute to suicide, and whether suicide 

reflects on social institutions. 

The results do not support the hypothesis that psychiatrists 

agree more than the other helpers that suicide is an irrational, crazy 

act. The psychiatrists, perhaps as a function of their professional 

training, do agree more than the crisis-line workers that "people who 

commit suicide are usually mentally ill." The helpers' responses to 

this specific SOQ item are of particular interest. The variety of 

methodologies that have been used in thfe past to assess attitudes 

towards suicide hinders generalizations and comparisons between studies, 

but the mental illness explanation of suicide is one attitude that has 

been consistently examined across studies, although never in a study 

of professional attitudes. 
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Studies of community respondents reveal that 34 to 55 to 72.5 

percent of the general public believe that people who commit suicide 

are mentally ill (Kalish et al., 1974; Ginsburg, 1971; Sale et al., 

1975 respectively). Only 21% of the college students surveyed by 

Domino et al. (1980) believe that people who commit suicide are 

mentally ill. This is consistent with the finding that the attribution 

of a mental illness explanation for suicide decreases as education 

increases (Kalish et al.f 1974). The helpers in this study also favor 

the mental illness attribution less than the community respondents 

examined in other studies. Among the helpers, 23.4% believe that 

people who commit suicide are usually mentally ill. In addition to 

the helpers' high level of education, the relative disfavor they 

express for the mental illness attribution is consistent with the 

finding that this attribution is not favored by those who have had 

contact with suicide attempters (Sale et al., 1975). Among the helpers 

in this study, 90.6% have had contact with at least one person who 

attempted suicide. 

Brown and Sheran (1972) report that mental illness has been 

documented in 12.5% to 36% of those who have committed suicide. These 

percentages are based on evidence of prior psychiatric treatment and 

are limited by the fact that those in need of psychiatric treatment do 

not necessarily receive it. The defining features or even the exis

tence of mental illness could be debated interminably. The belief that 

those who commit suicide are usually mentally ill may have practical, 

detrimental consequences. For example, such a belief might predispose 
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a helper to unwarrantably dismiss the possibility of suicidal risk in 

someone who does not overtly appear mentally ill. The relative dis

favor of this belief among the helpers in this study suggests that 

they are not likely to make such an unwarranted dismissal. On the 

contrary, the helpers' general belief that dangerous or unhealthy 

living betrays a hidden desire to die suggests that they are likely to 

be sensitive even to covert indicators of suicide potential. 

The helpers' belief that suicide is not an act of craziness 

and that the desire to die may underlie unhealthy living suggests that 

the helpers' view of suicide is wide in scope. Yet the helpers do not 

disagree with the narrower view that the desire to die is rare and that 

suicide is romantically dramatic. Perhaps this reflects a distinction 

between the desire to hurt oneself and a more penetrating, but rare 

and dramatic, desire to die. 

The helpers are not sure if they believe that we are all sub

ject to cultural values that contribute to suicide—values such as 

honor, heroism, and the suppression of emotions. The helpers' uncer

tainty parallels that of contemporary researchers. Studies of the 

cultural determinants of suicide have not been conclusive (Lester, 

1972). The helpers' responses to some of the specific SOQ items which 

contribute to this variable clarify some of their beliefs. Most agree 

that suicide can stem from culturally imposed views of honor and the 

suppression of emotions (71.9% and 50.8% respectively). Most also 

believe that nearly everyone has thought about suicide at one time or 

another (83.6%). Despite these attitudes, the helpers do not believe 
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that we are all so involved in our own struggles against suicide that 

we are oblivious to someone in suicidal crisis: the helpers' modal 

response is that relatives usually have clues to the intentions of an 

actual suicide victim (46.9%). 

In addition to being uncertain about a culture's impact on 

suicide, the helpers are also uncertain about suicide's impact on the 

culture. The helpers' attitudes here, however, suggest a trend which 

might be investigated further. Helpers who have had personal acquain

tance with suicide tend to agree more than helpers who have not that 

suicide reflects on social institutions, F (1,103) = 3.41; £ = .07. 

If this difference does indeed exist, it suggests that helpers who 

have known someone who committed suicide are more sensitive to the 

social consequences of suicide and thus, perhaps, better equipped to 

assist the survivors of suicide. 

The helpers are not sure if a suicide attempt is a form of 

communication from someone with disturbed interpersonal functioning, 

but they lean towards acceptance of this belief. The view that 

behavior is communication is more a philosophical one than an empirical 

one. Stengel (1969) asserts that all suicide attempts include an 

appeal to others, whether or not that appeal is consciously intended. 

Lester (1972) has reviewed a number of studies that examine the social 

relationships of suicidal individuals. These studies suggest that 

suicide attempters and those who threaten suicide experience greater 

social isolation than..the non-suicidal. They have more difficulty 
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establishing mutually interdependent relationships, expressing depen

dency needs, and relating to others unambivalently. 

Scrutiny of the descriptive statistics reveals that 48.1% of 

the helpers in this study accept that suicide attempts include com

municative and interpersonal components, while 50.5% are undecided. 

Methodological differences make generalizations from other studies 

risky, but the helpers appear to be more sensitive to the communica

tive and interpersonal components of suicide than are the general 

public and medical personnel. Only 11.6% of the community respondents 

surveyed by Ginsburg (1971) suggested "between-person" factors as 

causes of suicide. Four of the nine motives for suicide spontaneously 

suggested by the doctors and nurses in Ramon et al.'s study (1975) 

contained interpersonal features, but on the average these motives 

were endorsed by only 29% of the doctors and nurses. 

Overall, the helpers are tentative in their acceptance of the 

interpersonal and communicative aspects of suicidal behavior. Their 

sensitivity to these aspects relative to respondents studied previously 

might well enhance their treatment of the suicidal. As Stengel (1969) 

asserts, the interpersonal message inherent in a suicidal act must 

not be ignored. "If it is fatal, it is a final message; if it is not 

fatal, it is part of a dialogue. And you cannot understand a dialogue 

if you take notice of one participant only" (p. 79). 

The clergy were expected to agree more than any of the other 

helpers that having religious beliefs is inconsistent with suicidal 

behavior, but this was not the case. On the whole, the helpers are 
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undecided, but they lean towards the belief that having religious 

beliefs is not inconsistent with suicidal behavior. Even though the 

clergy are more resolute against the acceptability of suicide, neither 

they nor the other helpers believe that religious beliefs can protect 

a person from suicidal behavior. This is likely to be an accurate 

reflection of the clergy's experiences—most suicidal people who con

fide in the clergy rather than in other helpers would not do so if 

they did not have some religious values or affiliation, but in spite 

of these values they still struggle with issues of suicide. 

Factual Awareness Among the Helpers 

The psychiatrists, physicians, crisis-line workers, and psy

chologists display a greater factual awareness of the indicators of 

suicidal risk, as measured by the "Thirteen Questions on Successful 

Suicide," than do the clergy. In addition, the psychiatrists display 

a greater factual awareness than do the psychiatric nursing personnel. 

This assessment of factual awareness of suicidal risk is essentially 

a replication of Holmes' and Howard's study (1980). Holmes and Howard 

examined the factual awareness of college students and of five helping 

groups: physicians, psychiatrists, psychologists, social workers, and 

ministers. TO gain a fuller understanding of helpers' factual aware

ness of suicide, this current study examines the awareness of psychi

atric nursing personnel and crisis-line workers in addition to the 

helpers studied by Holmes and Howard. The results of the current study 

are not identical with those of Holmes and Howard, but they are cer

tainly consistent with the previous findings. Table 7 contains the 
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Table 7 

Mean Scores on 
"Thirteen Questions on Successful Suicide" 

Obtained in the Current Study 
and the Study by Holmes and Howard (1980) 

Group 

Current Study 

x SD N 

Holmes and Howard 

x SD N 

Psychiatrist 

Physician 

Crisis-line Worker 

Psychologist 

Social Worker 

Psychiatric 
Nursing Personnel 

Clergy 

College Students 

9.47 1.20 15 

8.93 1.75 15 

8.75 1.68 20 

8.73 2.45 22 

7.80 1.82 20 

7.42 2.71 12 

6.42 1.56 12 

9.03 1.40 30 

9.37 1. 73 30 

7.53 2.35 30 

6.23 2.35 30 

5.33 1.83 30 

5.23 .81 30 
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mean scores of the occupational groups in the current study and in the 

study by Holmes and Howard. In the previous study, physicians and 

psychiatrists obtained the highest scores of factual awareness, but 

their scores did not differ from one another. The scores decreased 

significantly from physicians and psychiatrists to psychologists to 

social workers to clergy. The scores of the helping groups in this 

study have essentially the same rank order as those in the previous 

study, although the same significant differences have not been 

obtained. Given the consistency of the helping groups' rank orders, 

the failure of the present study to obtain the same significant differ

ences may be a statistical one. The previous study had a larger number 

of respondents, and thus the statistical analysis was more powerful 

than that of the current study. 

The greater factual awareness of the psychiatrists, physicians, 

crisis-line workers, and psychologists relative to the clergy appears 

to reflect the nature of these helpers' roles with the suicidal. 

Psychiatrists and physicians are the gatekeepers of inpatient hospital

ization and must of necessity be skilled at discriminating between 

people who have a high risk of suicide and those who do not. The 

psychologists are perhaps second only to the medical professionals in 

the degree to which they intervene in an acute crisis and make deci

sions concerning the need for hospitalization. As paraprofessionals, 

the crisis-line workers display a factual awareness that places them 

in the ranks of the most highly trained helpers in this study. Their 

ability to recognize signs of suicidal risk conveys the value of their 
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paraprofessional training and services. Snyder (1971) found that among 

professionals to whom people turn for help the clergy are second only 

to physicians. The clergy's lesser awareness of the indicators of 

suicidal risk relative to the psychiatrists, physicians, crisis-line 

workers, and psychologists underscores their need for adequate training 

in this area. 

The psychiatrists also display a factual awareness of suicide 

that is superior to that displayed by the psychiatric nursing person

nel. These two helping groups have an interdependent relationship 

within a hospital setting. Benefits are likely to ensue when the 

rationale behind a psychiatrist's treatment decision is fully under

stood by the psychiatric nursing personnel. In-service training for 

the nursing personnel might well enhance the interdependent relation

ship between these two helping groups. 

Regardless of occupational affiliation, helpers who have 

personally known someone who committed suicide display a greater 

factual awareness of suicide than helpers who have not. Whether this 

awareness stems from knowledge of the specific facts of the acquain

tance's suicide or whether, following the acquaintance's suicide, the 

helper developed a heightened awareness of the general facts of suicide 

is unknown, but once again personal acquaintance with suicide appears 

to strengthen several aspects of the helper's treatment skills. 

The relationship between factual awareness of suicide and 

attitudes towards suicide is not a primary focus of this study. This 

relationship deserves fuller empirical delineation than is possible 
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and scores on the "Thirteen Questions on Successful Suicide" provide 

an initial glimpse into this relationship. The relationship between 

high factual awareness and the beliefs that older people have a 

greater risk of suicide and that the desire to die is usually not 

fatal is not a surprising one. These are beliefs that are quite con

sistent with the statistics, and therefore the facts, of suicide. 

Helpers who score highly on factual awareness tend to display more 

empathic understanding for the suicidal individual. Future research 

might explore whether an ability to empathize with the suicidal person 

fosters the accumulation of knowledge about suicide, whether knowledge 

fosters an ability to empathize, or whether both empathy and knowledge 

stem from some other feature. Helpers who score highly on factual 

awareness tend to prefer social and interpersonal explanations of sui

cide more than do the helpers who obtain low scores on factual aware

ness. In contrast, helpers who obtain low scores on factual awareness 

tend to prefer intrapsychic explanations of suicide more than do the 

helpers who score highly on factual awareness. Perhaps those who know 

more about the facts of suicide are more aware of features in an 

individual's interpersonal environment that might precipitate a sui

cidal crisis. The helpers who have more factual awareness of suicide 

tend to reject the belief that self-destructive behavior is impervious 

to social influence more than do the other helpers. This suggests that 

helpers have more confidence in their ability to have an impact when 

they have more knowledge about those they serve. 
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Summary of Findings and Implications 

Physicians, clergy, and members of the mental health community 

all play a part in suicide prevention and intervention, and they differ 

in some of their attitudes towards suicide. The clergy are the most 

resolute against the acceptability of suicide. Helpers from the mental 

health community are uncertain about the acceptability of suicide. 

Most of the helpers from the mental health community maintain that 

people have a right to commit suicide, but they also believe that sui

cide should be prevented. The effectiveness of the mental health 

helpers' suicide prevention and intervention may be diminished as they 

attempt to balance these two contradictory views. This is a salient 

issue for both the mental health community and the general community, 

and deserves further research. 

The clergy do not share the belief of several of the mental 

health groups that suicide is a reaction to a harsh, depriving world, 

and they express less empathic understanding than the mental health 

helpers. They also display less factual awareness of the indicators 

of suicidal risk. Perhaps a melding of the clergy's resolute stance 

against suicide, the mental health community's empathic understanding, 

and the factual awareness of several of the mental health groups would 

provide a powerful foundation for suicide prevention and intervention. 

Physicians agree more than psychologists that suicide attempts 

reflect manipulation rather than a desire to die. Physicians under

standably need to distinguish quickly between those who are in need of 

their treatment and those who are not. Because prior research 
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indicates that the term "manipulative" has taken on a pejorative conno

tation, physicians may need training to make the appropriate mental 

health referrals, so that they do not dismiss the "manipulative" sui

cide attempter as being not in need of any treatment. 

The psychiatrists believe more than do the crisis-line workers 

that people who commit suicide are usually mentally ill, but the 

helpers generally do not agree that suicide is an irrational, crazy 

act or that it is committed by the weak and unstable. Overall, the 

helpers convey the attitude that suicide is simply something people do, 

whether they are crazy or not crazy, religious or not religious, or 

covert or overt in their actions. The helpers only tentatively accept 

that suicidal behavior has important interpersonal and communicative 

components, but they appear to be more aware of these components than 

are respondents studied previously. 

The psychiatric nursing personnel, helpers who have had per

sonal acquaintance with suicide, and psychologists who have had such 

an acquaintance express fewer feelings of power in the face of suicidal 

intent than do the contrasting helping groups. These helpers' belief 

in the limits of their power may reflect a dangerous incapacitation or 

a healthy shield against professional burn-out. Because burn-out has 

an exorbitant personal and social cost, further research is warranted 

to determine if these particular helpers have forged a shield that 

could be beneficial to other helpers. 

Helpers who have had personal acquaintance with suicide differ 

from those who have not in other ways as well. They display a trend 
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towards being more sensitive to the social consequences of suicide and 

have a greater awareness of the indicators of suicidal risk. The 

psychiatric nursing personnel who have had personal acquaintance with 

suicide express a commonality with the suicidal that is not apparent 

in the psychiatric nursing personnel who have not had such an acquain

tance. All of these differences suggest that those who have had 

personal acquaintance with suicide may have an enhanced ability to 

treat the suicidal and the survivors of suicide. Helpers seem to 

gravitate towards service areas that have personal relevance to them. 

Future research might provide a stronger empirical foundation for this 

speculation and clarify the manner in which personal experience affects 

the helpers' treatment capabilities. 

The primary gatekeepers to hospitalization—psychiatrists, 

physicians, and, to a lesser extent, psychologists—display a greater 

awareness of the indicators of suicide than do the clergy. This is not 

surprising but does suggest the clergy's need for greater education 

about suicide. The crisis-line workers also display a greater factual 

awareness than do the clergy. The crisis-line workers' awareness of 

suicide underscores the value of their paraprofessional training and 

services. The psychiatric nursing personnel's lesser factual aware

ness, when compared with the psychiatrists', suggests that in-service 

training might enhance the professional relationship of these two 

interdependent helping groups. Empathic understanding and a preference 

for social and interpersonal explanations of suicide appear to be rela

ted to factual awareness of the indicators of suicidal risk. 
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The Suicide Opinion Questionnaire taps a wide range of atti

tudes towards suicide. It also offers a method of assessment that can 

be easily transferred from community to community or from subgroup to 

subgroup. The generalizations that have been made in this study, based 

on responses to the SOQ, do have some limitations. Many helpers 

declined the invitation to participate in the study, and it cannot be 

determined how their participation might have altered the findings. 

The number of helpers who participated is small relative to the avail

able population of helpers. An effort was made to sample a broad range 

of service settings, but the sampling was not strictly random. Some 

sampling bias may have occurred. The best evidence against sampling 

bias, however, is the similarity between the factual awareness results 

of Holmes and Howard (1980) and the results of this study. 

This study sheds some new light on helpers' attitudes towards 

suicide and suggests avenues that deserve greater illumination. The 

assumption is that attitudes guide behavior. The fullest illumination 

of the avenues suggested here can occur when the behavioral implica

tions of the attitudes revealed in the study are examined directly. 



APPENDIX A 

SUICIDE OPINION QUESTIONNAIRE 

This is not a test but a survey of your opinions; there are no 

right or wrong answers. Only your honest opinion counts. For each 

item, indicate on the answer sheet whether you: 

A B C D E 

\ + + \ f 
strongly agree are disagree strongly 
agree undecided disagree 

1. Most people who attempt suicide are lonely and depressed. 

2. Almost everyone has at one time or another thought about suicide. 

3. The suicide rate is higher for blacks than for whites. 

4. The actual suicide rate in the U.S. is much greater than that 
reflected by official statistics. 

5. Suicide prevention centers actually infringe on a person's right 
to take his or her life. 

6. Most suicides are triggered by arguments with a spouse. 

7. The higher incidence of suicide is due to the lesser influence of 
religion. 

8. Many suicide notes reveal substantial anger towards the world. 

9. I would feel ashamed if a member of my family committed suicide. 

10. Most suicide attempts are impulsive in nature. 

11. Many suicides are the result of the victim's desire to "get even" 
with someone. 

12. In the U.S. suicide by shooting oneself is the most common method. 

62 
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APPENDIX A, continued 

A B C D E 

{ I ~ 4 \ I 
strongly agree are disagree strongly 
agree undecided disagree 

13. People with incurable diseases should be allowed to commit suicide 
in a dignified manner. 

14. Those who threaten to commit suicide rarely do so. 

15. Suicide is more prevalent among the very rich and the very poor. 

16. Individuals who kill themselves out of patriotism do so not 
because they are courageous, but because they enjoy taking major 
risks. 

17. Suicide is a leading cause of death in the U.S. 

18. Suicide is an acceptable means to end an incurable illness. 

19. People who commit suicide are usually mentally ill. 

20. Some people commit suicide as an act of self-punishment. 

21. The feeling of despair reflected in the act of suicide is contrary 
to the teachings of most major religions. 

22. Suicide rates vary greatly from country to country. 

23. I feel sorry for people who commit suicide. 

24. John Doe, age 45, has just committed suicide. An investigation 
will probably reveal that he has considered suicide for quite a 
few years. 

25. Suicide is acceptable for aged and infirm persons. 

26. The suicide rate among physicians is substantially greater than 
that of other occupational groups. 

2 7. The Japanese KamiKaze pilots who destroyed themselves by flying 
their airplanes into ships should not be considered suicide 
victims. 

28. Different cultural child rearing practices are probably unrelated 
to suicide rates. 
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APPENDIX A, continued 

A B C D E 

4 4 4 4 4 
strongly 
agree 

agree are disagree strongly 
undecided disagree 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

40. 

41. 

42. 

43. 

Suicide is clear evidence that mankind has a basically aggressive 
and destructive nature. 

Over the past ten years the suicide rate in this country has 
increased greatly. 

Most people who try to kill themselves don't really want to die. 

Suicide happens without warning. 

A business executive arrested for fraud or other illegal practices 
should face punishment like a man rather than seek suicide as an 
escape. 

Most suicide victims are older persons with little to live for. 

A person who tried to commit suicide is not really responsible 
for those actions. 

About 75% of those who successfully commit suicide have attempted 
suicide at least once before. 

It's rare for someone who is thinking about suicide to be dis
suaded by a "friendly ear." 

People who commit suicide must have a weak personality structure. 

The method used in a given suicide probably reflects whether the 
action was impulsive or carefully and rationally planned. 

Social variables such as overcrowding and increased noise can 
lead a person to be more suicide-prone. 

A large percentage of suicide victims come from broken homes. 

A rather frequent message in suicide notes is one of unreturned 

love. 

People who set themselves on fire to call attention to some 
political or religious issue are mentally unbalanced. 
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A B C D E 

| | \ f \ 
strongly agree are disagree strongly 
agree undecided disagree 

44. The possibility of committing suicide is greater for older people 
(those 60 and over) than for younger people (those 20 to 30). 

45. Most people who commit suicide do not believe in an afterlife. 

46. In times of war, for a captured soldier to commit suicide is an 
act of heroism. 

47. Suicide attempters are typically trying to get even with someone. 

48. Once a person is suicidal, she or he is suicidal forever. 

49. There may be situations where the only reasonable resolution is 
suicide. 

50. People should be prevented from committing suicide since most are 
not acting rationally at the time. 

51. The suicide rate is higher for minority groups such as Chicanos, 
American Indians, and Puerto Ricans than for whites. 

52. Improvement following a suicidal crisis indicates that the risk 
is over. 

53. People who engage in dangerous sports like automobile racing 
probably have an unconscious wish to die. 

54. Prisoners in jail who attempt suicide are simply trying to get 
better living conditions. 

55. Suicide among young people (e.g., college students) is particular
ly puzzling since they have everything to live for. 

56. Once a person survives a suicide attempt, the probability that he 
or she will try again is minimal. 

5 7. In general, suicide is an evil act not to be condoned. 

58. People who attempt suicide and live should be required to under
take therapy to understand their inner motivation. 

59. Suicide is a normal behavior. 
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A B C D E 

| | 4 } 4 
strongly agree are disagree strongly 
agree undecided disagree 

Many victims of fatal automobile accidents are actually uncon
sciously motivated to commit suicide. 

If a culture were to allow the open expression of feelings like 
anger and shame, the suicide rate would decrease substantially. 

From an evolutionary point of view, suicide is a natural means by 
which the less mentally fit are eliminated. 

Suicide attempters who use public places (such as a bridge or a 
tall building) are more interested in getting attention. 

A person whose parent has committed suicide is a greater risk for 
suicide. 

External factors, like lack of money, are a major reason for sui
cide. 

Suicide rates are a good indicator of the stability of a nation; 
that is, the more suicides the more problems a nation is facing. 

Sometimes suicide is the only escape from life's problems. 

Suicide is a very serious moral transgression. 

Some individuals have committed suicide to preserve their honor; 
these were victims of cultural values rather than disturbed 
personal attitudes. 

If someone wants to commit suicide, it is their business and we 
should not interfere. 

A suicide attempt is essentially a "cry for help." 

Obese individuals are more likely to commit suicide than people 
of normal weight. 

Heroic suicides (e.g., the soldier in war throwing himself on a 
live grenade) should be viewed differently from other suicides 
(e.g., jumping off a bridge). 
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C D E 

- - J. | 
disagree strongly 

disagree 
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strongly agree 

agree undecided 
are 

74. The most frequent message in suicide notes is of loneliness. 

75. Usually, relatives of a suicide victim had no idea of what was 
about to happen. 

76. Long term self-destructive behaviors, such as alcoholism, may 
represent unconscious suicide attempts. 

77. Suicide attempts are typically preceded by feelings that life is 
no longer worth living. 

78. Suicide goes against the laws of God and/or Nature. 

79. We should have "suicide clinics" where people who want to die 
could do so in a painless and private manner. 

80. Those people who attempt suicide are usually trying to get 
sympathy from others. 

81. People who commit suicide lack solid religious convictions. 

82. People with no roots or family ties are more likely to attempt 
suicide. 

83. People who bungle suicide attempts really did not intend to die 
in the first place. 

84. Passive suicide, such as an overdose of sleeping pills, is more 
acceptable than violent suicide, such as by gunshot. 

85. Potentially, every one of us can be a suicide victim. 

86. Suicide occurs only in civilized societies. 

87. People who die by suicide should not be buried in the same ceme-
tary as those who die naturally. 

88. Most people who commit suicide do not believe in God. 

89. Children from larger families (i.e., three or more children) are 
less likely to commit suicide as adults than single or only 

children. 
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A B C D E 
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strongly agree are disagree strongly 
agree undecided disagree 

90. Suicide attempters are, as individuals, more rigid and less 
flexible than non-attempters. 

91. The large majority of suicide attempts result in death. 

92. Some people are better off dead. 

93. People who attempt suicide are, as a group, less religious. 

94. As a group, people who commit suicide experienced disturbed 
family relationships when they were young. 

95. People do not have the right to take their own lives. 

96. Most people who attempt suicide fail in their attempts. 

97. Those who commit suicide are cowards who cannot face life's 
challenges. 

98. Individuals who are depressed are more likely to commit suicide. 

99. Suicide is much more frequent in our world today than it was in 
early cultures such as Egypt, Greece, and the Roman Empire. 

100. People who are high suicide risks can be easily identified. 

Items 101 through 113 are questions on successful suicide. 

For each question, please choose the one answer that seems most cor

rect, and then darken on the answer sheet the letter corresponding to 

that answer. Note that the possible answers range only from A to D, 

rather than from A to E as above. 



69 

APPENDIX A, continued 

101. Persons who are most likely to succeed in committing suicide are: 
A. female and under 50 years of age. 
B. female and over 50 years of age. 
C. male and under 50 years of age. 
D. male and over 50 years of age. 

102. Successful suicidals are most often characterized by: 
A. depression, hopelessness and helplessness, but not anxiety 

symptoms such as sleep disturbance. 
B. depression, hopelessness and helplessness, as well as 

anxiety symptoms such as sleep disturbance. 
C. no visible signs of either depression or anxiety. 
D. anxiety symptoms, but very seldom showing signs of depression. 

103. A great percentage of successful suicides involve persons who 
are: 
A. married. 
B. single. 
C. widowed, separated or divorced. 
D. any of the above categories, since there is no significant 

difference in marital relationships. 

104. In regard to current pressures affecting persons at the time they 
make a suicide attempt: 
A. persons under the effects of an immediate stress are most 

likely to succeed. 
B. persons under an immediate stress are not likely at that 

time to succeed. 
C. the factor of immediate stress is not critical in determining 

the lethality of a suicide attempt. 
D. none of the above are correct. 

105. Regarding the onset of suicidal symptoms in a person's behavior: 
A. a gradually-developing group of symptoms indicates that the 

person is more likely to commit suicide. 
B. a relatively quick onset of symptoms is the most dangerous 

sign of a successful suicide attempt. 
C. very little evidence has been found to indicate any correla

tion between onset of symptoms and suicide lethality. 
D. both gradual and quick onset of symptoms of suicide are 

equally dangerous for successful suicide. 

106. A potentially suicidal individual is more likely to succeed in 
the attempt if that person: 
A. has no idea how she or he will actually do it. 
B. is afraid to think of how the actual attempt will be made. 
C. has a definite plan of how it will be done. 
D. appears very confused about actually how it will be done. 
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107. The likelihood of successful suicide is greatest when: 
A. a person continues social contacts as if nothing is wrong. 
B. a person is very gregarious with a variety of social 

contacts. 
C. a person is socially isolated from friends and relatives. 
D. a person keeps in contact with relatives but is isolated 

from friends and recent acquaintances. 

108. With regard to alcoholics and homosexuals, the suicide rate is: 
A. higher than the national average. 
B. lower than the national average. 
C. the same as the national average. 
D. higher for alcoholics and lower for homosexuals compared to 

the national average. 

109. A person has the highest potential for successful suicide if: 
A. there is no previous history of suicide attempts. 
B. there is a history of previous suicide attempts. 
C. there is no history of previous attempts but some suicidal 

thoughts have been present. 
D. the person has never contemplated suicide. 

110. The most dangerously suicidal individual with regard to medical 
history is an individual who: 
A. has never had physical complaints or seen a doctor. 
B. has a long history of chronic illness but doesn't believe in 

doctors. 
C. has a long history of chronic illness and many visits to 

physicians during this period. 
D. has had no physical complaints but sees a doctor occasionally 

for checkups with rigid regularity. 

111. If relatives exist, a dangerously suicidal person would likely: 
A. not be in communication with them. 
B. see them often, trying to communicate with them. 
C. keep in communication with them but only from a distance, 

like writing or calling them on the phone. 
D. none of the above, since there is no significant difference. 

112. An individual would be more likely to be an imminent suicide vic
tim if: 
A. there is a significant other person who was extremely impor

tant to that individual and who was trying in vain to help. 
B. there is a significant other person who rejects the 

individual. 
C. the month is February. 
D. none of the above is statistically significant. 
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113. A critical factor in determining the lethality of a potentially 
suicidal person is if that person: 
A. has never seen a physician 
B. is a member of the middle socioeconomic class. 
C. is a young, caucasian female. 
D. has seen a physician within the last six months. 

The final section of this survey contains a series of questions 

relating to you and your own experience. You may find that some of 

the questions touch upon sensitive issues. Your completion of the 

following section is invaluable to this study of suicide. All respon

ses are confidential. Please darken the letter on the answer sheet 

which corresponds to your response. 

114. Are you: 
A. male 
B. female 

115. What is your age? 
A. under 25 
B. 25-34 
C. 35-44 
D. 45-54 
E. 55 or over 

116. Have you ever seriously considered suicide? 
A. yes 
B. no 

117. Have you ever made a suicide attempt? 
A. yes 
B. no 

118. Have you personally, and not as a result of your job, known 
someone who unsuccessfully attempted suicide? 

A. yes 
B. no 
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119. If you answered "yes" to the above question, what was your rela
tionship to this person? If you answered "no" above, skip this 
question. 

A. a member of your immediate family (e.g., parent, sibling, 
spouse) 

B. a relative (e.g., cousin, uncle) 
C. a close friend 
D. a friend, but not a close friend 
E. an acquaintance 

120. Have you personally, and not as a result of your job, known some
one who successfully committed suicide? 

A. yes 
B. no 

121. If you answered "yes" to the above question, what was your rela
tionship to this person? If you answered "no" above, skip this 
question. 

A. a member of your immediate family (e.g., parent, sibling, 
spouse) 

B. a relative (e.g., cousin, uncle) 
C. a close friend 
D. a friend, but not a close friend 
E. an acquaintance 

122. What is the probability that at some future point in your life 
you might attempt suicide? 

A. zero 
B. less than 10% probability 
C. 50-50 
D. somewhat probable 
E. highly probable 

123. Regardless of how often you attend organized religious services, 
how religious do you consider yourself to be? 

A. not at all religious 
B. slightly religious 
C. somewhat religious 
D. very religious 

Please turn over your answer sheet and respond to the final items 

of this questionnaire. To respond to the remaining items, please place 

your answers directly below. You no longer need to use the other side 



73 

APPENDIX A, continued 

of the answer sheet for your responses. Again, all answers are 

confidential. 

124. Please circle the occupation or job which applies to you: 
Crisis-line worker Psychiatrist 
Clergy Psychologist 
Physician Social Worker 
Psychiatric aide Other (please specify): 
Psychiatric nurse 

125. How many months or years have you practiced this occupation? 
months OR years 

126. In addition to any administrative or educational work you might 
do, do you have direct contact in your job with people who might 
be suicidal? (please circle answer) 

yes 

no 

127. Check one of the following which best describes your work setting: 
inpatient medical facility 
outpatient medical facility 
religious setting 
_counseling or mental health facility 
jprivate practice 
other (please describe) 

128. Please estimate the number of suicidal people or suicide 
attempters you have worked with through your job. If a total 
estimate is not possible, please give a monthly average. 

total estimate OR monthly average 

129. Please estimate the number of people you have worked with through 
your job who have successfully committed suicide: 

estimate 

130. In answering a questionnaire like this, there are many reasons 
why some people may not be able or wish to be fully honest. In 
looking over your responses, should this researcher (check 
applicable statement): 

accept them as fully honest 
accept them but with some reservation 
probably disregard them 
disregard them as not valid 



74 

APPENDIX A, continued 

You may wish to relinquish your anonymity if the following 

statement applies to you. If so, please fill in the requested informa

tion. 

Realizing that the findings of this study might be 
enlightened by personal interview, I would be 
willing to answer a few questions in person. 

Name: Phone: 

Address: 

Thank you for your time and effort in completing this survey. Please 

feel free to place any comments or concerns on the back of the 

questionnaire. 



APPENDIX B 

ATTITUDINAL VARIABLES: SOQ ITEMS, FACTOR LOADINGS, 
AND PERCENTAGES OF TOTAL VARIANCE 

I. Acceptability 

9.8% of total variance 

Item Loading 

13. People with incurable diseases should be allowed to 
commit suicide in a dignified manner. .798 

18. Suicide is an acceptable means to end an incurable 
illness. .764 

49. There may be situations where the only reasonable 
resolution is suicide. .756 

95. People do not have the right to take their own lives. -.745 

25. Suicide is acceptable for aged and infirm persons. .716 

79. We should have "suicide clinics" where people who want 
to die could do so in a painless and private manner. .714 

92. Some people are better off dead. .698 

67. Sometimes suicide is the only escape from life's 
problems. .690 

70. If someone wants to commit suicide, it is their business 
and we should not interfere. .637 

68. Suicide is a very serious moral transgression. -.579 

78. Suicide goes against the laws of God and/or Nature. -.571 

57. In general, suicide is an evil act not to be condoned.* -.559 

* Responses to this item were deleted in the computation of scores 
on the acceptability variable. They were included in the compu
tation of scores on the empathy variable. 

75 
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50. People should be prevented from committing suicide since 
most are not acting rationally at the time. -.520 

5. Suicide prevention centers actually infringe on a 
person's right to take his or her own life. .447 

59. Suicide is normal behavior. .432 

23. I feel sorry for people who commit suicide.* -.417 

58. People who attempt suicide and live should be required 
to undertake therapy to understand their inner 
motivation. -.413 

33. A business executive arrested for fraud or other illegal 
practices should face punishment like a man rather than 
seek suicide as an escape. -.397 

97. Those who commit suicide are cowards who cannot face 
life's challenges.* -.339 

* Responses to these items were deleted in the computation of scores 
on the acceptability variable. They were included in the computa
tion of scores on the empathy variable. 

II. Empathy 

Constructed variable 
Item 

2. Almost everyone has at one time or another thought about 
suicide. 

23. I feel sorry for people who commit suicide. 

57. In general, suicide is an evil act not to be condoned.* 

85. Potentially, everyone can be a suicide victim. 

97. Those who commit suicide are cowards who cannot face 
life's challenges.* 

* Numerical responses were reversed when the overall variable 
score was computed. 
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III. Manipulation 

3.3% of total variance 
Item Loading 

80. Those people who attempt suicide are usually trying 
to get sympathy. .744 

63. Suicide attempters who use public places (such as a 
bridge or a tall building) are more interested in 
getting attention. .537 

54. Prisoners in jail who attempt suicide are simply trying 
to get better living conditions. .478 

83. People who bungle suicide attempts really did not intend 
to die in the first place. .468 

6. Most suicides are triggered by arguments with a spouse. .463 

77. Suicide attempts are typically preceded by feelings 
that life is no longer worth living. -.373 

30. Over the past ten years the suicide rate in this country 
has increased greatly. -.347 

IV. Impervious Drive 

3.1% of total variance 
Item Loading 

28. Different cultural child-rearing practices are 
probably unrelated to suicide rates. .583 

29. Suicide is clear evidence that mankind has a basically 
aggressive and destructive nature. .496 

37. It's rare for someone who is thinking about suicide to 
be dissuaded by a "friendly ear." .467 

22. Suicide rates vary greatly from country to country. -.460 

91. The large majority of suicide attempts result in death. .459 

48. Once a person is suicidal, she or he is suicidal 
forever. .446 
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65. External factors, like lack of money, are a major 
reason for suicide. .394 

16. Individuals who kill themselves out of patriotism do 
so not because they are courageous, but because they 
enjoy taking major risks. .365 

84. Passive suicide, such as an overdose of sleeping pills, 
is more acceptable than violent suicide, such as by 
gunshot. .350 

V. Harsh World 

6.2% of total variance 
Item Loading 

8. Many suicide notes reveal substantial anger towards 
the world. .635 

86. Suicide occurs only in civilized societies. -.592 

64. A person whose parent has committed suicide is a 
greater risk for suicide. .510 

40. Social variables such as overcrowding and increased 
noise can lead a person to be more suicide-prone. .486 

1. Most people who attempt suicide are lonely and 
depressed. .467 

20. Some people commit suicide as an act of self-
punishment. .440 

85. Potentially, every one of us can be a suicide victim.* .434 

10. Most suicide attempts are impulsive in nature. .412 

99. Suicide is much more frequent in our world today than 
it was in early cultures such as Egypt, Greece, and the 
Roman Empire. -.400 

11. Many suicides are the result of the victim's desire to 
"get even" with someone. .391 

* Responses to this item were also included in the computation of 
scores on the empathy variable. 
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26. The suicide rate among physicians is substantially 
greater than that of other occupational groups. .367 

VI. Elderly 

2.4% of total variance 

Item Loading 

34. Most suicide victims are older persons with little 
to live for. .651 

44. The possibility of committing suicide is greater for 
older people (those 60 and over) than for younger people 
(those 20 to 30). .613 

100. People who are high suicide risks can be easily 
identified. .462 

VII. Different 

2.9% of total variance 
Item Loading 

3. The suicide rate is higher for blacks than for whites. .758 

51. The suicide rate is higher for minority groups such as 
Chicanos, American Indians, and Puerto Ricans than for 
whites. .716 

15. Suicide is more prevalent among the very rich and the 
very poor. .532 

72. Obese individuals are more likely to commit suicide 
than people of normal weight. .408 

21. The feeling of despair reflected in the act of suicide 
is contrary to the teachings of most major religions. .366 

98. Individuals who are depressed are more likely to commit 
suicide. .323 
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VIII. Irrational 

2.7% of total variance 
Item Loading 

55. Suicide among young people (e.g., college students) is 
particularly puzzling since they have everything to 
live for. . 68 7 

35. A person who tried to commit suicide is not really 
responsible for those actions. .628 

19. People who commit suicide are usually mentally ill. .475 

43. People who set themselves on fire to call attention to 
some political or religious issue are mentally 
unbalanced. .410 

IX. Unstable 

2.5% of total variance 
Item Loading 

62. From an evolutionary point of view, suicide is a 
natural means by which the less mentally fit are 
eliminated. .593 

52. Improvement following a suicidal crisis indicates that 
the risk is over. .540 

41. A large percentage of suicide victims come from broken 
homes. -.508 

38. People who commit suicide must have a weak personality 
structure. .484 

V 
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X. Hidden Suicide 

3.0% of total variance 
Item Loading 

53. People who engage in dangerous sports like automobile 
racing probably have an unconscious wish to die. .663 

76. Long-term self-destructive behaviors, such as alcoholism, 
may represent unconscious suicide attempts. .589 

4. The actual suicide rate in the U.S. is much greater 
than that reflected by official statistics. .476 

XI. Fatality 

2.3% of total variance 
Item Loading 

24. John Doe, age 45, has just committed suicide. An 
investigation will probably reveal that he has con
sidered suicide for quite a few years. -.636 

36. About 75% of those who successfully commit suicide 
have attempted suicide at least once before. -.615 

73. Heroic suicides (e.g., the soldier in war throwing 
himself on a live grenade) should be viewed differently 
from other suicides (e.g., jumping off a bridge). .558 

96. Most people who attempt suicide fail in their attempts. -.377 

XII. Romantic 

2.1% of total variance 
Item Loading 

27. The Japanese KamiKaze pilots who destroyed themselves 
by flying their airplanes into ships should not be 
considered suicide victims. -.560 

42. A rather frequent message in suicide notes is one of 
unreturned love. .534 

14. Those who threaten to commit suicide rarely do so. -.446 
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32. Suicide happens without warning. .423 

12. In the U.S. suicide by shooting oneself is the most 
common method. .410 

17. Suicide is a leading cause of death in the U.S. .376 

XIII. Cultural Values 

1.9% of total variance 

Item Loading 

46. In times of war, for a captured soldier to commit 
suicide is an act of heroism. .695 

61. If a culture were to allow the open expression of 
feelings like anger and shame, the suicide rate would 
decrease substantially. .432 

75. Usually, relatives of a suicide victim had no idea 
of what was about to happen. .431 

69. Some individuals have committed suicide to preserve 
their honor; these were victims of cultural values 
rather than disturbed personal attitudes. .412 

2. Almost everyone has at one time or another thought 
about suicide.* .325 

* Responses to this item were also included in the computation of 
scores on the empathy variable. 

XIV. Social Institutions 

2.2% of total variance 
Item Loading 

66. Suicide rates are a good indicator of the stability 
of a nation; that is, the more suicides the more 
problems the nation is facing. .523 

9. I would feel ashamed if a member of my family 
committed suicide. .439 

60. Many victims of fatal automobile accidents are actually 
unconsciously motivated to commit suicide. .402 
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87. People who die by suicide should not be buried in the 
same cemetary as those who die naturally. .391 

89. Children from larger families (i.e., three or more 
children) are less likely to commit suicide as adults 
than single or only children. .344 

XV. Communication 

3.6% of total variance 
Item Loading 

94. As a group, people who commit suicide experienced 
disturbed family relationships when they were young. .634 

71. A suicide attempt is essentially a "cry for help." .563 

90. Suicide attempters are, as individuals, more rigid 
and less flexible than non-attempters. .526 

31. Most people who try to kill themselves don't really 
want to die. .449 

47. Suicide attempters are typically trying to get even 
with someone. .408 

82. People with no roots or family ties are more likely to 
attempt suicide. .396 

74. The most frequent message in suicide notes is of 
loneliness. .347 

XVI. Religion 

5.2% of total variance 
Item Loading 

93. People who attempt suicide are, as a group, less 
religious. .688 

81. People who commit suicide lack solid religious 
convictions. .672 

45. Most people who commit suicide do not believe in an 
afterlife. .629 
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Most people who commit suicide do not believe in God. 

The higher incidence of suicide is due to the lesser 
influence of religion. 



APPENDIX C 

OCCUPATIONAL AND OVERALL MEANS ON THE SOQ VARIABLES 

Crisis Clergy Physician Nursing Psychiat Psychol SocWork Total 

Variable 
I. Acceptability 

x 
SD 
N 

II. Empathy 
x 
SD 
N 

III. Manipulation 
x 
SD 

N 
IV. Impervious Drive 

x 
SD 
N 

V. Harsh World 
x 
SD 
N 

VI. Elderly 

x 
SD 
N 

3.05 
.66  
19 

1.95 
.39 
20 

3.53 
.54 
19 

3.73 
.41 
20 

2.32 
.39 
18 

3.57 
.85 
20 

4.31 
.32 
14 

2.67 
. 62  
14 

3.63 
.35 
13 

3.67 
.39 
14 

2.79 
.45 
13 

3.93 
.42 
14 

3.57 
.59 
16 

2.30 
.46 
16 

3.33 
.34 
16 

3.52 
.46 
16 

2.34 
.32 
16 

3.21 
.69 
16 

3.34 
.49 
12 

2.25 
.52 
12 

3.41 
.41 
12 

3.12 
.49 
12 

2.49 
.56 
12 

3.72 
.60 
12 

3.02 
.44 
14 

2.11 
.24 
15 

3.48 
.49 
15 

3.63 
.36 
15 

2.13 
.25 
15 

3.24 
. 60  
15 

3.02 
.54 
23 

2 . 0 2  
.40 
22 

3.82 
.43 
22 

3.69 
.52 
23 

2 . 2 2  
.43 
22 

3.62 
. 61 
23 

2.89 
.75 
17 

2.07 
.33 
20 

3.58 
.43 
20 

3.76 
.34 
20 

2.44 
.35 
20 

3.65 
.47 
21 

3.27 
.71 
115 

2.17 
.47 
119 

3.56 
.45 
117 

3.62 
.46 
120 

2.37 
.43 
116 

3.56 
.65 
121 

oo 



Variable 
VII. Different 

x" 
SD 

N 
VIII. Irrational 

x 
SD 
N 

IX. Unstable 

x 
SD 
N 

X. Hidden Suicide 

x 
SD 
N 

XI. Fatality 
x 
SD 

N 
XII. Romantic 

SD 
N 

XIII. Cultural Values 

X 
SD 
N 

APPENDIX C, continued 

Crisis 

3.03 
.51 
20 

3.90 
.59 
20 

3. 73 
.71 
20 

2.32 
.58 
19 

3.58 
.49 
20 

2.94 
.46 
20 

2.54 
.34 
20 

Clergy 

2.73 
.70 
14 

3.48 
.76 
13 

3.64 
.51 
13 

2.57 
.50 
14 

3.05 
.53 
14 

2.95 
.43 
14 

2.84 
.54 
14 

Physician 

2.55 
.53 
14 

3.44 
.52 
16 

3.91 
.40 
16 

2.45 
.56 
14 

3.34 
.42 
16 

2.86 
.36 
16 

2.75 
.48 
16 

Nursing 

2.81 
.70 
12 

3.48 
.59 
12 

3.81 
.47 
12 

2.28  
.53 
12 

3.23 
.46 
12 

2.89 
.39 
12 

2.72 
.52 
12 

Psychiat 

2.74 
.52 
14 

3.50 
.40 
15 

3.88 
.52 
15 

2 . 2 2  
.56 
15 

3.12 
.40 
15 

3.00 
.41 
15 

2.80 
. 2 8  
14 

Psychol 

2.80  
.40 
23 

3.72 
.56 
23 

3.96 
.42 
23 

2.44 
.60  
23 

3.22 
.55 
23 

3.06 
.62 
23 

2.77 
.59 
23 

SocWork 

2.69 
.45 
21 

3.66 
.41 
21 

3.85 
.32 
21 

2.42 
.55 
20 

3.19 
.41 
21 

2.96 
.54 
21 

2.77 
.44 
20 

Total 

2.78 
.54 
118 

3.62 
.56 
120 

3.83 
.49 
120 

2.39 
.56 
117 

3.26 
.49 
121 

2.96 
.47 
121 

2.74 
.47 
119 



APPENDIX C, continued 

Variable 

Crisis Clergy Physician Nursing Psychiat Psychol SocWork Total 

XIV. Social Institutions 
x 3.44 3.20 2.80 3.18 3.20 3.28 3.24 3.21 
SD .48 .55 .55 .62 .58 .50 .50 .55 
N 20 13 16 12 15 22 21 119 

XV. Communication 
x 2.37 2.55 2.53 2.42 2.46 2.57 2.70 2.52 
SD .48 .44 .37 .44 .44 .45 .47 .45 
N 20 14 16 12 15 23 20 120 

XVI. Religion 
x 3.40 3.23 3.41 3.48 3.53 3.70 3.44 3.47 
SD .55 .62 .76 .55 .46 .56 .54 .58 
N 20 14 16 12 15 22 21 120 

Note: Group size differs from variable to variable due to the exclusion from each variable of 
participants who returned incomplete data. 

Crisis = Crisis-line Worker Psychol = Psychologist 
Nursing = Psychiatric Nursing Personnel SocWork = Social Worker 
Psychiat = Psychiatrist 

oo 



APPENDIX D 

MEAN RESPONSES TO THE SOQ VARIABLES 
OF HELPERS WHO HAVE AND HAVE NOT HAD PERSONAL 

ACQUAINTANCE WITH SUICIDE 

Personal No Personal 
Acquaintance Acquaintance 
with Suicide with Suicide Total 

Variable 

I. Acceptability 
x 3.22 3.37 3.27 
SD .68 .75 .71 
N 73 42 115 

II. Empathy 
x 2.15 2.20 2.17 
SD .43 .54 .47 
N 77 42 119 

III. Manipulation 
x 3.57 3.54 3.56 
SD .48 .41 .45 
N 78 39 117 

IV. Impervious Drive 
x 3.54 3.75 3.62 
SD .47 .40 .46 
N 77 43 120 

V. Harsh World 
x 2.34 2.43 2.37 
SD .44 .41 .43 
N 76 40 116 

VI. Elderly 
x 3.55 3.59 3.56 
SD .65 .65 .65 
N 78 43 121 
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APPENDIX D, continued 

Personal 
Acquaintance 
with Suicide 

Variable 

No Personal 
Acquaintance 
with Suicide Total 

VII. Different 

x 

SD 
N 

2.79 
.52 
77 

2.75 
.58 
41 

2. 78 
.54 
118 

VIII. Irrational 
x 

N 

3.62 
.54 
77 

3.62 
.59 
43 

3.62 
.56 
120 

IX. Unstable 
x 
SD 
N 

3.87 
.42 
78 

3.77 
.60 
42 

3.83 
.49 
120 

X. Hidden Suicide 

x 
SD 
N 

2.39 
.60 
75 

2.39 
.47 
42 

2.39 
.56 
117 

XI. Fatality 

x 

SD 
N 

3.24 
.50 
78 

3.29 
.46 
43 

3.26 
.49 
121 

XII. Romantic 
x 
SD 
N 

2.97 
.47 
78 

2.95 
.48 
43 

2.96 
.47 
121 

XIII. Cultural Values 
x 
SD 
N 

2.72 
.48 
76 

2.76 
.46 
43 

2. 74 
.47 
119 

XIV. Social Institutions 

x 

SD 
N 

3.14 
.52 
77 

3.33 
.58 
42 

3.21 
.55 
119 
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APPENDIX D, continued 

Variable 

Personal 
Acquaintance 
with Suicide 

No Personal 
Acquaintance 
with Suicide Total 

XV. Communication 

x 
SD 
N 

2.51 
.47 
77 

2.55 
.40 
43 

2.52 
.45 
120 

XVI. Religion 
x 
SD 
N 

3.44 
.59 
78 

3.52 
.58 
42 

3.47 
.58 
120 

Note: Group size differs from variable to variable due to the 
exclusion from each variable of participants who returned 
incomplete data. 



APPENDIX E 

MEAN RESPONSES OF THE OCCUPATIONAL GROUPS 
TO THE SOQ ITEM ASSESSING RELIGIOSITY 

Crisis Clergy Physician Nursing Psychiat Psychol SocWork Total 

X 2.39 3.93 2.88 2.75 2.33 2.17 2.14 2.58 

SD 1.04 .27 .81 1.06 .82 .89 1.06 1.04 

N 18 14 16 12 15 23 21 119 

Note: Responses range from one (not at all religious) to four 
(very religious). The mean response of the clergy is 
significantly higher than any of the other groups, 
F (6,103) = 8.12, £<.01, Tukey's honestly significant 
difference £ <..05. 
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