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Abstract 

Aim: To examine the characteristics of physicians’ and nurses’ suicide attempts (SA). 

Method: A retrospective review of 493 medical records of physicians and nurses admitted 

to an inpatient unit for health professionals; 36 patients had a recent SA.  

Results: Depression, cluster B and C personality disorders, and a history of previous SA 

were more prevalent in patients with a recent SA compared to those without it. Both 

professional groups preferred drug overdose as a suicide method. Physicians made more 

lethal attempts and had a history of more previous stressors than nurses.  

Conclusion: Depression, cluster B and C personality disorders, and previous SA should 

be appropriately screened and treated in order to prevent SA amongst physicians and 

nurses.  
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Introduction 

Suicide risk in physicians or nurses is elevated compared to the general population 

(Aasland, Ekeberg & Shweder  2001; Aasland, Hem, Haldorsen et al., 2011; Center, 

Davis, Detre et al., 2003; Gold, Frost-Pineda; Hawton, Clements, Sakarovicht et al., 2001; 

Hawton, Agerbo, Simkin, 2011; Pompili, Rinaldi, Lester et al., 2006; Schernhammer & 

Colditx, 2004; Schwenk, Davis & Wimsatt, 2010; Kolves & De Leo, 2013; Gold, Sen, 

Schwenk, 2013).  

To our knowledge, data on physicians and/or nurses admitted to a Psychiatric Unit 

after a suicide attempt is limited. Therefore, the aim of this study was to explore the main 

features of physicians´ and nurses’ recent suicide attempts (RSA). Based on the existing 

literature of completed suicides in both populations, we hypothesized that the 

characteristics of suicide attempts may be similar in these two groups. This could be 

explained by the fact that physicians and nurses have a somewhat similar education and 

training. In addition, drugs are available to both groups, i.e., both groups have access to 

lethal means. From an occupational perspective, physicians and nurses may be exposed 

to similar stressors. In this study, we examined demographic and clinical characteristics 

of suicide attempters. If suicide attempts have similar patterns in physicians and nurses, 

clinicians should adopt analogous treatment and preventive strategies to reduce suicidal 

behaviour in both professional groups.  

Methods 

Setting 

The Physicians’ Health Program (PHP) of Barcelona was created jointly by the 

Department of Health of the Regional Government of Catalonia and the Catalan “Colegio 

de Médicos” in 1998. In 2000, the program was extended to nurses. Both programs belong 

to the Barcelona Integral Care Program for Sick Health Care Professionals. The main aim 
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of the Program is to assist medical professionals who have substance use disorders and/or 

from other mental disorders, to prevent mental distress, and to help them go back to 

professional practice (Braquehais, Valero, Matalí et al., 2014). In Spain, “medical 

associations” and “medical councils/regulatory bodies” are part of the same institution 

(“Colegio de Médicos” in Spanish) where all practicing physicians need to be registered. 

Nurses need to be affiliated to similar institutions (“Colegio de Enfermería” in Spanish). 

Physicians and nurses from all regions of Spain can be referred to the Barcelona inpatient 

unit when severe mental disorders are identified.  

Participants. 

We conducted a retrospective chart review of 493 medical records of physicians 

and nurses who had been admitted to the Barcelona Psychiatric Inpatient Unit from 

January 1999 to January 2008. Reports of patients admitted after RSA (within one month 

before the index admission) were identified (n=36). Patients who had a RSA could be 

referred by another hospital (mainly after a severe RSA) once their medical condition was 

stabilized.  

Instruments. 

  Clinical and demographic data. 

Demographic data obtained at admission included sex, age, marital status, and 

professional status (physicians vs. nurses). The main diagnosis at admission was 

determined by a psychiatrist according to DSM-IV criteria (American Psychiatric 

Association, 2000). Affective disorders were divided into two groups: unipolar affective 

disorders (including major depressive episode, recurrent depressive disorder and 

dysthimia) ) and bipolar affective disorders.  

 

Suicidal behaviour. 
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A suicide attempt was defined as a self-destructive behavior with the intent to end 

one’s life, independent of the resulting damage (O’Carroll, Berman, Maris et al., 2001). 

Data about RSA and lifetime suicide attempts (LSA) were obtained from medical records.  

Specific information on patients admitted after a RSA included several features: 

1) Method and lethality were retrospectively defined using the Lethality Rating Scale, 

LRS (Beck, Resnik & Lettieri, 1974). The LRS registers the type of method used and 

rates the medical consequences of different suicide methods ranging between 0 (no 

consequences) and 8 (death). A score ≥ 4 suggests a “high lethality” attempt and indicates 

the need for major medical interventions to treat the patient. Attempts were classified 

dichotomously as having high lethality or low lethality according to this observation. 

2) Triggers for suicidal behavior were classified according to the Axis IV classification 

of psychosocial and environmental problems (APA, 2000) into the following groups: 

problems with primary support group, problems related to the social environment, 

occupational problems, financial problems, problems related to interaction with the legal 

system/crime, and other psychosocial and environmental problems.  

Statistical analysis. 

Odds ratios and 95% confidence intervals were used to compare dichotomous 

variables between groups. T tests were used to compare continuous variables. All 

hypothesis tests were two-tailed and conducted with an alpha of 0.05. We did not perform 

a multivariate analysis due to the small sample size. All analyses were performed using 

SPSS version 18 (Chicago, IL). 

 

Results 

Physicians (38.52±8.39 vs. 45.68±8.52 years) and nurses (40.53±10.03 vs. 

46.07±7.16 years) with RSA were younger compared to those without it, although the 
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difference was statistically significant only in the case of physicians. No statistically 

significant differences were found in the mean age of physicians and nurses with RSA.  

Both female physicians and nurses were more likely to have attempted suicide 

(OR=3.252; 95% CI=1.562-6.770). Likewise, a higher proportion of women was found 

among physicians with RSA compared to physicians without RSA (OR=3.138; 95% 

CI=1.269-7.763) but not among nurses with RSA (OR=1.123; 95% CI=0.282-4.469). 

With regards to marital status, no statistically significant differences were found between 

physicians and nurses. 

Patients with a RSA more frequently had a history of previous suicide attempts 

compared to patients without RSA (OR=11.364; 95% CI=5.361-24.086). No differences 

in their previous suicidal history were found between physicians and nurses with RSA. 

With regard to their main diagnosis at admission, both physicians and nurses with 

unipolar affective disorders were more likely to have a RSA compared to those admitted 

for other reasons (OR=4.672; 95% CI=2.271-9.610). Patients with RSA more frequently 

had cluster B personality disorders (OR=3.315; 95% CI=1.267-8.764) and cluster C 

personality disorders (OR=6.833; 95% CI=1.635-28.562) compared to those without 

RSA. Patients with alcohol use disorders were admitted for other reasons than a RSA 

(OR=0.349; 95% CI=0.171-0.716) No statistically significant differences were found 

between physicians and nurses with RSA with regard to their main diagnosis. 

Table 1 illustrates differences in RSA characteristics between physicians and 

nurses. A greater proportion of nurses (20.54%) were admitted after RSA compared to 

physicians (5.5%). Statistically significant differences between physicians and nurses 

were only found for the lethality of the attempt and in the number of psychosocial and 

environmental problems prior to the attempt. Nurses more frequently recognized one 

single stressor before the attempt and made “less lethal” attempts compared to physicians. 
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Table 1. Recent suicide attempt characteristics by professional group 
Variables Physicians Nurses Statistics TOTAL 

n % n % OR 95%CI 

Lethality Rating Scale (LRS) score         

 <4 11 52.4 14 93.3 0.079 0.009-

0.711 

25 69.4 

  ≥4 10 47.6 1 6.7   11 30.6 

Method (LRS defined)*         

 Cuts 2 9.5 4 26.7 0.289 0.045-

1.846 

6 16.7 

 Weapons 1 4.8 0 0 ** ** 1 2.8 

 Psychotropic drugs 15 71.4 15 100 ** ** 29 83.3 

 Non psychotropic drugs 8 38.1 4 26.7 1.692 0.399-

7.12 

12 32.4 

 Alcohol 3 14.3 3 20 0.667 0.115-

3.872 

5 16.7 

Number of methods     3.000 0.759-

11.864 

  

 1 14 66.7 6 40   20 55.6 

 More than one 7 33.3 9 60.0   13 36.1 

 % With psychotropic + non 

psychotropic drugs 

4 19.0 4 26.7 0.647 0.133-

3.141 

8 22.2 

         

Psychosocial and Environmental Problems (DSM 

IV - Axis IV) * 

        

 Problems with primary support group 16 76.2 12 80.0 0.800 0.159-

4.023 

28 77.8 

 Problems related to the social environment 4 19.0 0 0 ** ** 4 11.1 

 Occupational problems 8 38.1 1 6.7 ** ** 9 25.0 

 Economic problems 1 4.8 1 6.7 ** ** 2 5.6 

 Problems related to interaction_legal 

system/crime 

2 9.5 0 0 ** ** 2 5.6 

 Other psychosocial and environmental 

problems 

3 15.8 3 20.0 0.750 0.128-

4.389 

6 17.6 

Number of Psychosocial and Environmental 

Problems 

        

 1 9 42.9 13 86.7 0.115 0.021-

0.645 

22 61.7 

 More than one 12 57.1 2 13.3   14 38.9 

 

Discussion 

The present work is the first study that examines both the social, clinical and 

suicidiological features of physicians and nurses who had been admitted to a psychiatric 

unit after a RSA. Although both groups shared some risk factors (history of previous 

suicide attempts, diagnosis of depression and cluster B or C personality disorders) our 

results point to some differences in their suicidal behaviour.  

Recent attempts were more frequent among women physicians. This same gender 

effect has been observed in completed suicides among physicians (Schernhammer & 

Colditx, 2004). However, our findings are consistent with observations on suicide 
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attempts in the general population that show a higher prevalence in women (Weisman, 

Bland, Canino et al., 1999). On the other hand, little is known with regard to the gender 

effect among nurses because suicidal behaviour was mostly studied in women nurses 

(Hawton & Vislisel, 1999; Hawton, Agerbo & Simkin, 2011; Pompili, Rinaldi, Lester et 

al., 2006; Kolves & De Leo, 2013). Our observations are not conclusive in this point. 

Physicians with RSA in our study tended to be younger than those without an 

attempt, but their age was similar to that observed for completed suicide in physicians 

(Center, Davis, Detre et al., 2003). With regard to the main diagnosis at admission, 

unipolar affective disorders, and/or cluster B and C personality disorders predicted 

suicide attempts in our study. Various studies support the relationship between depression, 

personality disorders, and suicide both among physicians and nurses (Center, Davis, 

Detre et al., 2003; Hawton, Agerbo and Simkin, 2011; Pompili, Rinaldi, Lester et al., 

2006). However, in our study we observed an inverse relationship between alcohol use 

disorders and suicidal behavior (alcohol use disorders were more prevalent among 

patients without RSA). This unexpected finding could be explained because patients with 

alcohol use disorders were overrepresented in the original sample. Health professionals 

were more likely to be referred to the inpatient unit because of alcohol disorders since 

problems of this nature are frequently related to malpractice issues and lead to psychiatric 

admissions. This fact may explain the discordances of our results with those of previous 

studies that support the role of alcohol consumption as a risk factor for suicide in both 

professional groups (Center, Davis, Detre et al., 2003; Hawton & Vislisel, 1999).  

Finally, when comparing physicians and nurses suicide attempters, we found no 

differences in the mean age and in their main diagnosis at admission. However, the 

lethality and the number of stressors prior to the RSA were different in both groups. The 

method most commonly used by physicians and nurses was a psychotropic drug overdose 
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followed by non-psychotropic drug overdose which is most likely because of the 

availability and knowledge of drugs as lethal means by both groups (Hawton & Vislisel, 

1999; Center, Davis, Detre et al., 2003). But physicians seemed to need more than one 

stressor to attempt suicide and their attempts were more lethal than those made by nurses.  

Some limitations of this study must be noted: 1) this is a preliminary, retrospective, 

exploratory study that was conducted based on a review of medical records; 2) the 

inpatient unit most prevalent diagnoses were substance use disorders (mainly, alcohol use 

disorders) and this fact led to a bias when comparing the diagnosis of patients admitted 

after a RSA with that of those admitted for other reasons; 3) subjects with RSA were not 

matched based on demographic and clinical parameters; 4) the sample size of RSA was 

too small to reach enough power to do many comparisons, to perform multivariate 

analysis and it also lead to large confidence intervals, thus leading to less precise results; 

and, 5) we have to be careful in generalizing our results to other contexts (such as other 

countries). 

Moreover, the conclusions of this study should be limited to health professionals 

who were hospitalized after their suicide attempt and were finally referred to our 

specialized inpatient unit. We cannot ignore that some suicidal patients may not seek help 

after their attempt. The lack of information about comorbid conditions (only one main 

diagnosis was registered at the clinical record) also limits the clinical implications of our 

results. Despite the limitations of this study, we believe these preliminary findings should 

be considered in future treatment and preventive interventions of suicidal behavior in 

physicians and nurses.   
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