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The effect of suicide severity and patient’s age on mental health 
professionals’ willingness to treat: The moderating effect of ageism

Ofir Neomi Aharona, Daniela Aisenberg-Shafrana, and Yossi Levi-Belzb

aClinical Psychology of Adulthood and Aging Department, Ruppin Academic Center, Emek Hefer, Israel; bThe Lior Tsfaty Center for 
Suicide and Mental Pain Studies, Ruppin Academic Center, Emek Hefer, Israel 

ABSTRACT 
Understanding mental health professionals’ (MHPs) willingness to treat suicidal older adults 
is critical in preventative psychotherapy. We examined the effect of a hypothetical patient’s 
age and suicide severity on MHPs’ willingness to treat or refer them to another therapist. 
Vignettes of hypothetical patients were presented to 368 MHPs aged 24-72 years. The 
vignettes had two age conditions (young/old) and three suicidality severity conditions. 
MHPs completed measures of their levels of willingness to treat/likeliness to refer and their 
levels of ageism. As suicide severity intensified, MHPs were less willing to treat and more 
likely to refer. Willingness to treat was the lowest for the old/suicide attempt condition. 
Ageism moderated the relationships between patient age and willingness to treat: MHPs 
with higher ageism were less willing to treat older than younger patients, regardless of sui-
cidality severity. Findings indicate that MHPs with higher ageism levels are more reluctant 
to treat older suicidal patients and highlight the need for training MHPs to reduce ageism 
and enhance competence in suicide interventions.

Introduction

Every 40 seconds, someone dies by suicide globally 
(World Health Organization, 2019), placing suicide as 
one of the leading causes of death worldwide. People 
aged 70 years and over have the highest suicide rate in 
most countries (Israel Ministry of Health, 2020; Obuobi- 
Donkor et al., 2021; World Health Organization, 2019). 
In Israel, the suicide rates are lower than those common 
in the Western world (6.5 per 100,000 people in Israel 
compared with 11.7 per 100,000 globally; Israel Ministry 
of Health, 2020). A quarter (n¼ 500) of all suicide cases 
each year are of individuals aged 65 and above, with 
the suicide rate among older adults reaching 21.4 
per 100,000, four times the national suicide rate. 
Considering that the older adult population is projected 
to increase dramatically in the world (Zeppegno et al., 
2018) and in Israel (Dwolatzky et al., 2017) and that 
each suicide is a tragic loss that affects many other indi-
viduals (e.g., Levi-Belz & Feigelman, 2022), these num-
bers reflect the urgency of improving our ability to 
prevent suicides among older adults.

To effectively address suicide issues among the eld-
erly population, a comprehensive understanding of 
the underlying risk factors is imperative. The main 
known risk factors for older adults’ suicides include 
becoming a widow/widower, having other mental 
health disorders, physical illness, and bereavement 
(Conejero et al., 2018). Furthermore, depression and 
hopelessness were also found to be crucial factors in 
suicidal risk for this age group (Hernandez et al., 
2021). Importantly, recent systematic reviews have 
emphasized the value of early treatment of depression 
as one of the major effective steps for preventing 
future suicide (Mann et al., 2021; Zalsman et al., 
2016). Thus, mental health professionals’ (MHPs) will-
ingness to treat older suicidal patients is crucial, as it 
can comprise a critical “gate” to treatment and ultim-
ately to suicide prevention.

Treating a suicidal patient requires pitting oneself 
against extreme emotional states, emotional regulation, 
attentiveness, and discourse that range from emotional 
pain to acceptance (Jobes, 2016). Treating suicidal 
patients also affect MHPs in many ways, such as arousing 
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negative feelings toward the patient (Maltsberger & Buie, 
1974), and can also evoke distressing feelings in the 
therapist, such as anxiety, panic, and doubts about their 
professional competence (Reeves & Mintz, 2001). 
Notably, more than 60% of therapists who have experi-
enced patients’ death by suicide reported an impairment 
in their self-competence and changes in how they con-
duct therapy (Menninger, 1991).

Recent studies have demonstrated that MHPs were 
less willing to treat a suicidal patient than a depressive 
patient with no suicidal behaviors (e.g., Almaliah- 
Rauscher et al., 2020; Levi-Belz et al., 2020). Moreover, 
most MHPs in these studies who read a vignette of sui-
cidal potential patients were more likely to refer them 
to another MHP, with the likelihood of referring a 
depressive patient being much lower. A possible 
explanation for those findings could be related to some 
MHPs’ lack of competence in providing effective treat-
ment for suicidal patients (Shiles, 2009). An alternate 
explanation acknowledges the MHPs’ dread of the sui-
cide risk that accompanies treating suicidal patients. 
Indeed, for most MHPs, the most dreaded treatment 
outcome is the patient’s death by suicide (Pope & 
Tabachnick, 1993). Importantly however, these cited 
studies did not examine the possible effects of the 
hypothetical patient’s age on willingness to treat, thus 
leaving open the question of to what extent MHPs are 
prepared to treat older adult patients with or without 
suicidal ideation and behavior.

Surprisingly, almost no studies have examined 
MHPs’ willingness to treat, focusing on older suicidal 
patients. What is known about treating this age group 
is that MHPs experience a wide range of specific diffi-
culties, such as reluctance and low motivation to accept 
an older adult for treatment (Bodner et al., 2018). 
Helmes and Gee (2003) found that MHPs ranked an 
older potential patient as “less able to develop an 
adequate therapeutic relationship, to have a poorer 
prognosis, and to be less appropriate for therapy” (p. 
663). Specific to the present study, psychiatrists were 
found to be less interested in treating an older suicidal 
patient than a young one because they perceived the 
suicidal tendencies in older adults as logical and nor-
mal (Bodner et al., 2018). This inclination to avoid 
accepting older people for therapy or underestimate 
their suffering may be due to negative perceptions 
regarding older individuals, termed ageism.

Ageism was defined by Butler (1975) as “a process 
of systematic stereotyping and discrimination against 
people because they are old” (p. 12); ageism is most 
common in Western countries, but its prevalence is 
worldwide (McConatha et al., 2003). Ageism can be 

measured explicitly (reflecting thoughts, feelings, and 
behaviors toward older adults) or implicitly (sup-
posedly reflecting unconscious thoughts, feelings, and 
behaviors toward older adults; Hofmeister-T�oth et al., 
2021). Terror management theory (Greenberg et al., 
1997) offers a theoretical framework for understand-
ing the occurrence of ageism, positing that older indi-
viduals may evoke existential anxieties related to 
mortality among younger individuals (Martens et al., 
2005). Consequently, the ensuing defensive responses 
can manifest as ageist attitudes and behaviors.

Ageism can appear and be expressed in various ways. 
For example, an ageistic perspective would consider 
depression as a normative feature of the aging process 
and having to endure conditions of physical illnesses and 
disabilities, life events and losses may be viewed by some 
as legitimate justifications for suicide (De Leo, 2018). 
Furthermore, it has been found that the more a person 
holds ageist perceptions, the more permissive they are 
regarding elderly suicide (Gamliel & Levi-Belz, 2016). 
Another study examined the prevalence of clinical bias 
toward older adults among clinical psychology practi-
tioners (Pyne, 2020). The results showed that practi-
tioners displayed a substantial clinical bias toward 
elderly patients, suggesting that explicit ageism plays an 
important role in the differential treatment of older cli-
ents. Furthermore, whereas one can expect ageism to 
lessen in the wake of more clinical experience and expos-
ure, Punchik et al. (2021) showed that with extensive 
experience and numerous patients, ageist attitudes 
among practitioners were stronger. Interestingly, no 
studies have examined the moderating role of ageism on 
practitioners’ willingness to treat older adults.

The present study

This study sought to narrow the gap in knowledge 
regarding factors affecting MHPs’ willingness to treat 
suicidal older adults. Thus, we examined MHPs’ willing-
ness to treat and the likelihood of their referring out 
suicidal patients in their outpatient office setting. Given 
older adults’ high suicide rates (World Health 
Organization, 2019) and that older adults in Israel 
account for about a quarter of all suicides (Israel 
Ministry of Health, 2020), we examined the effect of 
patient age on the MHPs’ willingness to treat the 
patient, with the moderation of ageism levels in these 
associations. As seen in Figure 1, based on previous 
research with similar methodology (e.g., Levi-Belz et al., 
2020), the current experimental study presented partici-
pants with vignettes of a case study of a hypothetical 
patient portrayed with three alternative suicidality 
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conditions: depressive symptoms, active suicide ideation 
(SI), or a recent suicide attempt (SA). Importantly, how-
ever, we took the previous studies a step forward by 
examining the effect of hypothetical patient age, pre-
senting two age conditions: the hypothetical patient as 
young (29 years old) or old (74 years old).

After the MPH participants read the relevant 
vignettes, they responded to several questions con-
cerning the hypothetical case, focusing on their will-
ingness to treat or their inclination to refer the patient 
to another clinician. We also added a novel examin-
ation of the MHPs’ ageism to explore its potential 
moderating role in the noted effects of suicide severity 
and age on willingness to treat/likelihood to refer. 
Four hypotheses were examined:

1. As the hypothetical patient’s suicidality level 
intensifies, the MPH will be less willing to treat 
that person and more likely to refer the patient to 
another provider.

2. The hypothetical patient’s age will affect the will-
ingness of MHPs to treat: The MHPs will be less 
willing to treat an older patient and more likely 
to refer the patient to another provider.

3. The combined effects of age and suicide severity 
levels on the MHPs’ willingness to treat and their 
likelihood to refer will be higher than of each fac-
tor alone: Thus, the least willingness to treat and 
highest likelihood to refer will be found in the 
old/high suicidality condition.

4. The MHPs’ ageism levels will moderate the effects 
of age and suicide severity conditions on willing-
ness to treat and likelihood to refer.

Methods

Participants

The survey was completed by 369 MHPs in Israel 
who work in the private and public sectors. One par-
ticipant did not fully complete the questionnaires, 
leaving a final study sample of 368 participants. As 

presented in Table 1, the sample comprised 64 males 
and 304 females aged 21-72 (Mage ¼ 35; SD¼ 9.12). 
Regarding professional characteristics, most (n¼ 205) 
were trained psychologists, 59 were social workers, 
and the remainder (n¼ 104) were art therapists, clin-
ical criminologists, psychiatrists, and other therapist 
types, such as movement therapists. The participants’ 
professional seniority averaged six years (SD¼ 7.44), 
ranging from a few months to 45 years. The MHPs’ 
workplace was either public (54%), private (23%), or 
combined (23%). In addition, 19.8% of the MHPs had 
previous professional acquaintance with patients who 
died by suicide, and 19.5% had professional experi-
ence with older adult patients.

Procedure

Approval for this study was granted by the Ethics 
Committee of the Ruppin Academic Center, which has 

Figure 1. The study model.

Table 1. Demographic and professional characteristics of the 
sample (N¼ 368).
Variable N (%)

Gender
Male 64 (17.3%)
Female 304 (82.7%)

Age (years), M (SD) 34.88 (9.12)
Profession

Psychologist 205 (55.7%)
Social worker 59 (16%)
Art therapist 76 (20.7%)
Psychiatrist 8 (2.1%)
Other therapists (e.g., clinical criminologists) 20 (5.5%)

Professional seniority (years), M (SD) 5.84 (7.44)
Training stage2

Practitioner 130 (35.4%)
Intern 93 (25.2%)
Licensed therapist 70 (19%)
Experienced therapist (5þ years) 75 (20.4%)

Work setting
Public 199 (54%)
Private 85 (23%)
Combined 85 (23%)

Professional training in suicide prevention  
workshops (four hours or more).
Yes 120 (32.5%)
No 248 (67.5%)

Personal acquaintance with person  
who died by suicide
Yes 155 (42%)
No 213 (57.7%)

Professional acquaintance with person  
who died by suicide
Yes 73 (19.8%)
No 295 (80.2%)

Professional experience with older adult patients
Yes 72 (19.5%)
No 297 (80.5%)

Note. 1Categorical variables are presented in frequencies (and percen-
tages). Continuous variables are presented in means (and standard devi-
ations). 2Training phase refers to professional ranks rather than 
academic degrees as follows: Practitioner—MA student under training; 
Intern—MA graduate in internship; Licensed therapist—a therapist that 
completed their training; Supervising therapist—a therapist that tutors 
and supervises interns and practitioners.
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previously approved different studies employing similar 
research designs. The research study was electronically 
distributed in April-June 2022, using the Qualtrics plat-
form, an online survey tool that incorporates measures 
to identify and prevent duplicate responses. An Internet 
link to the questionnaire was distributed using snowball 
sample recruitment and shared in closed social media 
groups subscribed solely by mental health professionals. 
The study was described to participants as focusing on 
mental health and their perceptions of patients with dif-
ferent levels of mental pain. Moreover, it was explained 
that the study contained a short textual hypothetical 
case study followed by several questions. Informed con-
sent was obtained after explaining the research proced-
ure, and the consenting individuals were randomly 
assigned to one of the study’s six case conditions. After 
reading the assigned vignette, the participants were 
requested to complete the self-report questionnaires.

Measures

Each participant received a single textual case vignette 
out of the six conditions (a three [suicidality severity] x 
two [patient age] design) along with an ageism measure 
and a demographic and clinical/training information 
questionnaire to be described.

Demographics, clinical training, and practice 
characteristics
Demographic and clinical practice and training informa-
tion were collected, including gender, age, years of pro-
fessional seniority, general experience, experience with 
older patients, and professional training in suicide pre-
vention (including suicide prevention training regarding 
suicide risk assessment [minimum four hours] or suicide 
risk assessment and suicide intervention [minimum 
12 hours] operated by the Ministry of Health). The data 
derived from the measures are presented in Table 1.

Experimental manipulation of the suicidality level
As a manipulation check, we assessed the perceived 
severity of suicidality of the hypothetical patient with 
two questions (e.g., ‘To what extent do you think the 
patient is at risk for suicide?’), presented on a 7-point 
Likert-type scale (higher scores indicating higher risk). 
A positive significant Pearson correlation was found 
between the two items, r(368) ¼ .91, p < .001. 
Consequently, both items were combined into a single 
measure of the severity of suicidality. Thus, this meas-
ure was used as an index to reflect the severity of the 
hypothetical patient’s suicidality.

Willingness to treat and likelihood to refer
Scales for assessing the degree to which the MHP 
would be willing to accept the hypothetical patient for 
treatment and the likelihood of referring him to 
another clinician were designed for this study. 
Importantly, despite some overlap between these two 
outcome variables, using both measures provides a 
wider portrayal of MHPs’ perceptions of the hypothet-
ical patient. Unwillingness to treat represents a more 
active and radical position, whereas likelihood to refer 
a patient represents a more subtle refusal to treat. We 
chose to examine both outcome measures.

To construct reliable and valid questions to exam-
ine these concerns, questions resembling those from 
previous studies (Hunter, 2015; Levi-Belz et al., 2020; 
Norheim et al., 2013; Samuelsson & Åsberg, 2002; 
Uncapher & Are�an, 2000) were adapted for the cur-
rent study. Four items were formulated assessing the 
degree of willingness to treat (e.g., “To what extent 
are you willing to treat this patient?”; “If a colleague 
were to call you and describe this patient’s case, how 
would you rate your willingness to treat him?”). The 
items were presented on a 7-point Likert-type scale, 
ranging from 1 (very low chances) through 4 (moder-
ate chances) to 7 (very high chances). The four items 
were combined into an index of willingness to treat, 
with the resulting index in the current sample found 
to have good reliability (Cronbach’s a ¼ .91).

The measure of the likelihood of referring the 
patient out comprised a single item, rated on a 6- 
point Likert-type scale, ranging from 1 (very low chan-
ces), through 4 (moderate chances), to 7 (very high 
chances). The item concerned the likelihood that the 
participant would refer the patient to another mental 
health practitioner.

Ageism
Ageism levels of the MHPs were assessed using the 
Fraboni Scale of Ageism (FSA; Fraboni et al., 1990), which 
measures ageist attitudes and beliefs toward older adults 
(e.g., “A lot of older people tend to hoard their money 
and property”). We used the 18-item Hebrew version, 
presented on a 6-point Likert-type scale, ranging between 
1 (strongly disagree) to 6 (strongly agree). The short ver-
sion aimed to include only the specific items that align 
with Israeli society and culture (Bodner & Lazar, 2008). 
The FSA comprises three subscales: contribution ability of 
older adults (a for current sample ¼ .50), avoidance of 
older adults (a for current sample ¼ .56), and stereotyped 
beliefs toward older adults (a for current sample ¼ .72). 
Previous reliability parameters on this scale ranged from 
.60 to .80 (Bodner et al., 2012).
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The vignettes
The decision to use vignettes to examine willingness 
to treat among MHPs stemmed from its advantages 
concerning ecological validity and the ability to 
manipulate specific conditions. All six conditions pre-
sented identical crisis background stories and descrip-
tions. The vignette’s story describes a hypothetical male 
patient experiencing a personal crisis and is referred 
for treatment. Male gender and personal crisis are two 
risk factors that suggest an authentic patient seeking 
treatment due to depression or suicidal urges. 
Moreover, in all the stories, the hypothetical patient is 
described as having experienced several traumatic 
events (e.g., the death of his mother at the age of 9), 
contributing to the patient’s credibility that he is suffer-
ing from mental pain and is seeking treatment.

Different vignettes described the young vs. the older 
patient, as their ages dictated a need to vary their back-
ground. For example, we described the older patient as 
a widow, as this is a factor recognized as a risk factor 
for suicide among older adults. Accordingly, the young 
patient was described as single, a recognized risk factor 
for suicide among younger adults. However, we main-
tained identical events and psychological states in the 
two age conditions. The narrative presented below was 
constructed based on past suicide-related studies using 
similar methodologies (Bresin et al., 2013; Gamliel & 
Levi-Belz, 2016; Levi-Belz et al., 2020) to underpin the 
validity of the current study’s vignettes:

The background story of the young hypothetical 
patient:

Ronen is a 29-year-old single man with no children 
and lives alone. In the last few days, he has been 
seeking psychological treatment. This is his story. 
Ronen is an only child. His mother died of cancer 
when he was ten; he remained with his father after 
her death. After graduation, he moved to the center 
of the country due to work. After 5 years in his job, 
his manager informed him he was fired. Over the last 
two years, Ronen has been in a romantic relationship, 
which he saw as a long-term commitment. Yet, about a 
month ago, after a prolonged period of disagreements, 
his girlfriend informed him that she did not feel she 
loved him anymore, and they broke up. In recent 
weeks, he has found himself reviewing events from the 
relationship over and over again, trying to analyze what 
caused the breakup. He finds it difficult to persevere in 
the job search and is very fearful of the future. He truly 
believes there is no chance he will find love again.

The background story of the old hypothetical patient:

Ronen is a 74-year-old man, a widower with no 
children, who lives alone. In the last few days, he has 
been seeking psychological treatment. This is his 
story. Ronen is the father of three children, two of 

whom live abroad. Ronen’s wife died about five years 
ago of cancer. He lives alone in a small apartment. 
He retired about six years ago, and since then, he has 
participated in some of the activities of the senior 
citizen center in his city. The last two years have seen 
a deterioration in his health, including a decline in 
his ability to manage independently. He has suffered 
from repeated joint pains. He has consulted several 
physicians and has undergone many tests but has yet 
to receive a formal diagnosis for his condition. About 
a month ago, he fell in the shower and injured his 
pelvis. Since then, he has had difficulty in his daily 
functioning and has experienced concerns about 
entering a nursing facility. He is also anxious about 
the prospect of being unable to provide sufficient 
financial assistance to his children due to the cost of 
his medical treatments.

After participants read their respective randomly 
assigned narrative, the virtual hypothetical patient’s 
suicidality condition (depression, suicide ideation, or 
suicide attempt) was presented.

Depression condition
The hypothetical patient’s depressive condition pre-
sented depressive symptoms resulting from the 
patient’s psychological crisis. Items from the Beck 
Depression Inventory (Beck et al., 1988) were incor-
porated into the case study to construct a credible 
picture of a person suffering from a depressive 
episode:

In the last month, Ronen has felt great sadness and 
despair about his future. He cries a lot, feels worthless, 
and even experiences himself as a failure, adding to his 
self-disappointment. He doesn’t enjoy meeting friends 
as he used to, has trouble concentrating when reading 
books and newspapers, and feels fatigued and 
constantly lacking energy. In addition, Ronen does not 
sleep well at night. Some nights he wakes up multiple 
times and has a hard time getting back to sleep, and, 
consequently, finds himself making up hours of sleep 
during the day. His appetite has decreased, and he has 
lost weight. These events led to Ronan’s request to 
receive treatment from you.

Suicide ideation (SI) condition
The hypothetical patient’s suicide ideation condition 
presented depressive symptoms and active suicide 
ideation due to the identical crisis. This description 
was constructed based on the Columbia Suicide 
Severity Rating Scale (C-SSRS; Posner et al., 2011), 
designed to diagnose the severity of a person’s suicide 
risk according to his behavior and the actual present-
ing symptoms. C-SSRS items were incorporated in the 
vignette to construct a realistic case study of the most 
accurate situation of a person suffering from a crisis 
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and presenting active suicidal ideation along with a 
suicide method:

Ronen has suicidal thoughts - he expresses a desire to 
die by suicide. He has a suicide method but no 
concrete plan for execution. These thoughts disturb 
him several times during the day, and he has 
difficulty stopping them. These events led to Ronen’s 
request to receive treatment from you.

Suicide attempt (SA) condition
The hypothetical patient’s suicide attempt condition 
presented suicide risk with a suicide attempt in the 
previous days. This description was constructed 
based on the Columbia Suicide Severity Rating Scale 
(C-SSRS; Posner et al., 2011), designed to diagnose 
the severity of a person’s high suicide risk according 
to his behavior and the actual presenting symptoms. 
C-SSRS items were selected to construct a realistic 
case study to portray the most accurate situation of 
a person suffering from a crisis and presenting active 
suicidal ideation and a suicide attempt:

Three weeks ago, Ronen attempted suicide. He took a 
large number of pills before going to sleep. He woke 
up the next day, was checked into the emergency 
room and released after two days. These events led to 
Ronen’s request to receive treatment from you.

Data analysis

The independent variables of the hypothetical 
patient’s suicidality severity (depression/SI/SA) and 
age group (young/old) were manipulated, resulting 
in a 2� 3 design. Each participant was randomly 
assigned to one of the six experimental conditions 
(61 participants in each group). Other independent 
variables included professional experience and 
training in suicide prevention as well as ageism 
levels. The two dependent variables were willing-
ness to treat and likeliness to refer. Analyses were 
performed using SPSS Version 23.

First, we computed descriptive statistics of demo-
graphic and questionnaire data. Second, the associa-
tions between the study variables were examined 
with a series of Pearson correlation analyses. Third, 
we conducted a manipulation check to examine the 
difference in rating the hypothetical patient’s suici-
dality severity. Fourth, the effects of suicidality and 
age on the likelihood of treating or referring the 
hypothetical patients were explored using a two-way 
MANOVA. Finally, to examine our moderation 
hypotheses, a moderation analysis was conducted 
using the PROCESS macro in SPSS (Hayes, 2013, 

Model 2). We evaluated the significance of inter-
action effects with a “pick-a-point” approach for 
probing moderation effects. This approach involves 
selecting representative moderator values (e.g., low 
¼ 1SD below the mean, moderate¼ sample mean, 
and high ¼ 1SD above the mean) and then estimat-
ing the effect of the focal predictor at those values 
(Hayes & Matthes, 2009). These analyses facilitated 
our understanding of the specific role of each per-
sonal characteristic in the link between ageism and 
the MHPs’ willingness to treat the hypothetical 
patient.

Results

The descriptive statistics of the outcome measures and 
ageism factors are presented in Table 2. The average 
level of willingness to treat was 4.81 (SD¼ 1.40) on a 
scale of 1-7, representing moderate-high willingness. 
Interestingly, the levels of likelihood to refer were 
somewhat higher (M¼ 4.98, SD¼ 1.11), representing a 
moderate-high inclination to refer the patient out. 
Overall, the participants reported low ageism levels, 
with the average scores on all three dimensions rang-
ing from 2.2–2.7 on a scale of 1-6. As the study 
randomized participants to the six vignette groups, no 
significant differences were found between the groups 
in demographics or agism levels.

Manipulation check

To determine whether the referred patient descrip-
tions adequately distinguished between the suicidality 
conditions, we examined the difference in the rating 
of the suicide risk severity of the hypothetical patient 
as perceived by the MHPs using a one-way ANOVA 
analysis. Significant differences were found between 
the groups, F(2,366) ¼ 172.81, p < .001. MHPs who 
read the hypothetical SA patient’s vignette rated the 
patient as having a higher suicidal risk (M¼ 6.28, 
SD¼ 0.9) than MHPs who read the hypothetical SI 
patient’s vignette (M¼ 5.12, SD¼ 0.92) and those 
receiving the hypothetical depressive patient’s vignette 
(M¼ 3.88, SD¼ 1.23).

Table 2. Descriptive statistics of study variables (N¼ 368).
Variable Mean SD

Willingness-to-treat 4.81 1.40
Likelihood-to-refer 4.98 1.11
Ageism—Contribution dimension 2.41 0.54
Ageism—Avoidance dimension 2.73 0.78
Ageism—Stereotypes dimension 2.27 0.65
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Willingness to treat and likeliness to refer

To examine the differences in willingness to treat and like-
liness to refer as a function of the suicidality severity con-
dition (depressive/SI/SA) and patient’s age (young/old), 
we conducted a two-way MANOVA. Years of experience 
served as a covariate variable. A significant multivariance 
effect was found in the suicidality severity condition, 
F(4,722) ¼ 7.76, p < .001, partial 2 ¼ .041. As seen in 
Figure 2, MHPs who read the SA patient’s condition 
reported the lowest willingness to treat (M¼ 4.39, 
SD¼ 1.47) relative to the SI patient (M¼ 4.80 SD¼ 1.35) 
and the depressive patient (M¼ 5.35, SD¼ 1.19). 
Furthermore, MHPs who read the SA condition reported 
the highest inclination to refer the patient to another clin-
ician (M¼ 4.07, SD¼ 1.56), relative to those who read the 
SI condition (M¼ 3.81, SD¼ 1.52) and the depressive 
condition (M¼ 3.40, SD¼ 1.42). No differences were 
found for the hypothetical patient’s age (young/old) 
regarding the willingness to treat and likeliness to refer 
inclinations. We also examined the combined contribu-
tion of suicidality and patient age condition on willingness 
to treat and likeliness to refer. As seen in Figure 2, we 
found that in the SA condition, MHPs reported signifi-
cantly lower willingness to treat levels for old relative to 
young patients, F¼ 4.92, p ¼ .03, partial 2 ¼ .04.

Relationships between ageism and MHPs’ 
willingness to treat and likeliness to refer

To examine the hypothesis regarding the role of ageism 
in the willingness to treat and likeliness to refer 

options, intercorrelations between the study conditions, 
ageism dimensions, and outcome measures were calcu-
lated. The matrix in Table 3 shows that ageism stereo-
types were negatively correlated with willingness to 
treat and positively correlated with likeliness to refer.

MHPs’ ageism as a moderator of willingness to 
treat

Following the hierarchical regression results, we 
employed moderation analyses of significant interac-
tions using the PROCESS macro (Hayes, 2013), with 
willingness to treat as the dependent variable, the 
hypothetical patient’s age (young/old) and his suicide 
severity as independent variables, and MHPs ageism 
stereotype levels as a moderator. To control for previ-
ous experience, which could confound the analysis, 
we entered participants’ years of experience as a ther-
apist as a covariate. As seen in Figure 3, we found a 
significant interaction between the two age conditions: 

Figure 2. Willingness to treat and the likelihood of refer out a hypothetical patient as a function of the patient’s suicidality sever-
ity (depressive/SI/SA) and patient’s age (young/old) (N¼ 368). 
Note. �p <. 05, ��p <.01, ���p <.001. SI: Suicide ideation; SA: Suicide attempt.

Table 3. Intercorrelations between the study variables and 
outcome measures of willingness-to-treat and likely-to-refer 
(N¼ 368).

Variable
Willingness  

to treat
Likelihood  

to refer

SIþ SA vs. Depressive symptoms � .25�� .16��

SA vs. SIþDepressive symptoms � .23�� .14��

Years of experience � .09 .06
Experience with old patients (¼1) .10 � .02
Ageism—Contribution dimension � .06 � .02
Ageism—Avoidance dimension � .15�� � .01
Ageism—Stereotypes dimension � .13� .11�

Note. �p < .05. ��p < .01. SI: Suicide ideation; SA: Suicide attempt.
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In the young-patient condition, ageism stereotype 
moderated the effect of suicidality levels on willing-
ness to treat; however, in the older-patient condition, 
we found significant relationships between ageism 
stereotypes and willingness to treat in all three suici-
dality conditions (b¼ � 0.46, SE¼ 0.22, 95% CI [-0.88, 
� 0.04], t(362) ¼ � 2.14, p < .03). Thus, while ageism 
stereotype was not associated with willingness to treat 
in any of the suicidality severity levels in the young- 
patient condition, ageism and willingness to treat were 
significantly correlated in the older-patient condition. 
Probing the interaction revealed that higher ageistic 
stereotype beliefs among the MHPs significantly low-
ered their willingness to treat the older patient in all 
three suicidality conditions: in the depression condi-
tion [b¼ � 0.61, SE ¼ 0.20, 95% CI [-1.01, � 0.21], 
t(362) ¼ � 2.97, p < .001], in the SI condition [b ¼- 
0.51, SE ¼ 0.16, 95% CI [-0.82, � 0.20], t(362) ¼
� 3.23, p < .001] and in the SA condition [b¼ � 0.41, 
SE ¼ 0.20, 95% CI [-0.81, � 0.01], t(362) ¼ � 1.99, p 
< .05].

Discussion

Relative to all life stages, the older adult population 
presents the highest suicide rate worldwide and in 
Israel. As treating depression is one of the main strat-
egies to reduce the suicide rate, understanding the 

factors that may help MHPs increase their willingness 
to treat older suicidal patients becomes critical. Thus, 
the main purpose of this study was to shed light on 
the willingness of MHPs to treat older suicidal patients 
and its moderating factors. To our knowledge, this is 
the first study to specifically examine the willingness to 
treat suicidal older adults in a large MHP sample.

Our findings demonstrate that MHPs who read a 
vignette of a potentially suicidal patient (with SI or 
SA) reported a lower willingness to treat and a higher 
likelihood of referring the patient to another MHP 
than those reading a depressive patient’s vignette. This 
finding aligns with previous studies (Almaliah- 
Rauscher et al., 2020; Levi-Belz et al., 2020), highlight-
ing the role of the suicidality factor in MHPs’ decision 
to accept a patient for psychological treatment. 
Together, these findings underscore the importance of 
administering training programs to enhance MHPs’ 
self-competence and confidence in treating suicidal 
patients. Such programs have been found helpful in 
improving MHPs’ willingness to treat suicidal patients 
(Dexter-Mazza & Freeman, 2003; Neimeyer et al., 
2001; Samuelsson & Åsberg, 2002).

Regarding the role of the patient’s age in willingness 
to treat, we did not observe an effect for the age condi-
tion, as MHPs’ willingness to treat/likelihood to refer 
were unaffected by the hypothetical patient’s age. 
Importantly, however, we found an interaction between 
suicidality levels and age, as MHPs were less willing to 
treat the older suicidal patient than the young suicidal 
patient. This interaction can be understood as multiple 
intersectional discrimination (Crenshaw, 1991; Doron 
et al., 2018), which asserts that older suicidal patients 
are at double risk for discrimination due to their 
higher suicide risk and their old age. Previous studies 
on intersectionality in aging have mostly examined the 
combination of age and gender (e.g., Hochreiter, 2014; 
Stavrevska & Smith, 2020; Warner & Brown, 2011). 
Thus, going beyond previous studies, the present study 
introduces a novel combination of potential discrimin-
ation incorporating age and severity of suicidality, 
showing that ageism levels generally and the ageism 
stereotype dimension specifically have a moderating 
role in the willingness to treat older adults.

Specifically, we found that MHPs with higher levels 
of ageism reported a significantly lower willingness to 
treat an older patient than a young patient, regardless 
of the patient’s suicidality severity. This finding aligns 
with a previous work (Bodner et al., 2018) highlight-
ing that ageist attitudes may cause cognitive distortion 
toward older adults, such as downplaying assessment 
of suicidality risk for older patients, as depression is 

Figure 3. Willingness to treat as a function of therapists’ age-
ist stereotypes beliefs, moderate by patients’ suicidality severity 
(N¼ 368).
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viewed as a normative condition in old age (thus, 
minimizing the need for intervention and treatment). 
Ageist attitudes may lead to ageist behavior, which, in 
our context, implies a reluctance to accept older, 
potentially suicidal patients to therapy. Bodner et al. 
(2012) showed that men tend to engage in more 
avoidance of older adults than women. Our sample 
being mostly female may account for the lack of con-
tribution of avoidance within the ageism measure. 
These findings suggest that ageism can play a critical 
role in therapists’ willingness to treat a potential 
patient and the likelihood of their referring the patient 
to another MHP, especially in the private clinical field, 
where patient selection is more common.

Several limitations of this study warrant mention. 
While the research measures MHPs’ behavioral inten-
tions toward potential patients, the self-report method-
ology may be biased by factors such as social rationality, 
expectations and high moral standards, shame, and a 
desire to project a moral and professional self-image. 
Second, the measured intentions may not fully reflect 
MHPs’ actual behavior toward patients regarding their 
acceptance or rejection of treatment in the clinics. 
Future research can investigate actual MHP treatment 
acceptance rates for suicidal patients and compare them 
with their corresponding behavioral intentions.

An additional limitation relates to the participants’ 
demographic data. Specifically, the research focused 
on collecting information regarding age, gender, and 
professional experience, whereas variables such as reli-
gion, culture, marital status, geographic location, and 
others were not considered. Exploring these additional 
variables in future research endeavors could provide 
further insight into the attitudes of MHPs. For 
instance, it is plausible to anticipate that religiously 
observant Jews may exhibit fewer permissive attitudes 
toward suicide due to the injunction against suicide in 
Jewish law (Gearing & Lizardi, 2009). Another limita-
tion of the study relates to the MHPs’ clinical training. 
Professional history, such as experience with older 
patients or other relevant training, may have 
affected the results. Our assumption was that more 
experience would lead to greater self-competence in 
treating older patients. However, sometimes clini-
cians’ experience can work in the opposite direc-
tion, such as when previous therapy ended in a 
patient’s suicide (Punchik et al., 2021). Thus, previ-
ous experience can positively or negatively affect 
self-competence and willingness to treat. It would 
be valuable to investigate if MHPs who participated 
in clinical training for suicide prevention would dif-
fer from non-trainees in their behavioral intentions 

regarding suicidal patients. Whereas suicidality pre-
vention training programs may affect behavioral 
intentions, they may not necessarily impact actual 
behavior in the same way. Future studies should 
examine the effect of training programs on self- 
competence and behavioral intentions to treat older 
suicidal patients by considering the nature and dur-
ation of the training program. This could help 
determine what training format in the clinical field 
should be promoted to prevent older adult suicides.

These limitations notwithstanding, our study pro-
vides important empirical evidence that a patient’s age 
and suicidality severity can affect MHPs’ willingness to 
treat a potential patient. Furthermore, ageism strongly 
affected the MHPs’ willingness to treat a patient 
beyond the effect of suicidality severity. These findings 
raise important implications for clinical practice. Given 
the high prevalence of suicide in the elderly population 
and recognizing that we live in an aging society, raising 
ageism awareness among MHPs is critical. An out-
growth of awareness could lead to developing programs 
(e.g., Nemiroff, 2022) to mitigate ageism stereotypes 
and facilitate a greater openness and inclination to treat 
older suicidal adults. The results of this study should 
encourage health departments to mandate training for 
ageism among MHPs where disparities and discrimin-
ation against older adults are documented in clinical 
practice generally and in suicide prevention specifically. 
We believe such training can improve MHPs’ views 
regarding treating suicidal old patients and thus be an 
important step toward diminishing the high suicide 
rate among older adults globally and in Israel.

For the patients, sensitivity to signs of rejection 
and feelings of burdening the therapist can become 
more palpable upon encountering a therapist with a 
low willingness to treat, especially for suicidal patients 
that may have inherent feelings of isolation and lack 
of belonging (Gvion & Levi-Belz, 2018; Levi-Belz 
et al., 2014). The present findings provide theoretical 
and practical support for the recognition that thera-
pists who work with suicidal patients must acknow-
ledge and manage negative feelings toward their 
patients; thus, fostering therapists’ self-awareness 
should be an important component of any suicide 
prevention training for professionals. Future research 
should examine other moderating factors, such as pro-
fessional confidence, that may affect MHPs’ treatment 
decisions and explore effective training programs for 
suicide prevention and interventions to decrease age-
ism. Examining these factors more deeply may help 
improve MHPs’ behavioral intentions and actual 
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behaviors relating to treating older suicidal patients so 
that more lives can be saved.
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