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ABSTRACT

Introduction: Suicide, being a major public health problem,
requires appropriate and adequate integration into the
undergraduate medical curriculum. A contextually relevant
script can facilitate simulation-based teaching and enhance
students’ competency in suicide risk assessment.

Aim: To validate a script for simulation-based training in suicide
risk assessment.

Materials and Methods: This descriptive cross-sectional study
was conducted in the Department of Psychiatry of a tertiary
care teaching hospital from February 2024 to May 2024, with
approval from the Institutional Ethics Committee (IEC). The study
employed a Competency-Based Medical Education (CBME)
approach. A script was developed with input from mental health
experts and validated by a 44-member expert panel. The script
was evaluated on 13 components of suicide risk assessment

using Lawshe’s Content Validity Ratio (CVR) and descriptive
statistics, analysed with R statistical software version 4.3.3.

Results: Forty-four experts (response rate: 88%) provided
their opinions on the script for use in training standardised
patients and developing simulation-based video modules. The
evaluation revealed substantial consensus among experts on
most components. Ten out of the 13 items achieved a CVR of 1,
indicating strong content validity and consensus regarding the
script’s necessity and relevance.

Conclusion: The CVR assessment confirmed the script’s
necessity and relevance. However, the subjective nature of
expert opinions was a limitation of the study. Future directions
include refining the script based on feedback, testing its
effectiveness in educational settings and exploring its utility
across diverse contexts.
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INTRODUCTION

Suicide is a major public health concern globally, with more than
800,000 deaths attributed to it each year. This accounts for
an estimated 1.5% of total worldwide all-cause mortality [1]. In
India, suicide is one of the leading causes of mortality and can be
prevented through timely, evidence-based, low-cost interventions
[2]. Training primary care doctors in screening for suicidal thoughts
and detecting depression or other psychiatric disorders among their
patients has been linked to reducing the mental health intervention
gap [3,4].

Traditionally, psychiatry teaching has relied on a blend of didactic
classroom instruction and direct patient interaction. However,
in the 21 century, there has been increasing emphasis on
enriching learning experiences while minimising the risks involved
in interacting with patients with psychiatric illnesses and creating
a standardised learning environment [5]. Traditional teaching
strategies also pose challenges, including invasion of patient
privacy, confidentiality concerns and stigma-related issues that may
compromise both patient dignity and the effectiveness of training.
Moreover, limited case diversity can restrict students’ exposure to
the full spectrum of clinical presentations, while time constraints
in academic settings often limit detailed exploration of complex
cases. Other practical barriers include difficulties in obtaining
informed patient consent for educational purposes and managing
patient resistance or discomfort with being observed by learners.
These challenges underscore the need for alternative educational
approaches [6].

Amidst this evolving educational landscape, the global recognition
of CBME prompted the National Medical Commission (NMC)
to introduce CBME in India in 2019 [7]. However, successful
implementation of CBME requires curriculum modifications along
with the development of innovative teaching strategies and
appropriate evaluation methods [8].

Simulation-based teaching in psychiatry may serve as an effective
solution by standardising learning experiences while maintaining
educational rigor, even within the constraints of busy clinical
schedules [9,10]. It also offers opportunities for repetitive practice
and provides a risk-free learning environment [11]. Simulation has
proven to be particularly valuable in psychiatry training, especially
for teaching discrete interview skills and assessing competencies
related to managing unstable patients at risk of suicide [12].

Some studies have begun to address this gap by developing and
validating simulation scripts through methodological rigor, including
expert review, content validity assessment and reliability analysis
[18,14]. For instance, Paterna MIA et al., validated a simulation-based
teaching script for suicide prevention among institutionalised elderly,
demonstrating high agreement and reliability among experts and
highlighting its potential to enhance the decision-making and care-
planning skills of healthcare professionals and students [13]. Similarly,
Silva DTG et al., validated a simulation script for school professionals,
aimed at equipping educators and staff with practical skills for
identifying and responding to suicide risk among adolescents [14].
Both studies emphasise the importance of ongoing, accessible training
tools that can be integrated into professional education and practice.
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Despite the availability of these studies, there remains a need to
develop scripts tailored to India’s diversity. This study was conducted
in that context, with the aim of creating innovative teaching
techniques to enhance suicide risk assessment competencies
among medical graduates in India. It formed part of a larger project
aimed at developing simulation videos to teach basic competencies
in psychiatry. The first step involved developing a reliable script
specifically designed for undergraduate medical students to assess
suicide risk in a primary care setting, as no validated script currently
exists for this purpose in Low- and Middle-Income Country (LMIC)
contexts. Once validated, the script would be used to create a
simulation video featuring trained standardised patients to teach
students how to assess suicide risk effectively while adhering to
societal standards.

The primary objective of this study was to assess the content validity
of the script by gathering expert feedback from professionals in
mental health and medical education.

MATERIALS AND METHODS

This cross-sectional study was conducted at Sri Ramachandra
Medical College and Research Institute, Chennai, Tamil Nadu, India,
from February 2024 to May 2024. Ethical approval was obtained from
the Institutional Ethics Committee (IEC) (CSP-MED/24/JAN/97/10).

Inclusion criteria: Experts who had professional experience in
psychiatry, medical education, or CBME, and were actively involved
in teaching or clinical practice relevant to suicide risk assessment
were included in the study.

Exclusion criteria: Professionals without direct experience in these
domains or those who declined to participate were excluded from
the study.

Script development: The script was developed based on clinical
expertise and existing psychiatric literature [15], simulating a primary
care clinic encounter between a healthcare professional and a
patient experiencing suicidal thoughts and depression. The goal
was to design a clinically relevant script for conducting evidence-
based suicide risk assessment [16,17].

The script begins with the healthcare provider establishing rapport
through warm greetings and open-ended questions to ensure
patient comfort. It then progresses into a comprehensive risk
assessment, exploring suicidal ideation, intent, past attempts,
planning and protective factors. The script emphasises empathy,
validation of distress, and a non-judgmental, supportive attitude
from the healthcare provider.

On identifying high-risk behaviours, the script conveys a sense of
urgency, highlighting the clinician’s appropriate response, such as
providing an immediate intervention plan. It also ensures a clear
referral to mental health services for further evaluation and support,
adhering to established guidelines for managing acute suicide risk.
This approach reinforces the importance of timely intervention to
enhance patient safety.

The full simulation script used for suicide risk assessment is provided
in [Annexure 1].

Sample size estimation: Although previous literature on content
validity studies recommends panels as small as three to six experts
for homogeneous populations, a larger panel was included in this
study, considering regional and cultural heterogeneity in mental
healthcare practice [18,19]. A 50-member expert panel was
approached to evaluate the script in order to ensure statistical
validity, professional diversity, and to account for the documented
high non response rates commonly observed in expert panel surveys
[20,21]. The panel consisted of professionals in mental health and
medical education.

Methodology and parameters studied: Experts were recruited
through purposive sampling based on their experience in psychiatry,
medical education and CBME. Invitations were sent via email, and
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each participant received a Google Form containing a structured
questionnaire to collect feedback. Experts were asked to evaluate the
script on 13 specific components related to suicide risk assessment.
These included the use of open-ended questions, non-judgmental
statements, cultural sensitivity and the clarity with which the script
conveys urgency when specific plans for self-harm are disclosed.
These components were aligned with the core elements of suicide
risk assessment emphasised in clinical guidelines [17,22].

Each expert rated their level of agreement with the script's
components on a five-point Likert scale:

1=Disagree, 2=Partially disagree, 3=Neutral, 4=Partially agree,
B5=Agree.

Content validity assessment: Content validity was assessed using
Lawshe’s CVR to determine the necessity and relevance of the script’s
components [23,24]. A high CVR value indicated that an item was
deemed essential and relevant by the expert panel. The CVR was
calculated using the following formula:

CVR=(n_-N/2)/(N/2)
Where n=number of experts who rated the item as “Agree,” and
N=total number of experts.

STATISTICAL ANALYSIS

Responses from the Likert scale were summarised using descriptive
statistics, including the percentage of experts who agreed or
partially agreed with each statement in the questionnaire. The CVR
for each item was calculated to assess the relevance of the script’s
components. Items with higher CVR values were considered
necessary and relevant for training objectives. All statistical analyses
were performed using R statistical software version 4.3.3 [25].

RESULTS

Forty-four experts (88% response rate) provided their opinions
on the script designed for training standardised patients and
developing simulation-based video modules. The experts had a
mean professional experience of 11.86+4.5 years.

[Table/Fig-1] presents the expert evaluation of the script across
parameters including depiction of conversation, confidentiality,
sensitivity, use of open-ended questions, non-judgmental
statements, acknowledgment of stressors, exploration of risk factors
and intent, conveying urgency, involvement of mental health services,
prioritisation of wellbeing, alignment with educational objectives, and
inclusion of appropriate debriefing elements. The evaluation revealed
substantial consensus among experts on most aspects. Ten out of
13 items achieved a CVR of 1, demonstrating strong content validity
and agreement regarding the script’s necessity and relevance. The
portrayal of confidentiality received a CVR of 0.32, indicating lower
agreement in this area. Additionally, acknowledgment of stressors
within the script attained a CVR of 0.77, reflecting a moderately high
level of consensus among experts.

DISCUSSION

This cross-sectional descriptive study was conducted to validate
a script for simulation-based teaching of suicide risk assessment
among undergraduate medical students in India. The script’'s
alignment with the educational objectives of the national medical
curriculum and clinical guidelines for suicide prevention was evident
in its comprehensive inclusion of essential components such as
confidentiality, sensitivity, exploration of risk factors and effective
communication of urgency [17]. As the current medical education
system in India embraces CBME, the validated script is well
positioned to facilitate the development of suicide risk assessment
competencies for real-world clinical practice [7]. These findings are
consistent with previous research advocating simulation-based
teaching as an effective strategy for developing competencies
related to mental health [5,10].
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S. Partially Partially

No. Questions Disagree disagree Neutral agree Agree CVR

1 Dogs the scnpt dgpmt e} f:onversahon between a hgalthcare professional and a Nil Nil Nil Nil 44 (100%) 1
patient experiencing suicidal thoughts and depression?

2 Does the script effectively portray confidentiality? Nil Nil Nil 15 (34.1%) 29 (65.9%) 0.32

3 Does script adequately address the patient with sensitivity and empathy? Nil Nil Nil Nil 44 (100%) 1

4 Does the script adequately have open-ended questions? Nil Nil Nil Nil 44 (100%) 1

5 Does the script adequately involve non judgmental statements? Nil Nil Nil Nil 44 (100%) 1

6 Does the script adequately acknowledge stressor? Nil Nil Nil 5 (11.4%) 39 (88.6%) 0.77

7 Does the script effectively explore the risk factors of suicide? Nil Nil Nil Nil 44 (100%) 1

8 Does the script thoroughly explore the intent to self-harm? Nil Nil Nil Nil 44 (100%) 1

9 Does the scrlpt efficiently convey the urgency of the situation when the patient Nil Nil Nil Nil 44 (100%) 1
reveals specific plans for self-harm?

10 Does the sgnpt effectively communicate the doctqr s mtenpon to involve mental Nil Nil Nil Nil 44 (100%) ’
health services and collaborate on an emergency intervention plan?

11 Dpes the s.cn‘pt effectively pr‘|o‘r|t|se the wellbeing of participants, particularly if the Nil Nil Nil Nil 44 (100%) 1
simulation is intended for training purposes?
Does the script sufficiently align with the educational objectives for training medical ] . . . o

12 students in the assessment and management of patients with suicidal thoughts? Nil Nl Nil Nil 44 (100%) !

13 Does thel spnpt adequately mclyde appropnatg potential debriefing elements to Nil Nil Nil 6 (13.6%) 38 (86.4%) 0.73
help participants process the simulation experience?

[Table/Fig-1]: Expert evaluation of simulation script elements.

The results showed that 10 out of the 13 evaluated components
had a perfect CVR of 1. This indicates a high level of agreement
among experts that the script effectively depicts a realistic clinical
encounter by incorporating essential communication skills such as
empathy and the use of open-ended, non judgmental questions,
while adequately covering the core clinical tasks of exploring risk
factors, intent, and conveying urgency. This strong agreement
across most domains of suicide risk assessment aligns with findings
from systematic reviews, which have established simulation as an
effective modality for suicide risk assessment training [12]. The
script’s strong alignment further supports its suitability for integration
into the CBME framework in India, which prioritises practical skill
acquisition [7,26].

The methodological approach used in this study is comparable
to a script validation study on the prevention of suicidal behaviour
among institutionalised elderly populations [13], underscoring the
importance of developing culturally and contextually relevant tools.
Although overall validation demonstrated high agreement, the CVR
values for three items warrant closer examination. ltems such as
“acknowledgment of stressors” and “inclusion of appropriate
debriefing elements” received high but not perfect scores, suggesting
subtle differences in expert opinion regarding their execution. The
most significant finding was the comparatively low CVR of 0.32
for “effectively portraying confidentiality.” This indicates a lack of
consensus among experts on this component and suggests a
critical area for revision. However, this finding should be interpreted
with caution, as confidentiality is necessarily limited when a patient
poses a serious risk of suicide.

The strengths of this study include the use of Lawshe's CVR
methodology for validation and the recruitment of a large,
experienced expert panel (n=44), which enhances the reliability and
validity of the findings. Furthermore, the script was developed in
alignment with the CBME framework, ensuring its direct applicability
to contemporary medical education in India.

The findings of this study have significant implications for medical
educationin India, as the validated script could serve as a foundational
tool for implementing high-impact suicide prevention training, which
is gaining momentum globally [12]. It also serves as a direct response
to calls for novel educational approaches to suicide prevention within
the country [27]. Studies have already confirmed the effectiveness
of simulation-based suicide risk assessment training among Indian
undergraduate medical students [28-30], and this validated script
provides a standardised resource to support such initiatives.

Furthermore, this work contributes to the broader movement toward
innovation and research in psychiatric medical education in India,
a field that is actively evolving. By creating a safe, controlled and
repeatable learning experience, modules based on this script can
address many of the challenges of traditional psychiatric teaching
and may be extrapolated to other contexts, including psychotherapy;,
counseling and policymaking.

Limitation(s)

The subjective nature of expert opinions may introduce interpretation
bias, as different experts could evaluate the script’s components
differently depending on their professional background, clinical
experience and cultural perspective. Future research could
include a larger and more diverse panel of experts to improve the
generalisability of the findings across different settings. However,
while this may reduce interpretation bias by incorporating broader
perspectives, it cannot eliminate it entirely, as subjectivity is inherent
in individual judgments during validation. Refining the script based
on ongoing feedback from both experts and students, testing its
effectiveness in diverse educational settings, and evaluating the
long-term impact of training on students’ knowledge retention and
practical skills will be critical to determining its real-world applicability.
Finally, the script could be tested in different cultural contexts to
assess its relevance beyond the specific setting in which it was
developed.

CONCLUSION(S)

The validated script for suicide risk assessment holds substantial
promise for standardising training in this critical competency.
Simulated scenarios allow students to practice and refine their
abilities in a safe environment, ensuring they are better prepared to
conduct suicide risk assessments in diverse clinical settings. This
script not only enhances the preparedness of medical students to
manage psychiatric emergencies but also contributes to the broader
goal of reducing the mental health treatment gap.
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[ANNEXURE ]

A 28-year-old unmarried female patient, who is a known case
of moderate depression and is on treatment for 1 week. She
has come for her follow-up.

Doctor: Good morning, good to see you today
Client: Good morning, how are you, doctor?
Doctor: | am fine, thank you. What about you?
Client: | don’t know what to say

Doctor: What makes you say so?

Client: It's been a terrible week. | just feel like | can’t do this
anymore

Doctor: Hmmm. I'm here to listen. What happened? Would you like
to share about it?

Client: | lost my job last week and things at home are not good

Doctor: I'm sorry. That must be tough to deal with. | remember
you enjoyed your position in the company, and things were getting
better.

Client: Yeah. The company had laid off a large number of employees,
and the most recent recruits were the first to go.

Doctor: Hmm. How are you holding up?

Client: | don’t know. | don’t feel like doing this anymore (tearful). |
have all these negative thoughts.

Doctor: Things are not going the way you expected.

Client: | think it's my fault. | have let down my family and myself. |
know | can do better but i just can’t.

Doctor: Hmm. Seems like you are feeling very guilty?
Client: Yes. It's just unbearable and overwhelming (tearful)...

Doctor: Quite often people struggling with depression feel guilty
about many factors.

Client: Hmm.. It’s just hard to hold up

Doctor: Hmmm | can imagine, it must be tough. | have few queries
to understand your situation better. Are you comfortable to answer
a few of them?

Client: Yes

Doctor: Sometimes, during tough times people may feel alone and
helpless. Do you feel that way?

Client: Yes

www.jcdr.net

Doctor: Do you ever feel that life is not worth living anymore?

Client: yes. | just don’t think there is any point in living this way. | feel
like just ending it all.

Doctor: It must be painful to have such a thought running in your
head. Have you ever had these thoughts recently?

Client: All the time... (tearful)

Doctor: I'm sorry that you are feeling this way. When you said you
feel like ending it all. You were referring to ending your life?

Client: Yes.. (tearful and hesitant)

Doctor: Depression can sometimes make us think in the most
unkind manner about ourselves... And when people go through
hard times, they may have suicidal thoughts, and sometimes they
may also report planning about it. Did any plan pass through your
mind as to how to end your life?

Client: | was thinking of hanging myself (cries).
Doctor: Did you prepare in any way for that?
Client: | did. | got myself a good rope 2 days ago.

Doctor: That tells me that you were quite intent on acting on your
thoughts.

Client: | was.

Doctor: What happened then?

Client: | just didn’t get a good opportunity alone.

Doctor: Anything else made you not act on your thoughts?
Client: | was concerned about my parents, their wellbeing.

Doctor: Yes, it will be an unbearable loss to them from which they
may hardly recover.

Client: But what to do, | don’t see any hope here.
Doctor: Have you ever had similar thoughts before?
Client: | did, a couple of months back, but this time...(cries)

Doctor: Are you telling me that you still have intense thoughts of
suicide?

Client: Yes, | am scared. | came to you because | no longer feel safe
being myself.

Doctor: | think we need to really act now and step up your treatment.
This is a real emergency that | see here. | might have to work along
with the mental health services team and do the needful.
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