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Abstract

Objective: To explore and describe exposure to suicidality in healthcare providers

(HCP) working with oncological patients. Special emphasis was put on five central

aspects from the HCPs perspective: Exposure, Confidence, Expertise, Distress, and

Education.

Methods: A 48-item online questionnaire was developed and distributed to HCPs

working with cancer patients. Three hundred fifty-four answered questionnaires

were analyzed.

Results: Overall 83.3% of HCPs reported to have encountered at least one suicidal

patient in the last year. Feeling confident in talking about suicidality was reported

by 72.1% of HCPs, with 71.2% of nurses reporting feeling insecure compared with

only 5.1% of psychotherapists. Similarly, 22.3% of HCPs felt overwhelmed when

confronted with a patient who substantiated his suicidality during consultation. A

lack of personal knowledge concerning suicidality in general and in oncological

patients in particular, was reported by 39.6% and 49.8%, respectively. In total,

88.1% of HCPs reported feeling distressed when confronted with suicidality, while

81.1% of participants wanted further education regarding suicidality in cancer

patients despite that 73.2% had already received some sort of psycho-oncology

education.

Conclusions: Despite the well-documented fact of elevated suicide rates in can-

cer patients, there remain deficits in knowledge, which induce feelings of insecu-

rity and helplessness in HCPs. There is a demand for further education

concerning the treatment of suicidal cancer patients. Therefore, special curricula

addressing this topic should be devised. A general debate about suicidality in can-

cer patients could help raise awareness of this problem and generate means of

prevention.
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1 | INTRODUCTION

Numerous studies document an increased suicide risk among can-

cer patients.1-6 The estimated number of unrecorded cases is prob-

ably significantly higher than the known number of cases.7,8

Suicide risk is particularly high in patients with prognostically unfa-

vorable tumors and during the first 6 months after the cancer diag-

nosis.3 Many of these studies examine general but also cancer-

specific risk factors.5,9-11 The connections between suicidal

thoughts, desire to die, and committed suicides have also been the

subject of research,10,12,13 as have been barriers to identifying

patients at risk for suicide.14 A lack of training, especially con-

cerning the identification of emotional symptoms of distress consti-

tutes a major barrier.15,16 Nevertheless, it has been shown,

particularly in everyday clinical practice, that suicidal tendencies in

cancer patients are often not fully recognized, especially in older

patients.17-19

A cancer diagnosis often comes as a surprise. It can plunge

patients, and their families, into deep despair. Studies show that

oncological diseases can lead to suicidal crises at any time during

the treatment, but also years afterwards.4,20-25 Existing stud-

ies1,13,25,26 point to the need for psychological support for suicidal

patients. Treating these patients requires the sensitization of

everyone involved. Throughout their clinical experience the

authors were repeatedly exposed to suicidality and suicide in onco-

logical patients. Yet, the published literature on the perspective of

healthcare providers (HCP) seemed to be limited. To generate a

basis for further investigation, a series of discussions in clinical

quality circles were held, which laid the groundwork for a pilot

study among persons working in psycho-oncology. A short

questionnaire-based survey was conducted among the members of

the Working Group of Psycho-oncologists Hesse (Arbeitskreis

Psychoonkologen Hessen, APH). The results showed, that many

HCPs felt challenged, insecure, or distressed by the suicidal utter-

ances and actions of their oncological patients and felt insuffi-

ciently prepared to address these patients' suicidal thoughts and/or

acute suicidal tendencies.27 A subsequent literature review rev-

ealed, with a few exceptions15-19,28, a lack of practice-relevant

work on the topic.

Therefore, the aim of the present study was to explicitly explore

on a large scale the ways HCPs working with oncological patients deal

with suicidal patients. The focus was placed on five aspects that are

central from a practitioner's perspective in dealing with suicidal onco-

logical patients:

1. How often are HCPs working with oncological patients exposed to

suicidal patients?

2. How confident do HCPs feel in talking about suicidal tendencies?

3. How do HCPs regard their expertise on the topic?

4. What is particularly stressful for HCPs when dealing with suicidal

patients?

5. Is there a need for further training on the subject for HCPs? Which

topics should be focused on within a training course?

2 | METHODS

2.1 | Study design

We conducted an online survey over a period of 3 months (December

2017-February 2018). HCPs with patient contact in Germany were

invited to answer our questionnaire. This explorative survey study

employed a cross-sectional, descriptive design.

2.2 | Questionnaire

A questionnaire consisting of 48 items was designed on the basis of

the results of a pre-test among members of the APH.27 It contained

six sections (see Appendix S1). This article focuses on the questions

from two complexes: “Suicidal tendencies in patients” and “Experience

and knowledge on suicidal tendencies.” The questionnaire included

demographic questions, and questions in closed and open format.

2.3 | Data collection

The link to the questionnaire was sent via the e-mail distribution list

“Medical Staff” of the University Clinic Frankfurt and to physicians in

clinics specializing in oncological treatment with the request to for-

ward it to colleagues working in oncology. Furthermore, members of

the APH, the German Working Group for Psychosocial Oncology

(Deutsche Arbeitsgemeinschaft Psychosoziale Onkologie, Dapo), and

the Working Group for Psychosocial Oncology (Arbeitsgemeinschaft

Psychosoziale Onkologie, PSO) were asked to participate in the anon-

ymous survey. The aim was to include 150 HCPs. The link to the sur-

vey page was accessed 1166 times. Overall, 354 completely filled

questionnaires were evaluated. The remaining 812 site accesses were

not eligible for evaluation because they were not filled in completely

or had other internal inconsistencies.

2.4 | Data analysis

The quantitative data evaluation was performed with the analysis

software SPSS Version 23.0 (IBM Inc., Armonk, New York). The data

were descriptively analyzed. Differences between occupational

groups were investigated using the Kruskal-Wallis test with subse-

quent Dunn-Bonferroni correction. Effect strengths were reported

according to Cohen's conventions.29 Qualitative data were evaluated

content-analytically using the software QCAmap according to May-

ring's method.30

2.5 | Ethics

The study was carried out in accordance with the ethical standards of

the Declaration of Helsinki and received approval from the ethics
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committee of the University Hospital Frankfurt (ethical approval

#20-625). Informed consent was electronically obtained from partici-

pants after reading data protection and personal privacy guidelines.

All data were collected and stored anonymously.

3 | RESULTS

3.1 | Sample

The data of 354 HCPs working with oncological patients were

included (Table 1).

Absolute and relative frequencies of single items in confrontation,

confidence, expertise, and further education, as well as the results of

the omnibus group comparisons are presented in Table 2. Table S3

shows the results of subgroup comparisons.

3.2 | Exposure

Overall, 59.0% of HCPs reported that they encounter suicidal patients

once to three times per year. Being confronted with suicidal patients

more than three times per year was reported by 24.3% of HCPs, while

16.7% had never had to deal with such a psychic crisis. The exposure

was high in all occupational groups.

Almost half of the HCPs (47.5%) reported being aware of an

actual suicide by one of their patients during their professional career.

In total, 20.3% reported one, 13.3% reported two, 6.5% reported

three, and 7.3% reported knowing of more than three patients who

committed suicide. There was a correlation of medium size between

the known number of patients who committed suicide and the num-

ber of years working with oncological patients (ρ = .39, P < .001).

Within the last year, 82.2% of HCPs had a conversation about

suicidal tendencies with their patients. Compared to nurses (45.8%),

physicians (79.3%), psychologists (93.9%), and PPTs (94.9%) were sig-

nificantly more frequently engaged in conversations on the subject.

A total of 78.1% of HCPs stated that they actively approach the

subject of suicidal thoughts in their patients. Reasons for doing so

were: intuitive suspicion, wishes by the patient to be “dead,” depres-

sive development, routinely within the anamnesis, previous mental ill-

nesses, suggestion of relatives, high distress, poor prognosis, and

advanced or pre-terminal stage.

3.3 | Confidence

Feeling insecure when talking about suicidal thoughts with their

patients was reported by 27.9% of HCPs. Overall, 71.2% of the nurses

felt insecure and differed significantly from physicians (27.6%), psy-

chologists (15.8%), and PPTs (5.1%). About a quarter of physicians felt

insecure, the difference to PPTs being statistically significant.

Overall, 22.3% of HCPs stated feeling overwhelmed, should a

patient substantiate suicidal desires during a conversation. Most ofT
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the nurses felt overwhelmed (44.1%) and differed significantly from

psychologists (18.3%), PPTs, (10.2%), and physicians (17.2%).

3.4 | Expertise

When asked about their general knowledge of suicidality 39.6% of

HCPs considered it to be insufficient. Most nurses (72.8%) considered

their knowledge to be insufficient and differed significantly from psy-

chologists (21.9%), PPTs (11.9%), and physicians (48.2%). Simulta-

neously, almost half of the physicians regarded their knowledge as

insufficient and differed significantly from psychologists and PPTs.

Almost half of the HCPs (49.8%) considered their knowledge of

suicidality in cancer patients to be insufficient. More than three quar-

ters of nurses regarded their knowledge regarding this topic as insuffi-

cient (76.2%) and differed significantly from psychologists (37.8%),

PPTs (28.8%), and physicians. Also 52.9% of physicians considered

their knowledge as insufficient and differed significantly from PPTs.

In total, 72.3% of HCPs had some form of further education and

training. As many as 58.2% had been trained by a DKG certified cur-

riculum (Weiterbildung Psychosoziale Onkologie, WPO).31

On average, the HCPs had been working with oncological

patients for 13.6 years (SD = 9.3). Longer professional experience with

oncological patients was associated with more confidence in talking

about suicidal thoughts (ρ = .16, P = .003) and less intense feelings of

being overwhelmed by a substantiated suicide wish (ρ =

−.27, P < .001).

3.5 | Distress

Regarding subjective distress, 343 HCPs provided answers (nine did

not provide any information on this). Of these, 88.1% stated that they

felt distressed when dealing with suicidal patients.

When asked what HCPs found particularly stressful when dealing

with suicidal patients, uncertainty and anxiety were cited by 34.6% as

the most frequent stress factors. This applies both to the correct

assessment of a patient's current situation (16.1%), as well as to the

assessment of one's own abilities in dealing with suicidal patients

(12.0%) and the fear of an actual suicide (6.5%). Additionally, scarcity

of resources (19.0%), in particular organizational and structural

aspects (15.1%) and lack of time (3.8%), were mentioned as particu-

larly stressful. Uncertainty and fear emerged as the greatest burden

for all occupational groups (Table S4).

3.6 | Further Education

Overall, 81.1% of HCPs reported that they would like to receive fur-

ther training on suicidality in oncological patients. A large proportion

of HCPs (72.3%) reported already having received some form of

psycho-oncological education. Nevertheless, of these, 73.2% would

like further training. Specific further training is desired mostly byT
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nurses (91.5%), followed by psychologists (81.7%), physicians (74.7%),

and PPTs (71.2%).

A total of 1033 requests for further training were expressed.

Further training was particularly desired in dealing with suicidal ten-

dencies (74.6%), legal regulations (73.2%) letting people die (52.3%),

therapies at the end of life (47.0%), assisted suicide (37.3%), terminal

care (36.9%), and termination of life on request (32.1%). Dealing

with suicidal tendencies was the top priority of nurses (90.7%) and

physicians (78.5%). For psychologists (62.7%) and PPTs (57.1%) it

ranged at second place. Psychologists (80.6%) and PPTs (69.0%)

reported wanting to see the topic of legal regulations in first place,

which, in turn, ranked second for nurses (83.3%) and physi-

cians (67.7%).

Further education should be designed and carried out multi-pro-

fessionally. Psycho-oncologists (81.2%) and physicians (52.3%) psy-

chologists (47.4%), pastors (35.2%), and lawyers (15.0%) were

requested. There were hardly any differences between the different

occupational groups.

4 | DISCUSSION

The aim of this study was to create a comprehensive “first impression”

to gain a better overview of the current state in this field and, on this

basis, lay the groundwork for future research. Our findings show that

exposure to suicidal patients is not uncommon in oncology. Most

HCPs feel confident to address suicidality in their patients, yet a cer-

tain amount of insecurity remains. Many HCPs consider their knowl-

edge of suicidality, especially in oncological patients, as deficient and

consequently express a wish for further education in this area, even

though many have already received some form of psycho-oncological

education. Our study also highlighted the existing differences

between various occupational subgroups.

An important finding of this study was the differences between

the occupational groups. In general, only a few of the HCPs had never

been confronted with suicidality in their practice. Almost half knew

about the suicide of at least one of their patients. These results are

comparable with those reported by Granek et al.16 However, the

study presented here covers a wider range of professional groups and

institutions (from acute hospitals to private practices), which has to be

accounted for when drawing comparisons. Psychologists are most fre-

quently concerned with suicidal behavior in working with oncological

patients. In this respect they differ significantly from physicians and

nurses. One possible explanation may be that psychologists and psy-

chotherapists, who are specifically trained to recognize and treat this

condition, implement psychotherapeutic interventions in dealing with

suicidality, and they are therefore more involved. In fact, it was mainly

nurses and physicians who stated that they had never been con-

fronted with suicidality. There might also be a certain selection bias in

that physicians and nurses necessarily have contact with all the

patients, whereas psychologists usually see patients experiencing

some form of psychic distress and may therefore have a higher likeli-

hood of being suicidal.

Overall, a high proportion of HCPs actively addressed suicidality

with their patients. This alone is a promising finding and speaks to the

initiative taken by HCPs to broach a difficult topic with their patients.

As Granek et al16 have shown, there are certain characteristics of

patients and/or their diseases that facilitate direct inquiries like con-

crete actions of the patient, exhibiting psychic distress, or certain can-

cer types. However, noticeably here, too, physicians and, especially,

nurses took considerably less initiative in addressing suicidality. Thus,

both occupational groups differ significantly from psychologists and

PPTs. It can be argued that lack of expertise and experience in dealing

with this issue are the main obstacles.

This argument is supported by the results on expertise, especially

knowledge about suicide (in general and in oncological patients). More

than one third of the HCPs considered their knowledge of suicidality

in general to be insufficient, and almost half believed that this is the

case with oncological patients. Nurses and physicians estimated their

personal knowledge regarding suicidality to be the lowest and differed

significantly from psychologists. It seems reasonable to assume that

the emphasis put on suicidality in the respective vocational trainings

of the different occupational groups is a decisive influencing factor

here. Psychologists and especially psychotherapists deal with this

topic more intensively due to their training and therefore have more

expertise. A similar point is also raised by Granek et al16, who identify

lack of knowledge and awareness as important HCP-related barriers

to address suicidality in their patients. Additionally, in the study by

Valente et al17 most nurses rated themselves as having only little to

some skill and knowledge of suicide evaluation.

It is however remarkable, that the majority of HCPs had received

further education in psycho-oncology, more than half within the

framework of a DKG-certified curriculum, but almost half of the HCPs

considered their personal knowledge to be insufficient. One reason

for this could be that the relevant curricula do not deal with the topic

of suicidality or do not deal with it comprehensively enough. There-

fore, the participants felt insufficiently prepared. Another important

aspect in terms of expertise is practical experience, which in this

exploratory study was operationalized in very general terms as profes-

sional experience (years working) with oncological patients. Here it

was shown that longer professional experience was associated with

more confidence in talking about suicidality and less intense feelings

of being overwhelmed when a concrete suicide desire was expressed.

Although only small to medium effect sizes were observed, this can

be best attributed to the fact that the authors asked about work with

oncological patients in general and not specifically about oncological

patients with suicidal thoughts. In the latter case, a significantly stron-

ger correlation could be assumed to emerge. Granek et al16 also point

to a lack of knowledge and emphasize above all deficits in recognizing

suicidality and distinguishing this form of psychic crisis from “norma-

tive” distress. Further, the lack of awareness of an increased risk for

suicidality in cancer patients emerged as a barrier to identifying sui-

cidal patients. Thus, another reason for not addressing suicidal ten-

dencies could be the fear of being incapacitated due to lack of

expertise when a patient reports suicidal tendencies during a

consultation.
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The situations mentioned in which health professionals further

explore suicidal tendencies reflect some of the risk factors (both gen-

eral, for example, pre-existing psychiatric illness, especially depression,

and cancer-specific, for example, poor prognosis, advanced disease)

that have also been identified in other studies.5,13,19 This suggests

that knowledge about risk factors is available, at least to a proportion

of the HCPs, and that they also use this knowledge in their clinical

work for in-depth exploration.

The distress described by the HCPs in dealing with oncological

patients stemmed primarily from uncertainty and fear (especially with

regard to the assessment of the situation and one's own abilities), that

is, rather internal factors, and on the other hand from scarcity of

resources (structural problems and lack of time), that is, rather exter-

nal factors. Responsibility and pressure to act take an intermediate

position. Even the descriptive presentation of the various stress fac-

tors makes it clear that it is a complex network of interdependent fac-

tors. Thus, a connection between lack of resources and responsibility/

pressure to act seems to be obvious if, for example, time pressure

arises due to lack of personnel, but simultaneously far-reaching deci-

sions have to be made for which one can then be held responsible.

Pressure to act and scarcity of resources can, in turn, affect how con-

fident HCPs feel in assessing a situation or their own abilities.

The desire for further education was most pronounced among the

nurses. Here, nearly all would like further education on suicidality. This

seems to reflect the insecurity and feelings of being overwhelmed as

well as the feeling of lacking sufficient expertise, as reported by this

occupational group.17 Another study by Valente et al32 showed that

with nurses their difficulties in responding to suicidal patients emerged

from various factors (eg, uncomfortable feelings, inadequate knowl-

edge, and weight of professional responsibility).

The desired topics of a possible further education curriculum may

hint at one's own feelings of helplessness. Particularly, nurses and

physicians expressed the desire to be able to deal better with

suicidality. The excessive demands often described by those profes-

sional groups would thus be even better understandable when factor-

ing in feelings of helplessness and being overwhelmed. Concurrently,

there is also the desire to fill specific gaps in knowledge, for example,

when topics like legal regulations, assisted suicide, and termination of

life on request are explicitly demanded. These are also highly sensitive

topics which, if a practitioner is confronted with and does not have

the necessary pertinent knowledge, can cause great uncertainty and

distress.

4.1 | Clinical Implications

The results clearly show that in the context of an oncological disease

and its treatment, suicidality is not only a phenomenon that affects

patients but HCPs as well. Many feel insecure and sometimes over-

whelmed. The lack of expertise plays a decisive role here. This is espe-

cially reflected in the desire for further education. Accordingly, in the

near future, targeted further education on the subject of suicidality

should be offered or existing curricula in this area should be expanded.

Communication training for HCPs working in oncology can bring

about positive changes in both communication behavior and attitudes,

as Barth and Lannen33 showed in their meta-analysis. Similarly, the

results of Riedl and Schüßler34 point to the positive effect of improved

doctor-patient communication. The evaluation of the KoMPASS-

program showed that role-playing, video feedback, and the joint discus-

sion of specific cases were rated to be particularly helpful. The theoreti-

cal parts of the program were also positively evaluated, which

emphasizes the importance of integrating theoretical and practical ele-

ments. 35 Ultimately, the expansion of expertise (theoretical and practi-

cal elements) is essential for the development of a sense of safety and

positive self-efficacy expectations. This is a prerequisite to prepare

HCPs to confront difficult issues such as suicidality. While communica-

tion trainings ease access to patients, they are not necessarily targeted

at suicidality. Therefore, it is important to have trainings, specifically

designed to address suicidality and methods of prevention. A first step

is to educate HCPs about suicidality and raise awareness of this topic

with a broader audience. It has been repeatedly stressed that the identi-

fication of risk factors is key to the identification of at-risk patients and

therefore a prerequisite for prevention.36-39 This could help reduce bar-

riers when addressing difficult topics with patients and enhance confi-

dence in everyday clinical work. According to a review by Kawashima

et al39 there is little evidence concerning the effects of different pre-

vention measures. Also, the use of risk assessment models is still want-

ing, and the requirements for a widespread clinical implementation

have not yet been met.40

Finally, it also seems necessary to initiate an open discourse

about suicidality in oncological patients among those treating them.

This is the only way to reduce prejudices and misapprehensions and

thus avoid insecurity. However, patients could also benefit from an

open discourse, as clinical practice shows that many patients have sui-

cidal thoughts but do not dare to express them. This may be out of

shame and/or fear of stigmatization.

4.2 | Limitations

This study also has limitations. Due to the study design, it was not

possible to obtain a representative sample. A certain element of selec-

tion bias exists due to the voluntary nature of participation, which

limits the generalizability of the results beyond the study population.

Due to the method of recruiting it was not possible to calculate an

exact response rate. As suicidality can be perceived as a very delicate

topic depending on the individuals' cultural background, there might

have been a tendency toward social desirability. Also, the overall sam-

ple size was over 350 participants, and the average size of the occu-

pational subgroups was only about 70. Nevertheless, there were no

significant outliers in subgroup size. Due to the exploratory character

of the study, the testing of specific hypotheses was limited. However,

the intention of the study was precisely to be explorative and thus

hypothesis-generating to lay the foundations for more specific investi-

gations. The measurement of expertise could be improved, since the

explorative study design relied on the respondents' self-reports and
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personal assessments. Hence, the application of stricter criteria would

be useful for follow-up research.

5 | CONCLUSIONS

Suicidality in oncological patients is a problem that almost every HCP

is confronted with during his/her professional life. Concurrently, HCPs

feel insufficiently informed about it, which leads to uncertainty and

avoidance behavior. Particularly, there is a need for additional infor-

mation and application-related further education, especially for nurses

and physicians. Special training courses on this topic should be devel-

oped and implemented to meet the existing demand. This could be an

effective contribution to suicide prevention.
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