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Abstract
Purpose  Healthcare professionals (HCPs) play a critical role in suicide prevention and clinical guidelines recommend 
inquiring about suicidality as part of medical history and diagnosis. Emerging evidence indicates a lack of implementation 
of such policies in clinical practice. However, to date, no comprehensive mixed-methods study has examined this issue in 
the field of oncology.
Methods  A preregistered mixed-methods study was conducted with oncological HCPs (N = 20) from various professions, 
using semi-structured interviews and validated questionnaires. Employing an explorative theory-generating approach, quali-
tative content analysis was applied to the interviews. The different data sources are integrated and contrasted. Comparisons 
according to sociodemographic variables (profession, age, and gender) and frequency distributions were used to examine 
the questionnaire data.
Results  Most HCPs reported direct or indirect experiences with suicidality in cancer patients. Nineteen HCPs did not rou-
tinely explore suicidality, of whom five reported not inquiring about it at all. Those who explored suicidality were more 
confident, less emotionally overwhelmed and reported higher subjective knowledge. HCPs also differed regarding their 
endorsement of suicide myths.
Conclusion  The study highlights difficulties with active suicide exploration and differences among HCPs. Integrating 
these findings into education and training could improve HCPs’ skills and reduce disparities, supporting successful suicide 
prevention.

Highlights
	● Mixed-Methods study on suicide prevention from oncology experts’ perspective.
	● Experts experience different manifestations of suicidality in cancer patients.
	● Recommendations to actively explore suicidality are not adequately followed.
	● Differences in knowledge, confidence, and stigmatization.
	● Common, but also diverging agreement with suicide myths.
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Introduction

Suicide remains a leading cause of death globally, claim-
ing over 720,000 lives annually (World Health Organization 
2024), with 10,300 suicides recorded in Germany in 2023 
(Destatis 2024). Research indicates that physical illness 
such as cancer significantly heightens the risk of suicidal 
thoughts and behaviors (STBs). Reviews identify an up to 
3.5-fold increased risk for suicidality among cancer patients 
compared to the general population (Amiri and Behnezhad 
2019; Robson et al. 2010; Zaorsky et al. 2019). Given this 
elevated risk, suicide prevention for cancer patients is of 
paramount importance.

Current guidelines, including the National Cancer Plan, 
emphasize healthcare professionals’ (HCPs) important role 
as gatekeepers. The recommendation requires HCPs of all 
disciplines involved in cancer care to actively explore STBs 
(Deutsche Krebsgesellschaft; Deutsche Krebshilfe; AWMF 
2023; Nationaler Krebsplan 2017). This is crucial as many 
patients do not readily disclose STBs due to shame, inter-
nalized stigma (Hom et al. 2017) or fear of involuntary 
hospitalization. Especially men find it hard to disclose their 
distress due to the influence of conformity with traditionally 
masculine norms (Jerant et al. 2019), which is dangerous as 
male cancer patients are particularly vulnerable to suicidal-
ity (Schwinn et al. 2024) and men are also overrepresented 
among those dying by suicide (Turecki et al. 2019).

Actively engaging patients in conversations about suicid-
ality has proven beneficial (Calear and Batterham 2019), as 
a professional who takes their suffering seriously and reacts 
empathically can provide relief. This is the basis of a good 
therapeutic alliance (also working/helping alliance; see 
Bordin (1979), the best predictor of psychotherapy outcome 
(Fluckiger et al. 2018). A strong patient-oncologist alliance 
protected against suicidal ideation (Trevino et al. 2014). 
Expert advice highlights using appropriate language in such 
conversations (Saini et al. 2024). Also, the use of closed or 
negative questions could discourage disclosure, limiting the 
potential for more in-depth conversations (McCabe et al. 
2017).

Despite these insights and an increased understanding 
of suicide prevention as a professional imperative (Jobes 
and Barnett 2024), research indicates that suicidality is not 
adequately addressed in clinical practice: A vignette study 
found that the majority of HCPs do not routinely screen for 
STBs (Hooper et al. 2012). Almost half of those who died 
by suicide had seen a primary care provider within a month 
of their death, underscoring the complexity of addressing 
STBs, including challenges in openly discussing them, rec-
ognizing the risk, and intervening (Luoma et al. 2002). Sim-
ilarly, 25% of older cancer patients had HCP contact in the 
week preceding their death by suicide (Miller et al. 2008).

Evidence highlights that addressing STBs can be chal-
lenging due to the multifaceted emotional experiences of 
HCPs when managing suicidal patients. These experiences 
are described as adverse, fortunate, or bittersweet (Ferracioli 
et al. 2023) and can lead to emotional responses such as dis-
tress, guilt, surprise, and feeling emotionally overwhelmed 
(Granek et al. 2019a). Even with risk assessment tools, 
many HCPs report insecurity in these situations (Turner et 
al. 2023). In a German study, 72% of HCPs felt insecure, 
20% overwhelmed, and 50% lacked adequate knowledge in 
dealing with suicidality, with variation across professional 
groups (psychotherapists reporting the lowest rates)(Senf et 
al. 2020). Similarly, a mixed-methods review highlighted 
substantial differences in HCPs’ suicide-related knowledge 
(Dillon et al. 2020). Similar patterns were observed in vari-
ous studies, where a lack of knowledge (Wardig et al. 2022) 
and a scarcity of specific skills contributed to difficulties and 
uncertainty in managing suicide risk (D’Alton et al. 2021; 
Ozturk and Hicdurmaz 2023).

Besides professionals’ anxieties, the stigma surround-
ing STBs further complicates care, particularly for cancer 
patients with mental health issues (D’Alton et al. 2021). 
Patients with previous suicidal behaviors also face stigma 
from non-mental health providers, hindering appropriate 
referrals and treatment (Frey et al. 2016). This is concerning 
as most who die by suicide lack contact with mental health 
services in the year preceding their death (Appleby et al. 
2018). Stigmatization is also associated with endorsing sui-
cide myths, i.e., disproven, unhelpful beliefs about suicidal-
ity/suicidal individuals (such as that discussing suicidality 
may trigger it, or that those expressing suicidal thoughts are 
seeking attention but not actually at risk). These misconcep-
tions foster inadequate responses and undermine evidence-
based recommendations that any suicidal crisis requires 
conversation, relationship-building, and prompt interven-
tion (O’Conner 2016).

Despite the evidence of suicide risk in cancer patients 
and the critical role of oncological HCPs in suicide preven-
tion, so far, no study has thoroughly examined their knowl-
edge, attitudes, and suicide prevention behavior. To our 
knowledge, this study represents the first mixed-methods 
investigation of German HCPs’ experiences, linking their 
subjective knowledge and endorsement of suicide myths 
with their behavior toward oncological patients.

Aims and objectives

In particular, we aim to answer the following research 
questions:

1.	 What experiences do oncological HCPs have with sui-
cidality in cancer patients?

1 3

54  Page 2 of 14



Journal of Cancer Research and Clinical Oncology (2025) 151:54

2.	 Do oncological HCPs actively inquire about suicidal-
ity? If yes, how?

3.	 How do oncological HCPs manage suicidality?
4.	 Are there differences in relation to HCPs’ professional 

group, age, and gender?

Materials and methods

Study design and participants

The study employed a mixed-methods design combining 
qualitative, semi-structured interviews with quantitative 
data collection using a standardized questionnaire. This 
approach allowed to examine HCPs’ specific practices, cop-
ing strategies, and workplace challenges while identifying 
potential discrepancies between self-reported and surveyed 
behaviors. The study’s aims and procedure were preregis-
tered using the Open Science Framework where the mate-
rials (including the interview guide and questionnaire) are 
available (https://osf.io/4c6jr).

Participants (N = 20) included HCPs from the oncology 
unit of a large University Medical Center (certified as a 
Comprehensive Cancer Center) and associated departments 
(e.g., the psycho-oncology section of the Department of 
Psychosomatic Medicine and Psychotherapy). Participants 
were recruited via internal mailing lists, flyers, and relay-
ing through department directors/other staff. Inclusion cri-
teria were active engagement in cancer patients’ care and 
sufficient knowledge of German. We aimed to include vari-
ous professional backgrounds. Participants were not paid. 
They were informed about the study’s aims, handling of 
personal data and anonymity of responses and all provided 
written informed consent prior to the study. The study con-
tents and procedures were approved by the ethics commit-
tee of the Rhineland-Palatinate Chamber of Physicians (No. 
2023–16975).

Interview procedure

The interviews, averaging M(SD) = 39.47(8.35) minutes 
(range: 21.83–52.02  min) were conducted by one of two 
project members (both psychologists and psychotherapists 
in advanced training, one certified as psycho-oncologist). 
Interviews were audio-recorded and subsequently tran-
scribed according to established rules (Kuckartz 2010). 
HCPs were not provided with response categories, encour-
aging them to reflect on their everyday working lives. The 
sample size was determined following the theoretical sam-
pling of qualitative studies to achieve representativeness and 
consistency (Corbin and Strauss 1990). Recruitment and 
interviews were stopped after reaching a saturation point, 

in line with common procedures in qualitative research. 
According to Guest et al. (2006), this is the point at which 
no new information/new categories concerning the research 
question can be observed in the data. Our sample size is in 
line with common observations (Guest et al. 2006).

The semi-structured interview guide was designed based 
on the empirical literature, piloted with a certified psycho-
oncologist and psychologist and refined with the help of 
experienced scientist-practitioners. Congruent with an 
exploratory, theory-generating approach, redundant ques-
tions were shortened or summarized during data collection. 
Topics included: participants’ oncology work experience, 
encounters with suicidality, suicide risk assessment, and 
management practices. Additional findings regarding bar-
riers, optimization strategies, and training preferences are 
reported separately (Schwinn et al., under review).

Questionnaire

After the interview, the questionnaire was handed out. This 
order was chosen to prevent the questionnaire’s content 
from influencing the answers to the open questions in the 
interview. HCPs could either complete it immediately or 
take it with them (in case of time pressure due to their work 
schedule), send it, and hand it in at another time. The ques-
tionnaire took about 15 min and assessed sociodemographic 
(e.g., age, gender, professional group/experience) informa-
tion as well as the following variables:

Subjective knowledge. Three items (Senf et al. 2022) 
assessing self-perceived knowledge regarding suicidality in 
general, in cancer patients, and regarding legal regulation on 
suicide prevention, from 1=“insufficient” to 4=“very good”.
Confidence. The Confidence in talking about suicidality 

with patients was rated with one item “How confident do 
you feel talking to patients about suicidal thoughts?” (used 
in a previous German study (Senf et al. 2022) with a scale 
from 1=“very unconfident” to 4=“very confident”.

Being emotionally overwhelmed. We used a previously 
employed item by Senf et al. (2022) (from 1=“very over-
whelmed” to 4=“not at all overwhelmed”): “If a patient 
substantiates suicidal desire in conversation, do you feel 
overwhelmed?”.
Self-efficacy. Self-efficacy was assessed with the ASKU 

(German for General self-efficacy short scale (Beierlein et 
al. 2013)) which comprises three items (e.g., “I can rely 
on my own abilities in difficult situations”). Answers were 
given on a scale from 0=“does not apply at all” to 5=“applies 
completely”. It has previously shown good internal consis-
tency (ω = 0.81–0.86) (Beierlein et al. 2013).

Suicide myths. Suicide myths were assessed with nine 
items from Senf et al. (2022) and three items created on the 
basis of the described suicide myths by O’Connor (2021), 
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Analysis

A qualitative content analysis of the interview transcripts 
using the software MAXQDA 2022 R22.7 V5 was per-
formed (Kuckartz and Rädiker 2022), resulting in a deduc-
tively (using literature and interview guide) and inductively 
(using the transcripts for new categories) developed cate-
gory system, which was applied using line-by-line coding. 
At least 30% of the transcripts were checked by the inter-
coder (another research team member) for conformity. Dis-
agreements were discussed until a consensus was reached 
or decided by a senior researcher. This approach was also 
applied to the analysis process.

The questionnaire data were analysed with R statistics ver-
sion 4.3.1 regarding sociodemographics with the constructs 
of interest by frequency distributions, group comparisons 
(one-way-ANOVAs), and visualizations. A Mann-Whitney-
U-Test was performed for differences between two groups 
and a Kruskal-Wallis test for more than two groups as well 
as pairwise comparisons using Dunn’s test with Bonferroni 
correction.

To integrate and compare the qualitative and quantitative 
results, a side-by-side display was constructed, examining 
quotes from individuals with low vs. high scores on the vari-
ables of interest.

Results

Study sample

The study included 20 HCPs with different professional 
backgrounds (physicians, psychologists, [specialist] nurs-
ing staff, and pastoral care; see Table 1). Participants’ ages 
ranged from 28 to 60 years (M = 41.45; SD = 9.7) and their 
professional experience from 5 months to 20 years. The cat-
egory system for the initial three questions is available in 
Supplementary Tables 1 and is described below.

Question 1: Experiences with suicidality in cancer 
patients

In the questionnaire, six HCPs indicated having no contact 
with suicidal cancer patients, while ten HCPs attended to 
one to three, and four HCPs attended to more than three 
suicidal patients annually (Table 1). Moreover, eleven HCPs 
had private experiences with suicidality in family or friends 
(N = 4) or relatives (N = 1). Three each reported their own 
experiences with suicidality (N = 3) or did not provide more 
information (N = 3), while nine reported no private experi-
ences with suicidality.

e.g. “Asking patients about suicidality can cause/may trig-
ger or reinforce their suicidal wishes” with a scale from 
1=“I don´t agree at all” to 4=“I agree completely”.

Stigmatization. Stigmatization was assessed with the 
Stigma of Suicide Scale (SOSS-SF-D, German version 
(Ludwig et al. 2020)). Using sixteen items, people affected 
by suicide are rated on three subscales (depression/isolation: 
e.g., “lonely”; glorification/normalization: e.g., “strong”; 
and stigmatization: e.g., “pathetic”). Participants respond on 
a scale from 1=“strongly disagree” to 5=“strongly agree”. 
Internal consistency was acceptable (α = 0.71).

Table 1  Sample characteristics and reported professional experiences
Sociodemographic characteristics All 

HCPs 
(N = 20)

Gender N (%)
  Men 6 (30)
  Women 14 (70)
Age Mean (SD) 41.45 

(9.70)
Age Range [in years] 28–60
Highest degree/level of education N (%)
  Certificate of Secondary Education 2 (10)
  High school (degree/graduation), 
  polytechnic degree

1 (5)

  Vocational/professional training, 
  apprenticeship

5 (25)

  Master’s Degree, state examination 8 (40)
  Doctorate (e.g., PhD, EdD), licensed
  physician/therapist

4 (20)

Professional group N (%)
  Physician 5 (25)
  Psychologist (psycho-oncologist/in training
  to psychotherapist/palliative psychologist)

5 (25)

  Nursing staff 4 (20)
  Specialist nursing staff (Study Nurse/oncological,
  medical assistant)

4 (20)

  Pastoral care 2 (10)
Time in oncological practice N (%)
  5 months – 2 years 1 (5)
  3 years – 9 years 5 (25)
  10 years – 14 years 4 (20)
  15 years – 19 years 1 (5)
  ≥ 20 years 5 (25)
  Not applicable because HCPs worked across
sectors

4 (20)

Frequency of contacts with suicidal patients N (%)
  None 6 (30)
  1 – 3 times/year 10 (50)
  ≥ 3 times/year 4 (20)
Number of suicide deaths (of own patients) N (%)
  1 – 2 6 (30)
  5 1 (5)
  10 1 (5)
Note. The professional group shows their highest or for the study rel-
evant position

1 3

54  Page 4 of 14



Journal of Cancer Research and Clinical Oncology (2025) 151:54

Question 2: Asking about suicidality

Twelve HCPs reported discussing suicidality with patients, 
and 14 reported asking about it under certain conditions 
(e.g., patient expression, screening results, or intuition) 
(Supplementary Table 2). However, most (N = 19) did not 
routinely explore suicidality, of whom five did not explore 
suicidality at all. Although the HCPs had a concept of 
potential protective/risk factors or particularly vulnerable 
groups (e.g., according to the level of social support, finan-
cial resources or gender (with men less likely to disclose 
suicidality) and age), naming specific criteria was diffi-
cult for the HCPs, as well as reporting the questions they 
used. Standard questions included explicit (“Do you have 
thoughts/plans of taking your own life?” (EI13_psycholo-
gist) or “Are you acutely suicidal? Is there an acute dan-
ger?” (EI4_physician)) to non-explicit questions (“What 
kind of images come to mind when you think of peace?” 
(EI19_pastoral care)). Suicide exploration was understood 
as a conversation, using “several phases of exploration” 
to “get an understand what is behind it [meaning patients’ 
initial reports]” (EI12_psychologist), reflecting concern for 
patient dignity and context.

Question 3: Managing suicidality

Nineteen HCPs had reliable referrals (colleagues, supervi-
sors, psycho-oncology, psychiatry, pastoral care) for patients 
expressing suicidality (e.g., “I consult with my psycho-
oncological team - that would be my first point of contact, 
alongside the physicians” (EI13_psychologist), “We have 
the psycho-oncology [as support for the team]. But pastoral 
care is also always requested, as we have a 24-hour emer-
gency call service.” (EI19_pastoral care) and “[My contact 
persons are] my colleagues. We have exchange” (EI16_spe-
cialist nursing staff)). A mere 10 HCPS mentioned own 
strategies, e.g. specific interventions such as a no-suicide 
contract (N = 4) and withdrawal of lethal medication (N = 2), 
or more general approaches such as perspective-talking 
(N = 1), involving persons of trust or the patients’ social net-
work (N = 1), administration of medication (N = 3), regular 
checking and conversation (N = 6), normalization/psycho-
education (informing patients that experiencing thoughts of 
weariness of life is not uncommon after receiving a life-
altering diagnosis) (N = 2), and resource activation with 
imagination (N = 1). Reactions to suicide deaths varied 
widely from team discussions to avoidance of the topic, 
with a focus on future prevention or guilt over perceived 
mistakes, including difficult feelings like shock, sadness, 
surprise, and emotional blunting (“I was a bit shocked, and 
then thought, should I have seen that somehow? [after learn-
ing about a patients’ suicide]” (EI7_nursing staff)).

Despite initial claims of limited experience (e.g., due to 
lacking experience in the field), all HCPs reported direct or 
indirect experiences with different manifestations of suicid-
ality (e.g., in own patients or colleagues’ patients, reading 
about it in the documentation, or hearing about a patient’s 
suicide from the patient’s relatives). These described expe-
riences can be differentiated into four categories: (1) pas-
sive death wishes/suicidal thoughts, (2) death and dying, (3) 
stopping life-sustaining actions/suicidal actions and suicide 
deaths and (4) positive experiences.

All professional groups reported encounters with (1); e.g., 
“One in ten patients, maybe even a little more (…) expresses 
at least passive death wishes.” (EI12_psychologist). While 
some of the HCPs cited somatic symptoms (e.g., pain) as 
contributing factors for developing suicidal thoughts, para-
doxically, improvements in physical symptoms were men-
tioned triggering suicidal thoughts as well. The common 
mention of (2) highlights the difficulty in distinguishing 
between suicidal crises and conversations around assisted 
suicide/end-of-life care (e.g., “(…) people who are in a hos-
pice [are] very different [from non-palliative patients and 
how] (…) they deal with impending death.” (EI20_pastoral 
care)). One psychologist said: “[The patients] want to live 
and are afraid of dying” (EI17). However, they also reported 
that one of their patients first expressed thoughts of weari-
ness of life and two weeks later acute suicide risk had to be 
reassessed. Psychologists, (specialist) nursing staff and pas-
toral carers shared experiences with (3) of their own patients 
(e.g., “From time to time it happens; this year it has already 
happened once (…). She couldn’t cope psychologically and 
took her own life.” (EI3_specialist nursing staff)). Stopping 
life-sustaining actions included food refusal or avoidance of 
treatment. HCPs in the intensive care unit were most likely 
to encounter patients who attempted suicide.

Some patients had been referred to psychiatric wards, 
and their suicide deaths occurred post-discharge from these. 
But this was not always the case. The impact of these deaths 
was significant, affecting both patients and staff (e.g., “It 
made waves when a patient witnessed someone jumping off 
the roof (…) that’s something you don’t need in a situation 
that’s already burdensome” (EI13_psychologist)). In addi-
tion, twelve of the interviewees reported witnessing or hear-
ing about suicide deaths (in their own ward, other wards, or 
patients unknown to them). Some of the reports concerned 
certain patients who died by suicide in the oncological ward. 
Despite the noted challenges, some psychologists reported 
(4) discussing suicidality with their patients, describing 
patients’ relief and improved mood after conversations.
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post-hoc tests found no significant differences. No signifi-
cant difference was shown in age or gender.

Being emotionally overwhelmed. Most HCPs felt “a little 
overwhelmed” (Fig.  3). There were no significant differ-
ences between professional groups, age or gender.
Self-efficacy. Self-efficacy was rated at M(SD) = 4.02(0.51) 

(Fig. 1), with physicians scoring the highest. No differences 
were found between professional groups, age or gender.

Suicide myths. Suicide myths were frequently mentioned 
in the interviews, either to contradict or reinforce them. High 
agreement with suicide myths was observed in the question-
naire, especially for the statements “Most patients who die 
by suicide suffer from depression" (myth 1) and “(…) some 
kind of psychiatric disease” (myth 2). Many HCPs identified 
mental disorders such as depression as a key risk factor for 
suicidality in the interviews. Myth 9 was supported by four 
HCPs in the interviews. In the case of myth 7, statements 
from interviews showed that HCPs supported it. At the same 
time, there were also divergences between the statements 
made in the interviews and the level of agreement with these 
myths in the questionnaire (Table  2), for instance, in the 

Question 4: Differences in relation to 
sociodemographics

Subjective knowledge. The interviews revealed the lack 
of a consistent approach to assessing suicidality. Figure 1 
indicates a decline in subjective knowledge the more spe-
cifically HCPs were asked about suicidality. For instance, 
Fig.  2 shows differences across professional groups: psy-
chologists rated their general knowledge the highest, yet it 
declined with increasing focus on suicidality, while nursing 
staff perceived themselves the lowest in legal knowledge. 
A Kruskal-Wallis test revealed no significant differences 
between professional groups or genders. Age was not asso-
ciated with knowledge.

Here, the integration of interview and questionnaire data 
yielded further insights, with one HCP rating their knowl-
edge as “good” within the questionnaire, but casting doubt 
on the feasibility of assessing suicide risk.
Confidence. Most participants felt “unsure” and “cer-

tain” (Fig. 1). The Kruskal-Wallis test showed a difference 
between professional groups (χ2(4) = 10.09, p =.039), but 

Fig. 1  Piled bar charts of subjective knowledge, confidence, being 
emotionally overwhelmed and self-efficacy. This figure shows the 
frequency of each answer of the 20 HCPs as well as mean and stan-
dard deviations of responses to each question. The different profes-

sional groups rated their subjective knowledge as lower for the more 
specific kinds of knowledge. Most HCPs rated themselves as “a bit 
overwhelmed” in encountering suicidal desire. The HCPs rated their 
self-efficacy as high

 

1 3

54  Page 6 of 14



Journal of Cancer Research and Clinical Oncology (2025) 151:54

Fig. 2  Boxplots of subjective knowledge by pro-
fessional groups. The boxplots show differences 
in three levels of subjective knowledge regarding 
the professional groups. The more specific the 
questioned topic, the lower the mean value of 
subjective knowledge
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knowledge about suicidality (interview: W = 12.5, p =.018 
(d = -1.34)) between those exploring and not exploring sui-
cidality; with the former reporting greater confidence, being 
less emotionally overwhelmed, and knowing more.

In general, confidence (r =.59, p =.006), self-efficacy 
(r =.53, p =.017), and stigmatization (r =.53, p =.017) were 
associated with being (less) emotionally overwhelmed.

Discussion

This investigation aimed to fill the research gap of exami-
nations of how German oncological HCPs manage suicid-
ality, comparing qualitative and quantitative data on key 
aspects such as knowledge, confidence, being emotionally 
overwhelmed, self-efficacy, suicide myths, and stigmatiza-
tion. By integrating qualitative and quantitative data, this 
research gives insight into the interplay of these factors and 
HCPs’ subjective experience.

The findings can be related to the three dimensions of the 
therapeutic alliance as postulated by Bordin (1979), even 
if suicide prevention efforts transcend the specific psycho-
therapeutic setting.

The first dimension, “Agreement on goals,” highlights 
the importance of mutual agreement between patients and 
HCPs. In this context, the primary goal should be to pro-
vide effective support to the patient. However, our findings 
indicate a lack of goal alignment if HCPs do not actively 
explore STBs as this counteracts patients’ wishes to experi-
ence relief. Professionals from all groups had shared various 
experiences with (private and) patient STBs including sui-
cide deaths among their patients. Although encompassing 
the full range of suicidality, in line with existing literature 
(Lauterbach and Kienast 2009), a systematic inquiry into 
suicidality was not part of their routine. Instead, HCPs often 
relied on patients seeking additional care or on high distress 
screening scores (not specific for suicidality).

sense that one HCP disagreed with the myth (that patients 
who announce their suicide do not follow through) when it 
was presented within the questionnaire, but still narrated it 
in the interview (stating “barking dogs don’t bite”). Endors-
ing myth 7 correlated negatively with age (r = -.55, p = .013). 
The agreement to other myths did not differ between age or 
gender.

For myth 8, interview responses were mixed, with dis-
crepancies between interviews and questionnaires within 
HCPs (Table 2). Some HCPs raised knowing about the con-
cern that asking about suicidality might trigger it, but also 
stated that they disagreed, while others agreed with it. The 
Kruskal-Wallis test revealed significant differences between 
professional groups (χ²(4) = 13.66, p =.008), but post-hoc 
analysis showed no significant differences.

Stigmatization. Stigmatization of suicidality was evident 
in interviews, with many HCPs avoiding the topic due to 
preconceived notions, such as patients being too old to be 
asked about suicidality, the topic not relevant, or suicide 
exploration is not preventive. The questionnaire showed 
comparatively higher stigmatization scores in depression/
isolation and glorification/normalization subscales (Fig. 3). 
The Kruskal-Wallis test showed significant differences 
between professional groups (χ2(4) = 10.12, p =.039), though 
no post-hoc differences emerged.

Relations. There was no significant difference between 
HCPs who explore and those who do not explore suicidality 
regarding self-efficacy or stigmatization, but there was a dif-
ference regarding the statement that in oncological patients, 
suicidal thoughts were a means for regaining control (inter-
view: W = 15.5, p =.046 (d = -0.98); questionnaire: W = 14.5, 
p =.010 (d = 1.44)) and the statement that it was a sign for 
suicidality if an oncological patient aborts/ceases therapy 
(questionnaire: W = 17.5, p =.010 (d = -1.48)).

There were differences in confidence (interview: 
W = 10.5, p =.009 (d = -1.48); questionnaire: W = 18.5, 
p =.018 (d = -1.13)), being emotionally overwhelmed 
(interview: W = 13.5, p =.018 (d = -1.43), and subjective 

Fig. 3  Boxplots of the estimation of people who die by suicide (the 
German version of the Suicide of Suicide Scale (SOSS-SF-D)). This 
boxplot shows the results of the German version of the Suicide of Sui-
cide Scale (SOSS-SF-D). It shows higher agreement with the Depres-

sion/Isolation scale (M(SD) = 3.43(1.17)) and the Glorification/Nor-
malisation (M(SD) = 3.45(1.13)) scale. There was less agreement with 
the items of the Stigma Scale (M(SD) = 1.34(0.68)
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(end-of life/palliative care), a complexity also reported by 
Granek et al. (2019b). This difficulty may be further com-
pounded by contextual factors specific to Germany, such as 
the availability of assisted suicide in neighboring countries 
like Switzerland and ongoing debates on changing regula-
tions around assisted suicide. Moreover, depression and 
cancer-related symptoms often overlap, further complicat-
ing the assessment of STBs, as noted by both HCPs and 
supported by empirical studies (Schellekens et al. 2020).

However, divergences between interview and question-
naire responses may reflect social desirability bias or inter-
nal conflicts within HCPs, many of whom understood that 
discussing suicidality can save lives but still agreed with 
myth 8 that asking patients about suicidality could trigger 
it. Thus, there could potentially be a gap between their fact-
based knowledge (that exploring suicidality is not danger-
ous) and their behavior (not exploring suicidality due to 
diffuse worries/anxiety).

Regarding stigmatization, a heterogenous picture 
emerged. Our results showed similar scores as in the popu-
lation sample surveyed to validate the scale (Ludwig et al. 
2020). Although suicidal patients were not generally stigma-
tized, they were often perceived in a glorified or depressed 
light which mirrors the high agreement with suicide myths 
1 and 2 (suffering from depression/psychiatric disease). The 
potentially detrimental impact of the high agreement in myth 
7 (people announcing suicidality do not follow through) is 
also shown in a study by Wee et al. (2020) in which HCPs 
did not believe their patients when they reported suicidality.

To support HCPs in actively exploring suicidality and 
supporting their patients in line with the three dimensions 
constituting a good alliance, it is crucial to provide them 
with comprehensive resources, including appropriate train-
ing, clear guidelines, validated tools, supervision, and refer-
ral options. These can help create an environment where 
suicidality can be effectively identified and addressed, while 
also acknowledging and managing the emotional challenges 
inherent in suicide prevention.

Suicide prevention training can improve self-perceived 
knowledge about suicide and related skills (Siau et al. 2018; 
Solin et al. 2021; Stuber et al. 2023), enhance self-efficacy 
(Osteen et al. 2017; Siau et al. 2018), increase confidence 
in managing suicidal patients (Muehlenkamp et al. 2023; 
Stuber et al. 2023) and reduce stigmatization and suicide 
attempts in affected individuals (Demesmaeker et al. 2023). 
These improved factors translate into greater willingness 
to help suicidal patients and positively influence practice 
behavior (Osteen et al. 2017; Siau et al. 2018). These train-
ing courses should include active elements (such as role 
plays) and clearly prepared knowledge transfer introduc-
ing guidelines for risk assessment and suitable standardized 
screening tools – such as the Columbia-Suicide Severity 

The second dimension, “Tasks” refers to specific actions 
undertaken by HCPs and patients, with clearly defined roles 
and responsibilities. While this dimension was only partially 
fulfilled, one critical task for effectively managing suicidal-
ity is for all HCPs working with cancer patients to system-
atically assess suicide risk. This requires the use of clear, 
standardized criteria and well-defined strategies. In addition 
to unspecific risk factors (e.g., male gender), some partici-
pants intuitively mentioned protective factors such as social 
support (Du et al. 2020). Although relying on intuition can 
lead to clinical bias and misdiagnosis (Granek et al. 2018), 
also keeping protective factors in mind is noteworthy (and 
contrasts the literature’s heavy focus on risk factors (Ernst 
et al. 2024)). Participants mentioned prevention strategies 
included removing lethal means (e.g., medication) (Hawton 
et al. 2024) and no-suicide contracts (although they are less 
effective than crisis-response plans (Lengvenyte et al. 2021) 
and safety planning (Nuij et al. 2021)).

The third dimension “Bond” emphasizes the importance 
of a trusting and supportive interpersonal relationship. An 
absence of emotional connection can hinder effective com-
munication, including a thorough and sincere inquiry about 
STBs. In contrast to previous research (McCabe et al. 2017; 
Saini et al. 2024), HCPs reported using open-ended and 
in parts vague questions. This seems problematic as they 
could be hard to answer, especially for cognitively impaired 
patients (Pendergrass et al. 2017). Adding to this, gradu-
ally addressing STBs in a longer conversation/over mul-
tiple appointments (though well-intentioned to foster trust), 
may be challenging – given the time constraints in clini-
cal practice – and miss out on acute crises. Also, not asking 
about STBs because of fear that it might hurt the emotional 
bond might achieve the opposite as it prevents patients from 
making the positive experience (as reported by the psy-
chologists) that open conversations about STBs offer relief 
(Calear and Batterham 2019). Furthermore, stigmatization, 
minimization and endorsement of suicide myths all present 
obstacles to empathic, emotional connection.

Thus, the implementation gap of suicide prevention rec-
ommendations in clinical practice is at odds with all three 
dimensions of a good therapeutic alliance. Specific barri-
ers highlighted by our findings are a lack of knowledge, 
low confidence, feelings of being overwhelmed, as well as 
stigmatization and misconceptions. Not surprisingly, par-
ticipants who explored suicidality felt more confident, less 
emotionally overwhelmed and rated their subjective knowl-
edge higher. This fits well with the evidence showing that 
HCPs who perceive themselves as competent in assessing 
suicidality are less willing to work with suicidal individuals 
(Groth and Boccio 2019).

A major challenge regarding lack of knowledge was diffi-
culty in distinguishing STBs from other death-related issues 
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the findings across healthcare contexts and settings and to 
expand on them); also because the present quantitative anal-
yses are limited by the small sample size implicating low 
power to detect relevant associations.

Conclusion

This mixed-methods study represents the first of its kind 
in Germany, combining a theory- and evidence-driven 
approach with insights from HCPs’ daily experiences. It 
reveals that while HCPs encounter diverse manifestations of 
suicidality, they often struggle with the aim of an active sui-
cide exploration and do not follow a consistent approach as 
their task. The study also highlights differences across pro-
fessional groups, age, and gender. The various aspects that 
have previously been found to shape responses to suicidal 
patients could be improved by the implementation of guide-
lines, suicide prevention training, supervision, and specific 
screening. Thus, the findings can inform those practically 
applicable solutions to strengthen HCPs and enhance care 
and suicide prevention for cancer patients.
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Scale by Posner et al. (2011), which aids risk detection 
across settings (Riblet et al. 2022). Our findings underscore 
the importance of a reflection and engagement with one’s 
own emotional reactions, stereotypical thinking, and “blind 
spots” (such as misconceptions, anxiety and avoidance) in 
HCPs’ training and also supervision.

Furthermore, the emotional burden of managing suicid-
ality could be intensified by the absence of supervision and 
team discussions (or their focus on mistakes), which support 
the perception that suicide prevention is a shared respon-
sibility and professional task (Jobes and Barnett 2024). 
Creating space for open discussions within teams (includ-
ing furthering conversations around dying with dignity and 
shared decision-making) could also help reduce stigma 
around suicidality and lower burnout risks among HCPs.

Unlike prior studies (Valente and Saunders 2004; Wardig 
et al. 2022), we found effective referral systems and strong 
collaboration with the departments (as it is a standard in 
German certified cancer centers). Networking with psycho-
oncologists and psychiatric clinics emerged as a valuable 
resource to manage suicidal statements effectively, which 
echoes findings by Granek et al. (2019b).

Limitations

Although diverse in terms of age, gender, and professional 
group, this study contains a small sample. Due to the sam-
ple size, the results must be interpreted with caution. They 
provide valuable insights, but cannot be generalised across 
contexts and will be validated by a currently running large 
survey. The results might thus be particularly representa-
tive of working in a large, certified cancer center. Not all 
professional groups involved in caring for individuals with 
cancer, such as social workers and nutritional counselors, 
could be represented as we could not recruit them to par-
ticipate in the study (whether due to lack of time, motiva-
tion, or looser professional relationships). Additionally, the 
sample was not gender-balanced, reflecting the overrepre-
sentation of women among HCPs. Participant self-selection 
and potential social desirability biases must also be consid-
ered, as those more interested in the topic may have been 
more likely to participate. As such, based on this study, the 
challenges HCPs face might still be underestimated. More-
over, we could not assess actual behavior, but relied on 
self-reports which could be influenced by recall bias. Fur-
thermore, some questionnaires were not completed immedi-
ately after the interviews due to the limited time available to 
the participants, which may also have led to biases. Future 
studies are needed to validate and enrich the present infor-
mation (involving HCPs from other regions and settings). 
Building on the present work, a large, international survey 
with a quantitative focus is currently ongoing (to validate 
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