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ABSTRACT
Objective: To explore how oncology healthcare workers’
(HCPs) personal experiences with suicide impacts their practice
with cancer patients.
Design: The study was designed using Grounded Theory strat-
egies in data collection and analysis.
Participants: Eighteen social workers, 23 oncologists, and 20
nurses, participated in the research.
Methods: Themes emerged from systematic line-by-line cod-
ing of the interview transcripts.
Findings: HCPs reported that personal experiences with sui-
cide: impacted the way they communicated with patients
about suicide; made them vigilant about signs of suicidality;
and made them aware of specific indicators of this distress.
Conclusions: HCPs drew a direct line between their experien-
ces with suicide to the ways in which they care for
their patients.
Implications: Increasing HCP awareness of these issues along-
side training using evidence-based guidelines for identifying
and responding to suicide risk in patients will ensure provid-
ing the best quality of care for patients.

KEYWORDS
nurses; oncologists;
oncology; qualitative
research; social
workers; suicide

It is well known in the oncology literature that cancer patients are at an
increased risk of suicidality.1–5 For example, suicidal ideation among cancer
patients in England reached 71% which is higher than in the general popu-
lation where it is approximately 20%.6 These findings were reflected in the
results of similar studies across several countries, in which persons with
cancer exhibited increased suicide risk compared with people in the general
population.7–10 Male and female cancer patient suicide rates in the United
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States are 2.09 and 1.48 times higher than in the general population.11

Another study found that among 2,141 cancer patients, the 4-week total
prevalence for any mental disorder (including anxiety and mood disor-
ders) was nearly 32%.12 Suicidality in cancer patients can include suicidal
ideation (i.e., thoughts of ending one’s own life), suicidal attempts (i.e.,
trying to take one’s own life) and suicidal acts (i.e., taking one’s own life).
People with cancer take their own lives two times as often as people in
the general population in the United States.11 Similar risk of suicide in
cancer patients is found in other countries including Israel where this
study took place and in Sweden.8,13 The risk of suicide among cancer
patients depends on a range of clinical factors such as the site of the can-
cer,8,10,14 the amount of pain a person experiences, physical disability, and
feeling dependant on others.15 Also associated with increased risk is the
amount of time since the diagnosis with more suicides occurring within
the first year after diagnosis,12,16 and a history of psychiatric disorders.15,17

Finally, demographic factors, such as age, gender, perceived low social
support16 and religiosity,18 affect the risk of suicide among cancer
patients. In particular, although HCPs are likely to encounter suicidality
among their patients, we know little about their experiences with suicide
with individuals (i.e., in their personal lives or in other nonprofessional
contexts) other than their patients. Such personal experiences can shape
their views and attitudes toward suicide and impact the care they provide
to their patients. In this study, we explored how HCPs personal experien-
ces with suicide might impact their practice. To our knowledge, this is the
only study to ask these questions in the oncology context. Other related
research examined how nurses (in non-oncology settings) attitudes toward
suicide may impact the care that patients receive. These studies found that
nurses with moral objections to suicide may blame the patient and are
less likely to communicate well or show empathy.19–21 One other study
that looked at how psychology trainees’ personal histories with suicide
affected their interactions and attitudes toward patients exhibiting suicidal
ideation found that a personal history with suicide (i.e., knowing someone
in their personal life who took their lives, having suicidal ideation them-
selves etc.) increased stigmatizing attitudes toward clients.22 Given the evi-
dence that oncology patients are at increased risk of suicidality1–5 and
that there is some evidence from other disciplines that HCPs personal
experiences and attitudes toward suicide can affect patient care,19,20,22 and
given that no research has examined how oncology HCPs’ (including
social workers, nurses and oncologists) experiences with suicide influences
patient care, this study aimed to address this gap in knowledge by looking
at how HCPs personal experiences with suicide affects their care of can-
cer patients.
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Methods

Study design & participants

This study was part of a larger project looking at how oncologists, nurses,
and social workers identify and respond to suicidality and mental health
distress in cancer patients.23–27 Grounded Theory strategies of data collec-
tion and analysis were used in the study design.28 The theoretical model
developed out of this research was published in a previous report.27

Between 2015-2016, 18 social workers, 23 oncologists, and 20 nurses at two
cancer centers in central and southern Israel were recruited and inter-
viewed about identifying and responding to mental health distress and sui-
cidality in people who have cancer. Participant demographics are presented
in Table 1. Social workers, oncologists, and nurses were chosen to partici-
pate in this study because they are the three professional groups that have
the most contact with patients with cancer and are considered front line
workers. These are the groups who are responsible for the patients’ mental
health needs in addition to care of their disease, which makes them appro-
priate sources of information on the research question. While other mental
health professional clinicians, including psychologists and psychiatrists, are
part of the wider oncology healthcare team, they work fewer hours, and
require a referral, thus, they are normally not the ones who identify suicide
risk. The research question for this study broadly explored HCPs

Table 1. Participant demographics: Oncologists (N¼ 23), social workers (N¼ 18), and
nurses (N¼ 20).
Characteristic (N¼ 61)

Gender % (N)
Male 14.8 (9)
Female 85.2 (52)
Age Mean (SD) 45.7 (10.8)
Family Status % (N)
Married 78.7 (48)
Single 11.5 (7)
Divorced, separated or widow 9.8 (6)
Years in Practice % (N)
Less than 5 years 21.3 (13)
5-15 years 34.4 (21)
More than 15 years 44. 3 (27)
Oncology Unit % (N)
Clinics 45.9 (28)
Day hospital 32.8 (20)
Ward or hospice 32.8 (20)
Radiation 18 (11)
Palliative care 9.8 (6)
Oncology ER 4.9 (3)
Caregivers clinic or psycho-oncology unit 4.9 (3)
No. of Patients Seen Per Week % (N)
5-15 9.8 (6)
16-25 29.5 (18)
26-40 19.7 (12)
More than 40 40.9 (25)
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experiences of suicide in their personal lives or in non-oncology profes-
sional contexts, and the ways in which these experiences may impact how
they care for patients with cancer.

Procedure

Approvals were obtained from the Research Ethics Board prior to launch-
ing the study. Potential participants were emailed information about the
study by the co-investigators at each site and asked to respond if they
wished to be contacted about the research. If they agreed to take part,
participants signed a consent form and agreed to the interview being
audio-recorded. A semi-structured interview guide was used, and inter-
views were audio-recorded and transcribed, with all identifiable informa-
tion removed from the transcripts. The interview guide was open-ended.
We asked participants to tell us about any experiences they have had with
suicide in their personal lives, or other professional contexts that did not
include oncology. In addition, we asked them to reflect on what, if any
impact these experiences may have on the way they care for cancer
patients (i.e., Sample Questions: Have you ever known anyone in your
personal life that has committed suicide? Can you describe this situation
for me? How, if it all, did this experience impact the way you care for
patients with cancer? Can you tell me a bit about your views about sui-
cide in general? Etc.)
The study PI (Leeat Granek) trained the interviewer who conducted the

interviews face to face with participants. The interviewer was a graduate
student in clinical psychology that had extensive experience doing one-on-
one interviews in clinical and research contexts. The interviewer wrote
memos during the process of data collection that were discussed with the
study PI and were later used to inform the data analysis.

Data analysis

Data collection and analysis took place concurrently and line-by-line cod-
ing of the transcripts was used.28 The study PI and a research assistant sep-
arately coded the first five transcripts, followed by team discussions on the
developing coding scheme to ensure consistency between coders and valid-
ity of the emerging findings. Analysis was inductive with codes and catego-
ries emerging from participants’ narratives and not from preconceived
codes or categories. Constant comparison was used to examine relation-
ships within, and across codes and categories. Throughout the process of
data collection and analysis, the study team met frequently to discuss
emerging codes and to ensure consistency in the emerging coding scheme.

4 L. GRANEK ET AL.



We employed a constructivist inquiry that consistently focuses on the data
and the possibilities for meaning that can be constructed from them. Team
meetings also included invitation for reflexivity, and members of the team
were encouraged to reflect on sources for potential bias stemming from
their intersecting social locations. When disagreement regarding coding
arose, the source of the discrepancy and coded sections were reviewed
again until consensus was reached. Data collection stopped when we
reached data saturation and no new codes were created. NVivo 10 com-
puter software was used to store and organize the data.

Results

Half of the sample of HCPs knew someone (or several people) in their per-
sonal or (non-oncology) professional lives who had taken their lives
(Table 2). HCPs reported that their experiences in their personal relation-
ships impacted how they cared for cancer patients in three distinct ways.
The first theme included increased compassionate communication with
patients and families. HCPs who had experienced suicides in their personal
lives reported being more compassionate toward their cancer patients and
families, particularly around communication on difficult topics. The second
theme pertained to increased vigilance toward the signs of suicidality in
their patients. Finally, the third theme had to do with identification of spe-
cific signs of suicide risk in cancer patients that was based on their previ-
ous experiences in non-oncology settings and/or with individuals other
than their cancer patients. Each theme is presented in more detail below
with supporting quotations.

Compassionate communication

When asked to describe the impact of personal experiences of suicidality
on their practice, participants reported that it impacted the way they com-
municate with patients by trying to be more sensitive with the words they
chose when giving news about the patient’s condition. On this, oncolo-
gist remarked,

My sister tried to commit suicide. … This case and additional cases I was personally
exposed to definitely got me to put myself on the other side of the table, and to
think from the patient’s side: what does it mean to come to oncology and to receive
such news? The importance of how the doctor speaks. Every word coming out of our
mouths is important.

HCPs also reported that their experiences with suicide caused them to
become more compassionate toward patients and their families. Another
oncologist reported,
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When I was a medical student one of my classmates got cancer. While she was
receiving treatments for the disease, her father committed suicide. It left a big
impression on me. This case affects me in the sense that I know the patient’s disease
is sometimes more difficult for the family member than the patient. One must pay
attention. Good care of the patient is also good care and attention to the family.

Increased vigilance toward suicidality in cancer patients
When asked about the impact of having experienced a suicide in their non-
professional lives on patient care, HCPs reported that it made them more
vigilant about signs of suicidality in their patients. For example, one social
worker remarked:

Twenty years ago, someone who has served with me in the army committed suicide.
I wasn’t close to him, but it was a big surprise. In another case, a fellow hiker in my
trip to the East turned out later to be bipolar. I didn’t know it because she was on
medications. Later I found out she jumped off a high building. It could be that
[following these experiences] I have this vigilance. I do make efforts so that these
things won’t slip away. I do listen to words and behaviors in which something seems
‘off’ or inadequate.

On this topic, another oncologist similarly reported:

What changed my attitude towards suicide is the suicide of one of our own
personnel. The doctor was always orderly, tidy, and there was nothing suspicious. He
shot himself. The day before he committed suicide, I walked behind him. The strap
of his bag was completely torn, and I thought how untypical that was of him. After
that, I started to look at people’s appearance and their body language.

Finally, one nurse reported, “I knew a 20-year old guy who ran in front
of a train. There were no warning signs. It happened when I was a student,
like 20 years ago. It may be that it caused me to be more vigilant.”

Identifying specific indicators of suicide risk

Several HCPs reported that their experiences with suicide taught them
about identification of suicide risk in patients, emphasizing that these expe-
riences highlighted for them what is a ‘real’ risk, versus, what is a ‘cry for
help’. This was a particularly salient theme among the social workers, when
compared to nurses and oncologists. Previous professional training
included working in the army with soldiers, working in an emergency
room, and/or during their general training in professional contexts. One
social worker who had worked in an emergency room before transferring
to oncology, remarked,

I also work in the ER, so I see many people there who come in with a suicide
attempt. Because I’m also in the ER, I have this awareness to every possible distress,

JOURNAL OF PSYCHOSOCIAL ONCOLOGY 7



also when working in the bone marrow unit. All these experiences accumulate to
form my knowledge on suicidality.

Another social worker who had previous experience with rehabilitation
of people with mental health diagnoses reported:

I dealt with this issue of suicidality before because I worked for five years in the field
of rehabilitation of people with mental health problems in the community. In that
job, I dealt with suicidal people, or people with suicidal thoughts. There my
supervisors talked with me a lot about how to identify if there is real suicidal intent
or not, and who to involve. These are things I did there more than I do here. This
experience did affect my practice today because this is where I learned what to do
about suicidality. So, due to this experience I know what to do, also because I treated
many people who were suicidal. So, I have this experience that tells me what I
should do, and what to ask.

Finally, a third social worker drew on her experience working as a men-
tal health officer in the army as informing her current practice with oncol-
ogy patients.

I was a mental health officer in the army, and I worked with suicidal soldiers. So, I
know that there’s a long way to go between the moment you’re having these
thoughts, until you have a concrete plan. So, I search for a plan. If a soldier told me:
“I really think about how I cock the gun” – that’s a concrete action and it should
raise a red flag to any of us. I have background in this issue of suicidality because I
used to deal with it a few years ago. With every soldier, I had to reach a diagnosis
and refer to a psychiatrist, or not to refer. So, I know this field.

Although this theme was most robust among the social workers, oncolo-
gists and nurses also reported that their previous experiences in non-oncol-
ogy settings impacted the ways in which they identified suicide risk in
cancer patients. For example, one oncologist reported:

I was a military doctor. There were many soldiers who threatened suicide. I think I
got most of my experience with suicidality there. There, it wasn’t genuine, and we
were able to neutralize it. I encountered soldiers who committed suicide, and also
soldiers who manifested signs of mental health distress, but I wasn’t their treating
physician. So [from this experience] I know very well what questions to ask.

Discussion

The goal of this study was to explore the ways in which social workers,
oncologists, and nurses’ experiences with suicide may impact the ways in
which they care for cancer patients. Our findings point to an unexplored
area of oncology that requires empirical investigation. As our findings sug-
gest, HCPs’ experiences with suicide with individuals other than their
patients is prevalent, with close to half our participants reporting losing
someone in their personal lives to suicide. Furthermore, HCPs drew a dir-
ect line between their experiences with suicide to the ways in which they
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care for their patients. The participants emphasized that previous experien-
ces with suicide, particularly in non-patient care contexts, sensitized them
and made them vigilant toward signs of suicide in cancer patients, and
made them aware of specific cues to look for. This is a striking finding, as
our previous research found that oncology personnel, including social
workers, oncologists and nurses received little training in identifying or
responding to mental health distress 24 and no professional training in
identifying and responding to suicide risk specifically in cancer patients.26

The study strengths include the use of a rigorous methods of data collec-
tion and analysis. Qualitative research is particularly useful for investigating
topics that have not been studied before.29 Participants represented the
three primary professional disciplines that provide the care in oncology
units in Israel.
There are several limitations to this study. Our findings did not allow for

further exploration as to whether there might be differences among the
various personal relationships HCPs reported (e.g., family and friends vs.
work colleague), as well as the potential differential experience of a recent
versus remote personal experience of suicide. Future studies should explore
these important characteristics of the losses endured. In addition, we were
not able to determine the role of participants’ cultural and religious back-
grounds on the kind of care they provided. Since this is a wholly unex-
plored area in the oncology literature, many gaps in our knowledge remain
and there are several directions for further research. We were not able to
determine whether there are differences in participants’ perceptions of sui-
cidal risk among HCPs who had a personal experience with suicide com-
pared with the perceptions of providers without a personal experience of
suicide. Further quantitative research might explore this question more
broadly among a larger sample of HCPs in the field. Finally, another limi-
tation is that we did not use member-checking in our research. Further
research on this topic using qualitative methods might include member-
checking the final analysis.

Implications for psychosocial oncology

Interestingly, while our previous research found that all three of these HCP
groups reported receiving little or no training in identification of suicide
risk in cancer patients,26 the social workers in this study were more likely
to draw on experiences in non-oncology professional settings with suicidal-
ity as a source of information in working with cancer patients. This finding
suggests that Israeli social workers, like their American counterparts, are
likely to have received training in identification of suicide risk in other
domains.30,31 Unlike their American colleagues, however, who receive
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extensive training in identification and managing mental health distress
and suicidality in patients with cancer,32–34 the Israeli social workers in this
study appeared to refer mostly to on the job training in other healthcare
settings as their main source of information.
Drawing on personal and professional experiences outside of oncology

with suicide to inform clinical practice in oncology is concerning. While
some healthcare professionals reported that their compassion toward their
patients increased, personal feelings may not translate to accurate identifi-
cation of suicide risk in patients. Personal experience may not reflect evi-
dence-based practice or training. Cancer patients face unique challenges in
their illness trajectory that affect their suicide risk and the types of symp-
toms they show when they are endorsing suicidal ideation. In our previ-
ous research we found that suicidality exists on a spectrum for cancer
patients with an intense will to live on one end, and an increased will to
die on the other end of the pole.27 Patients move back and forth among
this spectrum depending on a host of factors including the degree of their
suffering, their level of social support, their need for control, the stage of
the disease and so on.27 Specialized training for oncology HCPs on identi-
fying suicide risk that addresses the unique stresses that cancer patients
and their families face is needed and should become a standard part of
medical curriculum in order to reduce the well-documented suicide risk
in this population. As noted above, such specialized training already exists
for HCPs in other parts of the world, including in the United States
where oncology social workers in particular, receive training in identifying
and responding to the mental health needs of cancer patients.32,34–36 This
training could potentially be offered to social workers and other healthcare
professions in other part of the world including Israel, where this study
took place.
In addition to the types of training HCPs receive, our study also points

to another cultural difference regarding the kinds of exposure HCPs may
have to suicide and the ways in which it informs their practice. Many of
the participants referred to experiences they had during their military ser-
vice with suicidality affecting their current clinical practice. Israel is a
militarized society with mandatory conscription for both men and
women.37,38 Thus, many of the HCPs interviewed in this study would
have likely served in the military and the kind of exposures they had to
soldiers with suicidal ideation may be specific to this geograph-
ical context.
Finally, our study points to another often unaddressed area of oncology

that requires further thought. Personal experiences and attitudes can con-
sciously and unconsciously impact patient care. This is a well-recognized
phenomenon in the mental health field. Mental health clinicians receive
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training on how to identify the impact of their personal histories, attitudes,
and experiences on the kind of care they provide for patients.39 Little, or
no such training exists in the oncology context. This kind of self-reflection
in order to increase awareness may be a particularly useful tool to provide
clinicians for identifying suicide risk, but also can be useful in the difficult
and existential domain of patient suffering and end of life. While we would
like to believe that training in the healthcare field ensures objectivity that
separates HCPs subjectivity and personal history and experiences from the
type of care patients receive, our study findings suggest that this may not
always be the case. Increasing HCP awareness of these issues alongside
training using evidence-based guidelines for identifying and responding to
suicide risk in patients will ensure providing the best possible quality of
care for patients and their families.

Conclusions

To the best of our knowledge, this is the first study to explore oncology
HCPs experiences with suicide in their personal relationships and investi-
gate how these experiences impact their practice with cancer patients. Our
findings, point to a relatively high exposure to loss by suicide of family
members, friends, neighbors and acquaintances as well as non-oncology
patients. These personal experiences affected the way they cared for their
oncology patients. They increased their ability to communicate compas-
sionately with their oncology patients and families; they experienced
increased vigilance toward the signs of suicidality in their patients; and
used signs to identify suicide risk among their patients that is based on
their personal experiences. Importantly, HCPs personal experiences with
suicide remain unacknowledged in oncology settings. The silence around
these experiences can potentially leave HCPs to manage difficult experien-
ces with limited support from their colleagues and work settings, it also
increases the risk that such experiences will impact care in implicit ways,
particularly around the identification and management of suicidality of
cancer patients.
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