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Abstract
Purpose The purpose of this research was to examine how
oncologists, nurses, and social workers identify suicidality in
cancer patients.
Methods Sixty-one healthcare professionals (23 oncologists,
18 social workers, and 20 nurses) at two academic cancer
centers were interviewed using an in-depth interview guide.
This was a qualitative study based on grounded theory meth-
odology. Analysis involved line-by-line coding, with catego-
ries and themes emerging from participants’ narratives.
Results Suicidality in cancer patients exists on a wide spec-
trum that ranges from an active will to live to an active will to
die. Four phases were identified that included: (A) a strong
will to live expressed in themes of active treatments, seeking
second opinions, overtreatment, and alternative treatments;

(B) a decreasing will to live indicated in themes of mental
health distress and physical pain and suffering; (C) a readiness
to die expressed in themes of mental health distress, previous
mental health diagnoses, physical pain, avoiding more suffer-
ing, preserving quality of life in old age, nearing end of life,
lack of social support, and maintaining a sense of control; and
(D) a will to die indicated in themes of euthanasia and active
suicidality.
Conclusions Suicidality in cancer patients exists on a contin-
uum. Cancer patients fluctuate on this spectrum depending on
circumstances such as degree of suffering, their personalities
and life circumstances, and whether they are nearing the end
of life. Results of the study emphasize the need to collect more
context specific data on suicidality among cancer patients and
the importance of early integration of psychosocial and palli-
ative care in the cancer treatment trajectory.
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Introduction

People with cancer are at increased risk for suicidal ideation
[1], suicidal attempts [2], and suicidal acts [3–5] and suffer
from substantial physical and psychological distress during
the treatment trajectory [6–8]. Suicidal ideation among cancer
patients in England reached 71% which is higher than in the
general population where it is approximately 20% [1]. These
findings were reflected in the results of similar studies across
several countries, in which persons with cancer exhibited in-
creased suicide risk compared with people in the general pop-
ulation [9, 10]. For example, cancer patient suicide rates in the
USA were 2.09 and 1.48 times higher than in the general
population [11].
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The risk of suicide among cancer patients varies as a result of
clinical factors such as cancer site [9, 10, 12], the occurrence and
intensity of pain, physical impairment, and loss of autonomy
[13]. Also associated with increased suicidal risk is time elapsed
since cancer diagnosis, with more suicides occurring within the
first year after diagnosis [14, 15], and a history of psychiatric
disorders [13, 16]. Finally, demographic factors, such as age,
gender, perceived low social support [15] and religiosity [17],
affect the risk of suicide among cancer patients.

Healthcare professionals (HCPs) and assessment
of suicide risk in the cancer setting

Although cancer patients are at an increased risk of suicide [3,
18, 19], the research on oncology healthcare professionals
(HCPs) understanding, assessment, and recognition of suicide
risk is almost non-existent. Only one published study has
looked at how oncology nurses detect, assess, intervene, and
manage cancer patients who indicate suicidal ideation. Valente
and colleagues [20] studied 454 nurses who responded to a
survey that presented a vignette with a suicidal patient. The
research found that few nurses were able to accurately identify
the risk factors, and many incorrectly assumed that normal
symptoms such as worry and crying were risk factors [20].
To our knowledge, no other research on the assessment of
suicide risk by oncology personnel exists with nurses, oncol-
ogists, or social workers.

The importance of HCPs in assessing suicide risk
in cancer patients

Suicide in cancer patients may be preventable. Previous re-
search findings indicate that more than 83% of suicidal people
have contact with their physician during 1 year prior to their
death and 66% within the last month [21]. Moreover, many
suicidal patients visited their oncologist during the last month
of their lives [22]. Given that cancer patients are at increased
risk of suicide compared to the general population and given
that there are no studies that have examined how oncologists,
nurses, and social workers assess suicidal ideation in their
cancer patients, the purpose of this research was to explore
how HCPs responsible for the medical and psychological care
of their cancer patients identify suicidality among patients.

Methods

Study design and participants

The qualitative paradigm based on grounded theory method
was employed in the study design [23]. Sixty-one oncology

HCPs from two university affiliated cancer centers in the cen-
ter and southern part of Israel were interviewed. Due to the
small number of social workers at each study site, four addi-
tional social workers were recruited from different academic
cancer centers in central Israel. The sample included 23 on-
cologists, 18 social workers, and 20 nurses who are responsi-
ble for assessing mental health distress in patients and refer-
ring them to psychosocial care when needed.

Procedure

Approvals were obtained from the Research Ethics Board pri-
or to launching the study. Potential participants were emailed
information about the study by the oncologist co-investigators
and by one social worker at each study site and asked to
respond if they wished to be contacted about the research.
Sixty-one oncologists, social workers, and nurses responded
and none declined to be interviewed after hearing more about
the study. Informed consent was obtained from all individual
participants included in the study that agreed to the interview
being audio-recorded. A semi-structured interview guide (see
the Appendix) was used and interviews were recorded and
transcribed, with all identifiable information removed from
the transcripts.

Data analysis

Data collection and analysis took place concurrently. Analysis
involved line-by-line coding and was inductive, with codes
and categories emerging from participants’ narratives. The
senior author (LG) and the research assistant, a graduate stu-
dent trained in qualitative methods, analyzed the first five
interviews independently. The codes from these interviews
were then discussed to ensure consensus on the themes and
to clarify confusion over definitions of emerging concepts.
The research assistant then coded the remainder of the inter-
views and met weekly with the senior author to discuss and
revise the coding scheme. In addition, the research team met
frequently to discuss the data and to ensure clinical validation
of the emerging dataset. Data collection stopped when the
team determined that we had reached saturation and that no
new codes were created. The NVivo 10 computer software
was used to store and organize the data.

Results

Sixty-one oncology personnel were interviewed (see
Table 1 for demographics). The central result from this
analysis was the uncovering of a wide and nuanced
“will to live/will to die” spectrum in cancer patients
(Fig. . 1) that encapsulates a continuum of suicidality
among cancer patients. There was a remarkable
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consistency among oncologists, nurses, and social
workers when it came to identifying four phases in this
spectrum that included a strong will to live in phase A,
a decreasing will to live in phase B, a readiness to die
in phase C, and a will to die in phase D. There were,
however, competing definitions of what constitutes and
defines suicidality in cancer patients among the HCPs in
these different categories of the spectrum. For example,
while some HCPs defined “stopping or rejecting treat-
ment” as suicidal behavior, other HCPs noted that
choosing to stop treatments could be a rational decision
depending on the circumstances.

Below, we outline and define each phase of the spec-
trum as it appears in Fig. . 1. In addition, supporting
quotations from oncologist, nurse, and social worker
participants accompany each theme and are presented
in Tables 2, 3, 4, and 5. For the purposes of clarity,

the spectrum is divided into four phases; however, it is
important to note that the spectrum is a fluid trajectory
and patients do not necessarily follow a liner progres-
sion on this line. Some patients may start at phase A
and end up in phase D, while others may begin in
phase C, or move back and forth across the spectrum
during the cancer trajectory.

Phase A: active will/desire to live

HCPs reported that the vast majority of patients have a
strong and active desire to live (Table 2). In this cate-
gory of patients, there were no suicides, little suicidal
ideation, and patients were actively working toward re-
covery and cure. Five themes arose and are described in
more detail below.

Desire to live

HCPs noted that most patients have a strong desire to
live despite often having a poor quality of life. Patients
were described as determined to “win over” the disease
at any cost, even when they were close to end of life
and even when the prognosis was poor.

Active treatments

HCPs reported that this will to live was manifested in
the ways in which patients stuck diligently to the treat-
ment protocol and kept coming in for every treatment
regardless of how they were feeling or how cumber-
some and difficult the treatments were. HCPs also re-
ported that they tended to see only these types of pa-
tients who want to be treated. Thus, there may be a
subset of the “suicidal population” that never sought
services and/or rejected treatments without having en-
tered the healthcare system.

Seeking second opinions, overtreatment, and alternative
treatments

HCPs reported that the strong will to live in this cate-
gory could be inferred through patient behaviors such as
seeking second opinions regardless of the likelihood of
treatment success, pressing oncologists for what they
perceived to be excessive or aggressive fut i le
overtreatments, and/or turning to alternative treatments
rather than Western medicine. While some HCPs per-
ceived selecting only alternative treatments (e.g., acu-
puncture, oils, etc.) over medical treatment as being a
manifestation of suicidal behavior, participants acknowl-
edged that the patients themselves were engaging in
these treatments because they wanted to live.

Table 1 Participant sociodemographic and clinical information:
oncologists (N = 23), social workers (N = 18), and nurses (N = 20)

Characteristic (N = 61)

Gender % (N)

Male 14.8 (9)

Female 85.2 (52)

Agea mean (SD) 45.7 (10.8)

Family status % (N)

Marriedb 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 unitc % (N)

Clinicsd 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)

a Only 50 participants answered
b Including one domestic partnership
c Some HCPs work in more than one place
d Breast, gastro, neuro-oncology, hemato-oncology, ortho, skin cancer,
head-neck, GI, and oncology service for the eye
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Phase B: passive decreasing will to live

The second phase that HCPs identified in the spectrum is a
decreasing will to live (Table 2). This phase is passive in the
sense that patients are not doing anything active to end their
own lives (e.g., stopping treatment), even as their will to live
progressively decreased. Patients in this category continued to
get treatments while also beginning to show non-verbal signs
of a will to die, mostly as a result of increasing mental and
physical suffering. Under this category, two themes arose that
are described in more detail below.

Mental health distress

HCPs described patients with a decreasing will to live largely
as being depressed. While few used the term “clinical depres-
sion,” participants described characteristics of this condition
including sadness, apathy and withdrawal, and general overall
impaired functioning. It is important to note that HCPs did not
identify suicidal ideation as a symptom of clinical depression
in this category of patient, but rather described this mental
health distress as related to patients decreasing will to live as
a “natural byproduct” of the illness.

Physical health distress

Similar to mental health distress, HCPs reported a strong con-
nection between physical pain and suffering and patients’ de-
creasing will to live as the cancer and/or treatments
progressed.

Phase C: passive/active readiness to die

Phase C is characterized by both a passive and active readiness
to die (Table 3). By passive, HCPs explained that while some
patients began to explicitly express their readiness to die to
their families and to their HCPs, they did not do anything
active to hasten their own deaths. On the other hand, some
patients in this category actively chose to stop treatments.
HCPs were ambivalent about whether stopping treatments
amounted to suicidality in these patients. Some noted that
while stopping treatments was an active step in hastening
one’s own death, in their view, it was not the same as an active
suicide (e.g., shooting oneself), while other HCPs felt that
stopping treatments could be suicidal in some circumstances
where the prognosis was good. Eight themes arose in this
category that are described in more detail below.

Mental health distress and previous mental health diagnoses

HCPs noted that the greater the mental health distress in pa-
tients, the more likely they were ready to die and that this
distress could lead them to stop treatments, even if the prog-
nosis was good. HCPs also reported that in some cases, pa-
tients in this category had previous mental health diagnoses
that affected their current well-being and judgment.

Physical pain and avoiding more suffering

As with mental health distress, physical pain was reported as a
major factor in patients’ readiness to die and their active

Fig. 1 The suicidality spectrum
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decision to end treatments. HCPs also reported that the wish to
avoid more suffering was another reason patients, particularly
those with a relapse, preferred death over continuing
treatments.

Preserving quality of life in old age

In the only theme that referred to age, HCPs reported that in
some cases, elders chose not to start treatments at all because
they felt it would destroy their remaining quality of life and

that due to their age, they had already lived a long life and
were content with dying at this phase.

Nearing end of life

Readiness to die was also prevalent among those who were
near the end of life and/or who had a terminal prognosis. In
these cases, HCPs thought the choice to stop or reject treat-
ments was a logical step in accepting the reality of the situa-
tion as opposed to being suicidal.

Table 2 Active desire/will to live

Category Theme Sub-theme Supporting quotations

Phase A: active
will/desire to live

Will to
live

Desire to live Most of the patients I see really want to live. It’s really difficult for them to be separated from life.
Suicidal? Most of the patients are fighting tooth and nail to live another day. (N10)

The majority are suffering and they still prefer another day, another hour, another week—doesn’t
matter how long—through terrible suffering sometimes—to live. (O13)

I think that absurdly, maybe, by posing a threat over life, the disease actually causes people, with
all their difficulty, to say: “It’s difficult,” but not: “We don’t want to live.” Because there’s a
war over life. (SW6)

Active treatments It’s difficult for me to think of patients with suicidal ideation, because the patients who come to
see me want to get treated. They choose to come.Whoever comes to get chemotherapy usually
wants to live. (O4)

When women arrive to receive radiation, they want to live, otherwise they would not have come.
They come here every day, sometimes from far away. They choose to arrive every day, because
they want to live. (N12)

After all, we can’t force anybody to take treatment. [Treatments cause] suffering! They’re
vomiting, they have mouth sores. You need to really want to live, to cope with all these
difficulties. Whoever really wants to commit suicide, I think will run away from the hospital.
(SW11)

Seeking second
opinions

[When the end of life conversation begins] there is stage of bargaining: “Isn’t there some
treatment available abroad? Some medication?” (SW17)

There’s the will to live, which is the natural thing that every person in their first response [to the
diagnosis] says: “I’ll fight, I’ll cope, I don’t accept it, I will gather all my strength, it can’t be
that science can’t help, there must be another place in the world that can help. (O1)

Many times people fight until the bitter end, and I don’t have any idea why they keep on fighting
because it seems pointless to me. Many times I don’t understand why they are willing to pay
$10,000 for a single treatment, that doesn’t have much chance to significantly prolong their
life. (N8)

Seeking
overtreatment

I must say we almost don’t encounter suicidal thoughts at all. I have an opposite problem with
cancer patients. They fight until the last minute. Too much, at the expense of their quality of
life. Here we sometimes think we should stop [treatments], and the patient thinks we should
continue. (O5)

People are asking for another treatment and another one to help them keep on living till the last
minute. (SW18)

They sit at the doctor’s, with a collapsed body, andwith test results that are a catastrophe, and they
force the doctor to prescribe another treatment that maybe will work in spite of it. (N14)

Seeking alternative
treatments

A person who is refusing a treatment like this woman is practically committing suicide. Although
she, in a sort of hallucination, thinks the aromatic oils she is taking will save her. But in her
eyes she felt that the [medical] treatment was “pulling life out of her,” as she said. “I’ll manage
with my aromatic oils.” So here we are dealing with very strong beliefs and folk medicine.
(O8)

With that patient I really tried [to convince her [to receive the treatment], and eventually she
bought an independent treatment of her own. [In these cases] it’s never because they want to
give up. It’s always: “I’m tired of chemotherapy, I want to try a vegan treatment. (N6)

There are people who don’t believe in [conventional] treatments, who think they can be cured
naturally by all kinds of other things. It doesn’t stem from depression. It stems from that that
they don’t want to put toxins in their body. (SW6)
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Lack of social support

HCPs reported that in some cases, patients expressed a
readiness to die and a willingness to stop treatments
because of a lack of social support to help them cope
with the treatment trajectory.

Maintaining control

Finally, HCPs noted that some patients were ready to
die and wished to give up on treatments in order to
maintain a sense of control over their lives. This includ-
ed a wish to remain independent, to live with dignity
and self-respect, and to maintain control over their
bodies.

Phase D: active will/desire to die

In the last and final phase of the spectrum are patients
who wish to die and take active steps to end their own
lives (Table 4). In this category, two major themes with
several sub-themes arose that are presented in detail
below.

Euthanasia

Under the theme of euthanasia, two sub-themes arose.
The first pertained to patients asking to be sedated.

While euthanasia is illegal in Israel, palliative sedation
is not. Patients who requested sedation understood that
this will not hasten or cause death, but did understand
that once sedated, they would likely not wake up again.
The second sub-theme in this category had to do with
asking to be euthanized, or in some cases, traveling to
Switzerland to seek euthanasia. HCPs reported that the
vast majority of patients who requested sedation or eu-
thanasia were already nearing the end of life and
wanted to hasten their death because they were suffer-
ing physically and mentally.

Suicidality

Under the broad theme of suicidality, six sub-themes
arose. HCPs reported that patients generally committed
suicide, had suicidal intentions, or suicidal ideation
when they received bad news such as at the time of
diagnosis, when the disease progressed, when there
was a bad prognosis, or when patients were told that
they were nearing the end of life. A second theme
pertaining to patients suicidality had to do with patient’s
fear of burdening their family because of their increas-
ing loss of independence and/or because it was difficult
for patients to see their family worrying about them.
Third, HCPs reported that patients in this category en-
dorsed suicidality because they had previous mental
health problems such as severe disorders (e.g.,

Table 3 Decreasing will to live
Category Theme Supporting quotations

Phase B: passive
decreasing will to
live

Mental
health
distress

She won’t stop crying. She can’t hold herself back, and she says she
doesn’t feel like going out of the house. She doesn’t want to eat.
She doesn’t have hope, or motivation. She says: “Fine, I’ll die.”
(SW3)

There are those who are very apathetic and indifferent, they don’t
respond, they don’t have any kind of emotion toward what is
happening to them. They don’t look me in the eye when I talk to
them. They ask a question, and don’t listen to the answer, or they
don’t ask questions. (O18)

I see a lot more sadness than suicidal ideation. Sadness, depression,
a bad feeling, and withdrawal. (N5)

Physical
pain

In the first phase of treatment you see it less. You see more that
people gather their strengths. But as time passes, especially when
the patient is going through many negative experiences,
re-hospitalizations, complications, then maybe they shift more to
the passive direction, and to the unwillingness to cope. (O1)

They’re having a hard time because of the pain! It hurts. But as soon
as we manage to treat the pain, you see once more the smile and
the interest coming back. So it doesn’t always go in one direction.
(N4)

Her condition has recently deteriorated. We had a conversation
about death, she said: “I’m starting to think about my funeral…I
suffer so much, that sometimes I wish it would happen already.
(SW3)
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Table 4 Readiness to die

Category Theme Supporting quotations

Phase C:
passive/active
readiness to die

Mental health
distress

You can say a patient who
neglects his disease, who can
recover from it, wants to
commit suicide. We had a
young patient who let himself
go because of his mental
health distress. He had a
disease that has 90% chance
of being cured. His parents
said that he just lies in bed,
didn’t do anything. We
couldn’t pressure him into
doing something. (N18)

Many times you see the patient
is just not interested anymore.
I recognize depression or
existential distress in patients
who don’t want to come in for
treatments. (SW2)

I have an example for a woman
who wanted to stop the
treatment halfway through.
She felt like she doesn’t have
the psychological strength to
cope with the treatment, even
though I asked her: what side
effects you have? She said
something almost
metaphysical: “I feel like the
treatment sucks the life out of
me.” That it’s really a kind of
mental health distress. (O8)

Previous mental
health
diagnoses

There could be a problem that
someone will, say, refuse a
treatment that cures. Usually
it’s people who go through a
psychiatric evaluation, and it
is to be decided whether they
are mentally fit or not. It’s
bordering on a judgment
problem, [or] more difficult
psychological problems.
(O14)

There was a young patient, 30
plus, mother to two children,
who had breast cancer and a
good prognosis. There was a
personality problem, there
was inflexibility and some
other problematic parts. She
in fact didn’t take her
medications. She reached a
situation in which the disease
reached her brain and she was
terminal. (SW1)

I have a patient who is a
psychiatric patient for
20 years now, and in addition
she has a terminal cancer.
She’s crying all the time and
she says she doesn’t want to
live. (N10)

Table 4 (continued)

Category Theme Supporting quotations

Physical suffering
and pain

Whoever really told me that they
don’t have strength anymore
and they’re sick and tired of it
all, are those who went
through a long way, and
they’re in the second or third
line of treatment. (N19)

She really talked about how “I
think about dying and it’s
better to die than to suffer this
treatment.” She had all kinds
of symptoms, everything was
extreme for her. She vomited
more than everybody else, she
felt worst than everybody
else. (SW13)

I have a young patient with
metastatic disease. We tried to
prolong her life. The disease
was diagnosed during her
pregnancy. Before she went
into labor she received three
chemical treatments that are
difficult. She just suffered and
was scared of all the pain and
the nausea and vomiting.
(O20)

Avoiding more
suffering

The only patient who talked to
me openly about death was a
rather young patient who
knew a lot of difficulties along
his life, and had a very
difficult to treat disease.
When his disease came back
he realized he had to get
ready, he needs to make
arrangements. He realized
that even if we treat it, it will
come back. He can expect
more suffering. And he
wanted to end it. (N4)

I have this young patient
who doesn’t want to keep on
living, he doesn’t want
treatments. He has seen a
psychiatrist, but he doesn’t
have a plan to commit suicide.
He has a syndrome in his
bowel that is not related to his
cancer, he suffers pain that is
related not only to cancer.
(O17)

I had a patient in a very
advanced condition who
refused treatment. [He said
that] he’s scared of the
treatment and the side effects.
He didn’t want to make his
body go through this. (SW10)

Preserving quality
of life in old age

Very old people don’t even want
to start a treatment. They say:
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schizophrenia, post-traumatic stress disorder, etc.). A
fourth explanation for suicidality in this category had
to do with the patients need for control over their
own bodies and destinies. In these cases, patients

Table 4 (continued)

Category Theme Supporting quotations

“We lived long enough. The
treatments are really difficult.
However much I’ve got left—
[I’m satisfied with it].” (N17)

I saw people who gave up on a
treatment, but I felt that it’s
about a choice of how I
want my life to end. “If the
chemotherapy only disturbs
my every day life, because my
quality of life is deteriorated,
because I can’t sniff my new
grandchild—then I don’t want
the treatments. However long
I have left—that’s what I’ll
have. (SW4)

There are people who say “For
three or four months, I’m not
willing to suffer treatments.”
[For example, a patient] who
is 88—in great condition, but
88. I told her that she is still
treatable, but she said: “Of
course not. I lived 88 years,
thank God! In the time I have
left, I don’t want to suffer
from treatments.” (O11)

Nearing end of life
due to poor
prognosis

There are patients who say: “I’m
suffering, I want to die
already, I want it to be over.”
But usually it’s legitimate, it’s
at the end of life, it totally fits,
and it’s reasonable, I can’t call
it suicidality. (O5)

Many times the terminal patients
have that feeling of: enough
already. They say they are
sick and tired of it. Especially
if they received a lot of
treatments, or if the treatments
are difficult for them. They
want to die already, and they
don’t want to live, enough.
(N13)

His condition deteriorated, he
arrived in a wheelchair He
said: “I’m sick of this life. I
don’t want to live. I won’t do
anything active to hurt
myself, but I beg and request
that you stop my treatments. I
don’t want anything.” But
that’s not suicidality, that’s
just acceptance with the
[current] stage. (SW1)

Lacking social
support

I knew him when he said he
doesn’t want to get treatment.
And really his life
circumstances are difficult.
He doesn’t have sources of
support. He doesn’t have a

Table 4 (continued)

Category Theme Supporting quotations

family here in the country. He
immigrated here alone.
(SW17)

I had a young patient who had
little support at home. He just
didn’t arrive to the treatments.
But I don’t know if it came
from a place [of suicidality],
or that he was just a kid, and
had no responsible parent to
help him. (SW3)

His partner left him, and he was
actually terribly alone, his
mother was his main
caregiver but it was really
difficult for him. He talked
with me very openly about
how he wants to die. (N4)

Maintaining a
sense of control

People who refuse treatments
usually don’t really try to
commit suicide. I think [they]
are trying to reach some level
of control, in a situation in
which you don’t have control.
And their way of controlling
the situation, is saying “no” to
something, because otherwise
they just flow with whatever
they are given, and they feel
lost. (O7)

A patient in an advanced
condition, who can make
lucid decisions, is dependent
upon others. When people
become the primary
caretakers of someone that
sick, they forget the patient
can make decisions for
themselves. [Rejecting
treatment] doesn’t stem from
a will to die. It stems from the
ability to still make decisions
over one’s body. (N3)

I had a patient who said: “The
moment I became disabled
and dependent on others, I
have no will to live. The fact
that I can’t even defecate in a
respectful way in the toilet,
and others need to take care of
me—every day this happens
it’s killingme. Enough! Let me
go of this suffering. Enough, I
don’t want it.” (SW1)
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Table 5 Active will to die

Category Theme Sub-theme Supporting quotations

Phase D: active
will/desire to die

Euthanasia Asking for sedation Toward the end when patients greatly suffer, then they request that we put them to sleep. When
they’re really at the end. Patients who exhausted all their strengths, completely fatigued.
(N16)

I never saw that [request for sedation] came from a place of giving up on life. I saw people who
invite all of their family to say goodbye, and they know that once they are sedated they won’t
wake up anymore. But they did it because the pain was unbearable, but not because they
want to hasten death. (SW4)

He asked that, at least if we don’t want to help him die, then that he’ll just fall asleep. (O20)

Actively seeking
euthanasia

She began to suffer from the disease, and she decided for herself, from the beginning, that once
she suffers a lot, and there will be no good treatment, then she will not keep on living. And
then at some point she traveled to Switzerland for euthanasia. (O19)

It’s something that is active. You decide to end your own life. Many people request that we give
them the injection, that we’ll end their life. (N15)

Sometimes there are people who ask about euthanasia, the ones who don’t want to take matters
into their own hands. They don’t want to suffer, but they want that you will arrange that they
will receive an IV and go to sleep and that’s it. (O9)

Right to the end he talked about how he wants to die, and why isn’t anyone helping him to
commit suicide. [He expressed] frustration and great anger—why isn’t anybody
understanding he wants to die now, on his own terms. (SW7)

Suicidality Due to receiving
“bad news”

[Suicidal thoughts] are more typical to the time you receive news of the disease. And also,
sometimes after bad news, if the disease is advancing. Not at the beginning, not at the end.
Like, after there is bad news. (O20)

I had a patient who told me: “I’m going to jump.” He was divorced, kind of young, with a
metastatic disease, who realized he’s not going to make it. It’s going to be like waves of
treatments for a long time. (SW12)

In the hospice there were patients who tried to commit suicide in all sorts of ways after they
realized the treatment isn’t going to work and they’re going to die. (N18)

Due to fear of
burdening family

I had a patient with lung cancer, that didn’t respond [to treatments]. He kept telling me that the
minute he feels there’s no use, and it burdens his family and others—he knows already how
to end his life. (N6)

They say it’s difficult for them either to see how much their family members suffer because of
their condition—and that’s one of the reasons they think it would be better if they just let it
go and die. (N4)

When I see a patient who has good social support systems, but the patient is secluding, feeling
very alone, doing their own shopping without including the family, don’t want to develop
dependence on family—that raises a red flag for me. It’s very difficult for them to be
dependent. This is also a type of mental health distress that can lead to a certain kind of
suicidality. When a person loses their independence that can lead to a range of decisions.
There are financial situations that cause a person to think that you’ve taken away their
power. If he was the wage earner at home, and he’s lying in bed, and his wife needs to go out
to work, this for him it’s “God forbid.” (SW10)

He just shot himself. This was his way, the way of a man’s man, strong-strong, he didn’t want
to be in diapers and unconscious, and, to avoid what in his eyes was a humiliating period.
(O9)

Due to psychiatric
problems

I had a patient who had an affective disorder. She heard voices that told her to commit suicide.
Then I understood this is schizophrenia. (O23)

I have a patient with combat PTSD. He wasn’t treated for the PTSD, because he didn’t want
treatment, and now it’s worsening following the life-threatening disease. His family keeps
calling me [saying] he threatens to commit suicide. (N3)

He didn’t want to be depicted as someone with psychiatric problems, but soon enough we
identified some kind of a personality disorder. Then he told me that there were in the past a
short hospitalization, a [suicide] attempt, depression, and relationships with psychiatrists.
Along his medical career with us, his personality disorder came to bemanifested as mania. It
was expressed in violence at home and here toward the staff, in peculiar behavior, in
restlessness. And then we were told he jumped off his house. (SW14)

Due to needing
control

All the [patients] I knew [who committed suicide] were people who are control freaks. These
are people who are not willing that someone else will control their future, in what is going on
with them. (O1)

There was a terminal patient who said: “If I had my gun here, I would have shot myself in the
head.” There’s something about shooting yourself when you know you’re about to die. And
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preferred to take their own lives rather than losing con-
trol over their destinies. A fifth and related reason to
control that patients endorsed suicidality was to avoid
future suffering. Finally, the sixth theme in this category
had to do with surprising suicides that had no warning.
HCPs expressed shock and dismay that some patients
committed suicide, seemingly without any warning or
cause. In these cases, HCPs appeared to be genuinely
perplexed as to why some of their patients violently
took their own lives and how it was that no one on
the healthcare team was able to identify any signs de-
spite consistently seeing these patients in the clinic.

Discussion

To our knowledge, this is the first study to examine how on-
cologists, nurses, and social workers identify suicidality in
their cancer patients. We found that suicidality exists on a
broad spectrum that ranges from an active will to live to an
active will to die. While the definition of suicide refers to the
intentional taking of one’s own life, our findings point to a
more nuanced and dimensional definition in the oncology
setting. Suicidality in the cancer context is a fluid concept
rather than a discrete category of suicidal intentions and be-
havior on the part of patients. That is, our findings reveal that

suicidality in cancer patients may not reflect the categorical
psychiatric definition of suicidality [24] where a person ac-
tively takes their own life, but rather, exists on a continuum of
wanting to live, experiencing a decreasing will to live, being
ready to die, and actively ending one’s life by either euthana-
sia and/or taking aggressive steps to end one’s life.
Importantly, our findings reveal that cancer patients may fluc-
tuate on this spectrum depending on circumstances such as
how much the patient is suffering physically and mentally,
the nature of their prognosis, their individual personalities
and life circumstances, and whether they are nearing the end
of life.

Clinical implications

Our study has important clinical implications for oncolo-
gy personnel and for the field of oncology on the whole.
First, when reviewing the international data on suicidal
cancer patients [3, 4, 10, 11, 13, 15, 25–32], it is not
possible to infer whether these statistics include all pa-
tients along the spectrum we identified or if they refer
only to those patients in phase D who actively take their
own life. Moreover, in our reviews of the literature, we
were not able to find data on whether countries that allow
euthanasia report fewer suicides of cancer patients than in

Table 5 (continued)

Category Theme Sub-theme Supporting quotations

being the one who determines when this is going to happen. That I’m putting an end to this.
Not a higher power. Not the disease. (SW1)

I think what bothers [patients] the most is uncertainty and loss of control. When a person loses
control over their own life, this adds up to the mental and physical suffering. Then the
thought that “if I’ll decide that it’s enough, I can do it” gives a sense of some control. (N18)

To avoid suffering The patient says, “It’s better to commit suicide then to go on, I can’t suffer anymore.” (O11)
Those who are in a terminal condition, their distress is so great probably, that they’re so afraid

of the difficult end, from the suffering, that they just think [suicide] would be the best end.
(N9)

Usually on the ward you hear implicit expressions of suicidality [because people are suffering].
Because the issue of death is in the air, there’s no point in overlooking it. They say
straightforwardly: “I want to die now.” There’s some thinking of a plan. They really describe
what they’ll do, or what they would like to do. Usually at the ward there’s one patient who is
talking about how they want to die, and when they would like for it to happen. (SW7)

No warnings At the ward we had this patient who requested [to be discharged for the weekend]. He smiled,
he was nice, and he seemed calm. He didn’t come back. The next day they found him shot at
his house. He came back home to shoot himself. There were no in advance warning signs.
(O1)

I had a patient who didn’t express any distress. He just decided one day that he’s jumping off
his building. In our conversations with him we, the staff, didn’t identify that he’s going to
commit suicide. [There were] no warning signs! [He was talking about] his brother, how he
recovered from cancer, and he was going to recover too, he was talking about getting
healthy. [Suicide] wasn’t an option. (N10)

I had one patient who committed suicide. I saw [that she had] a low mood, she was surprised
the disease came back after somany years. She was a very restrained woman. She didn’t talk
about any suicide. There weren’t any signs so that I can say that wow, that woman is going to
do something. (SW16)
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those countries where euthanasia is illegal. More system-
atic data is needed to assess whether cancer patients are
indeed at increased risk for suicide as is currently indicat-
ed in the literature or if these studies included too broad a
scope in their definition of suicide and did not take the
nuanced details we describe in this spectrum into account.
In order to reduce suicidality in cancer patients, a context
specific dimensional approach is needed.

Second, our study findings point to clinicians’ broad
range of definitions around what constitutes suicide. For
example, some clinicians in our study perceived stop-
ping treatment to be a suicidal act, when this response
may be appropriate for some patients within their health
contexts. These views suggest a need for a greater focus
on these issues in medical school training and in ongo-
ing continuing education for clinicians who have fre-
quent contact with patients who may be at risk for
suicide.

Third, our findings point to the need for psychosocial
intervention and palliative care during the entire cancer
treatment trajectory and not only at end of life or where
patients are diagnosed with mental health distress. At
every point of the spectrum, our findings point to tight
relationship between physical and mental health distress
and the desire to die on the part of patients. Regardless
of prognosis, terminal status, and/or disease outcomes,
oncologists, nurses, and social workers consistently
pointed to the relationship between psychological and
physical pain and their patients’ desires to end their
lives, whether that be passively withdrawing from life,
actively stopping treatments, and/or in seeking sedation,
euthanasia, or in the extreme cases, killing themselves.
There exists substantial evidence that the early integra-
tion of psychosocial care [33–40] and palliative care
[41–45] can substantially reduce cancer patients’ suffer-
ing, and yet it still unavailable for many patients. In
2012, Jacobsen and Wagner noted “Psychosocial care,
with its goals of relieving emotional distress and pro-
moting well-being, is central to the efforts to improve
quality of patient’s lives. Unfortunately, many patients
with cancer who could benefit from psychosocial care
do not receive it” [33, p. 1154]. Our findings take this
research a step further and indicate that in addition to
promoting well-being and quality of life, these types of
interventions can potentially prevent suicidality in pa-
tients including suicidal ideation, suicidal intentions,
and suicidal behavior.
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