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Abstract
Purpose  Suicidality and suicidal ideation (SI) in oncology has long been an underestimated danger. Although there are 
cancer-specific distress screening tools available, none of these specifically incorporates items for SI. We examined the 
prevalence of SI in cancer patients, investigated the relation between SI and distress, and tried to identify additional associ-
ated factors.
Methods  A cross-sectional study with patients treated for cancer in a primary care hospital was conducted. Psychosocial dis-
tress and SI in 226 patients was assessed. An expert rating scale (PO-Bado-SF) and a self-assessment instrument (QSC-R23) 
were used to measure distress. SI was assessed with item 9 of the PHQ-9. Data was descriptively analyzed, and correlations 
and group comparisons between clinically distressed and non-distressed patients were calculated.
Results  SI was reported by 15% of patients. Classified as clinically distressed were 24.8% (QSC-R23) to 36.7% (PO-Bado-
SF). SI was correlated with externally (rτ = 0.19, p < 0.001) and self-rated distress (rτ = 0.31, p < 0.001). Symptoms sufficiently 
severe for at least a medium major depressive episode were recorded in 23.5% of patients (PHQ-9). Factors associated with 
SI were feeling bad about oneself, feeling down, depressed, and hopeless, deficits in activities of daily life, psycho-somatic 
afflictions, social restrictions, and restrictions in daily life. Being in a steady relationship seemed to have a protective effect.
Conclusions  SI is common in cancer patients. Distress and associated factors are increased in patients with SI. A distress 
screening with the ability to assess SI could be an important step in prevention, but more research is necessary.
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Introduction

Numerous studies show a higher prevalence of suicides in 
cancer patients compared to the general population [1, 2]. 
Suicidal ideation (SI) is also elevated in cancer patients. 
Although suicidal thoughts in cancer patients can have dif-
ferent functions throughout the disease trajectory [3, 4], they 
are still an important predictor of suicidality [5]. A study by 
Brown et al. [6] showed that even passive suicidal thoughts, 
like a wish to die, can result in a six times elevated risk 
of suicide. Therefore, identifying patients having suicidal 
thoughts with the help of a screening procedure can be a 
starting point for prevention [7, 8]. Studies looking at SI in 

cancer patients found that factors like poor physical health, 
chronic medical conditions [9], and especially symptoms 
of demoralization [10] were associated with SI. Demorali-
zation is a construct that combines symptoms of distress, 
as described by the NCCN clinical practice guidelines in 
oncology [11], and the feeling of subjective incompetence 
which results in the inability to cope with external stressors, 
for example a cancer diagnosis [12]. Studies have shown its 
usefulness in populations with somatic illnesses, especially 
cancer, where it showed superior predictive power compared 
to descriptions of distress in terms of psychiatric disorders 
[13]. Therefore, demoralization is an important construct in 
better understanding the link between distress and SI and 
may enhance distress screening from a suicide prevention 
perspective. In oncology, there is no cancer-specific distress 
screening tool that incorporates suicidality, but a number of 
studies have shown the usefulness of the PHQ-9 and its item 
9 in screening for suicidality in different populations [14, 
15]. For example, Walker et al. [7] found that a higher score 
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on the PHQ-9 item 9 is associated with a higher likelihood 
of being suicidal in a subsequent clinical interview. Twenty-
three percent of patients who answered that they had SI only 
half of the days were found to be suicidal in the clinical 
interview. Similarly, Louzon et al. [15] not only showed that 
PHQ-9 item 9 was able to assess SI, but also that the risk 
of suicide increased with the frequency of suicidal thoughts 
(75% increased risk when answering half of the days and up 
to 185% when answering nearly every day). Furthermore, 
there is also evidence for the relation between psychic distress 
and SI [10] and the endorsement of PHQ-9 item 9 in particular 
[16], which additionally hints at the importance of screening 
for distress in the context of suicide prevention. On the other 
hand, there are also several studies that shed doubt on the util-
ity of PHQ-9 item 9 for identifying patients at risk for suicide 
[17, 18]. These studies also suggest that supplementing item 9 
with other screening measures may improve its usefulness in 
screening for suicide. Using screening instruments that assess 
population-specific risk factors rather than general ones might 
help increasing their sensitivity and specificity and simultane-
ously make them more parsimonious, as a study by Senf et al. 
[19] suggests. This is a factor to be considered when deciding 
on the optimal screening tool in a certain health care context or 
for a certain population.

The aim of this study was therefore: First, to assess the 
prevalence of SI in a population of patients treated for cancer 
in a primary care hospital. Second, to investigate the associa-
tions between distress, assessed by two different screening 
tools (self and external assessment), and SI. Third, to iden-
tify additional factors associated with SI (distress-related 
and non-distress-related).

Material and methods

Participants

Participants were patients treated for cancer in a general 
acute hospital in Frankfurt, Germany (Markus-Kranken-
haus) during a 6-month period in 2007 [20]. Included were 
all patients fulfilling the following criteria: minimum age 
of 18, sufficient command of German, no cognitive impair-
ments, no pain or nausea, no medication influencing men-
tal or cognitive abilities at the time of the interview, writ-
ten agreement to participate in the study after obtaining 
informed consent. All patients had been informed by their 
physicians about their cancer diagnosis prior to obtaining 
informed consent.

Procedures

All eligible cancer patients were approached by members of 
the department of psycho-oncology within the first 3 days of 

their stay and received extensive information about the aims, 
procedure, data collection, and possible risks and side effects 
of the study. Written informed consent was only obtained 
after sufficient time for deliberation (minimum 24 h) and 
answering possible questions to the patient’s satisfaction. 
Trained interviewers administered the psycho-oncological 
basic documentation short form (PO-Bado-SF) semi-struc-
tured interview and collected demographic data. Finally, 
participants were provided with the self-assessment instru-
ments and an anonymous envelope in which they could be 
returned.

Study measures

PO‑Bado‑SF

The PO-Bado-SF is a distress screening instrument, devel-
oped specifically for the use with cancer patients. It is 
administered in form of a semi-structured interview, which 
takes about 5–10 min and assesses psychosocial distress 
with six items on two dimensions: physical and mental. 
Each item is rated on a 5-stage Likert scale ranging from 
0 = not stressful to 4 = very stressful [21]. A sum score > 9 
has been recommended as cutoff indicating further psycho-
oncological treatment [22].

QSC‑R23

The revised version of the questionnaire on distress in 
cancer patients is a cancer-specific self-assessment tool. 
Patients rate the presence and severity of distress assessed 
with 23 items on a 6-step Likert scale from 0 = not applica-
ble, 1 = applies and hardly distresses me, to 5 = applies and 
distresses me severely. Self-assessment with the QSC-R23 
takes approximately 10 min. The 23 items can be grouped 
in 5 scales: psycho-somatic afflictions, anxiety, information 
deficits, restrictions in daily life, and social restrictions. The 
authors suggest a sum score of > 34 as cut-off value for an 
indication for further psycho-oncological treatment [23].

PHQ‑9

The depression module of the patient health questionnaire 
(PHQ) is a non-cancer-specific self-rating-tool for the 
assessment of the nine DSM-IV criteria for major depressive 
disorder. A sum score of ≥ 10 was considered indicative of 
fulfilling the criteria of at least a moderate major depressive 
episode [24]. Item 9 aims at measuring SI with the question: 
“Over the last 2 weeks, how often have you been bothered 
by the following problem: thoughts that you would be bet-
ter off dead, or of hurting yourself in some way?” Answers 
can be given on a 4-stage Likert scale ranging from 0 = not 

488 Supportive Care in Cancer (2022) 30:487–496



1 3

at all, 1 = several days, 2 = half the days, to 3 = nearly every 
day [25].

Statistical analyses

Statistical analyses were conducted using IBM SPSS 24 
software package (IBM SPSS Inc., Chicago, Illinois, USA). 
All statistical tests were 2-sided and p-values < 0.05 were 
considered statistically significant. Data were descriptively 
analyzed calculating means, standard deviations, and abso-
lute and relative frequencies. Bivariate associations were 
explored by either using cross tables or calculating Chi2 
tests as well as Phi- and Cramér’s V-coefficients, point-
biserial-correlation-coefficients, or Kendall-Tau-b correla-
tions. Effect sizes for the Cramér’s V-coefficient follow the 
convention by Cohen [26, 27] small effect: V = 0.1, medium 
effect: V = 0.3, strong effect: V = 0.5. Kendall-Tau-b (rτ) 
effect sizes follow the convention of Kühnel and Krebs 
[28] with no association: 0.00 < rτ < 0.05, small associa-
tion: 0.05 < rτ < 0.20, medium association: 0.20 < rτ < 0.50, 
strong association: 0.50 < rτ < 0.70, very strong association: 
rτ > 0.70. Differences between groups were investigated with 
the t-test for metric and the Mann–Whitney-U-test categori-
cal variables.

Results

Sample

Overall, N = 478 patients were recruited, of those n = 226 
(47%) had complete information in the instruments con-
sidered in this study. The average age was 59.8  years 
(SD = 12.4) and n = 142 (63%) were female. Nearly half 
(44.7%) of patients suffered from breast cancer, 15.5% had 
prostate or testicular cancer, 11.9% colon or rectum cancer, 
8.8% stomach, esophageal or pancreatic cancer, other uro-
logical cancers had 6.2%, 5.8% had lung cancer, 4.0% other 
gynecological tumors, 0.4% hematological malignancies, 
and 2.7% other forms of cancer. For more information, see 
Table 1. The n = 266 patients who were included in the study 
were on average younger (t(476) = 4.49, p < 0.001).

Prevalence of SI

The overall prevalence of SI was 15.0%. 11.9% of patients 
reported SI on several days over the last 2 weeks, 1.3% on 
more than half of the days, and 1.8% on almost every day.

SI and distress

Descriptive statistics for the PO-Bado-SF, QSC-R23, and 
PHQ-9 are shown in Table 2. Descriptive statistics for single 

items of all instruments can be found in table S1. Corre-
lations between PHQ-9 item 9 and distress measures are 
shown in Table 3.

We found a medium to large correlation between the 
PO-Bado-SF and the QSC-R23 sum scores (rτ = 0.46, 
p < 0.001).

When externally assessed with the PO-Bado-SF, the mean 
distress score was 7.9 (SD = 4.3). SI correlated weakly with 
externally assessed distress (rτ = 0.19, p < 0.001). An indi-
cation for further psycho-oncological treatment (cutoff > 9) 
had 36.7% of patients. Subjectively, i.e., independently of 
the cut-off-value, the raters saw indications for further psy-
cho-oncological treatment in 55.0% of patients. We found 
weak associations of SI with subjectively assessed indica-
tion for further psycho-oncological treatment (χ2 = 15.33, 
V = 0.26, p = 0.002) as well as with having an indication by 
reaching the cutoff (χ2 = 11.97, V = 0.23, p = 0.007). Further-
more, patients scoring above the PO-Bado-SF cutoff scored 
significantly higher in SI than patients below the cutoff 
(U = 6568.5, p = 0.031). See also tables S2 and S3 in the 
supplement.

The mean value of self-assessed distress with the QSC-
R23 was 22.6 (SD = 18.6). There was a correlation of 
medium size between SI and self-assessed distress (rτ = 0.31, 
p < 0.001). The cut-off value (> 34) was exceeded by 24.8% 
of patients. Thereby, those patients had an indication for 
further psycho-oncological treatment. An association of 
medium strength was found between SI and having an indi-
cation for further psycho-oncological treatment (χ2 = 25.70, 
V = 0.337, p < 0.001). Here, also patients scoring above the 
cutoff differed significantly in SI from those scoring below 
the cutoff (U = 6083.5, p < 0.001).

The mean value of the PHQ-9 was 6.1 (SD = 5.1). We 
also found a correlation of SI with the remaining symptoms 
of a major depressive episode (MDE; PHQ-9 without item 
9: rτ = 0.32, p < 0.001). About a quarter (23.5%) of patients 
scored ten or more points in the PHQ-9 and thereby had 
symptoms sufficiently severe for at least a medium major 
depressive episode. Between SI and having symptoms 
indicative of an MDE, we found an association of medium 
strength (χ2 = 42.26, V = 0.31, p < 0.001). Feeling bad about 
oneself was the item correlating most strongly with SI 
(rτ = 0.35, p < 0.001), followed by feeling down, depressed, 
and hopeless (rτ = 0.31, p < 0.001). Additionally, we found 
medium to strong correlations between feeling down, 
depressed, and hopeless and measures of distress (PO-Bado-
SF: rτ = 0.44, p < 0.001; QSC-R23: rτ = 0.50, p < 0.001).

SI and other related factors

There were also associations between the individual dis-
tress factors and SI. The item of the PO-Bado-SF most 
strongly associated with SI was sadness (rτ = 0.23, p < 0.001) 
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followed by deficits in activities of daily life (rτ = 0.18, 
p = 0.002). The QSC-R23 scale psycho-somatic afflictions 
correlated most strongly with SI (rτ = 0.30, p < 0.001), 
followed by social restrictions (rτ = 0.28, p < 0.001), and 
restrictions in daily life (rτ = 0.26, p < 0.001).

Finally, we found associations between SI and demo-
graphic variables (table S3). Being in a steady relation-
ship (χ2 = 8.12, V = 0.190, p = 0.044), having children 
(χ2 = 10.10, V = 0.211, p = 0.018), and the current functional 

status (χ2 = 19.05, V = 0.230, p = 0.025) had medium effect 
strengths.

Discussion

In this study we investigated the prevalence of suicidal 
thoughts as measured by item 9 of the PHQ-9 in cancer 
patients who were hospitalized in a primary care hospital. 

Table 1   Sociodemographic data of the participants

a Children: % and N refer to whether participants have children.
M, SD, min, and max refer to the number of children.

% N M SD Min Max

Age 59.8 12.4 18 87
Sex

  Female 62.8 142
  Male 37.2 84

Relationship
  Steady relationship 75.7 171
  No relationship 24.3 55

Childrena 67.3 152 1.9 1.3 1 12
Job situation

  Employed 21.4 48
  Household chores 2.7 6
  On sick leave 19.6 44
  Unemployed 1.8 4
  Pension 49.1 110
  Other 5.4 12

Tumor diagnosis/localization
  Mamma 44.7 101
  Gynecological tumors 4.0 9
  Lung/bronchia 5.8 13
  Prostate/testicle 15.5 35
  Colon/rectum 11.9 27
  Hematological disease 0.4 1
  Urological tumors 6.2 14
  Stomach, esophagus, pancreas 8.8 20
  Other 2.7 6

Metastases
  Yes 17.3 38
  No 42.7 94
  Not known 40.0 88

Current disease status
  First disease 86.0 191
  Recurrence 6.3 14
  Secondary tumor 7.7 17

Psychopharmaceuticals/opiates
  Yes 38.5 87
  No 61.1 138
  Not known 0.4 1
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Additionally, we looked at the relation between SI and dis-
tress assessed by self-assessment as well as external assess-
ment instruments and tried to identify factors associated 
with SI in cancer patients.

Clinical implications

Prevalence of suicidal ideation

Our findings show that a sizable portion of cancer patients 
(15%) has had suicidal thoughts at least on several days over 
the last 2 weeks. This is comparable to the results of other 
studies that employed similar assessment methods in com-
parable populations. For example, Zhong et al. [29] who 
also looked at hospitalized patients and used a single-item 
assessment tool found that 15.3% of patients had suicidal 
thoughts in the past month. Likewise, Moreno-Montoya 
et al. [30] reported a prevalence of SI of 13.6% in hospital-
ized cancer patients. Similar percentages among different 
populations of cancer patients are reported in various stud-
ies [31, 32]. In comparison to the general population, not 
only are suicide rates higher in cancer patients, but also the 
prevalence of SI is elevated. For example, in Germany, the 
prevalence of SI in the general population is 8.0% [33] and 
2.0% worldwide [34]. This underscores the fact that a cancer 
diagnosis constitutes a major risk factor for suicidality. Yet, 
a recent meta-analysis shows that the prevalence of SI in 
cancer patients is subject to wide variation [35]. The authors 
report prevalence rates ranging from 0.7to 46.7%. An older 
review reports an even bigger variety of SI ranging from 0.8 

to 71.4% [36]. This wide span is likely due to population 
characteristics and variation in assessment methods [35, 36]. 
Another factor might be the transient nature of suicidality 
and SI making it more comparable to a state rather than a 
trait [5]. This is also exemplified by the fact that suicidal 
thoughts and behaviors can be observed during all stages of 
the disease trajectory in different populations [3, 4, 9, 37]. In 
our opinion, this highlights two crucial points. First, a better 
understanding of the interactions between SI and completed 
suicides in cancer patients is necessary. Up to now, there 
is little understanding of the timing of suicide risk and its 
associated factors and it remains unclear whether findings 
are consistent across different populations. A meta-analysis 
planned by Calati et al. [38] will address these issues. This 
also suggests that more research especially focusing on lon-
gitudinal designs is needed. Second, it highlights the need 
for health professionals to be aware of the fact that cancer 
patients are a risk population and that therefore the neces-
sary precautions should be taken. A screening for suicidality 
would be one such measure. Yet, especially in acute settings, 
resources are scarce and the implementation of screening 
procedures is often met with resistance. For example, in Ger-
many, certification as an oncological center or organ center 
by the German Cancer Society requires the establishment 
of a distress screening, which is often met with numerous 
barriers [39]. This makes the implementation of an addi-
tional screening seem unfeasible. Therefore, it should be 
further investigated whether established distress screenings 
are able to also identify patients at risk for suicidality. Lastly, 
education of health care workers concerning suicidality and 
associated risk factors in cancer patients is the essential basis 

Table 2   Descriptive statistics of psychosocial distress (PO-Bado-SF, PHQ-9, QSC-R23)

a The PO-Bado-SF sum score and mean index are calculated on the one hand from the patients’ external assessments of all 6 items (n = 95) and 
on the other hand from the patients’ assessments of 5 (n = 226) of the 6 items.

N M SD Cut-off value n (%) 
above 
cutoff

PO-Bado-SF sum score 226 7.9 4.3  > 9 36.7
PO-Bado-SF mean index 226 1.5 0.8
QSC-R23 sum score 226 22.6 18.6  > 34 24.8
QSC-R23 mean index 226 1.0 0.8
QSC-R23 psycho-somatic afflictions mean index 226 1.2 1.1
QSC-R23 anxiety mean index 226 1.6 1.3
QSC-R23 information deficits mean index 226 0.7 1.0
QSC-R23 restrictions in daily life mean index 226 1.1 1.1
QSC-R23 social restrictions mean index 226 0.4 0.6
PHQ-9 sum scorea 226 6.1 5.1  < 5

5–9
 > 10

47.8
28.8
23.5

PHQ-9 mean indexa 226 0.7 0.6
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for any prevention strategies [40] and is a desire expressed 
by health care workers themselves [41].

Suicidal ideation and psychosocial distress

In our study, depending on the instrument, a quarter to a 
third of patients were clinically distressed (i.e., scoring 
above the respective cutoff). Clinically distressed patients 
agreed significantly more often with item 9 than non-dis-
tressed patients. This holds for all distress screening tools. 
Patients who scored above the cutoff (≥ 10) in the PHQ-9 
and thus can be classified as showing symptoms of at least 
moderate major depressive episode [16, 24] also differed 
significantly from patients below the cutoff regarding 
their endorsement of item 9. This demonstrates the close 

association of clinically relevant psychic distress and SI also 
reported in other studies [10, 17, 42]. The more distress a 
patient experiences, the more frequent are suicidal thoughts. 
For example, in our study, all patients that reported having 
suicidal thoughts almost every day were classified as being 
clinically distressed in all distress screening instruments, 
except for one case in the FBK-R23. Among the different 
factors constituting psychosocial distress, hopelessness and 
loss of meaning are recurrent themes in many studies that 
investigated the connection between psychosocial distress 
and SI [30, 31]. We found not only a correlation between SI 
and hopelessness but also associations between being clini-
cally relevant distressed and hopelessness, independently 
of the screening instrument. Interestingly, hopelessness as 
well as loss of meaning are also two constitutive factors of 

Table 3   Correlations (Kendall-Tau-b) between PHQ-9 item 9 (“Thoughts that you would be better off dead or of hurting yourself in some way”) 
and PO-Bado-SF (single items and sum score), QSC-R23 (sub scales and sum score), and PHQ (single items and sum score)

a Classification of correlation coefficients (based on Pearson’s r coefficient and adopted analogously for Kendall-Tau-b): No correlation: 
0.00 < rτ < 0.05, low correlation: 0.05 < rτ < 0.20, medium correlation: 0.20 < rτ < 0.50, high correlation: 0.50 < rτ < 0.70, very high correlation: 
rτ > 0.70 [28]
b Total score of PHQ-9 calculated without item 9 (“Thoughts that you would be better off dead or of hurting yourself in some way”).
*p < 0.05.
**p < 0.01.

PHQ-9 item 9

PO-Bado-SF
  Fatigue/tiredness 0.13*a

  Functional limitations in daily livings 0.18**
  Mood swings 0.09
  Anxiety 0.14*
  Sadness 0.23**
  Other problems 0.10
  Sum score 0.19**

QSC-R23
  Psycho-somatic afflictions 0.301** a

  Social restrictions 0.278**
  Anxiety 0.191**
  Restrictions in daily life 0.259**
  Information deficits 0.277**
  Sum score 0.302**

PHQ-9
  Little interest or pleasure in doing things 0.173** a

  Feeling down, depressed, or hopeless 0.311**
  Trouble falling or staying asleep, or sleeping too much 0.278**
  Feeling tired or having little energy 0.225**
  Poor appetite or overeating 0.286**
  Feeling bad about yourself—or that you are a failure or have let yourself or your family down 0.348**
  Trouble concentrating on things, such as reading the newspaper or watching television 0.213**
  Moving or speaking so slowly that other people could have noticed? Or the opposite—being so 

fidgety or restless that you have been that you have been moving around a lot more than usual
0.250**

  Total score b 0.318**
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the demoralization syndrome [12, 43, 44], which according 
to recent research seems better able to capture reasons for 
distress in cancer patients than psychiatric disorders [10, 30, 
45]. For example, mood and anxiety disorders seem to show 
similar prevalence rates in cancer patients (2.6–12.5%) as in 
the general population [46], whereas about 20% of cancer 
patients show clinically relevant symptoms of demoraliza-
tion [13]. Demoralization is associated not only with psy-
chosocial distress but also with SI and seems better able to 
explain distress in cancer patients than psychiatric disor-
ders [10, 31, 45]. Furthermore, as Robinson et al. [44] have 
shown demoralization is negatively associated with patients 
will to live, making the demoralization construct uniquely 
suited to identify cancer patients at risk for suicide. This is 
corroborated by the fact that concerning SI, demoralization 
has explanatory power beyond that of mental disorders [45]. 
Fang et al. [10] investigated the role of demoralization in the 
interplay of distress and SI. They tested mediation models 
with either demoralization or depression as mediators and 
found a stronger effect size for demoralization as mediator. 
In clinical practice, it is often recognized that the description 
of distress in cancer patients in terms of mental disorders is 
highly problematic. Cancer patients often do not fulfill the 
required criteria for a diagnosis, because the diagnostic cri-
teria were not developed to accommodate the specific situa-
tions of somatically ill patients. For example, in the case of 
anxiety disorders, many cancer patients report severe anxi-
ety, and regarding the perceived existential danger in which 
patients are put by their diagnosis, these fears are of course 
not irrational. Therefore, a screening tool that is not only 
able to capture distress on a general level but would also be 
able to identify patients at risk for suicidality could be the 
first step in prevention. This is especially pertinent because 
demoralization predicts a breakdown of coping and thereby 
a loss of perceived self-efficacy, which, for example, is also 
an important assumption in the cry-of-pain-model [47].

Additional factors associated with suicidal ideation

Overall, in our study, different dimensions of distress either 
self- or externally assessed were associated with SI in can-
cer patients. Externally rated sadness and deficits in activities 
of daily life were most strongly associated with self-rated SI. 
This would suggest that those factors were most obvious to the 
raters and therefore warrant further investigation. Similarly, 
self-assessed psycho-somatic afflictions, social restrictions, 
and restrictions in daily life were most strongly associated with 
SI. This suggest that similar dimensions of distress, regardless 
which method of assessment was used, are indicative of SI. In 
order to educate health care workers to be more attentive not 
only to verbal but also non-verbal cues of distress, it seems 
important to identify especially pertinent cues and elabo-
rate reliably methods of detection [1]. Finally, we also found 

associations between SI and being in a relationship, having 
children, and current functional status. It can be assumed that 
those indicate a protective factor, which is in line with what 
other studies have found [10, 48]. Being in a stable relationship 
is a source of social support and affords cancer patients with 
additional resources on which to rely in times of crisis. It is 
also possible that it helps in strengthening a sense of belong-
ing and purpose, factors negatively affected by demoralization 
[43], and thereby has a preventative effect. Overall, research 
on preventative factors is still in its infancy and it would be 
recommendable to expand it.

Limitations

There are some factors that are limiting to this study. First, 
there is the fact that the study sample is a non-representa-
tive, mono-centric convenience sample, which has a limiting 
influence on the overall generalizability of the results. A 
further problem with convenience samples is introducing 
bias by self-selection. This might be reflected in the fact 
that in comparison to the patients excluded, the study sam-
ple is younger on average. The reason for this is not clear, 
as this was the only systematic deviation between included 
and excluded patients. It could be hypothesized that younger 
patients are more willing to participate in psycho-oncolog-
ical studies, because they feel less stigmatized by utilizing 
psycho-oncological help. Concerning the assessment SI 
with item 9 of the PHQ-9, it has to be remarked that item 
9 confounds self-harm and suicidal thoughts. It is also not 
possible to differentiate between active and passive suicidal 
thoughts or thoughts with the implicit intention of regaining 
a measure of control. Therefore, it seems likely that with this 
method of assessment a higher rate of false positives will be 
acquired than with more precise assessment methods. The 
exploratory nature of the study required a large number of 
statistical tests which is associated with an increased prob-
ability of alpha error accumulation. Concerning the self-
report measures, it must be kept in mind that social desir-
ability, as well as exaggeration and attenuation effects, might 
be a relevant source of bias. Nevertheless, all instruments are 
widely used in clinical context and have proved validity and 
reliability. Reliability and validity of the external assessment 
instrument (PO-Bado-SF) relies on trained raters. Therefore, 
all interviewers underwent extensive training, including trial 
interviews and consistency exercises.

Conclusion

Suicidal ideation is common in cancer patients. There exists 
a direct relation between factors of psychosocial distress, 
the demoralization syndrome, and SI. Suicidal thoughts 
and behaviors are among the most important indicators for 
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suicidality and completed suicides. It is therefore important 
to be able to identify at risk patients and provide them with 
adequate care. Screening for suicidality is the first step of 
prevention. It is therefore necessary to critically examine the 
currently used screening methods regarding their ability to 
also identify suicidal patients. Further research in this direc-
tion is required to better understand the complex interplay of 
distress and suicidality. The demoralization construct [43] 
as well as theory-based research in suicidology, for exam-
ple the cry-of-pain-model [47], seems to lay a promising 
groundwork onto which further investigations can be based.
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