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Abstract

Suicide rates have taken on alarming dimensions with catastrophic consequences. This study aims to understand
the perceptions of occupational medicine specialists about suicide prevention and describe what actions work
organizations are taking to prevent suicide among their workers. This is an exploratory, cross-sectional, descriptive,
quantitative study, carried out with 24 occupational medicine specialists with experience in workers’ mental health,
using online forms. The analyses were performed using Excel and SPSS software. In the results, the indicators that
most appeared among specialists as prevalent in the development of controls for suicide risk were: (1) to control
the reasons for social security leaves (n =23, 95.8%); (2) to train leaders for people management (n =23, 95.8%);
and (3) to have an official means of communication within the company to report violence at work (n =20, 83.3%).
There were 42 recommendations described by the specialists. They were grouped into 8 categories and are part of
4 different dimensions of suicide prevention. Suicide is a complex phenomenon of multifactorial nature, which
involves all the dimensions of life and influences the people close to it directly and indirectly. Therefore, there is no
single way to approach this issue in work organizations, nor a single way to promote prevention, given the fact that
the practical experiences of the physicians expand the approach of health services.
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1. Introduction

According to the World Health Organization [WHO] (2014), there were more than 800,000 cases of suicide on the
planet in 2012. However, the WHO believes that this figure is underestimated about 20 times due to the lack of
notifications and data from countries in the Middle East and Africa. Thus, it is estimated that there is one death by
suicide every 40 seconds and one attempted self-harm every two seconds in the world, with consequences that are
not restricted only to the victim, but that cause severe emotional, social and economic repercussions in at least six
people close to the deceased (WHO, 2014; Junior, 2015).

With the increase of 60% in suicide cases in the last 50 years, the average number of suicides was 10.5 deaths per
100,000 inhabitants worldwide in 2016 (WHO, 2020). In Brazil, the average suicide rate was 5.2 per 100 thousand
inhabitants every year between 2010 and 2014 (Dantas et al., 2018).

The French sociologist, philosopher, psychologist Emile Durkheim, in the 19" century, has conceptualized suicide
as “all cases of death resulting directly or indirectly from a positive or negative act of the victim himself, which he
knows will produce this result”, bringing this concept as a social phenomenon provided by a modern pathological
society (Durkheim, 1982/2014).

The American psychologist Edwin Shneidman, in the 21* century, brought the conception that suicide was a
product of the confluence of the limits of: psychological pain, cognitive perturbation and the pressure from life
events, which can be strong indications in the search for suicidal behavior at the collective workplace (Shneidman,
1969).
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Christophe Dejours, who is another scholar on this subject, mentions that the transformation of management
processes, with the individual assessment of worker productivity, the requirement for total quality and the
outsorcing of labor has generated drastic consequences for mental health’s workers, opening a field to moral
harassment, lack of solidarity and worker despair, which may lead to suicide (Dejours & Begue, 2010).

WHO studies show a deficiency in case-control, care, and prevention actions by mental health policies. Moreover,
there is no adequate relationship between supply and demand for mental disorders treatment (WHO, 2012). In
2018, only 28 of the 194 WHO member states reported maintaining any measure of suicide prevention at a national
level (WHO, 2018).

Suicide in the workplace is a complex and multifactorial theme, however it is a predictable cause of death, liable to
intervention. The indicators of suicidal behavior are always present and must be identified early. The actions in
suicide prevention must be linked to combating the vulnerability of the work organization, and adapted to the place
where these actions will be carried out (Benatov et al., 2020; Platt & Niederkrotenthaler, 2020; Yip et al., 2010).

This study aims to understand the perceptions and experiences of occupational medicine specialists about suicide
prevention in the workplace and describe what work organizations are doing to prevent suicide.

2. Method

This is an exploratory, cross-sectional, descriptive, quantitative study and is part of a wider research on suicide
prevention at work.

An online survey was conducted using the SurveyMonkey® platform, consisting of both objective and open-ended
questions. Thirty-two specialists, who were selected considering their fields of work and experiences with the
topic, were sent a link to the survey. The sample was composed of working physicians who are from various
regions of Brazil and have expertise in mental health and suicide prevention.

The questionnaire was designed to be an objective instrument, composed by similar items that can be related to
each other. Therefore, it contributes to the formation of a reliable result, bringing internal consistency to the
specialists’ answers.

The sample was composed of non-probability technique, snowball sampling. The initial respondents were the
manager doctors who are part of the author’s contacts. They were selected due to the degree of the specialization
required from the respondents. It has known that a saturation of information from a certain number of respondents
is a possible outcome (Small, 2009). Ben Baumberg, from the University of Kent at Canterbury, describes that
after about 25 interviews, he found the same phenomena repeatedly (Baker & Edwards, 2012). Others authors refer
that, in these conditions, sometimes it is difficult to consider more than ten participants (Flick, 2008).

The answers provided by the specialists were transposed and descriptively analyzed using the Microsoft Office
Excel® software and Surveymonkey® tabulations. The random variables were analyzed using the SPSS software.
The Shapiro-Wilk test showed a non-parametric pattern with p<0.01. For the comparative variables, the Cochran Q
test and the Wilcoxon test were used.

The inclusion criteria were: (1) being an occupational physician, (2) having knowledge about mental health or
suicide prevention programs, and (3) being voluntary and agreeing to sign the free consent form.

The exclusion criteria were the occupational physicians who declared having no experience or contact with mental
health programs at work.

This study is part of a wider research on suicide prevention, which was planned and approved by the ethics
committee under the CAAE number: 13106719.2.0000.0102.

3. Results

Thirty-two physicians who complied with the inclusion criteria were asked to participate, of which 24 (75%)
answered the questionnaire.

Most doctors are internally hired (n = 15, 62.5%), from large (n = 17, 70.8%), multinational companies (n = 13,
54.2%), with a degree of risk three (n = 16, 66.7%) (Table 1).
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Table 1. Participants’ workplace characteristics

Work characteristics n %

Main activity of the Physician

Occupational physicians hired directly by the company 15 62.5
External occupational physicians, occupational medicine service provider 4 16.7
Public service occupational physicians 2 8.3
Physicians working in clinics hospitals 2 8.3
Professor 1 42
Company size
Microenterprise 0 0.0
Small 1 42
Medium 2 8.3
Big 17 70.8
Do not work in companies 4 16.7
Company nationality
Brazilian 8 333
Swedish 2 8.3
North American 4 16.7
Spanish 1 4.2
Australian 1 4.2
German 2 8.3
Japanese 1 4.2
English 1 4.2
European Union 1 4.2
Do not work in companies 3 12.5
Degree of risk of the company
Grade 1 1 4.2
Grade 2 2 8.3
Grade 3 16 66.7
Grade 4 1 4.2
Does not apply 4 16.7

Source: The author, 2021.

Of the physicians surveyed, twelve (50%) reported that there is currently a mental health or suicide prevention
program in the companies they work for or provide some type of occupational medicine service to. Thirteen
(54.2%) said that the work organizations they were part of took some specific suicide prevention actions in the past
three years. According to the Wilcoxon test (Z = -1.265; p = 0.206), there is no significant difference between the
two variables.

When asked about factors and actions that can help understand and control the risk of suicide among workers, the
following indicators were mentioned by the specialists: (a) absenteeism control by ICD (International
Classification of Diseases) (n =21, 87.5%); (b) to control the reasons for illness due to social security leaves (n =
23, 95.8%); (c) to have an official means of communication within the company that can be used by any employee
to report moral, sexual or any other type of harassment or violence at work (n =20, 83.3%); (d) to prepare and train
leaders for people management (n = 23, 95.8%); (e) training the medical outpatient clinic team to care for patients
at risk of suicide (n = 12, 50%); (f) to promote a pre-determined flow to assist chemical dependent workers (n = 16,
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66.7%); and some respondents also reported that they had in their ergonomic assessment of the workplace the
presence of cognitive and organizational analysis (in addition to physical ergonomics) (n = 8, 33.3%)).

The benefits companies offered to improve workers’ quality of life and promote the care for their mental health are
presented in Table 2. The chi-square test showed that the offer of the following benefits by companies is
statistically lower (p <0.001) in comparison with other benefits provided by the companies described in Table 2: (1)
presence of a social worker, (2) an internal psychologist, (3) offering voluntary services, and (4) having an
adequate method for “feedback”.

Table 2. Benefits of companies that influence workers’ quality of life

Benefits Yes %

Clinical Nutritionist for individual employee care 11 45.8
Agreements with gyms or other sports facilities, provided by the company 15 62.5
Incentive for employee instruction 14 58.3
Health insurance plan 21 87.5
Dental insurance plan 18 75

Collective transportation provided by the company 13 54.2
Restaurant in the company 16 66.7
Internal clinical psychologist in the company 8 333
The health insurance plan provides a psychologist 16 66.7
There is a social worker as support in the clinic 8 333
The worker has the freedom to take breaks when necessary 13 54.2
There is a “feedback” methodology for workers 9 37.5
There is a place for the workers to rest 11 45.8
Voluntary service offer 9 37.5

Source: The author, 2021.

According to the evaluation of specialist physicians, using a scale from 0 to 10, suicide prevention actions or
programs in work organizations are of great importance (median of 9 points). However, the doctors with a similar
grade evaluation, bordering a median of 6 points, declared difficulties in prioritizing these actions in their routines
inside their work organizations. This is probably due to the theme’s complexity and subjectivity, the time it takes,
and the work organizations’ concerns in addressing this issue.

Most physicians (n = 18, 81.8%) had the experience of assisting or having knowledge, in their respective
companies, of 30 cases of suicide or attempted suicide by direct employees (Table 3).

Table 3. Doctors’ knowledge reports about cases of suicide attempt (SA) or suicide

Assisted or knew of any case of suicide or SA in the company Yes %

The employee committed suicide and it occurred inside the company 2 8.3
The employee committed suicide, but it occurred outside the company 9 37.5
The employee attempted suicide and it occurred inside the company 4 16.7
The employee attempted suicide, but it occurred outside the company 15 62.5
A family member of an employee committed suicide 6 25.0
A family member of an employee attempted suicide 3 12.5
I do not know of a suicide case or suicide attempt 3 12.5

Source: The author, 2021
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Some companies have security measures that ultimately obstruct access to situations that may cause insult, injury,
or death in the work environment. These could become protective actions in the prevention of suicide (Table 4).

Table 4. Protective actions of companies restricting access to means of suicide or self-harm in their facilities

Protective actions of companies Yes %

Protection in the access to high open spaces 6 25.0
Prohibition of sharp knives in common areas 4 16.7
Application of window restrictors 0 0.0
Control of hazardous substances 10 41.7
Formal rules against carrying weapons inside the company 12 50.0
I do not know any action in this regard 9 37.5

Source: The author, 2021.

Finally, through an open-ended question, the specialists were asked what variables of influence can help to
understand, prevent or reduce the risk of suicide among workers. In addition, they were questioned about possible
suggestions for action. There were 42 recommendations. The answers were grouped into four main dimensions.

The first dimension brought 10 suggestions from specialists on ways to act in the prevention of suicide in their
respective companies (Chart 1).

Chart 1. Description of the training dimension, which includes training, guidance, clarification of workers

Dimensions Categorical subdivisions Quantity Specialists’ opinions
Training of health care staff to provide “to recognize some signs that
adequate shelter to workers at risk of suicide identify a potential suicide”

“leaders’ awareness”

“leaders closer to the people and
especially to the operational sector”

Training leaders on issues related to suicide 5 “management training”

Training (training,
guidance, clarifications)

“training  leaders to  perceive
behavior changes”

“training leaders about harassment”

“to talk about the topic”

“employee training”

Orientative communication actions for 4 “lectures with a mental health
employees on the theme professional”

“lectures and videos on suicide and
other mental disorders”

Source: The author, 2021.

The second dimension was the one that received the highest number of intervention recommendations: 21 (50%)
of the 42 suggested. This dimension refers to the “care and conduct of the medical team” and are composed of the
categories: identification and control of mental disorders, fighting substance dependence, and flow of
multidisciplinary care to support patients at risk of suicide (Chart 2).
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Chart 2. Description of the dimension of care and conduct of the medical team, which includes control of mental

illnesses, chemical dependency and workflow of care

Dimensions Categorical subdivisions

Quantity

Specialists’ opinions

Identification and control of

mental disorders 10

Care and
2  conduct of the

“knowledge and control of employees’ mental disorders”

“to take care of the mental health of all workers as a way to
prevent or diagnose diseases early”

“to apply questionnaires on behavior, lifestyle and specific
mental health”

“Occupational Medical Examination with questionnaires on
the subject”

“anxiety control program”

“early diagnosis of mental disorders”

“early diagnosis and follow-up on mental disorders”

“guidance and early identification of mental disorder”

“Mental Health program, with emphasis on suicide
prevention”

“General Program of Mental Health at Work, or a Suicide
Risk Program”

medical team

Fighting substance

dependence

“treatment of drug addicts”

“program to combat drugs”

“fighting alcohol and drug addictions”

Flow of multidisciplinary
care to support patients at 8
risk of suicide

“facilitating the access to the psychology professional”

“remote psychological support”

“offer of psychological and psychiatric services”

“designate the confirmed cases to professionals specialized
in each type of treatment (assertive treatment)”

“... create effective therapies with continuous and targeted
monitoring”

“screening and referral”

“systems of psychosocial and health support to workers”

“psychological support”

Source: The author, 2021.

The third and fourth dimensions were the ones that received the lowest number of recommendations from
specialists, with three and eight suggestions, respectively. The descriptions of these dimensions are represented in

Chart 3.
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Chart 3. Description of dimensions three and four, which include freedom of expression for the worker and the
promotion of coping mechanisms

Dimensions Categorical subdivisions = Quantity  Specialists’ opinions

“to offer channels of communication and support”

Confidential “... to expose your personal or professional problems in a
Freedom of L
3 sveech communication channel for 3 confidential and safe way...”
P workplace violence
“a safe space for the employees to express their anxieties”
“self-awareness and management of emotions”
“mapping of risk factors for the development of
psychosocial pathologies”
“Cingulo APP”
Promotion  of “to stimulate the development of employees’ coping
4  workers’ coping Personal development 8 mechanisms”
mechanisms “stimulus from the company to the workers’ coping
mechanisms”

“openness for constructive interpersonal contacts”

“HR programs for personal motivation and construction”

“work on prevention through self-care guidelines”

Source: The author, 2021.

The dimensions bring the frequency of the specialists’ recommendations of actions and reflect the importance of
these actions in their respective work organizations. It represents a direct intervention in the health area,
approaching the control, management and treatment of diseases.

4. Discussion

Many actions and perceptions brought by the specialists are part of the WHO recommendations (Botega, 2015).
This approximation validates and enriches the results presented in this study because they showed, in more detail,
the practical way of acting with these guidelines in the field of work.

The indicators most mentioned by specialists as prevalent in the development of actions to control the risk of
suicide were: (1) controlling the reasons for social security leaves; (2) training leaders on people management - 23
of the 24 surveyed, that is, 95.8% cited these items; (3) 20 (83.3%) reported the need to have an official means of
communication within the company to report workplace violence. According to the physicians, these were the
most important means of identifying suicide risk in the companies.

The control of social security leaves is important in Brazil. These are longer work leaves - when the disability lasts
longer than 15 days - that cause significant impacts on both the patient and the work organization. In this scenario,
by listing the number of absences due to the disease through the ICD (International Classification of Diseases),
especially concerning mental disorders and substance dependence (Group F), one can have the panorama of the
mental health of both the individual and the company as a whole. This measure enables the professionals to outline
control and follow-up strategies so that disastrous consequences - such as suicide - do not occur.

According to several studies, mental disorders, substance dependence, and history of attempts against one’s own
life in the past add up as the main risk factors for suicide (Bennett, Coggan, & Addams, 2003; Bertolote &
Fleischmann, 2004; Costa et al., 2014; Holmes & Holmes, 2014; Shah, Bhandarkar, & Bhatia, 2010; Silveira,
Fidalgo, Di Pietro, Santos, & Oliveira, 2014; Doupnik et al., 2020), making the early identification of this group
one of the main actions in the fight against suicide (WHO, 2014).

Tied to the previous point in the perceptions of the specialists, the training of leadership for people management,
especially with regard to instruction in the identification of colleagues suffering and in combating bullying,
provides the reception and early referral to professionals of competence, reducing the risk of mental disorder and
suicide (Suicide Prevention Resource Center, 2013).
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The internal communication channel for denouncing violence at work has its strong point in that it allows us to
understand the phenomena both quantitatively (by the number of reports per department or locality) and
qualitatively (investigating the content of the reports of possible cases of harassment that workers may be
suffering). According to Christophe Dejours (2009), harassment at work is an old theme that sometimes results
from increased work demands. However, today it occurs because of the lack of solidarity in the work environment
(Dejours, 2009; Freitas, 2011; Terpstra et al., 2018; Milner, Page, Witt, & Lamontagne, 2016; Knox et al., 2010;
Goldman & Schmalz, 2003; Carreiro, 2007; Soboll & Glima, 2012).

Although the notes of indicators and variables of influence in relation to the mental health and risk of suicide of the
workers mentioned by the specialists are not forms of prevention per se, they represent the visible part of a larger
problem. In turn, this problem needs to be understood and treated strategically within work organizations so they
do not perpetuate ethical deviations or neglect diseases and their consequences (Dejours, 2018).

As previously described, the 42 suggestions of the specialists raised through the survey with a descriptive
questioning about the influencing variables that can help to understand, reduce or prevent suicides among workers
were grouped into 8 categories that belong to 4 major dimensions of performance. The prevailing ones were: (1)
control of mental disorders, with 10 citations (23.8%) and 8 (19%) recommendations each: (2) pre-established
flow of multidisciplinary care to support patients in need (3) promotion of workers’ coping mechanisms, among
others that can be seen in Chart 1.

The control of mental disorders appeared again in the specialists’ descriptive responses. This result aligns with the
literature since psychiatric disorders increase suicide and suicide attempt cases more than 10 times compared to the
general population. According to statistics, between 60% and 98% of suicides are committed by psychiatric
patients (Bertolote & Fleischmann, 2002; Bertolote, Fleischmann, De Leo, & Wasserman, 2004; Chang, Gitlin, &
Patel, 2011; Ferrari et al., 2014; Rocker & Bachmann, 2015). This data portrays the relevance of addressing this
dimension in mental health and suicide prevention programs.

The benefits provided by the work organizations most cited by the interviewed physicians were the presence of a
health insurance plan (n = 21, 87.5%), a dental insurance plan (n = 18, 75%), internal restaurant (n = 16, 66.7%),
and the possibility of consulting with an external psychologist, among others cited in table 2.

These corporate benefits ultimately improve the worker’s quality of life and strengthen their means of coping with
adversity, mitigating the psychosocial risk factors of the workers and their families (Wang, Chou, Yeh, Chen, &
Tzeng, 2013).

On the other hand, nine (37.5%) physicians were unaware of structural safety actions or rules of conduct adopted
by companies. The application of window restrictors, restriction of access to elevated spaces and dangerous
chemicals, or prohibition of weapons inside companies may hinder actions of violence or self-aggression within
work organizations, also becoming protective actions in the prevention of suicide cited in other studies (houtsma,
Butterworth, & Anestis, 2013; Martelli, Awad, & Hardy, 2010).

The WHO (2014) states that suicide is preventable and advises that institutions limit access to firearms and
dangerous chemicals - which are the most used methods to execute suicide - as one of the prevention strategies
(Platt & Niederkrotenthaler, 2020; WHO, 2014).

According to Botega (2015), one can only evaluate the risk of suicide if this possibility is considered, i.e., when
one notices that people close to them may be going through chronic suffering for various reasons, hiding their
feelings due to shame or fear of losing their job, and be at risk of suicide (Botega, 2015). The WHO recommends
that the prevention of suicide, through known dimensions, be one of the central axes of health care services (WHO,
2014).

5. Conclusion

Suicide is a serious global public health problem, with social, economic, and political consequences.
Individualized preventive approaches, such as undergoing psychotherapy, taking medications, and referring
workers to specific treatments, are not enough. According to the specialists interviewed, multidisciplinary actions
involving the vulnerable people, the risk situations, and the patient’s social network are important starting points to
encourage managers to intervene and combat self-harm in work organizations.

Finally, as previously described, suicide is a complex multifactorial phenomenon, which involves all dimensions
of life and influences people close to it directly and indirectly. Therefore, there is no single way to approach this
issue in work organizations, nor a single way to promote prevention. Because it can be preventable, suicide at work
is a brutal message to the work community, leaders, colleagues, subordinates, and the company in general, but this
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message must be decoded before it happens (Dejours & Begue, 2010).

This study brings the experiences of occupational physicians with the prevention of self-harm. Even with a small
sample, it is able to promote reflections on what medical managers do in their institutions and the degree of
importance they bring to their perceptions. Thus, each person, within their reality, the circumstances of their
patient, and the company’s possibilities, can adapt the content presented here to their daily practice to prevent
suicide among workers.
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