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AbstrAct
a series of studies reveals that patient suicide is experienced 
by most psychiatrists, particularly adult psychiatrists in the 
public sector. Psychiatrists respond to patient suicide with 
symptoms of grief, with an intensity in 25-50% of cases 
similar to those who have lost a parent and sought help, 
although the duration is more brief. Patient suicide usually 
results in psychiatrists becoming more defensive in their 
practice: extra careful to ask about suicidal ideation, more 
likely to suggest hospitalization and compulsory care, and 
seek colleagues’ consultation. The frequency of patient 
suicide and its emotional and professional impact have 
lead to recommendations that the psychiatrist is supported 
during the early phase of shock and grief, and receives 
ongoing support for a period after the suicide. 

Most families of suicide patients would wish to have 
contact with the psychiatrist after the event. While 
distress and fear of litigation may influence the 
psychiatrist’s actions, meeting with the family should be 
seen as part of care, and the psychiatrist should receive 
guidance and support in this process.
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Frequency oF PAtient suicide  
Among PsychiAtrists
Just how common it is for a psychiatrist to experience the 
suicide of a patient has varied in a series of studies, and 
would seem to depend on the type of clinical exposure and 
the suicide rate of the country in which they live. Table 1 
presents a series of studies, mainly of psychiatrists (1-14). 
The initial studies were in U.S. (1-4), subsequent studies in 
Europe (5-7), Canada (8) and Thailand (9); studies among 
residents are presented separately (10-14). In the first attempt 
to obtain a representative sample, Chemtob et al. (4) sent 
out a questionnaire to 643 randomly selected psychiatrists 
throughout the U.S. When only 269 responded, the authors 
made vigorous but unsuccessful attempts to contact 50 
of the non-responders. The three they finally reached by 
telephone refused to answer questions on the subject, and 
the authors suggested that the actual frequency of patient 
suicides is likely to be higher than the 51% reported, but 
that psychiatrists have difficulty discussing the subject. The 
early U.S. studies had frequencies of 20-51%.

Most subsequent studies have tended to survey psychia-
trists working in the public sector. This presumably means 
they have a larger work load and more seriously ill patients 
than many of those surveyed in the earlier studies and as 
a result a higher chance of experiencing patient suicide, 
reporting a frequency of 50-98%. The highest frequency 
(98%) in Grad et al.’s (6) study of psychiatric hospital staff 
was in Slovenia, a country with one of the highest suicide 
rates in the world, while the study of Thomyangkoon and 
Leenaars (56%) (9) was carried out in Thailand with a low 
national suicide rate. Alexander et al. (7) considered only 
the frequency since becoming a consultant, and their finding 
of 67% would presumably have been higher if residency 
years had been included. 

A difficulty in interpreting some of the findings was that 
responding positively to a question if they had “experienced a 
patient suicide” may be understood to include a patient seen 
on duty or a patient of a colleague, rather than the psychiatrist 

introduction
In 1991 William Menninger wrote: “The loss of a patient by 
death is always troubling to the clinical practitioner because 
it represents an insufficiency of the treater’s best efforts” 
and concluded that it “is a significant occupational hazard 
of mental health professionals, especially psychiatrists” (1). 
This review will examine to what extent patient suicide is 
an “occupational hazard” of psychiatrists, how they respond 
emotionally, whether it affects their self-confidence and 
style of practice, and how psychiatrists, their supervisors 
and the institutions in which they work should respond, 
both to the psychiatrist and the patient’s family.
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having experienced the death of their own patient. While 
this distinction was unclear in the study by Yousaf et al. (12), 
Pilkinton and Etkin (14) and Dewar et al. (11) reported 
figures of both the more general and more personal suicides; 
Table 1 includes the latter, a suicide of their own patient. The 
studies surveying the frequency among psychiatric residents 
have reported 12.4-47%, the latter figure including trainees 
with 3-13 years experience (11). Ruskin et al. (8) noted that 
patient suicide was most common very early in training, and 
observed that residency training usually begins on in-patient 
units so that the youngest and least experienced professionals 
are treating the most seriously ill who are at the greatest risk 
of suicide. In 2007, the journal Academic Psychiatry pub-
lished a review by residents on the experiences of psychiatric 
residents with patient suicide (15). The editor contributed 
an editorial stressing the importance of the subject (16) and 
invited three expert commentaries (17-19).

The surveys reviewed here show that a psychiatrist can 
expect to experience the suicide of at least one patient under 
his/her care and that it is an “occupational hazard.” Does 
this mean that it is expected and therefore does not have 
a strong emotional effect or impact on their professional 
sense of self? 

the emotionAl resPonse  
to PAtient suicide
The findings of all studies are unanimous: a patient’s 
suicide produces significant distress in a psychiatrist. A 

range of questionnaires were used, but frequent responses 
were grief and sadness (1, 6, 9, 12), guilt (1, 4, 6, 9, 11, 12), 
shock (1, 6, 8, 12), anger (1, 4, 12), and diminished self 
esteem (4, 7, 8, 11, 12). Chemtob et al.’s (4) respondents 
reported thoughts of suicide (2.9 on a scale 1-7) (4), not 
replicated by other studies (9, 12). The Impact of Event 
Scale (IES, 20) was completed retrospectively for the two 
weeks after the suicide in four studies (Table 2). As shown, 
over 50% of the psychiatrists who had experienced patient 
suicide in Chemtob et al. (4) and Yousaf et al. (12) had 
retrospective IES scores similar to people seeking treat-
ment after the death of a parent (21). While their distress 
was not necessarily as prolonged as in those bereaved 
of a parent, Alexander et al. (7) reported that of the 48 
respondents who reported a duration for their distress, 
in a third it lasted for one month, a third three months, 

Table 1. Studies of the frequency of mental health professionals experiencing a personal patient committing suicide 

Authors, year Profession of sample, country

Initial sample size,  
N responders,  
(response rate) 

% of professionals 
with personal 
patient suicide

Early U.S. studies
litman, 1965 (2)
Kahne, 1968 (3)
Chemtob et al., 1988 (4)
Menninger, 1991 (1)

Psychotherapists, u.S.
Psychiatrists at Mclean hospital, u.S.
Psychiatrists, u.S.
Psychotherapists, u.S.

200
79, 73 (92)
586, 269 (46) 
199, 105 (53)

20
22
51
39

Later international studies  
Cryan et al., 1995 (5)
Grad et al., 1997 (6)
alexander et al., 2000 (7)
ruskin et al., 2004 (8)
Thomyangkoon & leenaars, 2008 (8)

Consultant psychiatrists, ireland
Psychiatrists, psychologists, Slovenia
Consultant psychiatrists, Scotland
Past and present residents at one training scheme, Canada
Psychiatrists, Thailand

178, 109 (61)
87, 63 (72)
315, 247 (78)
495, 239 (48)
320, 167 (52)

82
98
67 
50
56

Studies of residents
brown, 1987 (9)
Dewar et al., 2000 (10)
yousaf et al., 2002 (11)
Pieters et al., 2003 (13)
Pilkinton & etkin, 2003 (12)

residents, u.S.
Senior registrars and registrars, Scotland
residents at one training scheme, u.K.
Trainees, Dutch-speaking belgium
residents, Canada 

55
128, 103 (81)
89, 53 (60)
163, 114 (70)
428, 197 (46)

33
47
43
44
12.4

Table 2. Therapists’ mean scores of Impact of Event Scale (IES) 
after patient suicide compared with people bereaved of parents

Study
IES Intrusion 
score (0-35)

IES Avoidance 
score (0-40)

Chemtob et al. (4) 14.3 10.3

Cryan et al. (5) 10.8 5.8

yousaf et al. (12) 11.9 9.7

ruskin et al. (8) 8 6

Zilberg et al. (21)
bereaved in treatment

20.2 20.8

Zilberg et al. (21)
bereaved not in treatment

13.5 9.4
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and a third suffered for more than three months, while 
Ruskin et al. (8) reported one third still had distress at 
one month, and 7% beyond three months.

The most in-depth evaluation and intervention on 
the subject was carried out by Hendin  et al. (22), who 
invited 34 therapists (28 of whom were psychiatrists) of 
recently-suicided patients to complete a semi-structured 
questionnaire about the patient, write out a case history 
narrative and rate nine emotional responses to the death. 
They then participated in pairs in a one-day workshop in 
which the two cases were discussed and their emotional 
responses understood. Thirteen of the therapists (38%) 
experienced severe distress, and four main reasons were 
pinpointed for this distress: the patient had not been 
hospitalized after saying he was suicidal (three cases), 
decisions in the course of therapy that troubled the 
therapist (four cases), feeling blamed by their superiors 
for the suicide (two trainees), and fear of litigation (four 
cases). Well over half of the sample experienced grief, 
shock, guilt and anger, and some symptoms continued 
for years after the patient’s death.

the eFFect oF PAtient suicide on 
ProFessionAl Functioning
Following patient suicide, psychiatrists reported increased 
focus on suicide cues (1, 4, 5, 6, 7, 11, 12), increased 
consultation with colleagues (4, 5, 6, 12), careful record 
keeping (4, 5, 7, 12), attention to legal aspects (1, 4, 5, 
7, 12), and being more likely to hospitalize (1, 4, 5, 7). 
Retirement was contemplated by 15% of Alexander et al.’s 
sample (7), while 9% of Dewar et al.’s sample of residents 
considered changing specialty, and it led some to decide 
not to pursue adult psychiatry with its increased risk of 
patient suicide (11). In contrast, some of Menninger’s 
sample concluded that they were now more accepting 
of suicide as a possible outcome (“In spite of your best 
efforts, you cannot take responsibility for what your 
patient says or does when the person leaves your office.” 
“You cannot prevent a person from committing suicide 
if he or she is determined to do it.”) (1). 

WhAt do therAPists rePort helPs them 
coPe With PAtient suicide?
The people that residents reported were particularly 
supportive and helpful in coping with patient suicide 
were family and friends (6, 7, 8, 11, 14), colleagues (6, 7, 
8, 11, 14), and supervisors (6, 8, 11, 14). In Ruskin et al.’s 

sample, 17% found support in individual psychotherapy 
(8), in Menninger’s 5% (1). Chemtob et al., however, 
argued that although psychiatrists reported being helped 
by talking to colleagues and family, the level of distress 
that they reported retrospectively means that it was not 
sufficient (4). They supported the recommendations of 
Brown (10) that the likelihood of suicide and its emo-
tional impact on therapists should be incorporated into 
training, and that therapists whose patients have died by 
suicide should receive structured support. Other helpful 
actions were psychological autopsy, attending burial or 
memorial service, and reading and writing professionally 
about suicide.

contAct With the FAmily
The reports of contact with the patient’s family, and 
attending the burial were varied: Only 15% of the Irish 
psychiatrists attended the funeral, which the authors 
suspected reflected avoidance in a culture in which burials 
are a part of everyday life; 55% of these found it helpful 
and 62% thought the family found it helpful (5); 59% of 
Ruskin et al.’s sample contacted the family (8), 14% of 
Pilkinton and Etkin (14), 26% of Yousaf et al. (12); 24 of 
Alexander et al.’s sample attended the funeral, of whom 
15 found it helpful, and three found it unhelpful (7); 72% 
of the Thai psychiatrists prayed or did “merit” (chanting, 
doing good deeds, attending ceremonies to help the 
patient after death) which most found helpful (9); 55% of 
their sample attended the burial. Brownstein (23) found 
that in 12 cases of patient suicide, in only one case did 
the psychiatrist contact the family afterwards, while 11 
out of the 12 families desired such contact. Markowitz 
(24) described attending the funeral, having discussed 
it first with the patient’s mother, and settled that there 
was no breaking of confidentiality in this case. He wrote 
of his response to the burial: “I felt less angry at myself 
and more enraged at schizophrenia…. We survivors 
experienced the commonality of loss” (p. 123).

All of the authors of the Fang et al. (15) review were 
residents. One reported her personal experience: “In 
my first year of psychiatry training, a patient commit-
ted suicide while I was on call.... I was asked to speak 
to the victim’s family members who were present. I had 
never even met the patient!” (p. 342). Despite this death 
presumably occurring at night, the absence of senior 
staff and the treating psychiatrist in this situation seems 
to suggest not only a placing of excessive responsibility 
on a passing resident, but an avoidance of a difficult 
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role by others. Most discussions of this issue weigh the 
desire for contact, explanation and support against the 
concern that whatever is said may be used in possible 
litigation. Of Ruskin et al.’s (8) 120 respondents who had 
a patient suicide, there was legal action in 10, and two 
went to trial. Alexander et al. found 20 were depressed 
at the prospect of litigation, and 12 seriously depressed, 
although litigation was rarely reported (7).

Fear of litigation must be an increasing concern in 
the reaction to patient suicide. In the decade 1998-2008, 
suicide or attempted suicide was the second commonest 
allegation brought against psychiatrists in the U.S. (25). 
Simon and Shuman write: “Short of not seeing patients, 
there is nothing a psychiatrist can do that will reduce the 
risk of a lawsuit to zero” (25, p. 155). Media publicity 
and the prospect of litigation were generally distress-
ing, as were disciplinary proceedings, experienced as 
“scapegoating and witch-hunting” (7).

The early studies were of psychotherapists from dif-
ferent disciplines and found no differences in the reac-
tions of the different professions. This may be surprising 
considering the different emphases in the training of 
psychiatrists and nurses, who, in comparison to the other 
mental health professions, are exposed to illness and 
death in their medical studies, and medical students 
are exposed to dead bodies in their anatomical training. 
All of the subsequent surveys were of psychiatrists, one 
recent study of twelve psychoanalysts yielding similar 
findings (26). Wherever suicidal risk is present, a psy-
chiatrist will be involved, coping with the responsibility 
of recommending medication or hospitalization, whether 
voluntary or compulsory. However, from the details of 
the emotional responses of the therapists, it is clear that 
it is not an acquaintance with death that modifies the 
response, rather the sense of loss of the patient one was 
treating that produces stress.

Gitlin (27) has written a beautiful and insightful account 
of his powerful emotional responses to the suicide of his 
first private patient after completing residency. Based 
on his career experiences, he suggests that reactions are 
stronger earlier in a career (see also 8, 14), when one is a 
lone therapist, and also depending on the intensity of the 
relationship, noting that being in the role of psychophar-
macologist does not mean that an intense connection may 
not develop over a lengthy period. In Sudak’s commentary 
(17) he discusses some of his experiences of patient sui-
cide, and then adds the death by suicide of his divorcing 
wife, “my life’s worst experiences” (p. 334). He is an active 
member of a support group for “survivors” of suicide (SOS), 

meaning the relatives affected by a person’s suicide, and he 
suggests that psychiatrists are also survivors who would 
benefit from a support group for mental health workers 
who have been through the experience of patient suicide.

discussion And recommendAtions
“Virtually all mental disorders have an increased risk of 
suicide” (28, p. 205). While the lifetime risk of suicide in 
schizophrenia was recently suggested to be 1.9%  rather 
than the previously quoted 10%, this is still twelve times 
the risk in the general population (29). A long-term 
follow-up of over 400 mood disorder patients found that 
11% had died by suicide (30). If psychiatrists persist in 
treating people with psychiatric disorders, and treat a 
lot of them, the chances of having a patient suicide are 
clearly high, and this is reflected in most of the frequency 
studies presented in Table 1. If these are the facts, then 
why are psychiatrists so shocked when it occurs?

What is surprising about the findings was expressed 
eloquently by Grad et al.: “Even though the relationship 
between the psychiatrist and patient is a professional one, a 
sense of personal loss is found in the almost universal reac-
tion of grief, anguish and guilt following a patient’s suicide” 
(6, p. 382). Why do therapists respond in this powerful 
way? The loss is not personal. It was not the parent who 
raised us or the child we loved. And yet, since psychiatrists 
and psychotherapists are involved in a therapeutic alliance 
with their patients, there is always a personal-emotional 
quality to the relationship as well as to the consequences 
of its tragic ending.  Do we take it personally as if the 
suicide was done to us, or do we consider that our role 
was to prevent it, and we grieve our failure? We chose to 
work in the field of psychiatry in order to help, and are we 
tortured by the thought that not only did we not help in 
this case, but perhaps we hindered, as perhaps someone 
else might have prevented this result? 

mAnAgement beFore And AFter suicide
Given the inevitability and impact of the event, patient 
suicide should be a subject in the training of all therapists, 
and its effects should be discussed (31). It is crucial that 
therapists are comfortable raising and not avoiding the 
possibility of suicide in their ongoing clinical work and 
they need to keep a record of the replies and their con-
cerns. Therapists who are concerned about their patients’ 
suicidal risk should not keep their fears to themselves, 
but should discuss them with their supervisors/superiors 
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and these discussions should be clearly recorded in the 
patient’s notes.

Once a patient has committed suicide, the individual 
therapist and the therapeutic team should go over the 
records carefully to try and understand the course of 
events, and within the next days they should have the 
opportunity to vent their distress and seek help if neces-
sary. Most will share their distress with their partner/
family, and colleagues and particularly supervisors should 
be attentive and supportive. 

In the first weeks after the suicide it is important 
for the therapist to have a particular professional with 
whom the events can be discussed, doubts aired, and 
sadness expressed. If a trainee, this should be his supervi-
sor, otherwise a senior professional. In Israel, the Area 
Psychiatrist receives a written report of the event, and 
may request a meeting with a committee. The report 
should be prepared by the therapist but closely supervised 
and supported by the supervisor, and the conclusions 
should be presented initially to the therapeutic team as a 
“psychological autopsy.” Although the Area Psychiatrist 
is usually careful to emphasize that the intention of a 
meeting before a committee is not witch-hunting, but to 
learn lessons, “to be supportive, positive and construc-
tive” (9, p. 736) this is more likely if the attending staff 
are known to him personally. 

Some of the studies presented emphasized that support 
should not be short-term, as post-traumatic symptoms 
in the therapist were often still present years after the 
suicide. On the one hand, patient suicide is an event 
that will inevitably be experienced by most therapists. 
However, it is a source of severe distress for up to 50% 
of them. Brown found the expressions of feelings by 
therapists being interviewed about patient suicide were 
very powerful, and that they recalled the names and 
details from decades ago, and yet, over time, the experi-
ence was not one that had affected them negatively (32). 
With support and understanding, patient suicide contains 
lessons of our limitations that must be internalized at 
some stage in our work as clinicians.

mAnAgement And the FAmily oF A suicide
While this presentation has focused on the reaction of the 
therapist, the main loss and sorrow after patient suicide 
are experienced by the family members who have lived 
with the patient and his illness, loved him despite the trials 
they have had to live through, and now must cope with 
this tragic end. Having lived with the stigma of mental 

illness, they now have the added stigma of suicide. It 
has been our experience, particularly as therapists in the 
community, to appreciate the crucial and complex role 
of family members living with a patient with a mental 
disorder. Throughout our lives as clinicians, the role of 
the therapist should always be to respect and support and 
inform the family, with the understanding and consent 
of the patient. Ideally, the family should be involved and 
included, as hospitalization, compulsory treatment, side-
effects of medications, limited responses to treatment, and 
suicide attempts are events that should be accompanied by 
explanations and support for the patient and the family. 
While the responsibility of the therapist is primarily to 
the patient, in the case of chronic disorders and where 
there is a known suicidal risk, the therapist’s relationship 
with the concerned family should never be neglected. 
The ultimate testing of the quality of that relationship 
will be following patient suicide.

In the case of the suicide of an in-patient and even in 
the course of community work, it may be the therapist 
who brings news of the death to the family. (One of the 
authors was called by the employer of a patient who had 
committed suicide at work. A worker who had found the 
body came to the clinic and we proceeded to the patient’s 
home to inform his wife. We then accompanied her to the 
ER to identify the body.) In principle it is appropriate for 
the therapist to attend the burial and/or the shiva (seven 
days of mourning observed by first degree relatives in 
the Jewish tradition) (24). However, both are very public 
occasions. In some communities attending the burial 
or shiva may be seen as publicizing a connection that 
the family does not wish to be known. However, it is 
important to sit with the immediate relatives to discuss 
the events that lead up to the death, an opportunity for 
the family to express their own sense of responsibility 
and ask questions. More junior therapists should be 
accompanied by the ward or clinic or hostel director. 

Such a meeting is more complex if the relatives have 
not been in contact with the therapist before the suicide, 
and especially if they have already declared an intention 
to seek legal redress. In several studies there was an 
allegation against the therapist (8), and many therapists 
fear such a development (7). It is a common standpoint 
that ignoring the family will reduce allegations against 
the professionals. We think that the legal aspects of the 
case are separate from the emotional aspects. An allega-
tion will not be made because the therapist came to talk 
to the family. We might even think that the opposite is 
true, although such a hypothesis cannot be studied. An 
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open sincere discussion with the family, handing them all 
the realistic information (and based on the assumption 
that there was no neglect or malpractice involved in the 
tragedy) may help  discharge the family’s anger and wish to 
sue. A word of caution: While the desire to reach out to the 
family and discuss the case candidly may be appropriate 
in the majority of cases, this may well be contrary to the 
advice of the psychiatrist’s medical protection insurance 
agency, and in the minority of families who feel bitter 
and angry, their candid responses may subsequently be 
used against them by a lawyer.

We believe that it is necessary to consider the emotional 
needs of the family, and meet for purposes of explana-
tion and support, even if used as an opportunity to vent 
anger and blame. Meeting with the family should be an 
opportunity to evaluate whether close family members 
are in need of ongoing help. Support groups for long-
term help are particularly relevant for family members.
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