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Summary One of the most challenging experiences psychiatrists will face in their
careers may well be the death of a patient by suicide. This is likely to happen at least
once during a psychiatrist’s career, and often more. It can be an intensely complex
and painful event with a wide range of emotional responses. Reﬂecting on the death
and accessing good support helps clinicians process the emotional impact. It can also
increase their resilience in the longer term by giving them a greater understanding of
both their own and their patients’ limitations, and in this way strengthen their
capacity for compassion as clinicians. Using an illustrative case study, this article
provides an insight into the experience of losing a patient to suicide and signposts to
sources of support.
Keywords: Suicide; education and training; supervision; trauma; self-harm.

Clinical scenario
Dr Day is a higher trainee on call covering a busy emergency
department. He has been asked by one of the psychiatric
liaison nurses working in the department to review Miss
B, a 23-year-old female who has taken an overdose of paracetamol and codeine following an argument with her partner. Miss B had been drinking alcohol but is now sober
and agreeing to speak to the mental health team.
Dr Day reviews Miss B, who reports that this is the ﬁrst
time she has taken an overdose. She has been having arguments with her partner, is concerned that the relationship
is about to end and feels that things have ‘just become too
much’. Miss B reports that the overdose was impulsive and
inﬂuenced by her intoxication at the time. Although she
did not alert anyone to the overdose, her partner found
her unconscious and called an ambulance. Dr Day also
takes a collateral history from her mother, but Miss B
declines a request to speak to her partner. During the assessment, there is no indication that Miss B has a current mood
or psychotic disorder.
Miss B reports that she now regrets having taken the
tablets and reports no thoughts or plans to harm herself
again. Blood test results indicate that she does not require
any medical treatment for the overdose. She is keen to
leave the department and assures Dr Day that she will be
staying with her mother for a couple of days. Her mother
is supportive of this plan. Dr Day considers follow-up with
the patient – however, it is not felt that any ongoing mental
health input is required. Before Miss B leaves, Dr Day collaboratively develops a safety plan with her, including

recognition of things she is motivated to achieve in the
future, distraction techniques she identiﬁes as helpful,
agreement with Miss B and her mother that medication
will not be routinely kept in the house, provision of the
healthcare trust’s crisis line number, and information
about relationship counselling and local talking therapy services. Dr Day also writes to Miss B’s general practitioner
with the details of the emergency department attendance.
Two weeks later, Dr Day is called to see his clinical
supervisor and is informed that the patient has been found
deceased, at home. It is likely that she died by suicide.
Dr Day was shocked by the sad news. He had not been
expecting the death. Over the next few days, despite not having thought about the patient since she was discharged, Dr
Day began to replay the events in his mind, constructing a
narrative where he has missed something important. Dr
Day felt incredibly anxious that he had been the last doctor
to see the patient and that he was in some way to blame for
her death. Quite quickly, these feelings of guilt escalated to
the point where Dr Day was frequently tearful, became fearful of patient contact and dreaded being on call. He felt
extremely isolated and, following much internal debate,
took a week oﬀ work.

Epidemiology of patient suicide
Although the exact ﬁgure is unknown, it is estimated that
51–82% of psychiatrists experience at least one patient suicide in the course of their career,1 and for some the number
is higher.2 It is likely that psychiatric trainees will either
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have personal experience or know colleagues who have lost a
patient to suicide. Even with good clinical care, some
patients die in this way. It is important to remember that
around 75% of those who die by suicide have not been
under the care of mental health services in the year before
their death.3 One theory is that suicide can be a response
to a loss and represents a diﬃculty in mourning.4,5 Suicide
prevention is therefore a public health issue and there is
good evidence that public health interventions are the best
way of preventing suicide.6 In light of the uncertainty and
diﬃculty in knowing which patients are at particular risk
of suicide it can be tempting to reach for an algorithm or
ﬂowchart for prediction. This has been shown to be inadequate and there is clear evidence now that risk assessment
tools do not accurately predict the risk of suicide.3,6–9 There
is emerging evidence that a good psychosocial assessment,
the appropriate management of any identiﬁed risks and
safety planning with the patient are eﬀective in reducing suicidal behaviour,6,10 although none of these methods are
100% eﬀective at preventing suicide.

The eﬀect of patient suicide on clinicians
It is common for psychiatrists to feel shocked and upset,
with other emotions also emerging, including guilt, anger,
anxiety and shame. Fear of judgement and blame by other
colleagues is also frequent.11 Many psychiatrists report that
they have felt a degree of responsibility and have believed
that in some way their decision-making contributed to the
death.2 The feeling of shame can be damaging, resulting in
emotional withdrawal from possible sources of support.
Research into the impact of suicide on mental health staﬀ
suggests that the eﬀect can be comparable to that of other
traumatic life events such as the death of a parent,12–16
and that active monitoring for symptoms of post-traumatic
stress disorder may be appropriate.17
The intensity of emotion felt following the death of a
patient can be great and will vary from clinician to clinician.
It is currently unclear why some deaths have a greater
impact than others and aﬀect some of the clinicians involved
in the care more than other clinicians. Some speculated factors include: the clinician’s relationship with the patient,
whether they were the last clinician to have contact and
their personal vulnerability at the time of the death. What
is clear is that the support received following a patient suicide is critical to the subsequent response.14,18–22 A recognition of this is leading to the development of various
postvention protocols for mental health staﬀ.18–22

Advice for clinicians
No individual can be to blame for anyone’s death by suicide.
Blame implies a single causal factor and that the responsibility for the death lies with one person only. This is clearly not
the case and denies the complex reality of suicide. Although
doctors may have some responsibility for an aspect of the
care provided, or not provided, to assume too much responsibility is not reasonable.
It is important to remember that all staﬀ groups, including those working in non-clinical areas, may be aﬀected by a

patient suicide and diﬀerent individuals are likely to require
diﬀerent types of support at diﬀerent times.23 Trainees may
not be in a position to oﬀer this help directly, but an awareness of the needs of other team members is important. After
the death there is likely to be a multidisciplinary team
debrief with a pastoral focus to discuss what was known
about the patient and the care that was provided and to
oﬀer some space for emotional responses. These meetings
are often facilitated by a psychologist. Generally, all those
who have been involved in the care are invited. This invite
should include those not currently attached to the team.
These meetings can be challenging but are generally found
to be helpful.24 It is important to recognise that some clinicians may feel too emotionally distressed to be able to
attend, or contribute, at this early stage.24
The Patient Safety Group of the Royal College of
Psychiatrists oﬀers practical guidance in the College
Report Self-harm and Suicide in Adults.6 This report highlights the need to have established support structures in
place for all staﬀ, including those in training, accessible
when the need arises. It also recommends regular reﬂective
space (such as Balint groups or reﬂective practice groups) as
part of everyday work.
The gap in consistent support for clinicians after the
death of a patient by suicide has recently been addressed by
the Oxford Centre for Suicide Research in the booklet If a
Patient Dies by Suicide: A Resource for Psychiatrists.11 In this
guide, psychiatrists are encouraged to prioritise self-care and
connecting with others and to try to avoid the often inaccurate
narratives developing around the death. The booklet also normalises the experiences of others who have gone through this
process, with the aim of supporting both trainees and qualiﬁed
psychiatrists when a patient suicide occurs.

Supporting the family
Dr Day and his supervisor met with a senior member of the
psychiatric liaison service who knew about the death and
had met with Miss B’s mother to oﬀer condolences. Dr
Day was particularly concerned for the well-being of Miss
B’s mother and felt he wanted to oﬀer her support. It was
decided that that it was not in the best interests of Dr Day
or Miss B’s mother for them to meet at this point. Miss
B’s mother’s grief was very raw and Dr Day was advised
that he might have diﬃculty coping due to his current vulnerability. He was reassured that bereavement support had
been provided and that there would shortly be a formal
meeting with the family and those involved in the care of
Miss B, and that they would be given the opportunity to contribute to the serious incident investigation should they
wish.

Support available for families and peers
Deaths by suicide often lead to complex bereavements and
families will understandably vary in their ability to be
involved in interviews and investigations.25 Oﬀering supportive information, such as Public Health England’s Help
is at Hand booklet,26 can provide some comfort and start
the process of engagement. Organisations will have formal
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support structures, and the responsibility for communicating and supporting the family is a systemic one. This should
not be left to individual clinicians involved in the care of the
patient, who are likely to be emotionally aﬀected themselves.
Some mental health organisations have started to adopt a
family liaison service model with which to support bereaved
families following a death.27
There is growing recognition that the death of a patient
may have a signiﬁcant impact on other patients who have
known the deceased in a variety of contexts. Although
research is limited, it is generally agreed that the vulnerability
of other patients may be increased following a peer suicide
and that they may need additional support at this time.28

Investigations and inquests
Internal investigation
An internal investigation follows most deaths of patients
under the care of mental health services. This occurs before
the coroner’s inquest, meaning that at the time of the investigation the cause of death (and whether or not it is death by
suicide) has not yet been conﬁrmed. The aim of the investigation is to examine the care pathway provided to the
patient who has died, so that any learning from this can contribute to future service development. The aim is not to
determine what led to the death, as that can only be hypothetical at this stage.
There is a compassionate and legal obligation, called the
Duty of Candour,29 to involve families and be open and honest in this investigation. It is important that families are
involved as they have information pertinent to the investigation and may have concerns about care that can be
addressed during this process. It has been shown that suicide prevention and care for patients improve in mental
health organisations that routinely involve families in clinical care and organisational processes.3
Routinely, clinicians who have been involved in the
patient’s care are interviewed as part of this investigation.
Clinicians may feel understandably anxious about this.
However, anecdotaly many ﬁnd the process helpful as it provides them with space and support to discuss care decisions.
During the process, clinicians may also ﬁnd out more about
the wider circumstances of the death. It is important that
trainees feel encouraged to invite their clinical or educational supervisor to attend for support.
After the internal investigation, a serious incident
report will be provided to the coroner to assist the inquest.
The principles that underpin an investigation, as well as an
explanation of the investigation process, can be found in
NHS England’s Serious Incident Framework (SIF) policy.30

Coroner’s inquest
The role of the coroner is not to apportion blame or to guess
at the events that contributed to the death, but to determine
who has died, how they died, and where and when they died.
From the wide range of evidence provided it may become
clear that the care provided by mental health services
formed only a small part of the individual’s life. Many people
ﬁnd that the experience of attending the inquest gives some

sense of resolution. Nevertheless, even the most experienced
doctors can become anxious at the thought of being
summoned.
Coroners’ courts are ‘open hearings,’ meaning that, as
well as the professionals involved in delivering care, members of the public (including relatives and friends) can
attend. There is likely to be a range of emotional response
from those hearing and giving evidence.
Many deaths by suicide occur despite high-quality practice and the best eﬀorts of those providing care. However,
there are times when problems with service delivery or clinical practice are highlighted by the internal investigation or
the coroner’s inquest. Any problems identiﬁed should be systemic in focus and not personally directed towards any individual. If the coroner becomes concerned about particular
care practices and believes that urgent action needs to be
taken to reduce the risk of further loss of life, they can
issue a Prevention of Future Deaths (PFD) notice. This
requires the respondent to reply within 56 days with the
proposed changes in care that will address the issue.31 An
example of such a PFD and the responses to it are available
online.32

Training and practical issues
Dr Day took the experience to his Balint group and was able
to discuss with other trainees both the case itself and his
response to it. He found this process extremely useful in
understanding some of the things that he had been feeling,
recognising that other trainees, who he considered competent and professional, had also had similar experiences and
reactions.
Dr Day was able to write a reﬂection in his portfolio
where he described and reviewed the incident and the journey he had been through in terms of learning and recovery.
Dr Day highlighted this reﬂection in his Annual Review of
Competence Progression (ARCP) documentation and was
praised by the ARCP panel for oﬀering such a considered
and insightful response.

Trainees’ responsibilities
It is likely that trainees will have deep personal reﬂections,
over the many years following the death, if involved in a
case similar to the one outlined here. A patient suicide
would be regarded as a ‘serious incident’ and as such will
need to be recorded appropriately on ARCP documentation
submitted to the deanery. Patient deaths by suicide are a
part of the experience of being a psychiatrist and recording
them does not aﬀect progress through training. Not disclosing incidents may lead to questions regarding probity – if
trainees are ever unsure about what information to document they can conﬁrm this with their deanery or clinical
and educational supervisors.

Guidance for supervisors
As a trainer or supervisor, it can be diﬃcult to know how
much support to oﬀer a trainee, particularly if the trainer
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or supervisor has had diﬃcult past experiences with patient
suicide and limited support themselves. For the coroner’s
inquest, it is important that trainers and managers take
care of logistical issues such as guaranteeing that any trainees involved have the day oﬀ work, are not on call that
evening and are not coming oﬀ a night shift. It may be
that a supervisor hears about an incident before a trainee
does. In this situation, it is important that they inform
their trainee face to face and at a time where a supportive
discussion can take place. This prevents trainees having
the shocking, but not atypical, experience of receiving an
unexpected message notifying them about the death of a
patient or asking them to attend an investigation. It is useful
to point them in the direction of the booklet mentioned earlier (If a Patient Dies by Suicide)11 and other resources available on the Royal College of Psychiatrists’ website, where
they can also watch videos of psychiatrists talking about
their own experiences following a patient death of this
nature.33 It is very valuable for supervisors to make themselves available to support the trainee on the day of the
inquest and to ‘check in’ with them periodically afterwards,
monitoring them for signs that they are not coping, such as
increased sickness, reduced performance and greater apparent emotional vulnerability.

Conclusions
Discovering that a patient has died by suicide, and the process that follows, can be emotionally stressful and traumatic
for clinicians involved in the patient’s care. It is hoped that
this illustrative case helps clinicians prepare themselves for
how they might respond to the suicide of a patient whose
care they have been involved in, and how they might best
support others in that situation. It should also help clinicians going through this unfortunate process at the moment.
Many clinicians have had this experience and it is important
to challenge unhelpful narratives and to ask for help and
support. St John-Smith et al oﬀer guidance for psychiatrists
on preparing for a coroner’s inquest following a patient’s
death34 and NHS Resolution has published guidance on supporting staﬀ to prepare for inquests.35 Other helpful
resources may be found on the Royal College of
Psychiatrists’ website.33
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