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Objective: Factors contributing to thera-
pists’ severe distress after the suicide of a
patient were investigated.

Method: Therapists for 34 patients who
died by suicide completed a semistruc-
tured questionnaire about their reactions,
wrote case narratives, and participated in
a workshop.

Results: Thirteen of the 34 therapists
were severely distressed. Four factors were
identified as sources of severe distress: fail-
ure to hospitalize an imminently suicidal
patient who then died, a treatment deci-
sion the therapist felt contributed to the

suicide, negative reactions from the thera-
pist’s institution, and fear of a lawsuit by
the patient’s relatives. Although one emo-
tion was sometimes dominant in the ther-
apist’s response to the suicide, severely
distressed therapists, compared to others,
reported a significantly larger number of
intense emotional states.

Conclusions: Over one-third of therapists
who experienced a patient’s suicide were
found to suffer severe distress, pointing to
the need for further study of the long-term
effects of patient suicide on professional
practice.

(Am J Psychiatry 2004; 161:1442–1446)

National surveys conducted in the late 1980s indi-
cated that about one-half of psychiatrists and one-quarter
of psychologists had experienced the suicide of a patient
(1, 2). These surveys found younger, less experienced cli-
nicians to be especially affected by the experience, and
studies of patient suicide in psychiatric residency pro-
grams (3–5) confirm this finding.

Our earlier work (6) and that of others (7–15) show that
clinicians resemble family members and friends in experi-
encing shock, grief, guilt, and anger after a patient’s sui-
cide. Although virtually all these studies showed that some
therapists become more distressed than others, we know
of no systematic investigation to specify which emotional
responses distinguish severely distressed therapists from
others. We also have found no studies relating therapist
distress to situational factors pertaining to the patient’s
suicide.

In this report we present findings from an ongoing study
of therapists that illuminate why some respond more in-
tensely than others to a patient suicide.

Method

To date, 34 participant therapists, 25 male and nine female,
have been enrolled in the study through a variety of sources, in-
cluding notices in psychiatric publications and mailings to lists of
psychiatric association members. Several participant therapists
were referred to the study by relatives of patients who died by sui-
cide. Twenty-eight participants were psychiatrists, five were psy-
chologists, and one was a psychiatric social worker. Fifteen thera-
pists had treated the patient in private practice, and 19 had treated
the patient in an institutional setting. Nine (26.5%) had been in
practice for 15 or more years, seven (20.6%) for 10–14 years, nine
(26.5%) for 5–9 years, and nine (26.5%) for less than 5 years. Seven

therapists in the last category—four psychiatrists and three psy-
chologists—were still in training when the suicide occurred.

The principal investigators (H.H., A.P.H., J.T.M., K.S., H.R.) fully
explained all project procedures to the 34 participants and ob-
tained their informed consent. In addition to completing several
semistructured questionnaires about the patient and preparing a
detailed patient case narrative, each therapist completed a thera-
pist reaction questionnaire that contained both open-ended and
structured items. The therapists rated nine emotional reactions—
shock, grief, guilt, sense of inadequacy, anger, anxiety, betrayal,
shame or embarrassment, and depression—on an ordinal scale
(“none,” “minimal,” “moderate,” “intense”). They also rated the
overall degree of distress they experienced, using a scale of 1 (“not
at all distressed”) to 10 (“profoundly distressed”). Scale scores of 7
or more were taken to indicate severe distress. In addition, thera-
pists were asked to describe what was most responsible for their
distress.

After they completed all written materials, two therapists at a
time attended an all-day workshop with us, during which the
cases of the two patients were presented and discussed in detail.
In several instances, the picture of the therapist’s distress that
emerged from this presentation and discussion was different
from what the therapist had described on paper, in respect to the
rating, the reason for the distress, or both. In such cases, the dif-
ferences were specifically discussed and a final determination
was made by consensus of the therapist and the other workshop
participants.

The 34 patients described by the participant therapists ranged
in age from 17 to 63, with an average of 37.9 years (SD=13.6). Eigh-
teen were male, and 16 were female. Twenty-three patients, about
two-thirds, were outpatients at the time of the suicide, although
six of these had begun treatment with the therapist as an inpa-
tient; in two such cases the patient had been released from the
hospital shortly before the suicide. The remaining 11 patients
were in hospitals or other inpatient facilities when the suicide
occurred. Thirteen (38.2%) of the 34 patients had been in treat-
ment less than 6 months before the suicide; five (14.7%) had been
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treated for 6–12 months, 13 (38.2%) for 13–24 months, and three
(8.8%) for 25–60 months.

For most data analyses, the therapists were divided into two
groups—those who experienced severe distress after the suicide
and those who did not. Data related to the therapists’ specific
emotions were dichotomized as intense or not intense, and
Fisher’s exact test was used to assess differences between groups.
Relationships between severity of distress and other categorical
variables were analyzed by using Fisher’s exact test (two catego-
ries) or chi-square tests (three or more categories). Relationships
between continuous outcome variables were analyzed by means
of two-tailed independent group t tests.

Results

Thirteen of the 34 therapists (38.2%) experienced se-
vere distress after their patients’ suicides. Among these 13
therapists, four factors were identified as sources of se-
vere distress.

Failure to Hospitalize a Suicidal Patient

In three cases, the therapist’s severe distress resulted
from the failure to hospitalize a patient who then died by
suicide. In each of these, the patient had made the suicide
intent clear in the final session; all three therapists recog-
nized the suicide crisis, but none was able to take action
and insist on hospital admission. One psychiatrist in prac-
tice for over 30 years did urge hospitalization; the patient
said he would think about it, went home, and killed him-
self. In all three cases, the therapists’ inability to hospital-
ize reluctant patients had roots in the therapy itself, in
which the patients had controlled what would or would
not be discussed, whether and how much medication
would be taken, and other matters.

A Treatment Decision

Four therapists, all with 7 to 12 years of practice, were
severely distressed about a treatment decision that they
felt contributed to the suicide. In one case, a ward psychi-
atrist allowed the socially prominent uncle of a suicidal
inpatient to persuade her to let the patient out on a pass to
go to dinner with him. The patient absconded, went
home, and shot himself.

Another therapist acknowledged early in treating a
suicidal female patient that her power to hospitalize the
patient was small in comparison to the patient’s power to
kill herself without the therapist knowing. That exchange
formed the basis of an alliance that was sustained through
more than a year of therapy. When the patient revealed
she was feeling suicidal but felt reluctant to discuss it, the
therapist threatened to hospitalize her. This prompted
the patient to feign improvement for several weeks, while
she decided on and planned her suicide. Audiotapes the
patient left detailed not only her deception but also her
feelings about the therapist’s threat, which she regarded
as a betrayal.

In each of the other two cases, the therapist had contin-
ued to press the patient to leave an institutional setting in
which he was doing reasonably well, despite signs that the

patient was not ready to live on his own. One therapist gave
in to pressure from the mother of his 39-year-old bipolar
patient to discharge him from a group home. As discharge
plans were being made, the patient told his housemates he
intended to drown himself and showed them ropes and
cinder blocks assembled for this purpose. The therapist
was summoned and confiscated the materials. He inter-
preted these preparations as resistance to change and con-
tinued to encourage the patient’s move to an independent
apartment. Shortly thereafter, the patient weighted himself
down and drowned exactly as he had intended.

Negative Reactions by the Therapist’s Institution

In two cases, the therapist’s severe distress stemmed
from his institution’s reaction to the suicide. Both cases in-
volved therapists in training who felt blamed by hospital
administrators for the patients’ suicides. One therapist,
working in a municipal hospital outpatient clinic, had
treated a 23-year-old woman with major depression, sub-
stance abuse, and suicidal ideation. He had been frustrated
by the patient’s apparent lack of commitment to the treat-
ment, reflected in her late arrival at her weekly sessions,
unfavorable comparison of the therapist to the patient’s
previous female therapist, and continued use of both alco-
hol and illicit drugs. At one point in the several-month
therapy, while the therapist was on vacation, the patient
was briefly hospitalized in a suicide crisis. About a month
after discharge, she died in her apartment from a drug
overdose while her roommates socialized in an adjoining
room. At a postmortem conference, the hospital’s clinical
director looked squarely at the therapist and said, “[The
patient] appears to have died the way she was treated, with
a lot of people around her but no one effectively helping
her.”

Fear of a Lawsuit

In the last four cases, a potential lawsuit by relatives who
blamed the therapist for the suicide was the cause of se-
vere distress. One psychiatrist in his mid-30s lost a 56-
year-old female patient to suicide. She had been referred
to him by a psychopharmacologist whom the patient’s
husband, a prominent local psychiatrist, had consulted.
The patient had recently been hospitalized and treated
with medication and ECT for severe depression. She re-
mained deeply anguished after her release, with delusions
of poverty and abandonment that appeared related to her
experience as a young girl of being sent to live in an or-
phanage for a time when her father could not afford to
support the family.

She continued to be markedly depressed and hopeless
after 2 months of weekly outpatient therapy, finally reveal-
ing, at her husband’s urging, that 2 weeks earlier she had
used one of his knives to “nick” herself on the neck. She
minimized the incident, denying suicidal thoughts or
wishes and refusing to increase her medication, but
agreed to talk to her husband about attending a session
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with her. After discussing this during her next two ses-
sions, she said she would ask her husband to come with
her the following week. That evening, while her husband
was out of the house at a meeting, she took a taxi to a spot
near a river and drowned herself. The husband became
enraged at the therapist and refused the therapist’s offer to
meet with him and the couple’s adult children. In a note to
the consultant who had referred the patient, the husband
stated that he held him and the therapist responsible for
his wife’s death and threatened to sue them both. Al-
though a lawsuit did not materialize, this therapist, like
the other three who were blamed by the patients’ relatives,
lived for months fearing he would be made to pay for the
suicide, both personally and professionally.

Expressions of Severe Distress

The severe distress of these 13 therapists was expressed
in different ways. The psychiatrist with 30 years’ experi-
ence who had not hospitalized his suicidal patient had
repeated dreams of failing examinations, which he said
reflected feelings of inadequacy he had not had since
medical school. Another therapist who had not acted to
hospitalize an imminently suicidal patient had a flood in
her office the day after attending her patient’s funeral. She
had the fantasy that the stream of water running down the
wall was the tears of the mourners, and she thought of the
flood as her punishment for not preventing the suicide. A
therapist named in a lawsuit brought by her patient’s wife
became consumed by anger, not only toward the wife but
also toward the patient for putting her in this position. She
was aware that her anger sometimes became apparent in
her interactions with other suicidal patients. For 2 years
after his patient’s suicide, another therapist jumped up
with anxiety when his telephone rang at night. He and an-
other experienced psychiatrist for a time considered giv-
ing up their practices.

Although one emotion sometimes dominated a thera-
pist’s response, the severely distressed therapists overall
reported a significantly larger number of intense emo-
tional reactions, with an average of 4.8 of the nine that

were examined, compared to an average of 2.6 among
those who did not experience severe distress (t=3.53, df=
32, p=0.001). As seen in Table 1, intense levels of grief,
guilt, inadequacy, anxiety, and depression were signifi-
cantly more common among the severely distressed ther-
apists than among the other therapists.

Anger was intense among 61.5% of the severely dis-
tressed therapists, including all four of those who were
threatened with lawsuits. However, intense anger was also
experienced by an almost equal proportion of the thera-
pists who were not severely distressed (57.1%). As shown
in Table 1, similar proportions of the two groups also expe-
rienced shock, betrayal, and shame.

Characteristics of the Therapists

Certain characteristics of the therapist, specifically gen-
der, training status, and years in practice, appeared to af-
fect vulnerability to severe distress. Female therapists
were found to be almost twice as likely as male therapists
to experience severe distress (Table 1). Severe distress was
also found in over half of the therapists who were still in
training at the time of the suicide, compared to one-third
of other therapists. Nearly one-half of those with fewer
than 15 years in practice were severely distressed, com-
pared to just over one-tenth of those with more than 15
years. As summarized in Table 2, none of these relation-
ships was found to be significant, probably because of the
relatively small numbers in some cells. The difference in
frequency of severe distress between the less and more ex-
perienced therapists approached significance.

Neither the therapist’s professional discipline nor work
setting (private practice versus institutional setting) was
related to severe distress to any degree. Neither did patient
status at the time of the suicide (inpatient versus outpa-
tient) nor patient’s length of time in treatment appear to
contribute to severe distress among the therapists.

Discussion

About one-third of the therapists we studied experi-
enced severe distress after the suicide of a patient. This
distress was attributed to one of four factors: failure to

TABLE 1. Rates of Intense Emotional Reactions Among Ther-
apists Who Were or Were Not Severely Distressed After the
Suicide of a Patienta

Emotional 
Reaction

Therapists Who Rated Emotion as Intense

Fisher’s 
Exact p

Severely Distressed 
(N=13)

Not Severely 
Distressed (N=21)

N % N %
Grief 12 92.3 11 52.4 0.03
Guilt 12 92.3 9 42.9 0.005
Inadequacy 6 46.2 1 4.8 0.007
Anxiety 5 38.5 0 0.0 0.005
Depression 7 53.8 2 9.5 0.02
Anger 8 61.5 12 57.1 1.00
Shock 8 61.5 12 57.1 1.00
Shame 3 23.1 4 19.0 1.00
Betrayal 1 7.7 2 9.5 1.00
a Therapists were classified as severely distressed if they rated their

distress as 7 or higher on a 10-point scale.

TABLE 2. Relation of Therapist Gender and Experience to
Severe Distress Among 34 Therapists After the Suicide of a
Patient

Therapist 
Characteristic

Total 
Number

Severely Distressed Fisher’s 
Exact pN %

Gender 0.26
Male 25 8 32.0
Female 9 5 55.6

Training status 0.39
In training 7 4 57.1
Completed training 27 9 33.3

Years in practice 0.11
15 or more 9 1 11.1
Fewer than 15 25 12 48.0

a Therapists were classified as severely distressed if they rated their
distress as 7 or higher on a 10-point scale.
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hospitalize an imminently suicidal patient, a treatment
decision the therapist felt had contributed to the patient’s
suicide, the negative reaction of the therapist’s institution,
or the fear of a lawsuit by relatives. None of the therapists
who were not severely distressed had recognized a suicide
crisis in a patient’s last session and then failed to hospital-
ize the patient. None perceived his or her own decisions
during the treatment as having significantly contributed
to the suicide. None had experienced a blaming reaction
from the institution, and none had been threatened with a
lawsuit by the patient’s relatives.

Although these situational factors contributed to severe
distress, understanding the specific emotional responses
of the therapists was crucial to understanding what under-
lay their distress. Two emotions—grief and guilt—were de-
scribed as intense by almost all of the severely distressed
therapists. In virtually all cases, the therapists’ intense grief
was related to the level of their emotional connection to
the patients, which appeared to make them vulnerable to
feeling other emotions intensely as well. We noted that
among the therapists who described the grief following the
patient’s suicide as “none” or “minimal,” only one was se-
verely distressed.

Guilt, like grief, often reflected close involvement with
the patient, rather than the quality of one’s performance
as a therapist. Those who reacted with intense guilt in-
cluded the two therapists who felt blamed by their institu-
tions, as well as the four who felt blamed by the patient’s
relatives and were afraid of lawsuits. In all six cases, nei-
ther the therapist nor the project investigators believed
the therapist’s actions had contributed to the suicide. In
some instances, it was clear that relatives of the patient
avoided acknowledging their own feelings of guilt by
blaming and suing the therapist. It also seemed that the
institutional administrators who blamed the therapists
were themselves afraid of being blamed or sued by rela-
tives. Nevertheless, being treated by fearful institutional
authorities or angry relatives as if they were guilty ap-
peared to lead therapists to feel they were.

Also among those experiencing intense guilt were three
of the four therapists who believed, with some justifica-
tion, that their treatment decisions had contributed to
their patients’ suicides. None of the four, however, was
blamed by the institution or the patient’s family or was
threatened with a lawsuit.

A similar disconnection between the quality of perfor-
mance, the therapist’s emotional response, and the re-
sponses of others was noted in the cases of the two thera-
pists who considered leaving psychiatry. Neither of these
therapists felt that his actions had contributed to the pa-
tient’s suicide, and the project investigators agreed. Both
were experienced psychiatrists who felt they had had good
rapport with their patients and were shocked by the sui-
cides. After a difficult period, which for one therapist was
complicated by a threatened lawsuit from his patient’s
adult son, both eventually came to terms with the fact that

even competent treatment cannot always prevent sui-
cide—or a hostile reaction from the patient’s family. Both
continued treating depressed and suicidal patients; one
became a successful suicide researcher.

Gender and professional experience may affect thera-
pists’ vulnerability to severe distress. The greater frequency
of severe distress among female therapists is consistent
with the observation of others that bereavement in general
(16) and suicide bereavement in particular (17) is more dif-
ficult for women than men.

Consistent also with the findings of others was the
greater vulnerability to severe distress among therapists
still in training. This seemed to be particularly true, how-
ever, among those who were given considerable individual
responsibility for their patients, such as the two trainees we
have discussed who were blamed for the suicides by their
institutions. Trainees who were part of an inpatient team
that made collective decisions regarding patients were
more apt to feel supported and less apt to be blamed or to
feel intense guilt and severe distress. It is also worth noting
that, while therapists who were in practice for many years
were less likely than others to feel severe distress, experi-
ence alone did not protect against an intense emotional re-
sponse. The highly experienced psychiatrist who failed to
hospitalize a patient he knew to be imminently suicidal af-
terward felt intense inadequacy and self-doubt.

In addition to having had the good fortune to be spared
the experience of being blamed or threatened with a law-
suit, therapists who did not respond to the suicide with se-
vere distress sometimes appeared to have been protected
by character or temperament. This was most evident in
the responses that therapists gave to an open-ended item
in the questionnaire that asked whether, in retrospect,
there were any things they would have done differently
that they thought might have prevented the suicide. All
but five of the 21 therapists who were not severely dis-
tressed identified at least one change they would have
made. Frequent responses included hospitalizing the pa-
tient, using more or different medications, using a differ-
ent treatment technique, being more involved with the
patient, involving the patient’s family in the treatment
process, and communicating with prior or concurrent
treatment providers. The less distressed therapists, com-
pared to those who were severely distressed, had a greater
capacity to view their misfortunes as learning opportuni-
ties rather than as occasions for self-reproach.

Limitations

The participant therapists in this project were of neces-
sity volunteers, and thus we cannot estimate how typical
they are of the greater population of therapists who lose
patients to suicide. Those whose cases are reported here
had a wide range of professional experience, therapeutic
orientations, and personal styles. It is possible, however,
that therapists not volunteering their cases may be more
troubled about the treatment they provided than those
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willing to have their cases reviewed. The requirements and
procedures of this study may also have served to select a
group of more highly involved and motivated therapists.
On the other hand, it is also possible that participating
therapists may be more than ordinarily disturbed about
the suicide of their patients. Our earlier analysis of the re-
actions of the first 26 of our participating therapists (6)
suggested that both possibilities were represented, and
our work since that time confirms this observation.

Although in our work to date we have not found the fre-
quency of severe distress to be different among therapists
trained in different disciplines, as some earlier surveys (1,
2) have suggested, our participants thus far have included
far more psychiatrists than psychologists and other thera-
pists. We will remain alert to possible differences as the
study progresses.

Although we did not systematically measure the duration
of severe distress, in each of the severely distressed thera-
pists the experience was described as lasting for at least a
year following the suicide. We also observed among some
therapists a significant lessening of distress about 2 years
after the suicide. Other therapists were still severely dis-
tressed when we saw them, however, and because we did
not follow them after the workshop, we do not know how
long their severe distress lasted. Duration may be a dimen-
sion of severe distress worthy of separate investigation.

Conclusions

Most clinicians are not prepared for the intense emo-
tional responses that accompany a patient’s suicide or
for the reactions of the patient’s family and the institu-
tions in which the therapists work. The finding that over
one-third of therapists who experience a patient’s suicide
suffer severe distress points to the need for further study
of the long-term effects of patient suicide on professional
practice.
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