
Literature review of duration duress upon
a frontline workforce exposed to suicide. 
Is there anything for us to learn from this
literature body for the work of a suicide
bereavement workforce?





Abstract     For frontline professionals working with people suffering from mental health
disorders, client suicide is a relatively common experience. According to Brown
(1987), 20-50% of therapists have experienced a client suicide and many report
the powerful impact that this had on both a personal and professional level.
Research suggests that coming to terms with the suicide can be extremely
distressing for frontline professionals and specifically, therapists have reported
experiencing low mood, sleep disturbance, irritability (Alexander et al, 2000) and
feelings of anger, sadness, and guilt. Professionally, feelings of failure and
incompetence (Gulfi et al, 2010) are common which lead professionals to
question their expertise, status, and role, and may even cause them to alter their
working practices (Campbell & Fahy, 2002; Alexander et al, 2000). In addition,
research suggests that the suicide of a patient also has multiple consequences
on the functioning (Farberow, 2005) and management of the entire organisation
in which the professional works (Pommereau et al, 1994).

    A multitude of research has been conducted which investigates the impact of
a patient suicide on both professional reactions and professional practices.
Regarding professional reactions; shock, guilt, and competency issues are
consistently identified in the weeks following a patient suicide as well as higher
than average levels of stress (Séguin et al, 2014). In the majority of studies, such
stress levels still lie within the normal range however a small proportion of
clinical staff report stress symptomatology that reaches levels of Acute Stress
Disorder or Post-Traumatic Stress Disorder (Séguin et al, 2014). In a study
conducted by Wurst et al (2010), 1/3 of therapists who experienced a patient’s
suicide suffered from severe distress. Highly distressed therapists felt
significantly more ‘sad, guilty, angry, shocked, ashamed, offended and
insufficient’ as compared to the less distressed group and this remained 6
months after the patient suicide. According to Ruskin et al (2004) for the
majority, extreme emotions diminish over time however for an important
minority the emotional impact can reach morbid levels (Ruskin et al, 2004) and
it’s this subgroup of individuals who potentially require targeted support. 



    Furthermore, following a patient suicide, clinical staff have reported feeling more
anxious about working with patients at risk for suicide as well as an increased focus
on potential suicidal cues (Gulfi et al, 2010). Although such heightened anxiety and
increased focus demonstrate the adverse effects patient suicide can have on
professional reactions it may improve the vigilance of clinical staff and therefore
highlight a potential constructive effect. It’s important to note that these specific
professional reactions depended on the gender of the professional, the
relationship/emotional attachment they had with the patient and the location of
the suicide. Professional reactions were more intense when the suicide took place
within close proximity of the organisation compared to the patients’ home, when
the professionals felt responsible for or close to the patient and when the
professional was a female. All predictors persisted over time except emotional
attachment which only had a significant effect in the month following the suicide.
From this, it’s important to consider that again, it seems that it’s only a specific
subgroup of individuals who experience more pronounced adverse effects
following a patient suicide. The debate regarding gender is contentious however, as
although some studies have also found that women are significantly more likely
than men to need increased support in the aftermath of a patient suicide and
report greater professional self-doubt (Gaffney et al, 2009), other studies have
found no gender differences (McAdams & Foster, 2000). 

    Alongside professional reactions, patient suicide also has a significant impact on
the working practices of professionals. According to Séguin et al (2014), patient
suicide alters the way professionals assess suicide risk, the treatment they chose to
use, the frequency at which they consult with other colleagues and the number of
hospitalizations they make. Such findings reinforce the observations made in an
earlier study conducted by Gulfi et al (2000) where a greater tendency to
hospitalise at-risk patients and consult colleagues were some of the most
commonly reported changes. Such changes to professional practice may negatively
impact the therapist’s ability to establish a therapeutic alliance with other suicidal
patients (Séguin et al, 2014) however there may be a potential constructive effect
as greater consultation with colleagues might initiate a learning process and
improved effectiveness and quality of work. 

 



It’s important to note however that these changes in working practices were
significantly associated with a number of factors: ‘the age of the professionals, the
number of suicides experienced and previous suicide attempts by the deceased
patient.’ Professionals whose deceased patient had attempted suicide multiple
times and professionals who have experienced many patient suicides reported
fewer changes to their working practices whereas younger therapists with less
experience tended to alter their working practices much more than older
colleagues. This suggests that professional experience and an increased awareness
of professional limits aids recovery during the aftermath of a patient suicide as well
as determining the extent to which professional practices are altered and the level
of distress experienced. In support of this, 66% of trainee psychiatrists participating
in a study conducted by Wurst et al (2010) subsequently felt more ‘guilty, shocked
and insufficient’ 6 months following a patient suicide compared to their colleagues
with longer professional experience.

    From the research discussed it is evident that patient suicide has a substantial
impact on professional reactions and working practices however the duration of
this impact has been questioned. In the study conducted by Gulfi et al (2000), the
intensity of most emotional and cognitive reactions diminished over time with the
greatest impact being experienced in the first month following the patient suicide.
However, findings from Alexander et al (2000) suggest that the impact is much
more persistent as although some clinical workers reported the effect lasting up to
a week, others reported effects lasting over three months. It seems that there are
major variations in the intensity and duration of distress felt by professionals
following a patient suicide, again indicating that there may be potentially different
subgroups who are more vulnerable and more prone to emotional distress (Séguin
et al, 2014).

    Although it seems that the impact of patient suicide on professional reactions
and professional practices is entirely individualized findings suggest that some
support mechanisms post patient suicide are commonly reported by professionals
as being helpful. The therapist’s team, family and friends emerged as the most
common and effective source of support after a patient suicide, helping to alleviate
the sense of isolation frequently reported (Alexander et al, 2000).



In addition, team meetings and professional reviews which provide opportunities
for learning and improved management of patient suicide have also been found to
be helpful (Alexander et al, 2000). Importantly the success of such reviews is
determined by whether they are clinically lead, well-structured and realistic. A
therapist in a study conducted by Alexander et al (2000) emphasized this and
stated, ‘we have high expectations of ourselves, and it is sometimes important to
recalibrate these in terms of what we can realistically achieve.’ (Alexander et al,
2000). Importantly the reviews must be constructive and focused on learning
rather than blaming as this ‘blaming culture’ can intensify distress and impede a
constructive analysis of the event. In addition, it is important to note that the time
in which such reviews and formal inquiries take place is also vital. Many therapists
have highlighted their healing potential but only when they are conducted at a time
when emotional turmoil has passed. Finally, 63% of the clinical consultants who
attended the patient’s funeral in Alexander et al’s study (2000) found this helpful
but interestingly, the patients’ family and friends were regarded as being unhelpful
by many of the clinical consultants in the same study. 

    Looking towards the future, therapists have highlighted the need and desire for
improved training where the inevitability rather than the risk of suicide is
acknowledged and the likelihood of encountering a patient suicide is emphasized
(Alexander et al, 2000). In the words of Gaffney et al (2009), the ‘most useful single
measure in terms of professional support, training and preparation would be to
foster a culture of openness in which suicide is anticipated as a possible outcome
even with excellent standards of care.’ Self-blame is common for many therapists in
the aftermath of patient suicide and there is a ‘a terrible sense of failure at having
let down those who have put their trust in you.’ (Alexander et al, 2000) however by
fostering this culture of openness it may help to prevent therapists from blaming
themselves and the negative emotions that follow. Alongside improved training,
over half of the respondents in a study conducted by Gaffney et al (2009)
emphasized the need for support and counselling after patient suicide. As
therapists have a vital role in supporting the patient’s family and other team
members after a patient suicide, they might not necessarily have the time to take
care of their own emotional needs (Kelleher, 2014) and so it’s important to make
this support accessible and ensure that the therapists are aware of what is
available. 



Although this awareness is vital, therapists have highlighted the need for a balance
– clinical staff should be able to access support but not coerced into taking up such
offers (Alexander et al, 2000). 

    From the research discussed it seems that all therapists react to patient suicide
‘personally as human beings much as other people do’ (Wurst et al, 2010) and
therefore feelings of sadness and pain are inevitable. For the majority, this
emotional distress is manageable and eases over time however for a small but
important minority it is persistent and intensified. Specifically, it seems to be
younger, inexperienced therapists who are affected the most by patient suicide as
they have not yet learned how to detach themselves from the situation and cope
with their emotions in the aftermath. Efforts therefore need to be focused on firstly
improving training for all but also improving the professional support for vulnerable
individuals so that they can reflect and recover in an environment which will allow
them to do this most effectively. 
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