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ABSTRACT KEYWORDS
Objective: To provide a conceptual overview of how medical doc- Doctors; nurses; patient
tors and nurses experience patient suicide. suicide; qualitative research

synthesis; reciprocal

Method: A systematic search identified ten qualitative papers for i )
translational analysis

this interpretive meta-synthesis. Constructs were elicited and synthe-
sized via reciprocal translational analysis.

Results: Findings comprised four inter-related themes: (1) Intrinsic
but taboo: patient suicide perceived as inevitable yet difficult to dis-
cuss. (2) Significant emotional impact: clinicians deeply affected, with
resilience important for mitigating impact. (3) Failure and account-
ability: intense self-scrutiny, guilt and shame, with blame attributed
differently across professions. (4) Legacy of patient suicide: opportu-
nities for growth but lack of postvention guidance.

Conclusions: Patient suicide affects clinicians profoundly. Further
research should evaluate postvention procedures to inform effective
guidance and support, acknowledging professional differences.

HIGHLIGHTS

e Patient suicide profoundly affects doctors and nurses as
“suicide survivors.”

e Despite common themes, professions differed in blame
attributions.

e Organizations must develop postvention responses to meet clini-
cians’ pastoral needs.

Approximately 800,000 people die by suicide worldwide annually and many more
attempt to take their own lives (World Health Organization, 2020). Mental ill-health is
a risk factor (Hawton, Houston, Haw, Townsend, & Harriss, 2003) and suicide is
increasingly regarded as a healthcare issue, with considerable research aimed at identify-
ing and evaluating strategies for clinical intervention (Mann et al., 2005; Zalsman et al.,
2016). Healthcare professionals are consistently identified as key to reducing incidence
(NCISH, 2014; Stanistreet, Gabbay, Jeffrey, & Taylor, 2004), despite clear difficulties in
predicting suicide (Leavey et al., 2017). However, the effects of this burden on clinicians
are little-investigated.

Losing a patient to suicide is often considered an occupational hazard (Chemtob, Bauer,
Hamada, Pelowski, & Muraoka, 1989; Ruskin, Sakinofsky, Bagby, Dickens, & Sousa, 2004),
but clinician reactions to patient suicide are poorly-understood and it is essential to
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improve this understanding urgently. Patient suicide can significantly affect healthcare
professionals, with clinicians themselves considered as potential “second victims” follow-
ing such adverse patient events (Kable & Spigelman, 2018; Scott et al., 2009; Wu, 2000).
Common reactive emotions include shock, disbelief and grief (Hendin, Haas, Maltsberger,
Szanto, & Rabinowicz, 2004; Ng et al., 2019) with some also experiencing posttraumatic
stress disorder (McAdams & Foster, 2000). Clinicians can experience significant conse-
quences harmful to themselves and healthcare organizations, including career change,
clinician suicide (Gibbons et al., 2019; Kable & Spigelman, 2018), and feelings of failure,
guilt, shame and fear of litigation (Gaffney et al., 2009; Kendall & Wiles, 2010; Valente &
Saunders, 2009). This seems particularly amplified when clinicians have not anticipated
their responses and subsequent actions required in the aftermath of patient suicide (Grad
& Michel, 2005), often termed “postvention” (Schneidman, 1971). Professional training
does not necessarily confer adequate resilience (Midence, Gregory, & Stanley, 1996), and
organizational responses typically focus on lessons learned and future prevention, rather
than clinician support (Anderson, Byng, & Bywaters, 2006; Department of Health, 2012;
Public Health England, 2016). From the clinician-focused and organizational perspectives,
it is crucial to understand the processes underlying responses to suicide among healthcare
professionals, as there appear to be substantial needs which currently go unmet.

Early autobiographical essays and case reports demonstrated the impact of patient
suicide on clinicians (Carter, 1971; Fox & Cooper, 1998; Kolodny, 1979). These were
further illustrated by validated scales reporting effects over time including reactive
changes that clinicians made to their practice (Chemtob, Hamada, Bauer, Torigoe, &
Kinney, 1988; Hendin, Lipschitz, Maltsberger, Haas, & Wynecoop, 2000; Spencer, 2007).
The findings have been summarized in narrative (Ellis & Patel, 2012) and systematic
reviews (Séguin, Bordeleau, Drouin, Castelli-Dransart, & Giasson, 2014; Talseth & Gilje,
2011). All note diverse clinician attitudes toward the level and type of support required
afterwards, encouraging further research to underpin training and postvention guidance.
However, the utility of these reviews is constrained by the quantitative methodologies of
included studies, which precludes detailed phenomenological explanations of variation
and limits our understanding of how differences between clinicians should
be considered.

The shift toward rigorous qualitative studies (e.g., Darden & Rutter, 2011; Kouriatis
& Brown, 2014; Sanders, Jacobson, & Ting, 2005) allows investigation and contextual-
ization of phenomenological complexity (Clarke & Jack, 1998). Such studies support
further meaningful exploration of how clinicians experience patient suicide, enabling
the development of more nuanced strategies for postvention and clinician self-care
(Norcross, 2000). Accordingly, there is a need to systematically review the emerging
body of qualitative literature in this field.

To date, qualitative studies either aggregate findings from multidisciplinary teams or
explore experiences within discrete professions, predominantly doctors or nurses, with
one exception; Causer, Muse, Smith, and Bradley (2019) evaluated experiences of suicide
across a range of disciplines including school-based counselors, social care, psychologists
and nurses. However, their search terms were relatively limited, potentially masking cru-
cial differences in experience between professions (Zimmer, 2006).
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Accordingly, this review addresses the need for qualitative, discipline-specific meta-syn-
thesis of professionals’ reactions to patient suicide. Our search was limited to studies of
medical and nursing professionals only. Our rationale for this sample selection was two-
fold: (1) they are the dominant healthcare professionals by number and hold responsibility
for the majority of clinical contacts; and (2) whilst their professional cultures differ (Hall,
2005) they share a history of collaborating to manage risk in medical settings using similar
diagnostic models (Johnstone & Dallos, 2013; Mackay, 1993). The availability of multiple
papers for both professions also enabled meaningful cross-study interpretations and com-
parisons (Paterson, Thorne, Canam, & Jillings, 2001). This review therefore aimed to con-
duct an interpretive meta-synthesis of qualitative literature to provide a conceptual
overview of how medical doctors and nurses experience patient suicide.

METHOD

Our method aligned with Noblit and Hare (1988) seven phases of meta-ethnography,
including: developing a research question and appropriate search strategy; using inclu-
sion and exclusion criteria to identify relevant studies; appraising study quality; and
extracting data for synthesis and re-interpretation via reciprocal translational analysis,
where common themes are iteratively translated into one another (Bridges et al., 2013;
Britten et al., 2002; Harrison et al., 2014).

Context is fundamental to qualitative research, as it allows methodologically-sound
interpretations of differing experiences, but it can be overlooked when aggregating find-
ings. This was addressed by systematically integrating findings, utilizing the same her-
meneutic principles that apply to individual studies to honor phenomenological
experiences across papers (Noblit & Hare, 1988; Zimmer, 2006).

Search Strategy

CHIP (Context, How, Issue, Populations) was used to formulate the research question
and search strategy (Shaw, 2011). Search terms were refined using the library of
Medical Subject Headings (MeSH). Three searches were composed based on key words
and subject headings linked by the Boolean operator “OR™: describing patient suicide,
profession (i.e., medical/nursing), and qualitative research. These searches were then
combined using “AND.” No date restrictions were applied. The final search strategy
(Table 1) was developed with support from a librarian subject specialist to optimize
study identification across AMED, CINAHL, Medline, PsycINFO, Scopus, and Web of
Science. Searches were conducted in February 2020. Finally, reference lists from key
studies were manually searched for additional papers. During the peer-review process,
one reviewer recommended that we additionally search PubMed and Google Scholar for
completeness. These searches were carried out and identified 20 additional papers of
interest, of which none met the inclusion criteria.

Eligibility Criteria

Peer-reviewed English-language qualitative studies reporting the experiential impact
of patient suicide on doctors and nurses were included. Studies were excluded if



TABLE 1. Search terms utilized for systematic literature review.
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Patient suicide Profession Qualitative research
patient suicide doctor* impact
client suicide physician* effect*
completed suicide general practitioner* experienc®
suicide postvention gp* attitude*
SUICIDE** psychiatrist* qualitative
medic interview*
PHYSICIANS focus group*

GENERAL PRACTITIONERS

phenomenolog*

INTERNSHIP AND RESIDENCY ipa

nurse* hermeneutic*
nursing ethnograph*
NURSES** narrative™
NURSING** thematic analysis

content analysis

discourse analysis
grounded theory
ATTITUDE OF HEALTH PERSONNEL
QUALITATIVE RESEARCH**
QUALITATIVE ANALYSIS**
INTERVIEW AS TOPIC
FOCUS GROUPS
GROUNDED THEORY
DISCOURSE ANALYSIS
CONTENT ANALYSIS
PHENOMENOLOGY
HERMENEUTICS
ETHNOGRAPHY

Lower case terms indicate key words; Capitalized terms indicate subject headings, matched across databases.
*Terms were truncated to maximize relevant returns.
**Subject terms were exploded within databases wherever possible to optimize the search strategy.

they focused solely on: patient, family or caregiver experiences; risk assessment,
management, prevention or intervention; physician-assisted suicide or euthanasia; or
staff experiences of or attitudes toward attempted suicide. Furthermore, studies of
participants who were not medical doctors or nurses were excluded, as were papers
reported only quantitative findings. Editorials and reviews were excluded since they
offered no new data.

Identification of Papers

The initial database search identified 3709 unique studies once duplicates were
removed. Two reviewers screened titles and abstracts for whether the study focused
on exploring clinicians’ experiences of patient suicide, which excluded 3668 studies.
Full text was obtained for 41 papers which appeared to meet the inclusion criteria.
Further study excluded a further 29 studies, leaving 12 papers requiring quality
assessment. Two were subsequently excluded based on low study quality (see below),
leaving ten studies for review (Figure 1). No additional studies were manually identi-
fied from key papers. Of the ten selected papers, four comprised studies of general
practitioners, two of psychiatrists, and four of nurses (one of these focusing specific-
ally on mental health nurses). For the purposes of this review, these groups will
jointly be referred to as “clinicians” except where disambiguated by group for spe-
cific discussion.
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FIGURE 1. PRISMA flow chart documenting the identification process for papers.

Quality Review

The three authors independently appraised the 12 papers using a formal appraisal
checklist to assess methodological clarity, data collection, analysis, and reporting (CASP,
2013). Devising a rating system enabled efficient comparison of studies, where a score
of one or zero points was assigned to the answers “yes” or “no,” respectively. A total
score of ten points indicated a rigorous study. While ratings were initially only intended
to inform weightings for the meta-synthesis, two studies scored three points, indicating
severely-flawed methodological and reporting quality. One failed to support interpreta-
tions and conclusions with evidence from the data itself (Kahne, 1968); the other privi-
leged a quantitative approach to analysis (reporting percentages) and implied that not
all participants were qualified clinicians (Midence et al., 1996). These were therefore
excluded to maintain meta-ethnographic fidelity. The ten retained studies scored
between seven and ten points, with particular strengths in robust, reflexive and trans-
parent analysis (see Table 2 for study profiles).
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Interpretive Meta-Synthesis

In the interpretive paradigm, individuals’ narratives are regarded as interpretations based on
meanings they assign to their experiences (Noblit & Hare, 1988). These primary data are
identified as “first-order constructs” (Britten et al., 2002; Zimmer, 2006). Researchers then
make interpretations from the primary data based on their own experiences and epistemo-
logical positions (“second-order constructs”). When multiple studies are drawn together in a
meta-synthesis, new insights are developed through interpretations of interpretations. These
are “third-order constructs,” which carry their own contextual complexity.

In practice, distinguishing between first- and second-order constructs may be difficult
as it is often unclear whether researchers’ commentaries describe participant narratives,
or interpretations made through their own experiences and methodological standpoints
(Atkins et al., 2008). To systematize analysis of concepts emergent from each paper and
maintain our focus on recurring themes, this review therefore followed the approach
recommended by Atkins et al. (2008); all data extracted from the original papers were
considered first-order constructs, including participant quotations and authors’ com-
ments from study authors. Original wording was preserved for all content to promote
fidelity of meanings and concepts, and to assure the integrity of the methodology

TABLE 3. Example of first- and second-order constructs from a selected paper.

Conclusions
(2nd order)

Inevitability of
suicide and impact
on GPs accepted
as core to role.

Relationship with the

Authors comments
(1st order)

Despite some being
pragmatic about
suicide, other GPs
reported
frustration at

Study Aims
Saini et al. (2016)

Themes (1st order)

To explore how GPs
are affected by
patient suicide
and the formal
support available

Part and parcel.
Suicide accepted
as “a fact of life.”
“It would affect
me if | knew the

patient well and |
hadn’t picked up
they were
suicidal.” Some
would not seek
support, “it's
obviously
distressing but not
such that it
warrants
professional
counseling.”

Failing patients. GPs
reported
significant self-
scrutiny “The first
thing you think is
was it my fault,”
“It certainly did
affect me because
| felt | put myself
out and say that |
wanted to help.”

Informal support
systems. GPs
uncertain of
support available.
Level of support
depended on
each case.

inability to help.
Grief, guilt and
self-scrutiny
emphasized.

Suggested older GPs

needed more
support, possibly
due to deeper GP-
patient
relationship over
time with high
professional
attachment.
However, younger
GPs might be
more emotionally
vulnerable.

Individual differences

in support
required
depended on
preference and
impact of suicide.

Peer discussions gave

GPs opportunity
for reflection
and learning.

patient affected
level of self-
scrutiny,
particularly where
patients were on
the “road to
recovery.”

GPs uncertain what
constituted formal
support.
Ambivalence
toward seeking
support possibly
due to: seeing
distress as intrinsic
to role; feeling
unworthy due to
perceived failure;
or lack of formal
guidance.

Reflection and
debriefing
important
for growth.
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TABLE 4. Third-order constructs—taxonomy of findings.

Intrinsic but taboo

e  Patient suicide thought to be unavoidable in healthcare

e Perceived helplessness potentiated clinicians’ distress

e  Despite perceived inevitability, stigma made it difficult to talk about suicide

Significant emotional impact

e  Clinicians deeply affected by patient suicide—shock, panic and grief
e Level of distress dependent on quality of professional attachments
e  Resilience important for mitigating personal and professional impact

Failure and accountability

e Intense self-scrutiny exercised—clinicians wondered if they had overlooked something
Rumination of failure to prevent suicide resulted in guilt and shame

Attributions of blame differed across professional cultures:

Nurses identified external locus of control through increased reliance on protocols
Medics suspected failure in doctor-patient relationships

Legacy of patient suicide

e  Self-reflection engendered opportunities for personal and professional growth
e  Uncertainty evident when attending to patients’ families

e  Organizational responses required to enable supportive cultures post-incident
e lack of formal guidance for postvention procedures and self-care highlighted

(Britten et al., 2002). Second-order constructs were developed iteratively with additional
interpretations and ideas from the ten papers refined through a process of continuous
discussion. Additional interpretations emergent from the first-order constructs were
reflected in themes of: perceived helplessness; difficulty talking about suicide; clinician
shame following completed suicide; differences in accountability across professional cul-
tures; and the importance of resilience and postvention guidance for personal and pro-
fessional growth. For illustrative purposes, Table 3 presents first- and second-order
constructs interpreted from one study.

The emergent accounts from the primary studies appeared largely consistent with simi-
lar themes arising across papers. It was therefore possible to reliably translate accounts
into one another through the development of contextually congruent third-order con-
structs across studies that maintained phenomenological complexity (Paterson et al., 2001;
Zimmer, 2006). The conceptual themes were initially grouped to develop a coherent line
of argument (Britten et al., 2002), and interpretations were further refined to ensure they
emerged from the original data and captured findings relevant to the review aims (Noblit
& Hare, 1988). These third-order constructs comprised four inter-related conceptual
themes: “Intrinsic but taboo”; “Significant emotional impact”; “Failure and accountability”;
and “Legacy of patient suicide” (Table 4). The themes are discussed under these headings.

FINDINGS

All quotations comprise original author commentaries and clinician quotes from the ten
included studies.

Intrinsic but Taboo

Although infrequent, clinicians described patient suicide as “part and parcel” (Saini,
Chantler, While, & Kapur, 2016, p. 417) of healthcare. Most talked about it being



ARCHIVES OF SUICIDE RESEARCH 1275

“inevitable in certain situations, no matter how hard we try” (Wang, Ding, Hu, Zhang,
& Huang, 2016, p. 356) and feeling unable to prevent it: “if somebody really wants to,
they will” (Foggin et al., 2016, p. 740).

Despite this, clinicians “differed in their propensity to explore suicide ideation”
(Davidsen, 2011, p. 113). Some worried about increasing risk (Wang et al, 2016), and
most conveyed the discussion as unmentionable, consistent with findings reporting stigma
toward family members bereaved by suicide (Pitman, Stevenson, Osborn, & King, 2018).
This sense of taboo persisted in the aftermath of suicide, evidenced by clinicians express-
ing discomfort (Robertson, Paterson, Lauder, Fenton, & Gavin, 2010) and using euphe-
misms such as “topped himself [and] this sort of incident” (Foggin et al.,, 2016, p. 740). In
some cases where patients had not exhibited apparent risk of suicide, incidents could even
be attributed to accident, avoiding acceptance of a deliberate act (Hultsjo et al., 2019).

Significant Emotional Impact

Intense emotions including shock, sadness, grief and anger were reported: “I felt like
there was a stone on my chest” (Wang et al., 2016, p. 358); “it’s something I’ll have to
carry forever” (Gibbons et al., 2019, p. 237). Greater “proximity to the event” (Joyce &
Wallbridge, 2003, p. 21) and a high professional attachment (Saini et al., 2016) appeared
most intensely distressing: “It certainly did affect me because I felt I put myself out...I
wanted to help” (Saini et al., 2016, p. 418). Patients were commonly characterized as
having suffered deeply, which affected clinicians profoundly in turn. Hultsjo et al.
(2019) report multiple such expressions: “I had horrible feelings and didn’t know how
to handle them...I felt so bad”; and “you could never really reach him, it was like-
... you became very empty” (p. 1627).

Personal experiences of suicide “could sometimes make it extremely difficult” (Foggin
et al, 2016, p. 742) and accounts suggested individual variation in recovery time and
process. The emotional impact of patient suicide appeared mitigated by “spiritual
beliefs” (Joyce & Wallbridge, 2003, p. 21), and sharing distress with family and friends:
“I was badly hurt and cried to my husband” (Wang et al, 2016, p. 358). Positive,
reflective reframing of experiences to address negative emotions also seemed helpful,
while hostile or persecutory reactions from the clinicians’ employer exacerbated distress
(Gibbons et al., 2019).

Failure and Accountability

Clinicians emphasized “the sense of failure [as]... the biggest thing” (Joyce &
Wallbridge, 2003, p. 19), grounded in a sense of ineffectively managing risk. They
expected themselves “to have prevented the suicide” (Talseth & Gilje, 2007, p. 631), and
yet expressed lack of ability to live up to this: “I am not omnipotent” (Pavli¢, Treven,
Maksuti, Svab, & Grad, 2018, p. 179). This evoked a sense of failure to protect vulner-
able individuals, one participant describing a case where a patient “was so
institutionalized ... It is a failure. We know that before they have left the hospital”
(Hultsjo et al,, 2019, p. 1628). These descriptions appear imbued with helplessness
and dread.
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Patient suicide often prompted “great self-scrutiny” (Saini et al., 2016, p. 418), which
took “a great deal of mental energy” (Davidsen, 2011, p. 115). Self-blame and specula-
tion was prominent: “how could I be so naive” (Talseth & Gilje, 2007, p. 626), along
with rumination about what they may have missed, generating fear about “perceived
judgment and blame” (Wang et al., 2016, p. 354). Some respondents sought to create
distance between themselves and the suicide “to show they did their job well and that
they are ‘good’ [clinicians]” (Robertson et al., 2010, p. 3), seemingly aiming to reducing
potential legal accountability. Gibbons et al. (2019) quoted a psychiatrist: “It is a very
frightening world where one professional group is given an impossible task and then
censured by society (and themselves) for failing to achieve it” (p. 239).

Whilst both doctors and nurses expressed guilt, self-scrutiny, and fear of accountabil-
ity, attributions of blame differed. Nurses tended to attribute patient suicide externally,
reflected in accounts discussing adherence to protocol and doing things “by the book”
(Joyce & Wallbridge, 2003, p. 19). Some emphasized they had thoroughly assessed risk
pre-suicide to rebuff any unspoken judgment of culpability: “there had been nothing
untoward indicating...any intention of suicide...she was bright...attended to her
hygiene ... had her breakfast” (Robertson et al, 2010, p. 4). Alternatively, blame was
attributed to institutional failure to impart risk-management skills: “I don’t know how
to ask... how to comfort” (Wang et al.,, 2016, p. 354).

Medical doctors tended to internalize blame, reporting “shame and responsibility that
seems to be accepted in the whole psychiatric community about suicide” (Gibbons
et al., 2019, p. 238). Patient suicide was attributed to failure to emotionally connect with
patients, with particular self-criticism where they had felt unable to facilitate disclosure
of suicidal ideation: “they had actually come to talk about this... but they never came
out with it... there we have actually failed” (Davidsen, 2011, p. 115). Feelings of guilt
and self-blame were amplified if doctors felt they had developed meaningful relation-
ships with patients “who they felt [were] on the ‘road to recovery” (Saini et al., 2016,
p. 418).

Legacy of Patient Suicide

Clinician reflections on how to change their approach post-suicide were common
(Talseth & Gilje, 2007). Profound and lasting self-doubt dominated accounts: “I doubt
whether I could do this job anymore” (Wang et al., 2016, p. 358). Multiple individuals
reported seeking to retire or change career after experiencing patient suicide; one clin-
ician reported feeling “ineffectual in changing systems that I recognize as being ineffect-
ive and fragmented” (Gibbons et al, 2019, p. 237). However, intense self-scrutiny
sometimes motivated improvements: “I have got better at asking if they think of
suicide” (Davidsen, 2011, p. 115). Clinicians often became more cautious reporting
“ongoing thoughtfulness about patient contact—made me more vigilant and risk con-
scious” (Gibbons et al., 2019, p. 237). Using experiences to improve future care by
“teaching students and colleagues” (Talseth & Gilje, 2007, p. 632) also facili-
tated growth.

Clinicians reported feeling responsible for supporting distressed families post-suicide,
yet felt underprepared with insufficient time to do so. Onward referrals for counseling
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or support were hindered by a lack of “third-sector organisations that specifically sup-
ported those bereaved by suicide” (Foggin et al., 2016, p. 742). This resulted in avoid-
ance of families by some clinicians, particularly those “afraid of medical disputes”
(Wang et al., 2016, p. 358).

All studies emphasized a need for organizational support to manage emotional impact
and “professional accountability” (Robertson et al., 2010, p. 5). The level and type of
support required varied “between staff who needed to talk about it right away and staff
who didn’t want to discuss it at all” (Joyce & Wallbridge, 2003, p. 19). One GP refer-
enced a need for “solace, understanding [and] compassion” (Pavli¢ et al., 2018, p. 179),
and a supportive, non-judgmental stance from managers as well as the overall organiza-
tion was considered helpful (Gibbons et al., 2019). Reassurance from colleagues seemed
crucial for moving forward: “I talked ... with my chief ... he clearly said I could not have
done anything else...I was relieved” (Talseth & Gilje, 2007, p. 627). Where this was
unavailable, clinicians “hesitate[d] to share their feelings” (Wang et al.,, 2016, p. 359),
and expressed concern at having to manage “the emotional impact of the suicide by
themselves” (Davidsen, 2011, p. 115). Author commentaries suggested this may reflect
insufficient “space to deal with their own grief” (Foggin et al., 2016, p. 744) due to the
pressures of ongoing patient interactions in the immediate aftermath.

Pervasive across papers was the sense that organizations offered insufficient guidance
to effectively manage responses to patient suicide. There was a notable absence of for-
mal postvention arrangements within the narratives, both for working with bereaved
families and managing personal impact: “we’re very good at supporting each oth-
er...but we don’t have any formal back up” (Saini et al, 2016, p. 418). Additionally,
barriers to utilizing support were described including “pride...as well as the residual
stigma of mental health in health professionals” (Foggin et al., 2016, p. 742), particularly
among medical professionals (Pavli¢ et al., 2018). Consequently, introducing postvention
guidance comprising personal support and professional procedures was highlighted as a
necessary outcome “to help [clinicians] better cope with negative consequences of
[patient] suicide” (Wang et al., 2016, p. 359).

DISCUSSION

Whilst the term “suicide survivor” has traditionally been limited to family and friends
bereaved by suicide, clinicians are increasingly recognized as legitimate survivors (Grad
& Michel, 2005). The current review demonstrates that healthcare professionals share
the shame and self-blame seen in families post-suicide, illustrating “second victimhood,”
where clinicians become traumatized by adverse patient events (Kable & Spigelman,
2018; Scott et al., 2009; Wu, 2000). Our findings are broadly comparable with Causer
et al. (2019), who reviewed studies of professionals from social care, education, psych-
ology and nursing. They found themes of traumatic response to suicide (paralleling our
“significant emotional impact), feeling scrutinized and blamed (our “failure and
accountability”) and support and learning (our “legacy of patient suicide”). Our add-
itional finding of differences between doctors and nurses in responses to suicide empha-
sizes the importance of fine-grained exploration of reactions, and the need for
profession-specific support.
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Cognitive-Emotional Dissonance and Support

Despite the perceived inevitability of patient suicide, this review demonstrates that such
incidents deeply affect doctors and nurses. Clinicians experience dissonance between
their reported cognitions (suicide is inevitable, even desired by [some] patients, hence
untreatable) and the guilt and shame experienced in the aftermath, along with fear of
being held responsible for a patient’s death (Chemtob et al., 1988; Hultsjo et al., 2019;
Talseth & Gilje, 2007). For some, the fear of blame was linked to litigation (Foggin
et al,, 2016); for others, it was colleagues’ perceptions of their competence (Joyce &
Wallbridge, 2003). This supports existing consensus that losing a patient to suicide is an
intensely challenging experience and may explain high reported levels of post-incident
self-scrutiny, as well as the sense of being unworthy or undeserving of formal support
(Chemtob et al., 1988; Ellis & Patel, 2012; McAdams & Foster, 2000; Midence et al.,
1996; Séguin et al., 2014; Spiegelman & Werth, 2005).

The distress generated by this cognitive-emotional dissonance may contribute to
some clinicians attempting to cope alone or through family and friends, with some
wary of voicing distress to colleagues in case it reinforces impressions of their perceived
guilt (Robertson et al., 2010). However, our review demonstrated that when clinicians
felt supported by colleagues and discussed concerns with them, it was beneficial (Saini
et al., 2016), aligning with findings that support-seeking following adverse patient events
is invaluable for clinicians’ growth (Scott et al., 2009). This was further supported by
Gibbons et al. (2019) report that a critical employer response increased distress, while
compassionate organizational responses lessened it.

Given the significant emotional impact of patient suicide identified here and in prior
work, it seems vital to normalize such reactions among clinicians, which may in turn
encourage formal support-seeking (Andriessen & Krysinska, 2012). This is of particular
importance in light of our experience working with suicidal patients. Our experiences
show that although distress may endure, acute suicidal crises are often short-lived and
can be prevented through brief interventions and coping strategies, for example through
collaborative safety planning (McCabe, Garside, Backhouse, & Xanthopoulou, 2018).

Differences Across Professional Cultures

The differences between medical and nursing cultures reported here seem to reflect the val-
ues and roles of both professions. Specifically, we found differences in attribution of blame
following patient suicide. Nurses typically attributed the event to external factors, such as
institutional failure to provide necessary training, and would point to having adhered to pro-
tocols as evidence of having done their jobs well. Conversely, doctors were more likely to
attribute blame internally, to a failure in building relationships with individuals and facilitat-
ing disclosure of suicidal ideation. This important difference can potentially be related to dis-
cipline-specific factors. Nurses commonly value patient self-determination and traditionally
train in teams to problem-solve collectively and perform effective handover of patient infor-
mation (Hall, 2005). Whilst both doctors and nurses seemingly hesitated to discuss patient
suicide with colleagues, nurses primarily feared criticism and being held responsible for fail-
ing the team (Joyce & Wallbridge, 2003). This may explain their external attributions of
blame and tendency to enact rule-based denial, minimizing their own stake in the incident
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(Robertson et al., 2010) in favor of criticizing their training (Wang et al., 2016). This is sup-
ported by other work examining nurses’ interactions with individuals exhibiting suicidal
behavior or making suicide attempts; again, nursing staff are reported as risk-averse and
highly fearful of being assigned responsibility for their perceived failure (Morrissey &
Higgins, 2019; Ttirkles, Yilmaz, & Soylu, 2018).

Conversely, medical doctors train as independent clinicians in highly-competitive
environments (Hall, 2005). This was described as doctors having “pride [in their abil-
ities] or... personality traits of high achieving... workers” (Foggin et al., 2016, p. 742).
This may contribute to many internalizing blame and feeling they ought to manage the
impact of patient suicide alone (Davidsen, 2011). Hall further suggests that doctors tend
to uphold an authoritarian physician-patient relationship, and consequently attribute
patient suicide to a personal failure to diagnose and identify risk (Saini et al., 2016).
Subtle differences also emerged between medical specialisms, with psychiatrists tending
toward a more reflective stance than GPs, in one study describing themselves as thera-
pists (Talseth, Jacobsson, & Norberg, 2000). Since psychotherapeutic models value ana-
lysis of clinicians’ personal reactions to their patients (i.e., countertransference; Tillman,
2006), this may explain the greater reflexivity (tendency to self-examination and consid-
eration of one’s values as a healthcare practitioner) observed in this professional culture.

Importance of Organizational Responses and Implications for Practice

Individual clinicians utilized various strategies to cope with patient suicide (e.g., talking
to others, positive reframing and spiritual practices). However, strategies typically did
not include organizational support and this was felt to be lacking, with current policy
focused on protocol-driven suicide prevention strategies and critical incident reviews
after adverse patient events (Anderson et al., 2006; Department of Health, 2012; Public
Health England, 2016). Although these may help improve future patient care, they fail
to address clinicians’ experience of patient suicide (Cutcliffe & Stevenson, 2008; Kendall
& Wiles, 2010) and can feel punitive. Consequently, they may exacerbate feelings of
guilt and self-blame and detract from clinicians’ self-care (Norcross, 2000; Strobl et al.,
2014). This is broadly consistent with previous research across various healthcare pro-
fessions, which generally finds organizational support wanting and calls for improve-
ments to better prepare clinicians and facilitate recovery following patient suicide (Ellis
& Patel, 2012; Grad & Michel, 2005; Leaune et al., 2019; Sanders et al, 2005;
Schneidman, 1971; Sherba, Linley, Coxe, & Gersper, 2019).

Coordinated organizational responses privileging safety and compassion therefore
seem vital in addressing the taboo of suicide and offering formal post-suicide interven-
tions. One suggested route is offering supervision for affected clinicians to share con-
cerns and be reassured by supervisors (Fairman, Montross-Thomas, Whitmore, Meier,
& Irwin, 2014; Grad et al., 1997; Henry & Greenfield, 2009; Knox, Burkard, Jackson,
Schaack, & Hess, 2006). For meaningful discussions that account for potential shame
and stigma, developing psychological safety in teams feels important, where clinicians
are routinely met with compassion and do not feel exposed to threats in their relation-
ships with colleagues. Gibbons et al. (2019) further identified commonly-described
wishes for a “suicide lead” to provide confidential advice and support, and a
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confidential reflective space specifically for processing the effects of patient suicide, also
recommended by Taylor et al. (2007). In practice, this could be achieved by embedding
staff psychological wellbeing provision into teams or organizations.

A further suggestion has been provision of guidance for working with grieving families
(Foggin et al., 2016). Finally, early preparation for those going into healthcare professions
is advisable, including education around suicide prevention through safety planning and
implementation of protocols to provide support and reduce social isolation (Ruskin
et al.,, 2004). In line with our findings, guidance should be co-produced with clinicians
to accommodate individual preferences and variations across professional cultures.

Strengths and Limitations

Past reviews regarding the impact of patient suicide on healthcare professionals have
not been systematic (Ellis & Patel, 2012), have aggregated cross-methodological findings
without contextual regard (Séguin et al., 2014; Valente & Saunders, 2009), have not sep-
arated the impact of patient suicide from caring for suicidal patients (Talseth & Gilje,
2011) or have amalgamated diverse professional groups (Causer et al., 2019). These past
reviews therefore present a limited analysis, with low generalizability. Whilst some argue
this challenge is mirrored in reviewing qualitative literature with differing epistemo-
logical and methodological assumptions (Barbour, 2001), this systematic review utilized
rigorous, theory-driven techniques to apply an interpretive synthesis, which can improve
generalizability of findings (Noblit & Hare, 1988).

Although this meta-synthesis may be limited by publication biases and the exclusion
of gray literature, the search strategy itself was wide-ranging and covered multiple rep-
utable databases. There was a reasonable quantity of qualitative studies of sound meth-
odological and reporting quality when restricting to medical and nursing professionals,
enabling discipline-specific analysis.

Re-interpretation of study findings was necessarily dependent upon the data reported,
rather than considering primary data directly. Whilst grounded in transparent method-
ology, the derivation of second- and third-order constructs is shaped by author subject-
ivity; a replication might produce some variation in conclusions. One of the review
authors has personal experience of suicide, which is likely to have affected interpreta-
tions. An iterative and reflective process of discussion when analyzing the data as well
as verification of constructs by the two remaining authors therefore minimized subject-
ive bias and enhanced methodological rigor.

Directions for Future Research

The limited amount of rigorous qualitative literature exploring impacts of patient sui-
cide on clinicians reaffirms Hjelmeland and Knizek (2010) call to increase qualitative
studies in suicide research. They argue that qualitative methodologies enable exploration
of psychological mechanisms, leading to interventions grounded in psychological theory
which can then be tested quantitatively. In recognition of the inter-professional differen-
ces identified, it is vital that such research extends to healthcare professionals beyond
doctors and nurses. Further, the cultural bias in the reported studies highlights a need
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for research in other cultural contexts, with only one study (Wang et al., 2016)
conducted outside the West. Finally, little is known about effective organizational
approaches to support clinicians following patient suicide (Ellis & Patel, 2012), so
continued design and evaluation of postvention procedures is crucial to facilitate
development of evidence-based guidance and protocols.

CONCLUSION

Patient suicide is considered an occupational hazard for healthcare professionals
(Chemtob et al., 1989), and only recently have emerging qualitative studies acknowl-
edged the complexity of clinician responses to patient suicide. This review aimed to
provide a conceptual overview of qualitative research findings regarding the experiential
impact of patient suicide on doctors and nurses. The findings demonstrate that patient
suicide profoundly affects clinicians. Whilst there may be opportunities for growth, the
lack of formal postvention guidance to support clinicians in managing the personal and
professional repercussions of patient suicide may potentiate their distress. Given the
high risk of patient suicide and its significant impact on clinicians, organizations must
anticipate its occurrence and prepare to respond to clinicians’ needs, taking variations
across professional cultures into account. Further research is required to support organi-
zations in defining and developing such strategies for clinician self-care.
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