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Suicide Survivors’ Perceptions
of the Treating Clinician

ERrRIN M. PETERSON, MA, JASON B. LuoMma, MA, AND EDWARD DUNNE, PHD

Seventy-one suicide survivors were surveyed about their perceptions of the
clinicians who were treating their loved one at the time of death. Survivors pro-
vided information regarding their perceptions and attitudes toward clinician be-
haviors before and after the suicide and their perceptions of helpful and troubling
aspects of clinician behaviors. Results indicated that survivors share a number of
common opinions regarding the mental health care providers treating their loved
ones. Several differences existed between survivors who consider lawsuits against
mental health care providers versus those who do not. The implications of these
findings for clinical practice, legal issues, surviving suicide, and future research

are discussed.

Suicide can be devastating for family mem-
bers left behind. Clinicians who have been
treating the deceased at the time of death
also suffer in the wake of a suicide (Jobes,
Luoma, Hustead, & Mann, 2000). In 1999,
there were over 29,000 suicides in the United
States, making suicide the eleventh leading
cause of death (Hoyert et al.,, 2001). Some
estimates suggest that there may be as many
as six to ten survivors (i.e., people closely im-
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pacted by the suicide) for each suicide (Lu-
kas & Seiden, 1997). Assuming six survivors
per suicide, this amounts to a total of 186,000
new suicide survivors each year. Extrapolat-
ing from this estimate suggests that there are
approximately 4.4 million American survivors
of suicide since 1972 (Hoyert et al., 2001).
In terms of surviving clinicians, some
estimates suggest that about one in five sui-
cides, or 6,000 patients per year, were in
treatment at the time of their death (Luoma,
Pearson, & Martin, 2000). Moreover, re-
search suggests that about half of psychia-
trists and 20% of psychologists can expect to
lose at least one patient to suicide over the
course of their career (Chemtob, Hamada,
Bauer, Kinney, & Torigoe, 1988; Chemtob,
Hamada, Bauer, Torigoe, & Kinney, 1988).
Research indicates that compared to
survivors of other deaths, suicide survivors
may be subject to increased feelings of guilt,
decreased amounts of social support, and in-
creased needs to comprehend the death (Cal-
houn, Selby, & Selby, 1982). For mental
health providers, suicide represents both a
personal and professional crisis (Berman &
Jobes, 1991; Litman, 1965), with reactions
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that include shock, anger, shame, and guilt
(Hendin, Lipschitz, Maltsberger, Haas, &
Wynecoop, 2000). It has been found that cli-
nicians who have lost patients to suicide of-
ten face levels of grief comparable to people
who have lost a family member (Chemtob,
Hamada, Bauer, Torigoe, & Kinney, 1988;
Litman, 1965).

Clinicians must also deal with very real
professional concerns: family members’ de-
mands for answers, possible criticism by col-
leagues, fear of litigation, and feelings of in-
adequacy as a clinician (Hendin et al., 2000;
Jobes & Maltsberger, 1995; Jones, 1987). In
recent years, outpatient clinicians have wit-
nessed a steady increase in suicide related
malpractice claims (Jobes & Berman, 1993).
Furthermore, at the very time when clini-
cians must face the challenges inherent in
losing a patient to suicide, most mental
health agencies and clinics do not have effec-
tive policies or guidelines to assist clinicians
in dealing with survivors (Dunne, 1987).
Clearly, simultaneously dealing with personal
issues and emotionally bereft survivors can be
a daunting task.

A number of authors have provided
recommendations about how clinicians
should behave toward the deceased’s family
in the aftermath of a patient suicide (Dunne,
1987). Usually these recommendations are
based on first-hand experience and are often
accompanied by personal accounts of losing
patients to suicide. While extremely impor-
tant, these accounts are limited in that often
they do not contain any systematic descrip-
tion of how survivors perceive various types
of therapist behavior. As yet, no empirical
data speak to the issue of how clinicians are
perceived as they deal with the family and
friends of the deceased. Important questions
remain regarding survivors’ perceptions of
helpful or troubling aspects of clinician be-
havior following such a loss. In addition, no
one has systematically investigated what sur-
vivors believe would be helpful for clinicians
to do after a loss. Thus, the purpose of this
study was to specifically examine survivors’
attitudes toward and perceptions of clinicians
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who were treating their loved one at the time

of death.

METHOD

The third author (E.D.) constructed a
5-page survey, which was inspired by discus-
sion with members of the Task Force on
Clinicians as Survivors of the American Asso-
ciation of Suicidology (AAS). The survey
consisted primarily of multiple choice and
yes/no questions, but also contained several
open-ended questions. An initial draft was
distributed to seven survivors who completed
the survey and provided feedback to the au-
thor. A final draft was then created based on
this feedback. The revised survey was distrib-
uted at several survivors of suicide national
conventions. People who received copies of
the survey were told to return it to their local
survivor support groups and to distribute ad-
ditional copies to members who fit study cri-
teria. Thus, it is unclear how many eligible
participants may have originally received the
survey, therefore precluding an accurate esti-
mate of the actual response rate.

RESULTS

A total of 73 surveys were returned;
however, not every respondent answered all
questions. Two surveys were excluded due to
missing information about whether they had
considered a lawsuit against clinicians, result-
ing in a total of 71 surveys.

Respondents

All respondents were relatives or
friends of an individual who had died of sui-
cide and who was also in treatment at the
time of the suicide. Fifty-eight of the surveys
contained demographic information. This
group consisted of 15 men and 43 women,
age 21-82 years (M=50.78; SD=13.32).
Respondents identified the following rela-
tionships with their deceased loved one: 41%
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identified themselves as “mother” of the de-
ceased;” 16% as “father,” 12% as “significant
other,” 12% as “child,” 16% as “sibling,” and
3% as “other.” Of the 58 deceased, 37 were
men and 21 were women, with an average
age of 33.9 (SD =14.84) (range 14-76). On
average, surveys were completed four years
(M =2.4 years, range 14 days to 24 years)
after the suicide. Fifty-six respondents indi-
cated the profession of the deceased’s pri-
mary therapist: 57% were psychiatrists, 23 %
psychologists, 7% social workers, and 11%
other type of mental health care provider.

Multiple-Choice Responses: Summary

For multiple-choice questions, per-
centages were calculated relative to the num-
ber of people who answered each question,
rather than the total number of people. This
was done because missing data was fairly
common and we believed percentages of total
numbers of responses would be misleading.

Information about Events Before the Sui-
cide. 'The survey first asked survivors’ about
their knowledge of their loved ones’ treat-
ment and information about any contact they
may have had with the clinician before the
suicide. Ninety-four percent (z=67) of re-
spondents reported that they knew their
loved one was in treatment, and 74% (z = 50)
reported that they actually knew who the pri-
mary clinician was. Of those who knew who
the clinician was, 68% (n=27) believed the
clinician would have welcomed contact. Sev-
enty-one percent (z =47) of respondents re-
ported that they and/or a family member had
attempted to contact the clinician before the
death of their loved one. Of the 47 survivors
who attempted to contact the clinician before
the death, 79% (n=33) were able to. Last
contact, by the survivors, with the clinician
averaged 14 days before the death (n=32)
with 50% within one week of the death. Only
11% (n="7) of respondents reported that the
clinician had contacted them or their family
before the suicide. Eighty percent (z = 56) of
respondents indicated that their loved one
had been prescribed psychotropic medication
at the time of death.
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Information about Events After the Sui-
cide. The survey next asked about survivors’
experiences with and impressions of the clini-
cians’ actions following the suicide. Only 39%
(n=26) of respondents reported that the cli-
nician made contact with the family on his/
her own after the death. Of those who were
not contacted by the clinician, 74% (n =29)
attempted to contact the clinician them-
selves. Seventy-eight percent (n=55) of re-
spondents reported that they and/or other
family members had some type of contact
with the clinician after the death; of these,
62% (n=33) reported having had a face-to-
face meeting. Of those who had contact, 42%
(n=18) felt the clinician had not told them
all they wanted to know, 48% (n=23) felt
the clinician was withholding information,
and 40% (n=19) reported their belief that
clinicians held back information that may
have been damaging to themselves. Sixty-four
percent (z=41) of respondents reported
their belief that the clinician did not do all
he or she could to save their loved one’s life,
and 72% (n =41) thought the clinician made
mistakes while treating their loved one.

With regard to confidentiality, 23%
(n=11) of the respondents who actually had
contact with the clinician reported that he or
she stated that some information was confi-
dential or privileged. In the total sample,
70% (n=47) of respondents indicated a be-
lief that the clinician should not be bound
to confidentiality after the death of his/her
client.

Twenty-two percent (z=14) of re-
spondents reported having invited the pri-
mary clinician to the funeral or memorial
services. Regardless of invitation, in cases
where the clinician did not attend, 44% (n=
21) would have wanted the clinician to at-
tend. Results also showed that 56% (n=33)
of respondents believed the clinician grieved
the loss of their loved one. Twelve percent
(n=8) of respondents were treated by the
same clinician who had treated their loved
one.

Thirty-four percent (7=24) of re-
spondents considered bringing a malpractice
lawsuit against the treating clinician; of these,
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57% (n=12) actually consulted a lawyer
about doing so. T'wenty-three percent (n = 5)
of these had actually brought a lawsuit; two
had settled their suit by the time of the
survey.

Open-Ended Responses: Summary

The survey contained four open-ended
response sections. Forty-eight respondents
answered the first question, 55 the second
question, 49 the third question, and 51 the
fourth question. While some respondents an-
swered all four questions, other responses did
not directly address the question. In many
cases, respondents shared personal stories
about their experiences with their loss, rather
than directly answering the question. When
possible, answers to the questions were coded
out of these personal narratives. Some re-
spondents offered multiple answers to each
question. For each question, the authors ex-
amined responses and classified them into
groups of similar answers. By classifying re-
sponses in this way, common themes emerged
regarding survivors’ impressions. When re-
spondents gave answers that addressed multi-
ple themes, answers were coded into all ap-
plicable categories. As a result, the number of
respondents answering each question differs
from the number of classified responses.

The first-open ended question asked
respondents to describe mistakes they be-
lieved the primary clinician made while treat-
ing their loved one (Table 1). The most com-
monly reported mistake, appearing in 23% of
responses, involved poor medication deci-
sions. Examples of this type of answer
included the belief that the clinician had pre-
scribed the wrong dosage or wrong medica-
tion. The next most common mistake, clini-
cians not involving the family, was seen in
17% of responses. Fourteen percent of re-
sponses revealed that respondents believed
that treatment was not aggressive enough
and that the clinician did not take the possi-
bility of suicide seriously.

The second question asked respon-
dents to describe what was most helpful to
them and their family with respect to the cli-
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nician’s behavior after the suicide (Table 2).
Twenty-one percent of survivors’ responses
identified talking with the clinician about
their loved ones’ illness and/or treatment as
helpful. Another 20% of responses indicated
that “nothing” was helpful. Seventeen per-
cent of responses revealed that the clinician
offering his/her condolences was helpful. In
addition, the clinician discussing his/her pain
and sense of loss over the suicide was identi-
fied as helpful in 15% of responses.

Third, respondents were asked to de-
scribe what would have been helpful to them
and their family with respect to the clinician’s
behavior after their loss (Table 2). The two
most frequent responses revealed that survi-
vors believed immediate contact with the cli-
nician after the loss and disclosure of medical
records would have been helpful (seen in
15% and 10% of responses, respectively).

Lastly, respondents were asked to de-
scribe how their attitudes and/or beliefs to-
ward mental health care have changed, given
their experiences (Table 3). Because many
responses did not address the question, it was
difficult to find common themes among the
responses to this question. It appears likely
that respondents had a difficult time under-
standing or answering this question. Most
notable, 27% of responses revealed that sur-
vivors lost faith in the mental health care sys-
tem after the suicide.

People Who Considered Malpractice
Lawsuits Versus Those Who Did Not

A second analysis examined whether
interactions with clinicians, characteristics of
the deceased, or survivors’ attitudes were as-
sociated with consideration of a malpractice
lawsuit. Respondents’ answers were divided
into two groups depending on whether they
had considered bringing a malpractice law-
suit against the clinician or whether they had
not considered this course of action. A total
of 24 respondents had considered filing a
lawsuit against clinicians (34%), while 47
(66%) had not.

General Information. Respondents who
considered malpractice lawsuits (RCMs) were
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TABLE 1

SUICIDE SURVIVORS

Responses to the Question: “Do you believe the clinician made mistakes? If so,

please describe.” (N =171)

n (%)" Responses

16 (23)  Medication decisions.

12 (17)  Clinician did not involve the family.

10 (14)  Treatment was not aggressive enough.

10 (14)  Clinician didn’t take possibility of suicide seriously.
6 (8)  Release from hospital and/or treatment too soon.
4 6) ECT decisions.

4 (6)  Clinician did not consult with others.

3 (4)  Loved one “fooled” the clinician.

3 “ Clinician did not connect with the patient.

2 (3)  Misdiagnosis.

1 (1)  Clinician “ignored” a nurse’s note.

1 (1)  Clinician did not allow review of medical records.

1 (1)  Clinician was overly optimistic.

1 (1)  Clinician didn’t see loved one soon enough.

1 (1)  Clinician failed to review past history.

‘number of responses / total number of respondents.

TABLE 2

Responses to Question A: “Please tell us what was most belpful to you and your family with respect
to the clinician’s bebavior after your loss” and Question B: “Please tell us what would have been
belpful to you and your family with respect to the clinician’s behavior after your loss.” (N =71)

Question A Question B

n (%)" 7 (%) Responses

15 21 11 (15)  Clinician making contact.

14 (20) 2 (3)  Nothing.

12 17) 6 (8)  Clinician offering his/her condolences.

11 (15) 3 (4)  Clinician discussing his/her experience and sense of loss.
0 (0) 7 (10)  Clinician disclosing records and/or therapy information.
5 @) 0 (0)  Clinician explaining loved one’s illness and treatment.

2 3) 1 (1)  Clinician stating that “it wasn’t your fault.”

2 3) 0 0) Clinician offering treatment.

2 3) 2 (3)  Clinician acknowledging mistakes.

2 3) 2 (3)  Clinician offering referrals to support groups.

2 3) 0 0) Clinician coming to the hospital.

0 0) 2 (3)  Clinician educating family about suicide and grief issues.
0 0) 2 (3)  Clinician follow up and/or contact after the death.

1 (1) 0 0) Clinician requesting toxicology report.

1 (1) 0 (0)  Clinician requesting picture of loved one.

1 (1) 0 (0)  Clinician thanking the family for contacting him/her.
0 (0) 1 (1)  Psychological autopsy.

0 0) 1 (1)  Clinician not attending the funeral.

‘number of responses / total number of respondents
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TABLE 3
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Responses to the Question: “Have your attitudes and/or beliefs toward mental bealth care changed
given the experiences described above? If yes, please describe below.” (N =71)

n (%) Responses
19 (27)  Lack of faith in clinicians/mental health care system.
5 (7)  Reform needed in the mental health system.
4 (6)  Good care depends on patients’ honesty.
3 (4)  Greater understanding of clinical depression.
3 (4 Assertiveness is needed with professionals.
2 (3)  Sense that clinicians are more concerned with money than patient’s well-being.
1 (1)  Learned more about mental health system.
1 (1)  Anger toward mental health system.
1 (1)  Belief that clinicians withhold information to protect themselves.
1 (1)  Belief that clinicians are not aggressive enough.
1 (1)  Belief that clinicians try their best.
1 (1)  Belief that more education is needed for primary care physicians.
1 (1) Belief that clinicians are arrogant.

‘number of responses/total number of respondents

more likely to report a number of different
interactions with and attitudes toward the
clinicians of their loved ones than those re-
spondents not considering a malpractice law-
suit (RNCMs). RCMs were less likely to
know who the primary clinician was (50%,
n=12) before the death, 3’(1)=10.55, p<
.01, as compared to RNCMs (86%, n = 38).
In our sample, lawsuits were more often con-
sidered for male than female suicides, x*(1) =
4.99, p<.05). In addition, a trend suggested
that psychiatrists were more likely to be con-
sidered for a lawsuit than were nonpsychia-
trists, including social workers, psychologists,
pastoral counselors, and others, (1) = 3.21,
p=.073.

Perceived Problems with Treatment and/
or the Clinician. RCMs were more likely to
believe that the clinician did not tell them
what they wanted to know, x’(1) = 6.81, p=
.05, and that the clinician was withholding
information, ’(1)=7.71, p<.01, especially
information that might be damaging to the
clinician, y’(1)=6.62, p<.05. Trends also
suggested that RCMs were more likely to
feel blamed by the clinician for the loss of
their loved one, (1) = 3.56, p = .059. Open-
ended responses further highlighted differ-
ences between RNCM’s and RCM’s percep-

tions of helpful and/or nonhelpful clinician
behaviors. Twenty-nine percent of RCM’s
responses indicated that the clinician making
immediate contact would have been helpful
after their loss as compared to 11% of
RNCM’s responses. RNCM'’s cited meeting
with the clinician as most helpful more often
than RCM’s (23% versus 13 %, respectively).
Eleven percent of RNCM’s responses indi-
cated that the clinician explaining their loved
one’s illness and treatment was helpful as
compared to 0% of RCM’s responses. RCMs
were also less likely to believe the clinician
did all they could to help their loved one,
x'(1)=9.47, p<.01. RCM’s open-ended re-
sponses also reflected their belief that more
could have been done in treatment. Other
differences indicated RCM’s cited mistakes,
such as premature release from the hospital
and failure to take the risk of suicide seri-
ously, more often than RNCM’s (seen in
17% of RCM’s responses versus 2% and 9%
of RNCM’s responses, respectively.)
Grieving Issues. Results showed that
RCMs were less likely to want the clinician
to attend the funeral, x’(1)=5.00, p=.05,
and that RCMs were less likely to see the cli-
nician as grieving as compared to RNCMs,
x'(1)=11.69, p <.001). Twenty-one percent
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of RNCM'’s open-ended responses indicated
that the clinician discussing his/her sense of
loss after the death was most helpful as com-
pared to 0% of RCM’s responses.

DISCUSSION

This study represents an initial at-
tempt at exploring survivors’ perceptions of
the clinicians treating their loved ones. De-
spite the relatively small scope of this survey
effort, several valuable findings emerged
from the data. In terms of patterns of contact
between clinicians and survivors before and
after the death, almost all survivors knew
their loved one was in treatment, while a ma-
jority (74%) knew who the clinician was.
Perhaps surprisingly, only 11% of the sample
reported that the clinician attempted to con-
tact them before the death. This suggests
that clinicians may not be regularly contact-
ing families of suicidal patients, a step com-
monly recommended by experts in the field
(Berman & Jobes, 1991; Linehan, 1999; So-
kol & Pfeffer, 1992). Our open-ended data
also suggested that survivors regarded a clini-
cian’s failure to contact the family as particu-
larly problematic; respondents cited not in-
volving the family in the treatment as the
second most frequent mistake that clinicians
made. Data also highlight a discrepancy be-
tween survivors’ desire for contact with the
clinician after the death and clinicians’ actual
behaviors with regard to contact. Only 39%
of survivors reported that the clinician had
tried to contact the family after the suicide.
However, it appears that most survivors
wanted to speak to clinicians since 74% of
those who were not contacted attempted to
make contact (50% were successful).

A number of interesting trends raise a
variety of questions as to how clinicians can
best respond to survivors following the sui-
cide of their loved one. First, the results of
this study provide evidence that survivors
share a number of common reactions follow-
ing their loss. Perhaps most notable, the
present data suggest that survivors value vari-
ous types of contact with clinicians following
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their loss. Respondents frequently regarded
offers of sympathy, such as attendance at the
funeral or expressions of condolence, as help-
ful. About half of respondents indicated that
they would have wanted clinicians to attend
the funeral. Given these findings, clinicians,
unsure of how to handle the delicate issue of
making condolence calls, attending funerals,
or sending cards, should note the possible
importance these actions may have for survi-
vors during their time of grief.

Additionally, the present data indicate
that meetings and open discussions about the
clinicians’ impressions of treatment are other
types of contact survivors value. It is im-
portant to note, however, that contact alone
does not ensure that survivors will regard cli-
nicians positively: 78% of respondents re-
ported having contact with the clinician fol-
lowing the suicide, yet as many as 48% of
those who had contact believed the clinician
held back information in order to protect
themselves.

Several clear differences emerged be-
tween those survivors who considered bring-
ing lawsuits against the clinician and those
that did not. It is noteworthy that those sur-
vivors who did not consider bringing lawsuits
tended to find meetings with the clinician as
more meaningful and more often believed
the clinician was being straightforward and
open. In addition, clinicians who were seen
as grieving the loss of the loved one and who
openly answered survivors’ questions and
concerns regarding their loved ones’ treat-
ment were more likely to be part of the
group that was not considered for lawsuits.
Perhaps one interpretation of these results is
that clinicians can act prudently and possibly
reduce their risk of being the target of litiga-
tion by arranging phone calls or face-to-face
meetings with survivors immediately follow-
ing a patient’s suicide. Another interpretation
is that clinicians who (accurately) believed
that survivors were more likely to sue, tended
to respond defensively by not meeting with
survivors and hiding information which
might be damaging. Yet another interpreta-
tion is that angry, bereaved survivors who are
considering lawsuits may be suspicious of the
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clinician and may find little comfort in any-
thing he or she has to say. Interestingly,
those survivors who felt blamed by the clini-
cian were more likely to consider bringing a
lawsuit. Moreover, two survivors who did not
consider lawsuits noted the importance of the
clinician’s statement that the suicide was not
their fault. These results suggest that clini-
cians should be careful to avoid giving the
impression of blaming the family for the sui-
cide.

In the aftermath of a patient’s suicide,
clinicians are faced with the difficult choice
of how best to respond to loved ones.
Clearly, the decision of whether to contact
survivors is a complicated one, in that clini-
cians must balance several conflicting de-
mands: Clinicians must simultaneously man-
age their own grief and the grief of surviving
loved ones while preserving their relationship
to their deceased client and being cognizant
of legal and ethical issues. Two forensic ex-
perts emphasize that from a risk management
standpoint, clinicians who fail to engage in
meaningful contact with survivors may in-
deed predispose themselves to wrongful
death suits (E. Harris, personal communica-
tion, November 3, 2000; B. L. Welch, per-
sonal communication, October 16, 2000).
While many attorneys are often inclined to
discourage their clients from communicating
with family members, “therapists do not have
to engage in mea culpas on the one hand or
be exceedingly defensive on the other,” but
rather “can express (their) anguish at not
having been able to save the patient” (B. L
Welch, personal communication, October
16, 2000). Our data appear to be more in line
with these experts’ recommendations and
highlight the possible importance of clini-
cians making appropriate and meaningful
contact with survivors.

It is important to note several limita-
tions to the present study. First, results
should be interpreted cautiously because of
the limited sample size. Unfortunately, the
small sample size precluded more detailed
analyses which could have examined several
important questions. We were not able to in-
vestigate the impact of variation in the length
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of time between death and reporting (rang-
ing from 14 days to 24 years). Another aspect
we were unable to explore was the differences
in perceptions of the treating clinician either
depending on the survivor’s relationship to
the deceased (e.g., parents vs. children or sib-
lings) or whether or not the clinician had
contacted the survivor before the death. In
addition, because the study sample was not
randomly selected from the population of
survivors and response rates were not avail-
able, it is impossible to know how this sample
may differ from the overall population of sui-
cide survivors. Most of the respondents were
people who were actively involved in some
sort of suicide survivor organization. Future
studies of this topic would want to use a sam-
ple that is more representative of the entire
population of survivors to improve generaliz-
ability. Additionally, because it is possible
that more than one family member com-
pleted the survey, some surveys may actually
describe the same event. Data were also not
available about the type of treatment survi-
vors’ loved ones were receiving at the time of
the suicide. Future replications should con-
sider examining possible differences in survi-
vors’ perceptions of the treating clinician and
lawsuit consideration depending on the na-
ture of the decedents’ treatment (e.g., hospi-
tal versus outpatient). Lastly, a number of re-
spondents did not fully complete the entire
survey, which resulted in numerous incom-
plete surveys. It is possible that differences
could exist between those respondents who
completed the survey in its entirety and those
who did not.

Every week in the United States, an-
other 12 clinicians lose a patient to suicide
and are placed in the position of having to
deal with grieving suicide survivors with little
information about how to handle the situa-
tion. It is vital that a better understanding of
the issues facing both therapists and survivors
is reached to better address the multitude of
concerns suicide leaves in its wake. This
study represents an initial attempt at explor-
ing survivors’ perceptions of the clinicians
treating their loved ones. Further research
can extend this line of work and continue to
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investigate what kinds of clinician behaviors
are most helpful and most troubling to grief
stricken survivors. Such research may gener-
ate guidelines that clinicians can utilize to
comfort and assist survivors as they navigate
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