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he average professional psychologist in their

career has a greater than 20 per cent chance

of losing their patient to suicide'. However,
while training courses and books cover the risk of
suicide, very little is on a counselling psychologist’s
reactions and coping styles when it actually happens.
Following my own experience, | decided to write
this paper. This paper aims to examine the literature
on the effect of a client’s suicide on the therapist,
the effect on the trainee and what has been
suggested to counteract these effects and the
implications for training and practice. My own
personal experience follows.

Self-report
My own experience of a client’s suicide occurred
while | was training. Upon hearing the news, my
initial reaction was shock. | remember shaking for a
few hours afterwards and unable to cope with my
other clients. It was helpful talking to others but no
one could ease my feelings of self-recrimination and
doubting my professional knowledge. Although |
shed tears and found everyone very helpful, | still
vividly remember my client and her last words to me.
| wished my training institution had done some-
thing to prepare me for this. | felt that a large part
of my training was missing and did not feel able to
speak to my peers openly about my feelings. | felt
embarrassed by these feelings. | know | was grieving
but | continuously thought: ‘why did this happen
so early on in my career?’ | felt marked by the
experience. My confidence was shattered, and | felt
scared and alone. | did not want to speak to anyone
because | was feeling ashamed and thought that |
would be blamed. At the time, | was encouraged
by my manager to speak to others involved in the
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case. But | could not, | know | should have but all
| wanted to do was to put it behind me. This was
difficult to do, as there was an internal enquiry up
coming. The enquiry was a few weeks away and

| did not see the report for another month. | do
believe this extended my grieving process and the
healing began after | saw the report.

| had to swallow my pride in order to ask for
help and support during this time. My supervisor
was extremely helpful and understanding. Having
the opportunity to talk to my supervisor about my
feelings and events leading up to my client’s death
was useful. | was allowed the space to talk and had
my supervisor’s support throughout. If this support
was not there then | think the whole process would
have been more difficult. The most useful thing my
supervisor did was give me space, and she allowed
me to choose when | spoke about this experience
and when | did not.

On reflection, I think it would have been beneficial
for me if I was open about all my feelings but | felt
I had to get through this by myself. I did not know
how to cope and there was not the opportunity to
explore this at university, as the subject was not
discussed at that time.



With regard to my client, | was angry with her.
I wondered why and | ruminated about our sessions.
I still wonder whether | could have done something
to prevent it. In the long term, this experience has
left me more anxious, cautious and lacking in
confidence. | can feel alarm bells ringing each time
a client appears to be suicidal and | do not feel
competent to deal with a similar situation. Personally,
| believe | have become stronger and have learnt a
lot from this experience. You could say | have gained
a greater awareness and am able to reflect more
on my personal and professional experiences. But
it has taken me a long time to overcome the feelings
that resulted from my client’s suicide. Reading the
literature on this subject was not only helpful but
also therapeutic, as it helped me to realise that my
reactions were similar to others.

Therapist reactions to a client’s
suicide
Therapists work with suicidal clients almost every-
day of their lives. However, when one of their clients
commits suicide, how is the therapist affected?
Litman? notes that psychotherapists tend to be
philosophical about death and have tranquil attitudes
and yet the same person might describe a quite
different emotional experience after a direct
encounter with death as an actual event. He reported
observations from interviews with more than 200
therapists. His first observation was how hard it
was to elicit therapists’ attitudes and reactions to
the death of their client through suicide, therapists
were either philosophical, casual and flippant or
introduced ethics as reasons for not speaking about
it. Litman states that, ‘according to my observations
therapists react to the death of a patient, personally,
as human beings, in much the same way as do other
people. They react, secondly, in accordance with their
special role in society. Their theoretical, philosophical,
and scientific attitudes serve as a defensive and
reparative function, being used to overcome the pain
which they feel as human beings and as therapists’.
Furthermore, Litman states that personal reactions
depend on a variety of factors such as how the
therapist viewed the client, how long and how close
as well as the degree of professional commitment.
However, therapists have described their first
experience as the most distressing, where lack
of confidence, intense sadness and shock are
experienced. He likened the guilt experienced by
therapists as an exact replica of guilt experienced
by relatives of a person who committed suicide as
well as feelings such as anger and pain. Litman,
from his observations, puts forward that the
psychological mechanisms that are universal in
relatives and therapists were denial and repression.

He notes that therapists emphasised fears concerning
blame, responsibility and inadequacy and sometimes
marked and exposed. Therapists also described
high anxiety when working with suicidal clients
after they experienced the death of a client and a
number reported that they no longer worked with
suicidal clients.

Litman suggests that a supportive environment,
presentation of cases and a feeling of shared
responsibility tend to help therapists work through
their grief. However, he does not observe any change
in general attitudes towards suicide but found that
therapists said they tried to use their experience to
better their horizon, become a person that is more
sensitive and with improved professional judgments
and actions. Litman endorses this view and cautions
therapists to be aware that if part of the pain is
repressed, it does return later. He encourages
therapists to work through the traumatic incident
so that a personal change and a professional
broadening can be manifested.

In contrast, Kolodny, Binder, Bronstein and Friend?,
in their paper that focuses on the working through
of patients’ suicides by four therapists, extensively
explore the reactions and thoughts of each therapist.
During the spring of 1976, four trainees experienced
the death of a client through suicide. They then met
as a group and discussed their experiences. One
therapist stated that when they found out, they felt
a wave of panic, angry at the reactions of other
therapists and then feeling alone. Upon reflection
the therapist began to doubt their therapeutic
decisions and wondered what they could have done
differently. The therapist described that they felt
alarmed at how much support they needed and
how easily they could seek it. They describe needing
to seek support for reassurance, comfort and to learn
from their experience. After presenting the case at
a conference, they were amazed at the empathy
and interest that they received but also were able
to come to terms with their loss. The therapist then
describes thinking about things on a deeper level,
thinking of the client for months afterwards, grieving,
sadness and hospitalising clients more accompanied
with increased anxiety.

Similarly, the second therapist in this paper
describes their initial reaction as disbelief and need
for support. They then felt shame and embarrassment,
followed by questioning their interventions, feeling
responsible and anger at the advice they received
from their supervisor and at themselves for listening
to the advice. After presenting the case at a confer-
ence, they became aware of feelings of loss, feelings
that continued for months afterwards accompanied
by over-cautiousness with regard to any suicide risk.

The third therapist describes similar feelings after
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suicide

finding out about the death of their client. Again
initial reactions were disbelief, shame and guilt as
well as doubting their work and attempting to discuss
with supervisors what went wrong. These feelings
were followed by a need for privacy and a sense
of shame, not wanting anyone to know. They then
describe a feeling of ‘why me?” anger, a feeling of
loss, continued reflection about their work with the
client and worry over other clients. These feelings
continued for two months afterwards, followed by
feelings of loneliness and sadness as well as dreams
about the client. It was not until 10 weeks after the
suicide that this therapist was able to share the
experience.

The fourth therapist again describes disbelief as
an initial reaction. Then questioning of their methods
and a need for support. They then recognised feel-
ings of guilt and wanting punishment, followed by
anger and grief. Through the discussion groups,
the therapists were able to work through their
feelings and attempt to understand what had
happened to each of them. Processes of intellectual
and affective mastery followed this phase. The group
concluded that they each went through a process
of mourning over a long period of time. They state:
‘we are convinced that no support system or under-
standing on the part of colleagues or supervisors
can entirely alleviate the pain and self-examination
one must go through in the wake of a patient’
suicide”. However they emphasise the need for
support, open discussion in supervision and a respect
for the therapist’s mourning after the death of a client.

In comparison, Gorkin* describes the psychological
difficulties experienced by therapists when their
client commits suicide. He states that suicide is a
traumatic occurrence and loss that must be worked
through. Using case material as an example, he
describes his initial reaction of shock. Then a need
to work through, slowly and often painfully, any
feelings of failure or narcissistic injury, along with
an acceptance that some patients do commit suicide
and there is a possibility that the therapist’s errors
and failings, play a role in a patient’s decision to
commit suicide.

Gorkin states that two factors affect the therapist’s
ability to work through the loss and accept the
ambiguity that remains: the degree of omnipotence
in the therapist’s therapeutic strivings; and the
nature of the therapist’s relationship to the client.
Gorkin points out, the more omnipotent the therapist
is, the more difficulty he/she may have in accepting
feelings of failure engendered by suicide. This can
then manifest in denial of guilt and narcissistic injury
or a sense of worthlessness. Gorkin also points out
that the extent to which the relationship is coloured
by hostility can make it more difficult for the therapist

12 Counselling at Work = Spring 2006

to work through the loss. Gorkin states that an
awareness of any aggression can increase the
therapist’s ability to work through the loss.

Gorkin notes that the therapist can experience
pathological guilt, which can impact on their
future work. He states that when feelings of guilt,
worthlessness, depression and expectation of
recrimination are profound and long lasting then
this can indicate the presence of pathological
mourning. He also points out that when narcissistic
manifestations are exaggerated and unremitting, it
is a signal of the therapist’s pathological mourning.
Pathological mourning can influence behaviour
towards other clients, acceptance of referrals and
leave the therapist with high anxiety.

In comparison, Horn® in his literature review, states
that bereavement following suicide is atypical. It
leaves the bereaved with overwhelming feelings of
stigma, guilt, anger and confusion. However, mental
health professionals experience a client’s suicide in
two ways, firstly as people who have lost a significant
other and secondly as professionals experiencing a
critical event in their professional development. This
results in a complex situation. Horn reports that with-
out some sort of model to help professionals through
a client suicide, understanding and intervening
becomes an insurmountable challenge.

He describes similar reactions as those described
in previous studies. These being shock, then anger,
shame and guilt, sometimes depression and feelings
of incompetence/self doubt and lastly the final stages
involve acceptance and resolution. Horn describes
cognitive responses as thoughts of self-doubt about
clinical judgements and beliefs as well as fantasies
of silent accusations and criticisms by colleagues
and supervisors. He then describes the therapist as
having intrusive thoughts about the suicide and
concerns relating to malpractice/legal issues. In the
later stages, the cognitive reactions are characterised
by hypervigilance, depressive ruminations and
cognitive dissonance. Finally, when the therapist
reaches the final stages, he/she develops an
appreciation for how little control they have over
another individual’s life, without becoming
discouraged about the process of psychotherapy.

Horn states that behaviourally, therapists might
neglect work, other clients and avoid treating clients
who are depressed. On reviewing the literature, Horn
also found that reactions of grief by therapists are
related to life events. He states that trainees experience
more stress and that more years worked in the field
result in lower stress levels. Therapists who spent
more time doing therapy reported more stress levels
after the death of a client through suicide, the type
of client and treatment setting also effected stress
levels. Therapists who work in the community reported



feelings of loneliness and isolation whereas those
who worked in a hospital, immediately prepared
their explanation.

Horn concludes that further research is needed in
this area, he promotes positive responses and states
that discussing this experience helps to normalise
therapist’s reactions.

Similarly, Valente® examined the reactions of
psychotherapists to the suicide of a patient and
found comparable conclusions. She states that
psychotherapists are often unprepared for a patient’s
suicide and that ‘perhaps influenced by a culture
that denies death, or seduced by the notion that a
‘good enough’ therapist should effectively prevent
suicide, psychotherapists have reported being
traumatised by a patient’s suicide’. Valente concludes
that therapists do mourn a patient’s suicide and unless
support groups are in place, grief can be long term
and typically characterised by increased questioning
and self-recrimination.

In comparison, Grad, Zavasnik and Groleger’
conducted a study on gender differences in
bereavement reactions of therapists. They state that
the most frequently reported reactions by therapists
were increased caution and an increased conferring
with colleagues. Their sample consisted of 63
therapists who completed a questionnaire. There were
more women (57 per cent) than men (43 per cent)
and more psychiatrists than psychologists, theoretical
orientation and age varied across the sample.

They found that respondents became more
cautious (93.6 per cent) and had talked to their
colleagues after the event (90.5 per cent). Close to
two-thirds of the respondents reported that they
had felt guilty (68.3 per cent), had spoken to their
partner (63.5 per cent) and had continued working
as usual (60.3 per cent). Gender differences did
emerge. Women felt more shame, experienced more
guilt, needed more consolation and professed more
doubts about their professional knowledge. In
addition, fewer reported working as usual after the
patient’s death. From open-ended questions, both
sexes first reported grief and second anguish, guilt,
uneasiness, feeling hurt and horror. With regard to
feelings, men reported helplessness and uneasiness
while women'’s responses were anguish and sleep-
lessness. Men were more helped by work (30 per cent)
and talking (30 per cent) with a few helped by the
passage of time. Women (75 per cent) reported
that talking helped them the most. No significant
differences were found with age and experience.

Grad et al” put forward two explanations for the
gender differences. Firstly, they say it could be due
to the fact that more men are ‘leaders’ in this field
and so cannot afford to show emotions. Their second
explanation is that women tend to recognise and talk

suicide

€| can feel alarm bells ringing each
time a client appears to be suicidal

and | do not feel competent to
deal with a similar situation §

easily about their insights. They say that this could be
due to stereotypical socialising effects of upbringing.
They also recognise the importance of support and
the role of the supervisor, to help the therapists’ work
through the grief and state that the above gender
difference should be taken into consideration.

Therefore, several studies provide evidence of the
serious effects on the therapist, of a client’s suicide.
Literature covering the effect on the trainee will be
examined next. This is an important area to discuss
because if there is a greater impact of a client’s suicide
on trainees, then it is likely that some trainees may
not continue with their career and may become
seriously distressed. Therefore, we need to pin point
the effects of a client’s suicide and then employ the
recommended suggestions from the literature, so
that therapists and trainees feel not only supported
but also prepared for the possibility that one of their
clients could die through suicide.

The effect on trainees

Brown?® notes that training experiences are deeply
etched in our memories, and a patient’s suicide at
such a time has a strong and unforgettable impact.
Following a survey, he found that patient suicide is
not rare among trainee mental health professionals.
He reports that trainees usually have a small caseload
of difficult patients, therefore, how to do a good job
tends to ride on how well these patients fare. If one
of these patients commits suicide then this may
impact on a trainee’s motivation and self-confidence.
Secondly, because trainees feel they know very little
in the beginning and rely more on their personal
qualities to help their clients.

Consequently, Brown states that if a patient
commits suicide then the trainee feels that he/she
has failed as a person. He states that, ‘it takes time
and supervision to work out the complex amalgam
of true personal intimacy and objective professional
skill which must characterise effective psycho-
therapeutic practice. Trainees usually have not yet
had time to do this’®. Thirdly, he reports that trainees
may lack adequate skill to understand and help
seriously suicidal patients, or these patients may
not be able to make use of what any therapist has
to offer. In either case, Brown says that the trainee
is likely to feel that he/she has failed. Finally Brown
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suicide

notes that trainees are as yet not comfortable or
familiar with reactions that occur during psycho-
therapeutic practice, and therefore when the
opportunity to grow together is suddenly terminated,
there is ‘instead a sudden and shocking confrontation
with loss and what often feels like failure’s.

Brown reports that the earlier this experience occurs
in training the more shocking and problematic it
becomes. From the interviews, Brown found that
none of the trainees described their experience as
affecting their development for the worse. They saw
it as an opportunity to grow and accepted that this
was part of life, and appreciated how little control
they had over the situation, which helped them
later on in their career. However, he notes that the
experience for trainees was deeply emotional and
found that they still vividly remembered each detail
of the experience including the name of the person
years later.

He states that we must recognise that a patient’s
suicide is not rare during training and that they must
not be left to cope by themselves. He puts forward
that growth through this crisis will be strongly
influenced by trainees’ preparation and reactions,
plus important sustaining relationships within the
training programme. He states that to facilitate this
growth every training programme should have a
conscious perspective and approach to this crisis.

Similarly, Kleespies, Smith and Becker® found that
trainees with patient suicides reported a greater
emotional impact and stress levels equivalent to
that found inpatient samples with bereavement and
higher than that found with professional clinicians
that had patient suicides.

In support, Valente® reports that the most serious
reactions, such as how they perceive themselves,
to the suicide of one’s client have occurred among
trainee therapists. She states that many training
programmes neglect the topic of suicide evaluation
or prevention and thereby ignore the potential effects

§Suicide is a taboo subject;

we need to move beyond

this so that we may examine

suicide more effectively,

enforce preventive measures

and prevent the death of a
client having a significant
impact on the therapist §
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of suicide on the therapist.

The above studies have shown that the impact on
the trainee of a client’s suicide, is not only as serious
as those on therapists but greater. All have highlighted
the importance of training programmes and support.
Following on from this, the implications for training
will be examined.

Implications for the future

Changes in training programmes are recommended.
Pope and Tabachnick™ in their study found that
respondents stated that their graduate training left
them largely unprepared for the feelings occurred
during a therapist’s work. In support, Sommers-
Flanagan, Rothman and Schwenkler' note that
there are no formalised training programmes that
are designed to teach suicide assessment skills.
They strongly recommend that psychology training
programmes ‘should devote more time and energy
to teaching integrated and professional approaches
to suicide assessment interviewing'.

Kolodny et al* recommend that training institutions
should provide some forum such as supervision, in
which difficult patients can be discussed. This would
lead to an exchange of ideas and experiences by
experienced clinicians, and careful considerations
of the impact of therapeutic inevitabilities on the
client. In conclusion, they state that we need to
know much about the processes involved in a
therapist’s mourning. So that when a death does
occur a supportive environment can be facilitated,
an environment, which recognises that, such an
experience is both painful and lonely and also an
opportunity for growth and mastery.

To work through the loss, Gorkin* highlights the
importance of supervision and support. He suggests
a forum for reviewing the case, as a matter of
standard procedure, aside from any administrative
procedures. Gorkin states that this should be available
immediately after the event and at intervals during
the year.

Horn® also highlights the importance of support
and the role of supervisors. He states that supervisors
‘play an integral part in promoting therapists’
growth’. They should create both formal and
informal supports, and facilitate positive behavioural
responses. As well as create life experiences that will
positively affect their self-esteem and assist them
through the grieving process by creating support
groups, post-suicide reviews, psychological autopsy
and attend the client’s funeral.

Valente also supports the need for a psychological
autopsy, so that therapists can understand and learn
from the experience and to establish or refine
procedures that can help to prevent future suicides.
Not only, this but the autopsy can be a means of



support for the therapists and an opportunity to
express feelings about the suicide. She states, ‘with
peer support, therapists can resolve bereavement,
continue their personal and professional growth, and
experience a heightened commitment to assessing
suicide risk’®.

Douglas and Brown™ recommend a five-phase
system to be incorporated in to training programmes.
Firstly, ‘Anticipation’, where trainers take the
responsibility to teach trainees that it is likely that
a patient will commit suicide in their career. Douglas
and Brown recommend that trainees need to be
prepared for this eventuality and that it might help if
they were to rehearse how it might feel if a patient
commits suicide. Secondly, ‘Acute Impact’; Douglas
and Brown describe this phase as where training
directors, supervisors and others should reach out
to the trainee, as well as respect and support the
trainee’s adaptive style. Douglas and Brown state
that during this phase trainees should be encouraged
to meet the relatives of the deceased but with a
significant amount of support from others.

Douglas and Brown describe the third phase as
‘Clarification and Working Through’. During this
phase supervisors should encourage the trainee to
examine the possible influences of the suicide on
his/her work and participate in a psychological
autopsy. Fourthly, ‘Reorganisation’, where the
trainee meets with the trainee director and assesses
how the experiences has affected them as well as
take up any issues of failure and blame. Lastly there
is 'Preparation for Reactivation and Post Training
Practice’; the training programme should help
trainees to anticipate the transition to post training.
Douglas and Brown state that some preparation
should go in to future work with suicidal patients,
for those trainees who have been affected and
those that haven't. The value of ongoing learning,
consultation, and regular contact with colleagues
should be emphasised as well as the importance
of reaching out empathically, non-judgmental and
constructively to fellow professionals in difficulty,
should be stressed.

A number of recommendations are made. Most of
them emphasise the need for support mechanisms
and the role of training institutions. They demonstrate
that there is more we can do to lessen the impact
of a client’s suicide on the therapist.

Conclusion

Working with clients does have an effect on the
therapist. The above studies have demonstrated
that therapists are affected by the suicide of a
client. This effect is emotional, psychological and
philosophical. They extend to the therapist’s personal
and professional work. There are also positive effects

in this experience, therapists do seem to learn a lot
and use it as an opportunity to grow personally
and professionally. Trainee therapists are affected
more than therapists with years of experience.

A number of suggestions have been made. In
particular, a change in training courses and support
mechanisms is emphasised. | believe if my training
course had incorporated this subject into the course,
it would have helped me to be prepared and begin
the healing process earlier. Suicide is a taboo subject;
we need to move beyond this so that we may
examine suicide more effectively, enforce preventive
measures and prevent the death of a client having
a significant impact on the therapist. m
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