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ABSTRACT

Background: Patient suicide (PS) is known to be a frequent and challenging occupational
hazard for mental health professionals. No study previously explored the prevalence and impact
of PS in a large sample of French psychiatrists. Method: A national Web-based survey was
performed between September and December 2019 to assess a) the prevalence of the exposure
to PS, b) the emotional, traumatic and professional impacts of PS, and c) the perceived support
in the aftermath of PS in French psychiatrists. Participants were contacted through email to
answer the online 62-item questionnaire, including a measure of traumatic impact through the
Impact of Event Scale-Revised. Emotional and professional impacts and perceived support were
assessed through dedicated items. Results: A total of 764 psychiatrists fully completed the
survey. Of them, 87.3% reported an exposure to PS and 13.7% reported PTSD symptoms
afterward. Guilt, sadness and shock were the most frequent emotions. 15.1% of exposed
psychiatrists have temporarily considered changing their career path. The most emotionally
distressing PS occurred during their ten first years of practice or during residency. A total of
37.1% of respondents felt unsupported and 50.4% reported that no team-meeting had been
organized in the aftermath. The feeling of responsibility for the death was strongly associated
with negative impacts. Conclusion: Our results entail considerations to prevent negative mental
health outcomes in psychiatrists after PS. Notably, our results advocate for the implementation
of educational programs during psychiatric residency and postvention programs in healthcare
settings to effectively help psychiatrists in dealing with PS.

Keywords: Patient suicide; psychiatrists; postvention; adverse events; second victims; PTSD;
suicide survivors

RESUME

Contexte : L’exposition aux suicides de patients est une expérience fréquente et difficile pour
les professionnels de la santé mentale, marquée par un potentiel impact traumatique, émotionnel
et professionnel qui peut placer les professionnels exposés en grande vulnérabilité. Pour autant,
aucune étude n’a jusqu’alors évalué la prévalence et I’impact du suicide d’un patient chez les
psychiatres frangais. Méthode : Une enquéte nationale a été réalisée entre septembre et
décembre 2019 afin d’évaluer chez les psychiatres francais a) la prévalence de 1’exposition aux
suicides de patients, b) les impact traumatiques, émotionnels et professionnels de I’exposition
au suicide d’un patient, et c) le soutien recu dans I’apres-coup du suicide d’un patient. Les
participants ont été contactés par mail pour répondre a un questionnaire en ligne de 62 items,
incluant une mesure de I’impact traumatique via I’ Impact of Event Scale. L’ impact émotionnel
et professionnel, ainsi que le soutien percu, étaient évalués a 1’aide d’échelles dédiées non
validées. Résultats : Un total de 764 psychiatres a entierement rempli le questionnaire. 87,3%
d’entre eux avaient été exposés au suicide d’un patient au cours de leur carriere et 13,7%
rapportaient des symptomes de stress post-traumatique dans les suites de I’exposition. La
culpabilité, la tristesse et le sentiment de choc étaient les émotions les plus fréquemment
rapportées. Sur le plan professionnel, 15,1% des psychiatres exposés au suicide d’un patient
ont envisagé de changer de carriere. Les suicides de patients les plus impactants sur le plan
émotionnel étaient ceux survenant pendant ’internat ou pendant les dix premicres années
d’exercice. 37,1% des participants n’avaient recu aucun soutien apres 1’exposition au suicide
du patient et 50,4% rapportaient qu’aucune réunion n’avaient ét€ mise en place dans les suites
de I’évenement. Le sentiment de responsabilité vis-a-vis du suicide étaient le prédicteur le plus
important pour I’impact négatif du suicide d’un patient. Conclusion : Nos résultats démontrent
I’importante prévalence de 1’exposition aux suicides de patients chez les psychiatres frangais,
associée a un impact important sur le plan émotionnel, traumatique et professionnel. Nos
résultats soulignent I’importance d’implémenter des programmes de formation au cours des



études et de postvention en milieu professionnel pour soutenir les psychiatres exposés au
suicide d’un patient.

Mots-clés : suicide de patient ; psychiatre ; postvention ; événements indésirables ; secondes
victimes ; symptomes de stress post-traumatique ; survivants de suicide

INTRODUCTION
According to numerous studies based on psychological autopsies [1], 91% (95% CI 81-98%)

of people who die by suicide suffered from mental disorders. Mental health professionals,
especially psychiatrists, are thus highly prone to encounter patient suicide (PS) during their
career [2,3]. Previous surveys for example reported prevalence of exposure to PS ranging from
51% to 91.5% in psychiatrists worldwide [2-6]. PS is known to be a particularly challenging
and distressing occupational hazard for mental health professionals [2, 4-6], so that the terms
“suicide survivors” [7] or “second victims” [8] are used to designate the professionals affected
by a PS. Previous studies indeed identified high-level of psychological and professional distress
in psychiatrists in the aftermath of PS, including high prevalence of traumatic and emotional
reactions and impaired feelings of self-confidence and competence [2-6].

However, while the suicide rates in France is higher than in many other high-income countries
[9], no study previously explored the prevalence and impact of PS in a sample of French
psychiatrists. A recent study [10] assessed the impact of PS on French psychiatric trainees,
reporting that 43.2% of them were exposed to PS during their residency, without evaluating the
impact on senior psychiatrists. Of those exposed, 7.2% exhibited clinically relevant symptoms
of post-traumatic stress disorder and 11.2% high level of emotional impact. A total of 44.8%
reported a negative professional impact and 25.6% received no support in the aftermath. The
aim of the current study was thus to assess a) the prevalence of the exposure to PS, b) the
emotional, traumatic and professional impacts PS, and c¢) the perceived support in the aftermath

of PS in French psychiatrists.



METHOD

Survey
The survey followed the CHERRIES statement for online surveys [11]. Based on two literature

reviews [2,12], a 62-item comprehensive questionnaire was constructed by a pluri-professional
team. The online questionnaire used in this study was comprehensively described elsewhere
[10]. This survey was offered to French psychiatrists, without exclusion criteria, between
September and December 2019. The online questionnaire was available on the website of the
Encéphale online (https://www.encephale.com/Actualites/2019/Enquete-l-impact-du-suicide-
des-patients-sur-les-psychiatres) and the weblink was sent through a national email listing and
social networks to French psychiatrists. The survey completion time ranged from 5 to 15

minutes.

Exposure

We assessed the prevalence of exposure to PS through a declarative answer of respondents to
the following question “have you been exposed to patient suicide during your career?”. The
number of exposures was assessed. Participants were asked to detail the conditions of the most
distressing exposure, including the moment of the exposure in the career (during residency, first
ten years of practice between ten and twenty years of practice, after more than twenty years of
practice) the characteristics of the patient (age, gender, diagnosis, inpatient or outpatient), the
conditions of the PS (localization of the event, duration of clinical follow-up, exposure to the
corpse, use of resuscitation techniques), the characteristics of the physician-patient relationship
(therapeutic alliance, time of care period, place of care), and the context of the exposure
(exposure during clinical follow-up or afterwards, ambulatory or inpatient care, exposure to the
corpse, police inquiry). The quality of the therapeutic alliance and the feeling of responsibility

for the death were assessed through analog visual scales.

Variables, impacts and support

Sociodemographic characteristics (age, gender, location, duration of practice as psychiatrist)

were recorded. For those who were exposed to PS, the traumatic impact was measured through



the French version of the Impact of Event Scale-Revised (IES-R) [13-15]. The IES-R is a 22-
item self-report questionnaire assessing intrusion, avoidance and hyperarousal symptoms. Each
item is rated on a 5-point scale from 0 (not at all) to 4 (extremely). According to previous
literature, a threshold of 24/88 to indicate a significant traumatic reaction [16] and a threshold
of 34 for PTSD [17] were retained. An emotional score was obtained through a non-validated
scale considering six main emotions previously reported in the literature (anger, denial, guilt,
sadness, shame and shock) [18,19]. Each emotion was scored on a 6-point Likert-scale from 0
(not at all) to 5 (extremely), for a total score ranging from O to 30. The professional impact was
assessed through four non-validated questions on the modifications of practice and the will to
change career path. Regarding the self-reported modifications in professional practice, a fear
and avoidance of suicidal patients, an increased tendency to hospitalize patients, a fear of
granting passes for patients and a prolonged duration of hospitalization were considered
negative professional impacts. A better assessment of suicidal ideation in patients, an increased
tendency to ask advice to colleagues, a better trackability of information in patients’ files and
an interest in suicide prevention were considered positive professional impacts. The population
of the most impacted psychiatrists was analyzed by identifying those who reported in the same
time an IES-R>24, an ES>18 and a negative professional impact. Those who reported suicidal
ideation and the intent to change their career path were also considered as being severely
impacted. A descriptive analysis of their sociodemographic and professional characteristics was
performed.

The perceived support was evaluated through a non-validated 5-item questionnaire assessing
the types of support (informal from peers, colleagues or relatives, formal from superiors or the

institution) and the quality of the support.

Statistical analysis

Data manipulation and analyses were performed using JASP software. Qualitative variables

were summarized using numbers and percentages, and quantitative variables were calculated



using means and standard deviations. Comparisons were made with a y* test or Fisher's test for
qualitative variables, depending on the applicable conditions. Quantitative variables were
analyzed with the appropriate test, depending on the application conditions. To assess the role
of independent variables in moderating the association between the exposure to PS and the three
dimensions of impact, we measured the Pearson’s r correlation coefficients using the following
dependent variables: (a) traumatic reaction (score at IES-R); (b) emotional impact (score at
emotional score); and (c) negative professional impact (NPI) (e.g., the presence of at least one
item indicating negative professional impact). Then, we conducted a multivariate linear
regression for non-dichotomous dependent variables (e.g.. IES-R and emotional scores) and a
multivariate logistic regression for negative professional impact to examine the role of
independent variables. The independent variables were selected based on the univariate analysis
results. Variables with p< 0.5 in the univariate analysis were included in the multivariate
analyses. A threshold alpha of 0.05 was considered statistically significant; all tests were two-

sided.

Ethical approval

The study received ethical approval from The Ethics Committee of The Hospices Civils de

Lyon (n° 20/37).

RESULTS

Participants
A total of 795 psychiatrists participated in the survey, of which 764 fully completed the

questionnaire. The mean age of respondents was 44.5 (SD= 12.4). Most were women,
practicing in public settings. The sample included psychiatrists from all French regions. The

characteristics of participants are given in Table 1.

PLEASE INSERT TABLE 1 ABOUT HERE

Exposure



Of the participants, 87.3% reported an exposure to PS during their career (Table 1). The
majority reported exposure to several PS and indicated that their first exposure to PS occurred
during their residency or the ten first years of their career (Table 1). The feeling of responsibility
for the death was significantly higher in early career psychiatrists (p= 0.042).

Most of the psychiatrists were not exposed to the corpse (87.9%) and were involved in
informing the family (60.0%). A minority went to the funerals (5.4%). Almost one in five was
involved in an administrative or police inquiry (17.7%).

Most of the patients were male, aged 36 to 65 years, and were mainly suffering from mood or
personality disorders. The most frequent methods of suicide were hanging and jumping. PS
mostly occurred at home or in the hospital (Table 2).

PLEASE INSERT TABLE 2 ABOUT HERE

Traumatic impact

The participants reported that the most distressing PS occurred during their ten first years of
practice (Table 3). The mean IES-R score was 19.2 (SD = 15.9). A total of 23.6% reported an

IES-R>24, and 13.7% an IES-R>34.

PLEASE INSERT TABLE 3 ABOUT HERE

Emotional impact

The mean total emotional score was 11.25 (SD = 6.14). Sadness (mean score = 2.87; SD=1.80),
guilt (mean score = 2.86; SD= 1.86), and shock (mean score = 2.06, SD= 1.64) were the most
frequent emotions reported. Most of psychiatrists did not engage in a personal psychotherapy
(97.0%) and did not consummate anxiolytics (96.6%) after PS, while 2.8% reported suicidal
ideation. Those who reported suicidal ideation showed the highest IES-R and emotional scores

(p<0.001).

Professional impact

A total of 81.9% of the respondents reported modifications in their practice. The professional

impact was mostly reported as positive, including an increased interest for suicide prevention



(39.7%), a better assessment of suicidal risk in patient (37.7%) and a better trackability of
suicidal risk in patients’ files (30.4%). The negative professional impact included an increased
tendency to hospitalize patients (19.3%), the fear of granting passes (16.6%) and the fear and
avoidance of suicidal patients (13.3%). 15.1% of exposed psychiatrists considered changing

their career path.

Most impacted psychiatrists

A total of 33 psychiatrists were identified as the most impacted. They were predominantly
women (63.6%), working in public hospitals (75.8%) and exposed to PS during residency or
early career (84.8%). Almost one in five (18.2%) of them reported suicidal ideation in the
aftermath of PS. A great majority had a last contact with the patient on the day of PS (84.8%),
66.7% contacted the family and 32.3% reported no support in the aftermath of the PS.

All the participants who reported suicidal ideation (n= 19) also considered to change their career
path. The association between the intent to changer career path after PS and suicidal ideation

was significant (p= 0.001).

Moderating factors

The association between independent variables and each dimension of impact are given in Table
4 for the univariate analysis. Table 5 shows the results of the linear regression for emotional
and traumatic impact. No significant association was found between the diagnosis and the
impact of PS on psychiatrists.
PLEASE INSERT TABLE 4 AND 5 ABOUT HERE

In the multivariate analysis, the feeling of responsibility for the death was significantly
associated with the three dimensions of negative impact (B= 0.037; SE= 0.009; p<0.001 for
professional impact). The last contact with the patient on the day of suicide was associated with
higher IES-R score. The first exposure during early career (e.g., residency or ten first years of

practice) and younger age were associated with higher emotional score. Regarding professional



impact, the exposure during late career was significantly associated with negative impact (B=
-0.901; SE= 0.421; p=0.032).
Those who felt unprepared to encounter PS were at higher risk for negative impact in the

univariate but not in the multivariate analysis.

Perceived support

A total of 37.1% of respondents felt unsupported and 50.4% reported that no team-meeting had
been organized in the aftermath. Support from colleagues was the most common (67.3%),
especially from other psychiatrists (41.2%). Perceived support was reported as being of good
quality by most respondents (6.0/10). Unsupported psychiatrists were not more prone to report

higher scores for negative impact (Table 4).

Unexposed psychiatrists

A minority of psychiatrists (11.3%) was not exposed to PS. The unexposed psychiatrists were
younger than those who were exposed (mean age= 36.4; SD= 10.7) and were mostly women
(73.2%) in their five first years of practice (68.0%). Most of them (63.2%) reported that they

felt unprepared to encounter PS.

DISCUSSION

Summary of results

To the best of our knowledge, we performed the largest survey to date on the impact of PS on
psychiatrists [2-6, 20-22]. Our results show that the exposure to PS is highly prevalent among
French psychiatrists. A substantial part of the exposed psychiatrists exhibits high level of
emotional, traumatic and/or professional impact in the aftermath. The feeling of responsibility
for the death was significantly and strongly associated with the three dimensions of negative
impact. A substantial part of the participants reported that they received no support and that no
team meeting was performed after PS. Interestingly, we reported that encountering PS may
become a beneficial and learning experience for psychiatrists, notably through positive

modifications of professional practices.



Interpretation of results

The prevalence of exposure to PS measured in our study is slightly higher than those reported
in previous studies on the topic [2,3,5,6, 20-22]. For example, Alexander et al. [20] found a
prevalence rate of 68% in a sample of 247 Scottish psychiatrists, while Kelleher and Campbell
[21] reported that 80% of their Irish sample of 74 psychiatrists encountered PS. In an US sample
of 90 psychiatrists, Erlich et al. [22] reported a 63% prevalence rate of exposure to PS. The
higher prevalence measured in our survey may be explained by the higher suicide rates in
France compared to other countries [9]. Consistent with this hypothesis, a study on Belgian
psychiatrists [4] found a higher prevalence of PS (91.5%), while the suicide rate is higher in
Belgium than in France [9]. A selection bias of psychiatrists who encountered PS may also
partly explain the result on the prevalence of PS in our sample. However, the prevalence of
42.3% of psychiatrists in our sample reporting an exposure to PS during their training period is
consistent with previous studies [10,12] and does not argue for a selection bias. Compared to
the total number of French psychiatrists, our sample of participants comprised more female (60%
versus 52%), public practitioners (63% versus 59%) and younger psychiatrists (mean age =
44.5 versus 52.0). This may have significantly impeded the representativeness of our sample
and of our results. For example, most of the respondents in our survey work in public inpatient
facilities, where suicide rated are known to be remarkably high [23] so that the prevalence of
the exposure to PS may have been overestimated.

Consistent with previous studies [2-6, 20-22], we found a high emotional, traumatic and
professional impact of PS on psychiatrists, especially the youngest ones. The high level of post-
traumatic reactions and willingness to change career path observed in our sample after PS are
notably worrying phenomena. Moreover, we found that the great majority of the participants
had been exposed to PS in early career, especially during residency, and that this early exposure
was emotionally particularly distressing. This result is consistent with previous studies which
found that PS occurring during psychiatric training may be more distressing [12], and indicate

the need to provide effective and adequate support to early career psychiatrists exposed to PS.



Youngest psychiatrists may indeed be confronted to additional stressors (personal and
professional evolution, lack of experience, partial knowledge on the available support) which
may induce a greater vulnerability toward the impact of medical adverse events such as PS [12].
We also found that the feelings of responsibility for the death were more prevalent in younger
psychiatrists and were strongly associated with negative impact after PS. This result is
consistent with a systematic review on the effects of medical adverse events on healthcare
professional, in which feelings of responsibility were found to be highly correlated with the
“second victim” phenomenon [24]. Feelings of responsibility are also prevalent in the grieving
process of people bereaved by suicide and may foster complicated grief and impede help-
seeking and post-traumatic growth [25].

The lack of preparedness to manage PS was associated with negative impacts in the univariate
but not in the multivariate analysis in our study. In the study of Castelli-Dransart et al. [26],
mental health professionals who felt prepared to encounter PS reported lower IES scores
regardless of the support received in the aftermath. At the same time, a majority of the
unexposed psychiatrists of our sample reported that they felt unprepared to encounter and
manage PS. These results advocate for the need to implement educational programs at the entry
of psychiatric residency to enhance the preparedness of residents and early career psychiatrists
to face and manage PS, and to enhance their willingness to self-help and help an affected
colleague. A small number of previous studies [27-29] showed the effectiveness of educational
programs to increase the feelings of preparedness to manage PS and the willingness to help and
support colleagues affected by a PS. Information about PS, its prevalence and impacts should
be taught when starting psychiatric training. Practical guidance on how to manage PS and how
to support a colleague affected by PS would also be helpful. However, the existing literature on
the effectiveness of such prevention programs did not evaluate their long-term impact when
participants are effectively exposed to PS as residents or senior psychiatrists. Further studies

are thus needed to better elucidate the long-term effectiveness of prevention programs dedicated



to the exposure to PS. Interestingly, younger psychiatrists reported less negative professional
impact than more seasoned ones in the aftermath, indicating that encountering PS can serve as
a beneficial and learning experience during early career.

When looking at the support provided in the aftermath, it is notable that informal support from
peers and colleagues was the most common form of help received by the participants to cope
with PS. Consistent with previous studies [2,3,10,12,30], we found a lack of institutional
support in the aftermath of PS. However, we found no significant association between the lack
of perceived support and higher levels of negative impact in the univariate analysis. This result
questions the best means to effectively help exposed psychiatrists in coping with PS. According
to previous studies [31,32], implementing protocolized guidelines, programs and teams aiming
at providing support in the aftermath of PS for mental health professionals, including
psychiatrists, may be beneficial. However, evidence-based postvention strategies having
demonstrated their effectiveness in reducing the psychological and psychological impact after
PS are lacking [32]. Nonetheless, our results entail considerations for the support needed to
prevent negative mental health outcomes in psychiatrists after PS. First, guidelines encouraging
and guiding peer-support in the aftermath of PS are needed. We propose in the Figure 1 eleven

recommendations to effectively help and support a colleague affected by a PS.

PLEASE INSERT FIGURE 1 ABOUT HERE

Second, postvention programs should be implemented and evaluated for psychiatrists and, more
broadly, mental health professionals and teams exposed to PS. These programs should focus on
and encourage the early emotional first aid provided by colleagues and superiors to the most
affected professionals. The impact of team-based interventions in exposed settings need to be
properly evaluated in further studies [32]. Interestingly, when considering the three domains of
impact, we found the existence of a particularly vulnerable group showing high levels of
emotional distress associated with a substantial traumatic and professional impact. Moreover,

this highly affected group is also more prone to exhibit suicidal ideation in the aftermath of PS.



This result highlights the need to promote early detection of the most affected professionals
after PS in those programs, to provide them an effective and adaptive intervention. Buffering
the feelings of responsibility for the suicide in exposed professionals must be on the key target
of such postvention programs to prevent post-traumatic and negative emotional reactions.
Mortality and Morbidity Conferences have also been reported to be helpful in the aftermath of
PS for psychiatric trainees, as they offer an effective mean to buffer the feelings of individual
responsibility for the death by allowing an in-depth understanding of the processes which led
to the suicide [12]. However, to date, no study evaluated their impact on psychiatrists after PS.
Limitations

Our study has several limitations. First, the sample of participants may not be representative of
all French psychiatrists. Indeed, the total number of psychiatrists is estimated to be about 15,388
[33] in France, so that only about 5% of the French psychiatrists, mostly from the public sector,
participated in our survey. Notably, a selection bias of exposed psychiatrists has to be
considered regarding the generalizability of our conclusions. Moreover, psychiatrists who
effectively changed their career path due to the exposure to PS did not participate in our survey.
No study previously examined this specific population and further studies are needed to better
evaluate this population. However, the sample of participants was large and previous studies
on the impact of PS on psychiatrists included smaller samples of participants [4-6,20-22].
Second, the cross-sectional design of the study limits the ability to make any causal inference.
Notably, the memory bias related to the retrospective design of our survey has to be considered,
as a substantial part of the respondents reported their reactions to a PS that occurred several
years ago. However, the large sample of respondents to our survey allowed us to collect
comprehensive and relevant data on the impact of PS on psychiatrists. Third, the use of non-
validated questionnaires to assess emotional impact and perceived support limits the relevance
of our results. However, this choice was made to improve the acceptability of the survey, as

validated scales on emotional state or professional support are time consuming to complete.



CONCLUSION

Based on the largest web-based survey to date on psychiatrists, we demonstrated that the
exposure to PS is highly prevalent in French psychiatrists and leads to significant emotional,
traumatic and professional impacts. The deleterious role of the feelings of responsibility for the
death indicates the need to develop prevention and postvention programs dedicated to buffering
the negative effects of PS and foster post-traumatic growth in psychiatrists. If correctly

addressed, the aftermath of PS can indeed shape a beneficial professional experience.
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Recognize your own limits and the impact you are experiencing after the PS
Avoid isolation of the colleague by promoting a team-based dynamic of peer-support
Be particularly attentive to early career psychiatrists and residents

> w0

Provide early emotional first aid to promote the expression, recognition and validation of

the emotions perceived (guilt, sadness, anger, shock...)

5. Help the affected colleague for the management of the meeting with the family and the
procedures related to the administrative or police inquiry

6. Promote the access to institutional support (superiors, occupational medicine) or personal
counseling

7. Organize a team-based debriefing in the days after PS based on a global empathetic
supportive approach (avoid adding stigma: prefer a global analysis of the process and of
prevention rather than focus on the individual responsibility of the caregivers involved)

8. Accept to manage the care of the most difficult patients (including suicidal patients) in the
days after PS

9. Manage the announcement of the suicide to other patients and prevent suicidal contagion
in the setting or community

10. Organize a morbidity/mortality conference in the weeks after PS

11. Propose to the colleague to engage him/herself in a workshop session (prevention of

suicidal behaviors, occupational stress and burnout, support for professionals after adverse

events...) in the months after PS

PS= patient suicide

Figure 1. Recommendations from the authors on how to provide peer-support to a
colleague affected by a patient suicide



Variables Percentage n

Age (mean) 44.5 764
Gender
Female 60.3 461
Male 39.7 303
Duration of practice at completion
Less than 5 years 29.3 224
Between 5 and 10 years 20.1 154
Between 10 and 20 years 20.4 156
More than 20 years 30.1 230
Location of practice at completion
Public hospital 63.1 482
Liberal office 22,5 172
Private hospital 8.1 62
Association 1.8 14
Mixed 1.6 12
Other 2.9 22
Exposure to PS
Yes 87.3 667
No 12.3 97
Number of exposure
Two or more 68.2 455
One 31.8 212
Time of first exposure
Residency 42.3 282
During the 10 first years of practice 39.1 261
Between 10 and 20 years of practice 6.9 46
After more than 20 years of practice 1.5 10
NA 10.2 68

PS= patient suicide

Table 1. Characteristics of participants



Variables % n

Gender
Male 55.8 333
Female 442 264
Age
<18 3.8 23
18 to 35 421 252
36 to 65 44.6 268
>65 9.2 55

Diagnosis/es*

Mood disorder 48.4 323
Psychotic disorder 23.5 157
Personality disorder 28.0 187
Substance use 8.2 55
PTSD 2.55 17
Anxiety disorder 8.4 56
Other 4.8 32

Localization of care

Inpatient care 51.0 303
Ambulatory care 38.2 227
Emergency unit 6.1 36
General Hospital 1.5 9
Other 3.2 19

Localization of PS

At home 51.9 300
In the hospital 211 122
In a public place 19.4 112
Other 6.6 38
Unknown 1.0 6

Method(s) for PS*

Hanging 39.8 234
Jumping 25.2 148
Self-poisoning 19.7 116
Asphyxia 4.4 26
Venotomy 4.4 26
Gunshot 4.4 26
Other 2.0 12

PS= patient suicide

* the percentage may overreach 100

Table 2. Characteristics of patients who died by suicide



Total emotional Negative

Variables IES-R SD score SD professional
(mean)
(mean) impact (%)

Gender

Male 17.85 15.62 9.96 6.03 77.5

Female 20.05 16.04 12.07 6.07 85.1
Time of exposure

Residency 18.53 15.98 11.96 6.17 85.6

< 10 years of practice 20.74 16.88 11.86 6.16 83.7

10 to 20 years of practice 16.42 13.95 9.05 5.67 52.2

>20 years of practice 18.09 13.35 10.37 5.90 66.7
Exposure to the corpse or
resuscitation techniques

Yes 19.25 16.21 10.01 5.88 84.1

No 19.12 14.51 11.48 6.19 81.2
Last contact with the patient on
the day of PS

Yes 25.64 15.59 12.25 5.83 95.7

No 17.95 15.72 11.08 6.16 79.3
Preparedness to encounter PS

Yes 16.48 13.98 10.01 5.65 76.1

No 21.26 16.62 12.16 6.19 86.0
Support in the aftermath

Yes 19.65 15.50 11.58 5.84 84.0

No 19.18 16.67 10.86 6.44 77.7
Administrative or police inquiry

Yes 22.20 16.48 11.19 6.19 90.7

No 18.46 15.74 11.28 6.13 79.5
Contact with the family after the
suicide

Yes 17.30 15.79 11.27 6.07 81.3

No 19.70 15.57 11.04 6.23 81.7
Suicidal ideation

Yes 44.26 16.78 18.72 5.85 92.3

No 18.25 15.10 10.99 5.97 81.8

*p<0.05 **p<0.01; **p<0.001

PS= patient suicide; IES-R= Impact of Event Scale — Revised

Table 3. Traumatic, emotional and professional impacts reported by the participants in
the aftermath of patient suicide



Negative

Variable IES-R score Emotional score professional
impact
Gender (women) -0.068 -0.169 0.098
Age -0.094* -0.215*** -0.271***
Exposure during early career -0.084 -0.174*** -0.303***
Exposure to the corpse or
-0.003 -0.084 0.026
resuscitation techniques
Last contact with the patient on the
0.179*** 0.073 0.156**
day of PS
Alone for follow-up -0.050 -0.023 -0.062
Lack of preparedness -0.151** -0.175** -0.126*
Lack of support in the aftermath 0.014 0.057 0.080
Administrative or police inquiry 0.092* 0.006 0.114
Contact with the family after the
. 0.017 0.07 -0.005
suicide
Feelings of responsibility for the
0.351*** 0.432*** 0.353***

death

*p<0.05 **p<0.01; **p<0.001

PS= patient suicide; IES-R= Impact of Event Scale - Revised

Table 4. Univariate analysis for factors associated with emotional, traumatic and professional impacts after patient suicide (Pearson’r
correlation coefficient)



Variable IES-R score Emotional score

R?=0.149 R? = 0.205
B B
Feelings of
0.349*** 0.418***
responsibility
Last contact
on the day of 0.138** -
PS
Age - -0.170**
Exposure
during early - 0.094*
career

*p<0.05; **p< 0.01; ***p<0.001
IES-R= Impact of Event Scale - Revised

Table 5. Multivariate linear regression for predictive variables for traumatic and emotional
impact after patient suicide





