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Suicide is a major global public health issue, and in recent
years, there has been increasing recognition of the problem of physician suicide. This American College of Physicians policy paper examines, from the perspective of
ethics, the issues that arise when individuals and institutions respond to physician suicides and when they engage
in broader efforts aimed at physician suicide prevention.
Emphasizing the medical profession as a unique moral
community characterized by ethical and professional
commitments of service to patients, each other, and society, this paper offers guidance regarding physician suicide
and the role of a healing community. The response to an
individual physician suicide should be characterized by
respect and concern for those who are grieving, the creation of a supportive environment for suicide loss survivors, and careful communication about the event. Because suicide is a complex problem, actions aimed at
preventing suicide must occur at the individual, interpersonal, community, and societal levels. The medical community has an obligation to foster a culture that supports
education, screening, and access to mental health treatment, beginning at the earliest stages of medical training.
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INTRODUCTION

Medicine is a moral enterprise, the medical profession a
unique community. The practice of medicine is characterized
by the ethical and professional commitment of individual
physicians to patient well-being and a shared and common
goal of service of the profession to patients and society.1
Communities of individual professionals have shared responsibilities that are essential for supporting the self-regulation

and effacement of self-interest that are hallmarks of medicine
as a profession.2
Suicide is a major global public health issue with devastating impact on individuals, families, and entire communities.
Although suicide rates have generally declined globally, they
have increased over the past two decades in North America,
where suicide is the 10th leading cause of death.3
The medical community is not immune to suicide. Physician
suicide is not new.4,5 Examining physician suicide rates in
different countries, between specialties, and in comparison to
the general population or other professions and occupations is
challenged by multiple data sources, the absence of systematic
or standardized reporting, and likely under-reporting secondary
to persistent stigmatization and other factors.6 What is known is
troubling. Medical students and residents have higher rates of
depression than other graduate-level students and frequently
experience suicidal ideation.7 Suicide is the leading cause of
death in male residents.8 Physicians die by suicide at higher
rates than the general population, with female physicians particularly at risk.9–13 Although the rate of physician suicide has
declined over time in several European countries, a similar
statistically significant decrease has not occurred in the USA.13
There is a clear need for improved but sensitive data collection surrounding physician suicide, including among medical students, residents, fellows, and practicing or nonpracticing physicians.14–16 Suicide harms both individuals
and communities, requiring more intensive study as well as
targeted actions. Preventing suicide is ethically necessary
whether or not suicide rates are increasing, or how they compare to other populations. This paper applies fundamental
ethical precepts to guide how individual physicians and medicine as a community should engage in broader and deeper
efforts to address and prevent physician suicide.
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www.acponline.org/about-acp/who-we-are/acp-conflict-of-interest-policy-and-procedures), and appointment to and procedures of the EPHRC are governed by the ACP’s bylaws
(https://www.acponline.org/about-acp/who-we-are/acpbylaws). After an environmental assessment to determine the
scope of issues and literature reviews, the EPHRC evaluated
and discussed several drafts of the paper; the paper was
reviewed by members of the ACP Board of Governors, Board
of Regents, Council of Early Career Physicians, Council of
Resident/Fellow Members, Council of Student Members, and
other committees and experts. The paper was revised to incorporate comments from these groups and individuals. The ACP
Board of Regents reviewed and approved the paper on 25
July 2020.

ETHICS AND THE ROLE OF THE MEDICAL COMMUNITY

Communities are essential for preventing and responding to
suicide. Communities can cultivate the sense of belonging
believed critical for prevention efforts that must be tailored
to communities’ needs.17,18 Medicine is a unique professional
and moral community that puts patient care above self-interest
in acting on a duty of service, teaching and expanding medical
knowledge, abiding by ethical standards, self-regulating, and
sharing the commitment to foundational ethical and professional values and principles. These include respect for autonomy, beneficence (the duty to promote a patient’s best interests), non-maleficence (the duty to do no harm), and justice,
the promotion of equitable distribution of the opportunities
afforded by health care.1
As members of a moral community, physicians have obligations not only to their patients but also to themselves, each
other, and society.1,2 This is consistent with existing American
College of Physicians (ACP) policies and core values including the ACP Ethics Manual, and declarations of the World
Medical Association.1,19 Obligations to each other are evident
in accepted duties to identify and assist impaired colleagues
and to participate in peer review.1,20 They should also be
evident in how physicians and the medical community engage
in efforts to compassionately respond to and prevent physician
suicide.
Foundational ethical and professional values and principles to
which medicine is committed also offer guidance to address
physician suicide. The duty to care for the sick includes care
for colleagues, involving shared accountability to each other and
collaboration with other health professionals. Respecting privacy
and confidentiality, being honest and transparent in communication, and avoiding harm are additional values and principles that
bear upon how the community responds to physician suicide.

RESPONDING TO AN INDIVIDUAL SUICIDE

Tragically, attention to preventing physician suicide can arise
because of the need to respond to an individual suicide.
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Although physician suicide has been long recognized as a
problem, responses to it have been criticized as perpetuating
a culture of silence.21 This suggests a need for new approaches
as encouraged in a recent ACP resolution on physician suicide
that considers transparency as a means to reduce stigmatization of depression, mental illness, and suicide; that is collaborative with the potential to be more effective and better at
acknowledging grief; and that emphasizes accountability and
the potential to support community responsibility and concrete
actions.15
As for deaths by any cause, the response to an individual
suicide should be motivated by the ethical principle of respect
for the deceased individual and concern for those who are
grieving, especially family members, close friends, and colleagues of the deceased.15 Respect for persons requires respecting the privacy and confidentiality of family members
and of the individual as determined by the family/personal
representative, as well as their freely made decisions regarding
whether and how to participate in “postvention” activities (i.e.,
the organized response to a suicide). Legally, relevant regulations such as the Health Insurance Portability and Accountability Act (HIPAA), state laws, and, for students, the Family
Educational Rights and Privacy Act, will need to be applied.
These principles would also apply when considering the medical community’s responsibilities to patients of the deceased
for their ongoing care and in providing accurate timely information and bereavement support.
In addition to respect and concern for the well-being of
family members, an important step in responding to a physician suicide should be creating a supportive and collaborative
“environment of psychological safety to support appropriate
grieving for peers, colleagues, and members of the community.”15 While all deaths cause grief, grief after suicide may have
unique features, such as feelings of abandonment or shame.22
Medicine as a community should be responsible and accountable for supporting its members after a suicide. The goals of
this response—which ethically relates to shared obligations of
beneficence—include facilitating healing from grief, mitigating negative effects of suicide exposure, and preventing suicide among people who may be at high risk after an exposure
(a phenomenon known as “suicide clusters” or “contagion”).23
Individuals do not all grieve in the same way; a safe space
should be created for identifying the different needs of those
affected by the loss.24 Suicide loss survivors may experience
self-blame, whether or not they could have known about, or
acted to prevent, the victim’s suicidality. For some, stigma or a
so-called “toughness mentality” can impede the grief response. Some physicians feel the need to apologize, request
permission to grieve, or blame themselves. Others may be
very willing to participate in counseling or small group discussions. The community’s obligation to protect member
well-being must address the potential for complicated and
prolonged grief, which can involve preoccupation, avoidance
of memories of the deceased, and inadequate adaptation to loss
that can link to negative health outcomes and even future
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suicidal ideation.25,26 Forums for shared reflection, such as
Schwartz Rounds (formal sessions where participants are free
to share their emotions and challenges27), can help foster an
environment for compassionate discussion.
Part of creating a supportive environment involves transparent, accurate communication about suicide—a core component of any response, but one that must be interpreted
cautiously.28 Sharing of accurate information can alleviate
speculation and rumor that exacerbate emotional turmoil after
a suicide, but transparency does not mean sharing any and all
information as soon as it is available. Confidentiality is a core
professional and ethical value; legally, in general, HIPAA
protects individually identifiable health information of deced en t s f or 5 0 y ea r s fo l l o w i ng t h e da t e o f d ea t h
(45CFR§164.502).29 Respecting grieving family members
and the individual requires communicating thoughtfully with
families and carrying out their wishes regarding disclosures of
information, including about the cause of and reasons leading
to a death. In addition, existing best practices emphasize not
sharing too many details about the individual case, for example, because sharing the method of suicide is thought to
contribute to future suicides.30
Gathering information into the causes and circumstances of
a suicide can help to close the knowledge gap around physician suicide, thereby supporting communication efforts, reducing depression and suicide stigma, and preventing future
suicides. However, these information needs do not override
ethical obligations to respect the privacy of those involved and
protect their well-being during times of grief and beyond. Any
request to authorize release of medical information or mental
health notes, to participate in interviews, or to contribute other
data sources,31,32 must be appropriately timed (i.e., in respect
to those grieving), avoid placing burdens or pressure on loved
ones, and fully respect the choices of those asked, emphasizing voluntariness. When such activities are part of attempts to
create generalizable knowledge, issues related to ethics and
research with human subjects will also pertain.
When information gathering is appropriate, efforts to do so
should attend not only to the circumstances of the event but
also to its effects on the community. To avoid blaming the
deceased, the interpersonal, organizational, and social or environmental factors that are known to play a role in suicide
should be considered,17,33 not just individual-level factors
(such as mental health disorders, substance use disorders, or
recent crises).17,33 There may be a need to collaborate with
other entities, including the coroner, medical examiner’s office, or local law enforcement, which may raise additional
legal and ethical issues related to data sharing, privacy, and
confidentiality.
The medical community must also respond appropriately to
individuals who have attempted suicide. Data in the general
population suggest that active contact and follow-up with
those who have attempted suicide are critical to preventing
future attempts.34 Opportunities for those who have attempted
suicide to freely share their story (if they choose, and with

whom they choose) can support the well-being of the individual6,35 and suicide prevention efforts of the broader medical
community.

TOWARDS BROADER EFFORTS AT PREVENTION

Suicide is a complex problem. Many factors play a role,
including medical illness, mental health, personality traits or
disorders, history of suicide in the family, psychosocial or
environmental factors, and the availability of the means to
attempt suicide, among others.36 Pandemics, such as the coronavirus disease 19 (COVID-19), can be associated with suicide risk.37,38 Existing technical guides for suicide prevention
in the general population draw upon the Social Ecological
Model and emphasize the need to address the individual,
interpersonal, community, and broader social level factors that
can relate to suicide risk and prevention. There is rarely a
single, definitive causal factor, whether biological, psychological, or social.17 The responsibility to prevent suicides is
shared among the medical community and its members, including individual physicians, health care organizations, and
others.
Individual. Individually, physicians experience many of the
same risk factors for suicide, including depression and
substance use, as the general population. Limited data
suggest that physicians may possess unique protective and
risk factors. For example, physicians who die by suicide may
be less likely to have experienced a recent death of a friend or
family member, less likely to have had a recent crisis, and
more likely to have experienced a work-related problem.33,39,40 Perhaps because of easier accessibility, physicians
who die by suicide may be more likely than the general
population to overdose on medications.39 However, it is difficult to generalize across physician suicides. Suicide may be
unrelated to work or professional issues altogether, and while
some hypothesize that physicians could be more likely to have
certain personality traits (e.g., perfectionism, impulsivity, selfsacrifice) that could contribute to suicidality,3,41 this is not
definitively known.
For individual physicians, obtaining help for depression and
suicidal ideation should be facilitated by their own involvement in health care, but this does not appear to be the case.
Physicians have the same rates of depression as the general
population42 but for a variety of reasons may be reluctant to
access mental health care.43 Many physicians lack a regular
source of health care. Stigma, lack of confidentiality, licensure
requirements, and damage to career prospects are cited as
barriers to seeking mental health treatment.20,44 Eliminating
barriers to care is likely to benefit both physicians and patients.
Depression overall remains tragically undertreated.45 Physicians’ health-related behaviors appear to affect how they care
for patients.46 Facilitating physicians’ access to care and treatment may result in better care of their patients; for instance,
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improving physician mental health self-care can help physicians’ ability to detect risk, empathize with and effectively
address suicide prevention for their patients.47,48 Physicians
should care for themselves,19,20 and this may help support
caring for others, but can only be fully realized by looking
beyond the individual to the community of medicine.

Regarding physician or patient safety, not every physician
who may be struggling must be reported (e.g., to supervisors
or licensing boards). A stepwise approach that starts with
reaching out to the physician and progresses, if necessary, to
reporting may be appropriate if those struggles risk imminent
harm to the physician or the physician’s patients.20

Interpersonal. Physician suicide prevention efforts can be
informed by the Interpersonal Psychological Theory (IPT) of
suicide.49 This theory suggests three “necessary and sufficient” factors underlying suicidal ideation among physicians:
“perceived burdensomeness” (belief that one is a liability to
others and feeling of self-hatred), “thwarted belongingness”
(loneliness), and the “acquired capability” for suicide.
The IPT implies how members of the medical community
relate to each may help prevent suicide by reversing perceptions of burdensomeness and promoting belongingness. And
yet, in the current practice environment, where time pressures
and practice patterns may result in fewer interactions between
physicians, there is arguably a need to re-foster a deeper sense
of collegiality and community in the medical community. Less
time in the “bunker” with the EHR50 and more time with each
other (e.g., in the tradition of the “doctors’ lounge,” at the
nurses’ station with the team, or other forums)51 could create
more social support and community with opportunities to also
discuss, share and manage practice challenges.
Nevertheless, it is important not to conflate burnout with
suicidality. The focus should be on physician well-being comprehensively understood, rather than the overly narrow concept of burnout that risks placing the onus on physicians
simply to be more individually resilient.20 Going back to
Osler’s days and beyond, the practice of medicine has been
demanding and other-directed.52
Today, many trainees and physicians are experiencing deprofessionalization, depersonalization, emotional exhaustion,
and reduced personal accomplishment in their day-to-day
practices.53 Time pressures, bureaucratization, and other structural and external factors can be barriers to professionalism
and meaning, distancing physicians from their patients. The
relationship between burnout, depression, and suicidality
requires further study54; rates of burnout appear to be increasing42,55 while suicide rates have not clearly increased. A
common measure of burnout, the Maslach Burnout Inventory
for medical personnel, assesses emotional exhaustion, depersonalization, and personal accomplishment. Although burnout
measures may correlate with suicidal thoughts, causation has
not been established, and the exact relationship to suicide or
depression is unknown.56
Just as physicians are taught how to inquire of patients in a
sensitive manner about suicide, they should use these communication skills with one another. Formal screening tools may
be helpful,57 but in everyday interactions, simple, open-ended
questions such as “How are you?” or validating questions such
as “Sometimes, when things are tough, it can help to talk to
someone. Do you want to talk?” can be just as beneficial.58

Community. As a moral community, the professional culture of
medicine has an important role in preventing suicide. The
importance of community-level interventions is illustrated by
the suicide prevention program in the US Air Force, one of the
best-studied and most successful programs. It emphasizes leadership involvement and a community-oriented approach.59
Those within the culture of medicine have a positive obligation
to create a community that promotes collegiality and community and supports professionals in their duty of service, a duty
which can bring meaning to the practice of medicine.1
Preventing suicide requires that the community emphasize
education, screening, and access to mental health treatment.
Because of the important role of leadership in suicide prevention efforts,59 leaders of practices, hospitals, health systems,
and medical schools should receive formal education in suicide prevention. A community-oriented approach also requires
involving other health care professionals (e.g., nurses, social
workers, and others) and employees in prevention efforts.59
The medical community must act to change its culture around
mental health issues of its members and counter barriers that
prevent physicians from seeking care. It is important to emphasize that impairment (i.e., an inability of a physician to care
for patients safely and effectively) is distinct from either
diagnosis or treatment of mental illness.20
For medical students and postgraduate trainees, the medical
community must address the unique environment and stressors that can arise during training.60,61 This requires examining the informal curriculum (i.e., ad hoc, interpersonal learning interactions outside formal instruction) and the hidden
curriculum (i.e., institutional structure and culture) that may
inadvertently undermine policies that promote self-help.
Community-level activities aimed at improving well-being
(e.g., ACP’s Physician Well-being and Professional Fulfillment initiative, the NAM’s Action Collaborative on Clinical
Well-Being and Resilience, AMA’s STEPS Forward program,
and AAIM’s Collaborative for Healing and Renewal in Medicine) may also support suicide prevention. They foster physician well-being, reduce major risk factors for suicide (such as
substance abuse62), and encourage collegiality and communication among peers. These activities can create and sustain
mutual accountability to each other and reinforce membership
within a shared professional community. Nevertheless, dedicated suicide prevention efforts among medical trainees and
practicing physicians will still be necessary.
Societal Level. The goal of preventing physician suicide is best
achieved when it is informed by, and done in collaboration
with, broader efforts and evidence-based models for suicide
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prevention. The Henry Ford Health System’s groundbreaking
“Zero Suicide” approach for patients with depression63, for
example, is highly successful and structured approach to risk
assessment, referral, and treatment founded on the presumption
that all individuals may be at risk for suicide. Vermont’s
Suicide Prevention Coalition emphasizes universal, societalwide preventive measures (such as increasing overall access
to mental health care, promoting the message that suicide is
preventable, and sponsoring media campaigns to reduce mental
health stigma). The medical community has an obligation to
learn from and support these kinds of broader efforts.
Proven approaches to suicide prevention in the general
population should be effective for physicians as well. However, additional research is needed to generate an evidence base
surrounding interventions specific to preventing physician
suicide. Identifying individuals at risk, creating connected
and protective environments, and encouraging physicians to
access mental and other health care are key components of
prevention programs for all people.17,63,64 The American
Medical Association has developed a four-step program that
emphasizes open discussion of suicide;65 the University of
California - San Diego’s medical school program includes
destigmatizing outreach, anonymous web-based screening,
and in-person assessment and referral.66,67 More research is
needed to determine the generalizability of these programs.

CONCLUSION: SEEK HELP, HELP EACH OTHER

Suicide is a major global and societal public health issue that
affects physicians at disproportionately higher rates than the
general population. The medical community’s commitment to
foundational ethical principles and professional values, including the duty to care for the ill, shared accountability, respect for
privacy and confidentiality, and transparent and honest communication, can help transform it into a true healing community that
also encourages self-care and physicians caring for one another.
Guided by these values, the profession should compassionately
respond to events, learn from the experience, and attempt to
direct its efforts to the prevention of future suicides. The medical
community can reduce stigma and, in a unified manner, acknowledge grief, support its members in a safe environment,
and better develop interventions and future preventive actions.
Still, efforts to better understand the fundamental causes of
suicide and its prevalence cannot override the ethical obligation
to respect the privacy, confidentiality, and well-being of those
colleagues and their loved ones who are grieving.
When the medical community at large is activated after an
event, broader efforts at prevention should integrate a socioecological model. Such efforts should examine the individual
factors unique to the episode but must also move upstream to
consider the interpersonal factors that contribute to how physicians relate to one another, the role of a collaborative and
collegial professional community in fostering well-being,

and the impact at a societal level of existing evidence-based
prevention and early detection models. These models have
proven efficacy in the general population and need to be
applied and examined in the medical community.
Acting without further delay is critical at this time of heightened awareness, attention, and concern on the part of the house of
medicine regarding all aspects of the mental health of its practice
community and trainees. It is indeed an ethical imperative.
NOTE: If you are depressed or contemplating suicide, please
reach out to a friend, the National Suicide Prevention Lifeline
(1‐800‐273‐TALK (8255) or text HOME to 741741), a therapist, or an employee assistance program. If you are concerned
that a colleague is suffering from depression or contemplating
suicide, please reach out, ask, listen, and assist the individual
in finding help. For international support, find a 24/7 hotline
at: https://www.iasp.info/resources/Crisis_Centres/.
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