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ABSTRACT
Health-workers are more likely to die by suicide than their counterparts in other occupational 
groups. The suicide of a staff member can be widely felt by colleagues, leading to complex 
emotional and cognitive responses. Exposure to suicide heightens the risk of dying by suicide. 
We investigated the impact of a colleague suicide on National Health Service (NHS) staff. 
Twenty-nine staff were interviewed; all participants were white British, and so not 
representative of the ethnic make-up of the NHS. Data were analyzed using grounded theory 
methods. A theory, “filling in the gaps” was developed. Staff experiences gave rise to needs 
that were not always met. Staff endeavored to “fill in the gaps” in support; however, sometimes 
fell through those gaps. Organizational and professional contexts shaped their experiences 
and responses. Recommendations include skilled and targeted support and compassion for 
affected staff. Cultural change is needed to challenge suicide stigma and unhelpful narratives.

Introduction

Suicide is a leading cause of death globally, with more 
than 700,000 people dying by suicide every year 
(World Health Organization, 2021). UK healthcare 
professionals are at risk of suicide, with female nurses 
in particular being 23% more likely to die by suicide 
than their counterparts in the general population 
(NHS England, 2023). Suicide in healthcare workers 
is known to be elevated in other high-income coun-
tries (Milner et  al., 2016). When someone dies by 
suicide, it is estimated that up to 135 people are 
impacted (Cerel et  al., 2018). This includes work col-
leagues (Cerel et  al., 2014).

Those who are affected by suicide experience a 
complex grief process that may include depression 
(Shields et  al., 2015); shame (Törnblom et  al., 2013); 
feelings of blame and emptiness (Cerel et  al., 2017); 
intrusive thoughts and memories, hopelessness (Bellini 
et  al., 2018); and burdensomeness (Talseth & Gilje, 
2017). They may also experience physical symptoms 
such as increased pain and physical illnesses or poorer 
general health (Spillane et  al., 2017). There is a risk 

of trauma for those who witness the death or discover 
the body (Knieper, 1999). There is also an association 
between suicide bereavement and occupational drop-
out (Pitman et  al., 2018) and people exposed to sui-
cide are at increased risk of dying by suicide themselves 
(Hill et  al., 2020; Pitman et  al., 2016). Thus, people 
who are impacted by a suicide require effective and 
timely support, often called postvention. Andriessen 
(2009, p. 43) defines postvention as “activities devel-
oped by, with, or for suicide survivors, in order to 
facilitate recovery after suicide and prevent adverse 
outcomes including suicidal behavior.” Effective post-
vention support may lessen these risks (Jordan, 2017).

Work-related factors are one contributor to suicide 
in nurses (Groves et  al., 2023). We do not know if 
this is the case for other healthcare professionals. 
However, we do know that needs following a colleague 
suicide differ across professional groups and are 
affected by professional identities and workplace cul-
tures (Causer et  al., 2022).

Previous researchers have explored the impact of 
patient or client suicide on a range of health profes-
sionals (Causer et  al., 2019; Matandela & Matlakala, 

© 2024 the author(s). Published with license by taylor & Francis Group, LLC.

CONTACT hilary Causer  h.causer@surrey.ac.uk  School of health Sciences, university of Surrey, Kate Granger Building, 30 Priestly Rd, Surrey Research 
Park, Guildford, Gu2 7Yh, uK.

 Supplemental data for this article can be accessed online at https://doi.org/10.1080/07481187.2024.2337202.

https://doi.org/10.1080/07481187.2024.2337202

this is an Open access article distributed under the terms of the Creative Commons attribution License (http://creativecommons.org/licenses/by/4.0/), which permits unre-
stricted use, distribution, and reproduction in any medium, provided the original work is properly cited. the terms on which this article has been published allow the posting 
of the accepted Manuscript in a repository by the author(s) or with their consent.

http://orcid.org/0000-0003-4284-2962
http://orcid.org/0000-0002-3935-1997
http://orcid.org/0000-0002-9722-9981
http://orcid.org/0000-0001-5811-8982
http://orcid.org/0000-0002-6168-0455
http://orcid.org/0000-0001-8774-5344
mailto:h.causer@surrey.ac.uk
https://doi.org/10.1080/07481187.2024.2337202
https://doi.org/10.1080/07481187.2024.2337202
http://creativecommons.org/licenses/by/4.0/
http://www.tandfonline.com


2 H. CAUSER ET AL.

2016; Saini et  al., 2016; Wang et  al., 2016), and the 
impact of colleague suicide across a range of job roles 
(Deheeger, 2008; Gulliver et  al., 2016; Małecka, 2022; 
Sever & Ozdemir, 2022). The impact of patient or 
client suicide on health professionals may include 
emotional turmoil, stress reactions (Castelli Dransart 
et  al., 2017), and severe distress (Wurst et  al., 2013). 
Additionally, a perception of responsibility for the 
death (Gaffney et al., 2009), a sense of professional 
doubt, and fear of legal consequences may persist 
(Castelli Dransart et  al., 2017). The experiences of 
healthcare staff who provide support to colleagues 
following the suicide of a coworker are reported in 
our sister paper (Spiers et  al., 2024). However, there 
is no evidence globally on how a colleague suicide is 
experienced by healthcare workers nor what their 
support experiences or postvention needs are. An 
empirical evidence base to inform provision is lacking.

We asked, “how is the impact of colleague suicide 
experienced by NHS staff and what helps and/or hin-
ders affected colleagues in seeking support?”

Methods

A qualitative approach was selected to gain under-
standing of participants’ experiences, perceptions, and 
meaning-making processes. We generated data using 
semi-structured interviews conducted via online video 
platforms or telephone calls, according to participants’ 
preferences. We applied a grounded theory analysis 
(Holton & Walsh, 2017), which can be applied within 
any philosophical paradigm (Holton & Walsh, 2017). 
In the case of this study, we adopted an inductive, 
exploratory inquiry. Grounded theory is particularly 
suited to exploring how people experience and resolve 
their problems, seeking to understand “what is going 
on” (Gibson & Hartman, 2014, p. 2). We used the 
consolidated criteria for reporting qualitative research 
(COREQ) checklist to inform our reporting of this 
study (Tong et  al., 2007).

Ethics

Ethical approval was granted by the University of 
Birmingham (ERN_20-1566) and the Health Research 
Authority (IRAS 291050). Confidential therapeutic 
support was available to participants and researchers. 
We have de-identified all participant data.

Positionality statement

The researchers who undertook the interviews and 
led on analysis (HC, JS & RR) are all white British 

women none of whom are currently, nor have previ-
ously been, employed by the NHS.

Participants

Participants were recruited via a range of approaches, 
including NHS Trusts in England, our stakeholder 
networks e.g. NHS England and NHS Employers, 
social media posts on X (formally called Twitter) and 
Facebook groups for NHS staff, and practitioner jour-
nals such as the Nursing Standard.

The eligibility criteria were current employees of 
the NHS who had experienced and were affected by 
the suicide of a colleague between six months and 
ten years prior to data collection. Potential partici-
pants were sent an information leaflet; participants 
gave informed consent and completed a demographic 
questionnaire prior to interview. Despite our efforts 
to connect with NHS workers from diverse ethnic 
backgrounds, all participants in this study were 
white British. Given that minority ethnic people 
comprise almost a quarter of the NHS workforce 
(NHS England, 2023), we accept that our findings 
are unlikely to represent the experiences of all staff 
members.

Data generation

Semi-structured interviews commenced in November 
2021 and were completed in January 2023. Dates and 
times were set at the participants’ convenience. 
Interviews were undertaken by HC (n = 15), JS (n = 12), 
and RR (n = 2). A topic guide was used which con-
tained 16 questions about participants’ relationship 
with the colleague who died; participants’ accounts 
of their experiences in relation to their colleague’s 
suicide; experiences of support; and opportunities for 
learning (Appendix A, supplementary material). The 
topic guide was informed by and developed in 
response to, a scoping review of the literature; input 
from our patient and public involvement and engage-
ment (PPIE) group; a consultation exercise conducted 
with NHS managers; and the lived experiences of 
study co-applicants. Interviews were recorded via 
encrypted audio recorders and were transcribed and 
de-identified by professional transcribers.

Data analysis

The methodological aim of analysis was to uncover 
any patterns in reported participant behaviors that 
explained their main concern (Holton & Walsh, 
2017). Coding was done by HC alongside ongoing 
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discussion with JS. Data saturation was informed by 
the quality of the data collected, and depth and 
rigor of the analytic process (Low, 2019). Therefore, 
the data analysis was considered complete when 
there was nothing further to add to the categories 
that had been developed. The analytic process 
included three stages of coding and category build-
ing, the development of a core category, and theo-
retical conceptualization of the relationships between 
the core and other categories. At all stages of anal-
ysis, constant comparison (Glaser & Strauss, 1967), 
analytic memoing, memo sorting (Holton & Walsh, 
2017), and diagraming (Saldaňa, 2016) were used. 
Engaging these tools promoted an ongoing iterative 
and reflective process of comparing and checking 
as codes, categories, and the relationships across and 
between them were developed. The full analytic pro-
cess is described in Appendix B, supplementary 
material.

Findings

Twenty-nine NHS employees gave consent to partic-
ipate in the study. Interviews lasted in a range from 
45–90 min (mean: 1 hr 7 min). Participant character-
istics are presented in Table 1.

We present the developed grounded theory below, 
followed by each of the categories with illustrative 
verbatim quotes. Findings about “the workplace” and 
“professional identities” are reported within other cat-
egory sections to reflect the integration that was evi-
dent throughout our analysis.

A grounded theory

Analysis resulted in the development of a grounded 
theory, “filling in the gaps” (Figure 1). The theory 
combines seven categories and one core category. 
Figure 1 illustrates the relationships between and 
across the categories. Participants experiences included 
the event of their colleague’s suicide, their experiences 
of needing support and being supported and their 
encountering of gaps and barriers to the support that 
they required. In response to these gaps and barriers, 
participants acted, and reacted in a range of ways, to 
“fill in the gaps.” The prevalence of participant reac-
tions in their accounts, and the emotional vehemence 
with which participants spoke about them, illustrated 
the centrality of this aspect to their experience. As 
such, they are captured in the core category, “filling 
in the gaps” which describes the many ways that 

Table 1. Participant characteristics.
Gender Male 5

Female 24
ethnic identity White British 29
age range 25–61 years
time elapsed since suicide Range: less than one 

year − 12 years
Mean: 2.5 years

Job role Nurse 9
Doctor 3
Paramedic 2
allied health, mental health, 

& support practitioners
12

Non-clinical staff 3

Figure 1. Filling in the gaps: a grounded theory of the NhS staff experiences following a colleague death by suicide.
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participants sought to support themselves and their 
colleagues in the absence or failure of formal provi-
sion of acknowledgment, information, and support. 
For some participants, however, the experience was 
more akin to “falling through the gaps,” which resulted 
in a range of challenging outcomes. Participant 
accounts evidenced how their experiences and reac-
tions throughout were shaped by their work environ-
ments, the physical and cultural environment of the 
workplace, and the multiple aspects of their profes-
sional identities. For all participants, there were reper-
cussions to their experiences, that for some, continue 
to impact on their professional or personal lives.

Experiencing and reacting to a colleague suicide

Some participants’ experiences began with the discov-
ery of a colleague’s body and active attempts to save 
a colleague’s life.

my brain went just full paramedic mode […] like 
didn’t think. Erm so yeah then we started CPR [car-
diopulmonary resuscitation] and when [the ambu-
lance arrived] I ran to warn them who it was cause I 
just didn’t want my colleagues to have the shock that 
I’ve had. Like I, it’s gonna be awful for them anyway, 
but I wanted [to warn them]. (Paramedic)

However, most participants heard the news of their 
colleague’s suicide either via an online or in-person 
meeting, telephone call, by word of mouth from other 
colleagues, or through less formal channels: “we all 
found out through social media” (Nurse).

I got a text message from a colleague saying “is it 
true that one of your juniors has killed them-
selves?”[…] and I was like oh crikey, you know I was 
really shocked because I hadn’t [been informed] […] 
I kind of found out about it in a less than ideal way 
and then spent a bit of time erm trying to establish 
you know what had happened and what we needed to 
do. (Consultant)

The way in which participants received the news 
was affected by the physical and cultural contexts of 
the workplace, and the behavioral norms of their pro-
fessional identities. Some heard the news via an online 
meeting and were advised to turn off their cameras 
and mute themselves so that their responses remained 
“private.” Participants reported mixed feelings about 
this privatizing of their grief/shock responses: some 
believed it was sensitive, others found it disrupted the 
shared experience and was isolating and harmful: “I 
was left alone with my thoughts and feelings” 
(Administrative Assistant). One participant was 
haunted by the memory of hearing a colleague crying 

because they hadn’t muted their microphone, but not 
knowing who it was.

Initial reactions described included shock, emo-
tional and grief responses. Some felt anger toward 
their deceased colleague and found it difficult to 
express this:

it would have been hard for me just to … say “actu-
ally I’m not sad, I’m fucking pissed off.” Cause it’s not 
what a lot of the other people were saying. (Therapist)

Team cultures informed how people responded or 
shaped expectations around how staff “ought” to 
respond in the workplace. Fears of upsetting others 
or speaking out of line were expressed. Some strug-
gled with picturing their colleague’s suicide and, for 
those who were present, there were trauma responses 
such as flashbacks or intrusive images.

The professional mask was used as a means of 
conforming to the dominant narrative of invulnera-
bility and expectations about carrying on. However, 
professional identities, where healing was central, led 
some to doubt their professionalism.

I’ve had a real wobble myself […] not feeling suicidal, 
but really, a crisis of confidence in terms of am I 
doing a good job? You know? Am I ok as a nurse? 
What’s it all about? All those sorts of questions, you 
know, if you can’t protect your own what [are] we 
doing? Are we doing this the right way? (Nurse 
manager)

The conceptualization of and sense of belonging 
to the “professional family” magnified some partici-
pants’ sense of loss, grief, guilt, or anger.

it’s what a family would go through […] we spend 
more time in our workplaces with the people we 
work with, than sometimes our own family and it 
does feel like family, so that loss was as deep, as hurt-
ful as a family member. (Nurse)

Such emotional responses were still present, for 
some, years after the event.

Needing support and being supported

Participants reported needing support to manage and 
validate their emotional responses, processing, and 
ability to continue working. Additionally, they needed 
permission and protected spaces to talk, a confirmed 
point of contact who would regularly check in with 
them, and clear signposting to other resources.

Experiences of being supported included structured, 
informal, and self-generated support, which was deliv-
ered within the workplace as well as through peer 
and personal networks. Support, if provided, came 
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from team leaders or managers, staff wellbeing/liaison 
services, or an NHS chaplain. When staff could share 
memories of their colleague, they felt supported and 
able to process events and feelings.

and [my manager] said “I want you all to go into the 
office […] I need you as a team to be together and 
supporting one another” so, we did […] we all got 
together and just sat and laughed and cried and 
laughed and cried. And, you know it was nice to be 
together, support one another. (Nurse)

Many participants described being together with 
colleagues, sharing space, and talking as vital. 
Disconnection from colleagues, however, due to dif-
ferent job roles or ways of working, generated feelings 
of being “othered,” or overlooked for some.

Finance departments are sort of notoriously erm … I 
think we get the reputation of being the grey robot 
people so the - one would expect that that you know 
signposting probably wouldn’t have been that great, 
erm we probably couldn’t get any further away from 
clinical services. Had I worked in the clinical team I 
guess that I would have had erm probably better sup-
port and signposting probably would have been there 
straight away but, but that’s not something we had. 
(Accountant)

So, while the “professional family” can feel safe, 
supportive, and inclusive to some, it can feel remote, 
exclusive, and discriminatory to others.

Overall, support did not meet most participants’ 
needs. Some reported offers of support that never 
materialized, while others chose not to engage with 
the available support. Some felt that managers needed 
training to be able to offer empathic, compassionate 
support. Several felt that an impartial/external person 
to provide support would be beneficial and would 
avoid placing the burden of support on a manager 
who was also affected by the suicide. Participants felt 
they were expected to “reach out” and ask for support 
rather than supporters “reaching in” to ask what 
they needed.

The managers are there, we know they’re there, but 
they never initiated anything like “are you all okay” 
um, “are you all alright, do you need five minutes to 
chat with me about anything?” That never occurred. 
(Support worker)

Encountering gaps and barriers

Most participants reported gaps in support provision 
or barriers to accessing support. They described mis-
communications or insensitivities; pre-conceptions of 
professional identities such as invulnerability; and 
cultures of silence and secrecy around the suicide, 

where everything was felt by staff to be “brushed 
under the carpet” (Nurse manager).

Participants who were informed of the death whilst 
working faced the challenge of having to continue to 
perform. A stoic “carry on” narrative appeared to be 
woven through the culture of teams and organizations 
which, when combined with a “patient-first” value-base, 
created a barrier to staff feeling “allowed” to attend 
to their own needs.

In many instances, participants reported a complete 
absence of support, where both the death of their col-
league and the impact on staff went unacknowledged.

there’s, there’s been nothing to remember [our colleague] 
from the NHS. Nothing at all. Erm, you see where 
other people died of cancer or something, then they 
have a lot of recognition. Erm, but there’s been nothing 
for [our colleague] […] and [they] must have worked in 
the NHS for about 20-odd years. (Support worker)

The lack of staff-only spaces or meeting rooms 
posed challenges to participants who needed private 
or shared spaces in which to express their feelings.

Some participants reported that their professional 
identity prevented the release of difficult feelings, 
slowed down processing, and acted as a barrier to 
accessing support: “we’re terrible at going to the doc-
tors or seeking any – any sort of support. So, we 
don’t practise what we preach” (Nurse). There was a 
sense of challenge around crossing the line from per-
ceptions of being the “healer” to the “patient.”

Coming up against these gaps and barriers led to 
secondary impacts such as perceptions of being dis-
missed or ignored or feeling invisible. There were 
additional hurdles to overcome and feelings to pro-
cess, such as the task of self-care to make up for lack 
of support or the risk of continuing to work without 
support or safeguards in place. These experiences gave 
rise to intense frustration, anger, or bitterness, emo-
tions which disrupted participants’ ability to process 
thoughts and feelings.

The anger about how the lack of support from the 
organization was getting in the way of us grieving 
and thinking about [our colleague]. (Allied health 
worker)

Participants, including those who worked with sui-
cidal patients, reported a lack of process to check if 
they were safe to practice following the suicide of 
their colleague.

in [my] role, you’re by yourself. A lot of that time I 
was on my own and then, nobody said, nobody 
thought that could be really horrible, knowing what’s 
just happened […] [It was] just unsafe for everybody 
really. (Associate practitioner)



6 H. CAUSER ET AL.

Filling in the gaps

Participants’ main concern was the gaps in their sup-
port. This core category describes the diverse ways 
participants responded to those failings and absences. 
The work of responding became a prominent focus, 
disrupting the work of loss and grief. This dominated 
accounts and greatly influenced participants’ experiences.

we supported ourselves as a team. I think that’s how 
we got through it really, rather than the managers 
being at the forefront of it, if I’m being honest. 
(Support worker)

Filling in the gaps was a necessity for several 
reasons: so that staff could process their feelings and 
thoughts about what had happened; so that they 
could remember and honor their colleague in ways 
that felt appropriate and compassionate; and to 
enable them to continue to work safely. The work 
entailed in filling in the gaps happened both within 
and beyond the workplace and alongside participants’ 
need to process their grief. One recalled the efforts 
required to ask for time off to attend their colleague’s 
funeral.

I remember having to build myself up for […] the 
conversation, why I want [the day of the funeral] off, 
and it being a case of, I’ll see what I can do as 
opposed to yeah, we’ll get it sorted, and so I just 
remember thinking, I’m not gonna get this. And it 
was very, [last minute] only that day that I got con-
firmation. (Nurse)

The strategies that participants engaged in response 
to these gaps included sharing grief and remembrance 
with peers; self-supporting, change-making, organizing, 
and rationalizing; wrangling processes, such as 
meaning-making; going into professional mode; not 
speaking and self-protection; and doing things 
differently.

Sharing grief and remembrance
The loss of a colleague is a shared experience; having 
the time to talk about that loss collectively appeared 
crucial for some participants through the earliest days 
following the death. The importance of talking, 
remembering, and crying together came through in 
several accounts, but more important was being phys-
ically present with each other.

Participants felt that sharing helped them to pro-
cess, release difficult feelings, and reconcile with what 
had happened. Those who were able to be together 
found this helpful. “And so people just shared stories, 
expressed their sadness, um, might have been a little 
bit of ventilation, it helped” (Nurse).

Due to COVID-19 restrictions, some participants 
were unable to meet. They spoke of the difficulty of 
being apart: “it feels hard to see someone upset and 
not be able to put an arm around them or comfort 
them in a physical way” (Therapist).

There was a felt need by participants to remember 
their colleague. If facilitation of remembrance was 
absent, participants created ways to do so informally, 
like a chat in the workplace, formally, through activ-
ities such as visiting their colleague’s grave, or 
through actions like creating a space in honor of 
their colleague.

there was a tree right in the corner of the car park, 
and we, we made it [our colleague’s] tree, and we 
went and planted things and put flowers in the tree. 
You know, just made it really beautiful. (Therapist)

Some reported a culture where their colleague was 
often spoken of in their workspaces.

every new member of the team, that comes into the 
team, you know I’ll say “You know we used to have 
a colleague called [name] and we talk about her so 
you know so if we are laughing about her and talking 
about her that’s who she is, and this is what hap-
pened.” (Support worker)

Self-supporting, change-making, organizing, 
rationalizing
Staff employed a range of proactive behaviors to sup-
port themselves and their colleagues. They made 
requests for counseling, accessed their GPs, found 
information online, drew on personal support net-
works, and found support via other organizations. 
Sometimes, these actions were underpinned by uncer-
tainty and a lack of guidance alongside the realization 
that action was needed in the absence of formal pro-
vision. For instance, one nurse recalled arranging a 
get-together with colleagues.

There wasn’t any, you know, manualized OK, let’s just 
go to the “colleague who’s just died by suicide” book, 
you know, and, and structure it in this way. There’s 
nothing like that, it was […] just an acknowledgment 
that we, that we’ve lost [our colleague] and my sense 
of speaking to people is that there’s a lot of pain and 
heartache out there. And um, people might benefit 
from having an opportunity to get together […] I 
wasn’t sure whether I had permission to do this. 
(Nurse)

By employing this range of proactive behaviors, 
participants created the space and time they needed 
to attend to tasks such as checking in on each other, 
organizing memorials, and working through their 
ideas and understanding about the death.



DEATH STUDiES 7

We helped each other. We’d meet, we’d meet for a cof-
fee somewhere and chat and say how we was feeling. 
I think we got more comfort from that. (Support 
worker)

Wrangling, seeking answers, and meaning-making
All participants shared experiences of cognitive “wran-
gling” with the death as they struggled to find reso-
lution or answers and to fill in the gaps in their 
understanding. Some described going round in circles 
with unanswerable questions, which felt excruciating. 
This wrangling impacted all participants, often 
remaining unresolved.

Sometimes you wonder, I wonder if she, you know, 
that’s a stupid question ‘cause she’s done it – but if 
she’d regret it [laughs]. It’s a stupid question. But 
actually, it’s like – yeah, so it, it’s those bits of just 
trying to make sense of something that – that – it’s 
difficult. (Clinical manager)

It seemed that being a healthcare professional led 
participants to self-scrutiny, questioning why they 
didn’t notice, and why they couldn’t save their col-
league, “did [we] really know them?” (Nurse); “were 
we complicit?” (Therapist).

we’re a mental health team – we work a lot with sui-
cidal patients, and then you start questioning yourself, 
like, well why didn’t we notice it? Like, what could we 
have done, like why couldn’t we help her? Like, this 
is our job, and she’s one of us, and and we’ve lost her. 
(Assistant practitioner)

These processes seemed to be shaped by the 
shared professional identity. Participants often spoke 
collectively, saying “we” when they spoke about seek-
ing answers or understanding around their colleague’s 
death. In framing these thought processes as being 
collective, there emerged a shared sense of 
responsibility.

Additionally, some participants asked if systemic 
structures, cultural expectations and behaviors, insti-
tutional narratives, and discourses had contributed to 
their colleague’s death. Participants experienced cog-
nitive wrangling, their thoughts jumping from one 
line of questioning to another, as they tried to find 
answers.

And this ongoing bad management I think is what 
upsets me. Because it was, I feel like all these failings 
affected [my colleague] to the extent that [pause] I 
don’t think that’s why she did it. I don’t think so. And 
I don’t think that even with the greatest management 
in the world it would have [pause] changed what she 
did that day? Because I fully accept that it was her 
mental health. It was so much more complex than 
just [mental health]. (Paramedic)

Falling through the gaps

Some participants were left with unresolved, complex 
feelings and thoughts about their experience due to 
insufficient or absent support. This could result in 
stress and burnout.

I just completely burnt out and had to have some 
time off, yeah, everything just kind of piled up. Erm, 
and yeah, I definitely became depressed and I just, 
well my tank was empty, that’s how it felt […] Like 
I’d be sat at my laptop but physically couldn’t do any-
thing. So yeah I had to take [some time] off. (Assistant 
therapist)

The lack of acknowledgment, support, and safe-
guarding of staff working with suicidal patients led 
to increased anxieties around this aspect of their  
work.

you have your patients that are suicidal and so you 
you’re listening to them, and so it does put you on 
edge. You’re frightened of you know [when] you can’t 
be there, you you’re going in for 45 minutes to talk to 
somebody. You know and then you’re closing the 
door and leaving them and it’s, yeah it’s frightening. 
(Support worker)

Repercussions

Most participants described some form of impact or 
legacy following the event. These “repercussions” were 
not only about recovery, healing, or “getting over it”; 
but also about ongoing effects. As they continued to 
work, they did so alongside the impact of their expe-
riences, which shaped their approach to work and 
sense of self.

there’s a little part of me that worries maybe I’ve just 
kind of shut down or just become that’s my way of 
protecting myself or yeah distancing it a bit. 
(Therapist)

This impact meant that others experience of work 
was compromised or harmed.

Which makes it hard […] going back to work, you 
want to do your best, [describes new job-role] like it’s 
an amazing [opportunity] and I can’t make the most 
of it. And that gets on your mental health too. Yeah, 
it’s all [a] spiral. (Paramedic)

Participants described career impact, with some 
leaving their jobs:

we’re working with high levels of risk on a daily basis 
[…] I’ve found it really difficult, I’m, I’m actually, I’m 
leaving the team in the near future. So I’m I’m, mov-
ing out of mental health services. (Allied health 
practitioner)
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There were more positive changes for other 
participants:

I think what [their] death did, did do, as [my col-
league] said is that it changed our personal culture of 
you know how we are with each, how we look after 
each other on the unit. How we, we check in with 
each other a lot more. (Doctor)

Others found more personal ways of reconciling 
their loss.

what I found comforting was to imagine err [my col-
league] as like a little fairy godmother, a cartoon. 
Erm and she swore a lot. So I was imagining her as 
this little fairy godmother, waving her wand and 
swearing as she goes. And err yeah so I wrote that to 
one of my colleagues and they said “yes yes, that’s 
exactly it!” […] And so that’s comforting and happy 
and makes me smile. (Administrator)

Discussion

We asked, “how is the impact of colleague suicide 
experienced by NHS staff and what helps and/or hin-
ders affected colleagues in seeking support?” Our 
findings demonstrated that participants experienced 
diverse impacts and that their experiences of seeking 
support where hindered when they encountered a 
range of gaps in, and barriers to, provision.

When NHS staff are affected by the suicide of a 
colleague, they experience a complicated emotional 
response ranging from shock, despair, and grief to 
guilt, anger, and fear. Their experiences and reactions 
give rise to a range of support needs. In seeking to 
have those needs met, they encounter diverse gaps 
and barriers to provision. Their subsequent actions 
and reactions take the form of filling in those gaps 
for themselves and their colleagues. Some colleagues 
fall through the gaps entirely. Workers’ experiences, 
needs, actions, and reactions are informed by two 
contexts: workplace norms, narratives, and cultures; 
and individual and shared professional identities. 
Throughout these experiences, staff employ emotional 
labor (in addition to that already employed in their 
work) to manage their complex responses which 
impact their emotional and psychological health. The 
efforts that they engage to overcome and fill the gaps 
in support lead to difficulties and disruptions in pro-
cessing their feelings; perceptions of isolation; conse-
quences for patient-facing work, particularly when 
working with patients who display suicidal behaviors; 
and occupational dropout.

Participants spoke of colleague relationships as 
reaching beyond the professional and becoming 
friendships. These relational aspects shaped responses 

to the suicide. Such stories of closeness align with 
those told by Colbert et  al. (2016), who evidence a 
range of “functions” within workplace relationships 
that include friendship and the opportunity to give 
to others. Indeed, perceptions of closeness (Cerel 
et  al., 2017) are of greater relevance than familial 
relationships in informing the extent of impact fol-
lowing a suicide. Thus, it is likely that the suicide 
of a close colleague will leave coworkers in need of 
support, for which workplaces must be prepared.

The perception of being part of a workplace “fam-
ily” was a key factor in shaping the shared profes-
sional identities of study participants. Many used the 
collective “we,” when describing experiences, responses, 
or reactions following their colleague’s suicide, sug-
gesting a strong sense of shared experience. Connection 
with colleagues and experiences of support from them 
and from leadership figures are protective factors for 
health workers (West, 2021). This phenomenon may 
not be exclusive to healthcare professionals; staff in 
UK universities found that perceptions of belonging-
ness and community nurtured a sense of closeness to 
a student following their death by suicide (Causer 
et  al., 2021). Belonging to a “workplace family” and 
experiencing coworker support is associated with bet-
ter worker health and less exhaustion (Maben et  al., 
2012; Treiber & Davis, 2012) and may serve as a 
protective factor against workplace stresses and chal-
lenges (Riley et  al., 2021). So, it appears that the 
concept of “family” in the workplace may serve to 
heighten responses to a colleague death, but also pro-
vide protective factors in managing personal responses. 
This sense of a shared experience contrasts with the 
reported experiences of healthcare professionals who 
perceived themselves as isolated following the death 
by suicide of a patient or client (Causer et  al., 2019). 
This raises the question of whether it is the perception 
of losing a “family” member, as opposed to a patient, 
that generates this difference.

There was a dominant narrative of professionalism 
across participant accounts. References to the “pro-
fessional mask” highlighted how participants put their 
emotions aside to manage the demands of their roles. 
Employees may suppress or regulate emotions follow-
ing a stressful event to deliver an appropriate emo-
tional presentation for the workplace (Grandey, 2000). 
Emotional management of this kind has been con-
ceptualized as emotional labor (Hochschild, 1983). 
This cognitive dissonance leads to stress, which can 
lead to burnout (Zapf & Holz, 2006). Participants in 
this study employed the “professional mask” as per-
formativity associated with emotional labor (Riley & 
Weiss, 2016). The suppression of felt emotions, whilst 
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presenting the self in a “preferred,” or “approved of ” 
manner may lead to emotional dissonance and inter-
nal tension (Morris & Feldman, 1996), which they 
needed time and space to resolve.

Our findings suggest that participants needed safe, 
protected time and spaces to be together, talk, process, 
share memories, and make plans for memorializing 
their colleague. These spaces were often not available. 
A lack of training and resources for supporting staff 
after a suicide was detrimental to people’s ability to 
cope, process, and move forward. This aligns with 
the experiences of doctors and nurses following a 
patient death by suicide, who have reported a lack of 
postvention support (Malik et  al., 2022). Creating safe, 
protected time and space for processing and healing 
may prevent mid- and long-term harm such as 
extended periods of sick leave or people choosing to 
change/leave profession (Uys et  al., 2023). Our find-
ings suggest that such short-term investment could 
garner long-term economic and workforce benefits. 
The need for time and space challenged participants’ 
embedded perceptions of invulnerability, within the 
context of organizational narratives about “carrying 
on.” They faced a duality of experience as their need 
to share and be together impinged on the work cul-
ture that prizes invulnerability both organizationally 
and individually (Maben et  al., 2021).

Participants found themselves with nowhere to go 
in a culture that stigmatized and silenced the topic of 
suicide, they were left to take care of themselves and 
their colleagues by “filling in” the gaps in support. 
Our findings evidenced a lack of acknowledgment by 
senior leaders and organizations of a colleague suicide. 
Participant experiences of the “minimization” of their 
colleague’s suicide and their own responses left them 
bewildered and angry. When the life of someone who 
died by suicide goes unacknowledged, there is a sense 
that the individual becomes objectified by the means 
of their death (Yue, 2022). Such de-personalization 
contributes to the perpetuation of stigmatized concep-
tions of suicide in the workplace (McGrath et al., 2023).

An absence of support, alongside the “carry on” 
narrative and culture of silence, generates a sense of 
invisibility. Staff perceive this as a message that their 
organization does not want to acknowledge their dis-
tress. This prompted us to query what impact this 
may have on perceptions of trust between staff and 
employers. Organizational failure to respond to staff 
suicide renders it a “non-event”; thus, it is invisible 
and staff needs are overlooked. Effective support 
might include compassionate, supportive leadership 
that normalizes vulnerability, and access to therapeutic 
interventions (Riley et  al., 2021).

Our findings further evidenced an absence of atten-
tion given to staff members who work with patients 
or clients who experience suicidality. Participants spoke 
of their distress at having to deal with suicidal patients 
in different settings around the time of their colleague’s 
suicide. None reported safe practice conversations with 
supervisors or assessments to ensure their fitness to 
practice following the suicide of their colleague. They 
spoke of feeling unsafe, and of their concerns for 
patient safety. This reported failure to recognize affected 
staff members’ needs may increase the likelihood of 
staff operating below their usual capacity, increase risk 
of professional errors or lead to reduced patient safety.

Strengths and limitations

This is the first study to investigate the experiences 
and needs of NHS staff following a colleague death by 
suicide. The novel findings add to knowledge of the 
impact of suicide in the workplace, specifically in 
healthcare settings. The findings are pertinent to senior 
leaders and policymakers, within and beyond NHS 
Trusts and Integrated Care Boards who wish to under-
stand the postvention needs of staff in healthcare set-
tings. The developed grounded theory provides an 
empirical evidence base that will contribute to the 
development of much-needed postvention guidance for 
the NHS. We aimed to build theory based on an induc-
tive understanding of participants’ experiences, percep-
tions, and needs; qualitative methods are best suited 
to such aims. Grounded theory is suited to un-researched 
topics and populations (Holton & Walsh, 2017).

We made efforts during our participant recruitment 
period to establish connections with ethnically diverse 
populations of NHS workers. Despite this, our sample 
was solely white British. Given that Black and minority 
ethnic people comprise almost a quarter of the NHS 
workforce (NHS England, 2023), our findings are 
unlikely to represent the experiences of all staff 
members.

Most participants talked about deaths which ranged 
from less than a year ago to four years ago. However, 
four participants were talking about deaths which had 
occurred nine to ten years ago, meaning their mem-
ories of that time may have been impacted.

Recommendations

In line with our published guidelines (Riley et  al., 
2023), we make the following recommendations:

• Staff need to hear the news of their colleague’s 
death in a timely and sensitive manner.
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• Staff need safe and private spaces in which 
they can come together to talk, process, share 
memories, and make plans for remembrance 
of their colleague.

• Psychological support should be available, 
clearly signposted, and offered repeatedly over 
the first weeks and months.

• A culture that challenges stigma around mental 
health and suicide and that validates difficult 
feelings (such as anger) is essential for giving 
staff permission to process their responses to 
their colleague’s suicide.

• Staff may need robust permission to “step out 
of role,” put their own needs first, and look 
after themselves as they see fit.

• All staff affected by a colleague suicide 
should be consulted and their ability to 
return to full duty discussed with them. A 
wellbeing assessment should be undertaken 
with affected staff who work with patients 
at risk of suicide.

• Staff who do not engage with support should 
be followed up to find out if specific support 
is required.

• Memorialization activities chosen by colleagues 
should be encouraged by senior leads and 
trusts.

• Trusts should acknowledge the suicide of a 
colleague and pay respect to the colleague as 
they would if they had died by any other 
means.

Future research is needed to explore the experi-
ences of minority ethnic healthcare workers following 
a colleague death by suicide. In addition, we suggest 
that evaluation of the implementation of our recom-
mendations would increase understanding of what 
works in practice.

Conclusion

Our data suggest the needs of staff affected by the 
suicide of a colleague were rarely met, with some 
falling through the gaps and suicide stigma and 
unhelpful narratives prevalent. Work is required to 
challenge such stigma and narratives and to ensure 
culture change to better support the psychological 
wellbeing of healthcare staff affected.
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