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RESEARCH ARTICLE

Why do psychiatrists commit suicide? Denial or stigma? 

SUMMARY  
Objective: Suicide is a complicated public health issue. Despite the expectation that psychiatrists have the most 
knowledge of suicide from a biopsychosocial perspective, there are few studies assessing the mental health and sui-
cide rates of psychiatrists.This study aims to assess the suicide-related attitudes and behaviors of mental health pro-
fessionals, as well as the stigma associated with suicide. 
Method: This cross-sectional survey was conducted with psychiatrists (resident in psychiatry and specialist) in Turkey. 
An online survey was created via the Google Forms public web address. Online questionnaires were delivered through 
Google Forms by emailing and messaging on WhatsApp, Telegram, Google and Yahoo groups.The study was per-
formed between November 23, 2022 and February 23, 2023. The Socio-demographic Information Form and the 
Stigma of Suicide Scale (SOSS) were used to evaluate the participants. 
Results:  225 psychiatrists participated in the study. All participants reported low levels of stigmatization related to 
suicide. Assistant physicians had significantly higher scores in the elevation/norming subscale compared to specialist 
physicians (p=0.018). Participants who believe in a religion received significantly higher scores in the stigmatization 
and isolation/depression subscales compared to those who do not believe (p=0.006, p=0.003, respectively). 
Participants without a history of suicidal ideation received significantly higher scores in the stigmatization subscale 
compared to those who have had suicidal ideation (p=0.004).  
Discussion: Although the stigma scores related to suicide reported by the participants were low, we know that the 
suicide rates among psychiatrists are high. Psychiatrists may hide, deny, and rationalize their feelings, thoughts, and 
beliefs about suicide 
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INTRODUCTION  
Suicide and suicide attempts, which can be seen in 
people of all ages around the world, are a complex 
public health problem. According to the World 
Health Organization, approximately 800,000 peo-
ple die by suicide each year (1), and it is estimated 
that the number of people who attempt suicide is at 
least three times this figure. The devastating conse-
quences of suicide become even more significant 
when considering the affected families, friends, and 
communities of each person who dies by suicide. 
Studies have reported that physicians have higher 
suicide rates than the general population (2). A 
meta-analysis published in 2019 indicated that sui-

cide rates among physicians are higher than in the 
general population, and the risk varies among 
countries. Female physicians are more at risk, and 
anesthesiologists and psychiatrists have higher sui-
cide rates compared to other physician groups (3). 
Personality traits such as intense work conditions, 
perfectionism, and an excessive sense of responsi-
bility, as well as difficulties in balancing personal 
and professional life, are associated with physician 
suicide (4). 
There are a limited number of studies evaluating 
the mental health and suicide rates of psychiatrists, 
despite there being many studies on physician sui-
cides in general (5-8). It is noteworthy that despite 
psychiatrists being expected to have the best know-
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ledge of suicide from a biopsychosocial perspective, 
as well as approaches and prevention methods, 
there are few studies on this topic. Although it is 
well known that psychiatrists are at higher risk of 
suicide compared to other specialties, the reasons 
for the high suicide rates among them should be 
discussed and investigated. Factors leading to high 
suicide rates among psychiatrists, which are largely 
preventable and emphasized at every opportunity, 
need to be studied. Stigma associated with suicide, 
which can cause patients to avoid seeking medical 
help, ignore their illness, or self-treat, can be a sig-
nificant factor in suicides among psychiatrists. This 
study aims to evaluate the attitudes and behaviors 
of mental health professionals that may be related 
to suicide, as well as the level of stigma associated 
with suicide. 
METHODS 

The populatıon and sample 
This study is a cross-sectional study. The popula-
tion of the study consists of mental health profes-
sionals (psychiatry residents and specialists) work-
ing in Turkey. Doctors who graduate from medical 
school in Turkey are entitled to receive training in 
the field of mental health and illnesses by passing a 
specialization exam. After completing their 4 or 5-
year education, they become specialists in mental 
health and illnesses. When planning the study, the 
minimum sample size was calculated to represent 
the population of psychiatrists. The sample size was 
calculated using the following formula: “Sample 
size n = [DEFFNp(1-p)]/ [(d2/Z21-α/2(N-
1)+p*(1-p)].” The total number of psychiatrists in 
Turkey is 3330 (n), and based on a 5% margin of 
error, an 80% confidence interval, and a 50% 
assumed frequency of results, the minimum sample 
size was calculated as 157 participants using the 
OpenEpi, Version 3, open-source calculator. 
Data Collection  
Snowball sampling method was used as the data 
collection method in the study. The Socio-demo-
graphic Information Form and the Stigma Toward 
Suicide Scale were used to evaluate the partici-
pants. For this purpose, a survey was created specif-

ically for the research using "Google Forms" web 
address. The link containing the research questions 
was shared on e-mails and social media platforms 
where psychiatrists were present. Those who 
agreed to participate in the research gave their con-
sent to participate in the study.  
Materials  
Socio-demographic information form: The form was 
created by the researchers after reviewing relevant 
literature and examining similar studies. The form 
includes a total of 18 questions, including socio-
demographic characteristics such as age, gender, 
and marital status. In addition to this information, 
there are also questions regarding alcohol and sub-
stance use, psychiatric consultation, self-medica-
tion, and suicidal ideation and attempts.  
Stigma of Suicide Scale (SOSS): The scale contains 
a set of one or more word phrases that describe 
someone who has committed suicide (e.g., 'selfish', 
'cowardly', 'brave'). It was developed by Batterham 
and colleagues  (9) in 2013. The validity and relia-
bility studies of the Turkish version of the scale 
were conducted by Öztürk, Akın, and Durna (10) 
in 2016. SOSS has a three-dimensional structure, 
with one of the dimensions evaluating stigmatiza-
tion towards people who died by suicide, another 
dimension associating suicide with isolation or 
depression, and the last dimension including items 
related to the normalization or glorification of sui-
cide (10). The Turkish version of the Stigma of 
Suicide Scale had an intraclass correlation coeffi-
cient value of 0.93. Cronbach's alpha values were 
found to be 0.90 for the total scale, 0.90 for the stig-
ma sub-scale, 0.87 for the isolation/depression sub-
scale, and 0.79 for the normalization/glorification 
sub-scale.  
Ethical Approval 

The study was approved by the Gazi University 
Ethics Committee on 22.11.2022 with Research 
Code No. 2022-1324 
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Statistics  

The data on demographic characteristics of the 
sample and scores obtained from the scales were 
analyzed using the Kolmogorov-Smirnov test to 
assess normal distribution and descriptive statistics 
were used. Descriptive values are presented as 
number (n), percentage (%), mean, and standard 
deviation (SD). Cronbach's Alpha coefficient was 
used to evaluate the internal consistency reliability 
of each subscale score of SOSS. Independent T-Test 
was used to measure differences between groups 
divided according to parameters such as work expe-
rience, gender. Statistical analyses were conducted 
using the SPSS 22 program. p<0.05 was considered 
statistically significant. 
RESULTS 
225 individuals working in the field of mental 
health and illness participated in the study. The 
mean age of the participants was 37.74 ± 9.05 
years, and the mean length of service in the field 
was 11.73 ± 8.40 years. Other sociodemographic 
data of the participants are shown in Table 1. 
 Answers to questions prepared by the researchers 
regarding the individual's psychiatry application, 
self-medication, psychotropic drug abuse, family 
history, alcohol and substance use, presence or 
absence of suicidal ideation or attempts, and psy-
chiatrists' attitudes towards suicide risk are pre-
sented in Table 2.  
The participants were divided into groups based on 
gender, experience, religious beliefs, presence of 
suicidal ideation, and whether they practiced self-
medication, and were compared in terms of SOSS 
subscales in Table 3. As a result, psychiatry resi-
dents had significantly higher scores in the eleva-
tion/norming subscale compared to specialist physi-
cians (p=0.018). Individuals who believe in a reli-
gion received significantly higher scores in the 
stigmatization and isolation/depression subscales 
compared to those who do not believe (p=0.006, 
p=0.003, respectively). Finally, individuals without 
a history of suicidal ideation received significantly 
higher scores in the stigmatization subscale com-
pared to those who have had suicidal ideation 

(p=0.004). In our study, Cronbach's alpha values 
were 0.942 for the total scale, 0.943 for the stigma-
tization subscale, 0.890 for the isolation/depression 
subscale, and 0.838 for the elevation/norming sub-
scale. 
DISCUSSION 
The aim of this study was to evaluate the suicidal 
thoughts, attempts, and factors related to suicide 
among physicians working in the field of mental 
health, as well as the level of stigma related to sui-
cide. Suicide and/or suicide attempts are complex 
issues with no single cause or solution. Biological 
factors such as genetic predisposition, childhood 
psychological trauma, early loss, and psychiatric ill-
ness are the same in everyone as factors that 
increase the risk of suicide (11). The higher suicide 
rates among physicians and psychiatrists appear to 
require us to focus more on psychosocial factors 
rather than these biological factors. 
A total of 225 physicians working in the field of psy-
chiatry participated in our study. Looking at the 
socio-demographic data, the average age of the 
physicians participating in our study was 37.74, and 
their average duration of experience in psychiatry 
was 11.73 years. Suicide is reported as the second 

Table 1 Socio-demographic characteristics of the participants  

 n % 
Gender   

Female 149 66.2 

Male 76 33.8 

Marital status   

Married 149 66.2 

Single 59 26.2 

Widow 1 0.4 

Divorced 16 7.1 

Childhood income level   

Low 38 16.9 

Medium  145 64.4 

High  42 18.7 

Do you drink alcohol three or more times a week?   

Yes  13 5.8 

No  212 94.2 

Have you ever used a substance at least once in your life?   

Yes  65 28.9 

No  160 71.1 

Do you consider yourself a regular substance user?   

Yes  2 0.9 

No  223 99.1 

Does your family have a history of mental illness?   

Yes 136 60.4 

No 89 39.6 

Do you follow a religion?   

I have no faith in any religion. 115 51.1 

I believe in a faith 110 50.9 
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most common cause of death among individuals 
aged 15-29 worldwide (1). Despite the fact that the 
age average of our participants is outside of this 
range, 44.9% of the participants reported previous 
suicidal thoughts and 5.8% reported previous sui-
cide attempts. Although they have an older age 
average, these reported rates raise questions about 
whether the rates are higher in younger physicians 
in their residency period. 
In our study, although 55.4% of all participants 
reported having been examined by a psychiatrist 
before, 44% reported that they would start medica-
tion on their own if they had a mental complaint, 
while 34.2% reported that they would consult a psy-
chiatrist friend or trusted mentor, and 21.8% 
reported that they would go to a psychiatrist whom 
they had never met. The rate of those who reported 
using psychotropic drugs, either short or long term, 
despite not considering themselves to have any 
mental disorders was 36.4%. We do not know when 
those who reported having been examined by a psy-
chiatrist in the past were examined. However, near-
ly half of them reported that they would start me-
dication on their own if they had a complaint. This 
finding is consistent with studies that report high 

rates of self-treatment among psychiatrists (6). This 
can be explained in several ways: the cultural belief 
that knowledge about mental illnesses can protect 
those who treat them from becoming ill themselves, 
the belief that "I should not/ cannot have a mental 
problem," and the denial of mental distress experi-
ences. On the other hand, the continuation of 
symptoms and their ease of access may have also 
led to self-treatment behavior. In our country and 
worldwide, pharmacotherapy is often recommen-
ded as the primary treatment for most mental di-
sorders, but it is also known that medication alone 
is often not enough (6). A physician who believes 
more in biological psychiatry may also prefer to 
start treatment on themselves, like in other branc-
hes. While this behavior may be reasonable for 
mild-to-moderate depression or anxiety disorders, 
it may prevent appropriate and accurate treatment 
services for mental disorders such as alcohol-subs-
tance use disorders, bipolar affective disorders, and 
psychotic disorders where insight can be impaired, 
and reality assessment can be distorted. However, 
in our country, there are no restrictions on physi-
cians prescribing medication to themselves for 
diagnosis or drug-related reasons. This situation 
may increase the risk of suicide both in relation to 
self-treating inadequately and in relation to 

Table 2. Questions asked to participants about suicide and related situations 

 n % 
Have you ever visited a  psychiatrist for mental distress?   

Yes 124 55.4 

No  101 44.6 

If you have any mental complaints�    

I commence self-medication 99 44.0 

I consult my psychiatrist friends. 18 8.0 

I consult a senior I trust. 59 26.2 

I refer to a psychiatrist I don’t know personally. 49 21.8 

Have you ever used psychotropic drugs for a short or long period of time without 

thinking you had a mental disorder? 

  

Yes  82 36.4 

No 143 63.6 

Have you ever had suicidal thoughts before?   

Yes  101 44.9 

No 124 55.1 

Have you ever attempted suicide?   

Yes  13 5.8 

No 212 94.2 

In the past week, have you considered death a good alternative?   

Yes  17 7.6 

No 208 92.4 

How does the risk of suicide among psychiatrists compare to other medical 

specialties, in your opinion? 

  

Lower 11 4.9 

Equal  64 28.4 

Higher  150 66.7 



increased suicide risk associated with the use of 
stimulating/sedative substances. 
Mental disorders, burnout, and suicidal thoughts 
pose higher risks for psychiatrists than other 
healthcare professionals (12). Interacting with 
patients who may experience trauma, suicidal ten-
dencies, homicidal tendencies, hostility, or lack of 
appreciation can cause psychiatrists to feel helpless 
and mentally exhausted (13). Burnout, combined 
with other risk factors for suicide, may seem like 
the only way out. Like all doctors in Turkey, psychi-
atrists also work under intense pressure. Dealing 
with around 1000 patients per month can lead to 
burnout, and encountering traumatic experiences 
may cause them to ignore their own problems. 
Failure to take note of symptoms or simply treating 
them symptomatically can lead to mental disorders 
and related suicides. 
When looking at the personality traits of doctors, 
qualities such as ambitious, perseverative, hard-
working, and perfectionism come to mind. 
Throughout medical education, doctors are seen as 
warriors who can overcome difficulties, gain practi-
cal skills, and discipline themselves. "They can stay 
awake, work without food or water, and stand for 
hours" because they are doctors; that's why they 
became doctors. This perspective actually leads to 
doctors internalizing chronic stress. Along with 

physical exertion, the population served by psychi-
atrists, the pace of work, and the resulting decrease 
in social activities and events may also play a role in 
the increase of mental disorders and associated sui-
cides.  
Suicidal attempts are frequently seen in personality 
disorders as well as in serious mental illnesses (14-
16) . Personality disorders are more stigmatized 
than other psychiatric diagnoses (17) (18). Both 
society and physicians believe that individuals with 
personality disorders need to be controlled in terms 
of their behavior, and their symptoms and help-
seeking are often perceived as manipulation. These 
individuals receive less sympathy and are less likely 
to be considered in need of professional help com-
pared to those with other psychiatric disorders 
(19). Considering that physicians are also part of 
society, it is not unreasonable to assume that they 
carry similar stigmas towards individuals with per-
sonality disorders. Although it may be possible to 
control professional stigma, societal stigma and 
self-stigmatization may have become thought pat-
terns that the individual is not even aware of. From 
this perspective, a psychiatrist who experiences 
ongoing symptoms despite self-treatment for their 
own mental health problems, including suicidal 
thoughts, may not seek treatment due to their 
internalized stigma, professional stigma, and soci-
etal stigma concerns. 
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Table 3. Comparison of the participants, who were divided into groups based on a number of parameters, depending on their SOSS subscale scores. 

 Stigma Isolation/depression Glorification/normalization 

 Mean–SD f t p Mean–SD f t p Mean–SD f t p 

Gender             
Female 1,82–0,48 

1,947 -0,821 0,413 
3,56– 0,55 

0,282 0,205 0,838 
2,25– 0,53 

1,365 1,104 0,272 

Male 1,89–0,58 3,54–0,55 2,16– 0,60 

Experience             

Residents (n=68) 1,89– 0,50 

0,555 0,870 0,386 

3,65–0,56 

0,002 1,754 0,082 

2,35–0,53 

0,373 2,403 0,018 

Specialists (n=157) 1,83–0,53 3,51–0,54 2,16–0,56 

Religious             

No (n=114) 1,76–0,49 

0,040 -2,777 0,006 

3,44–0,58 

2,695 -3,053 0,003 

2,17–0,55 

0,050 -1,456 0,147 

Yes (n=109) 1,95–0,52 3,66–0,50 2,28–0,55 

Sucidial ideation             

Yes (n=101) 1,77–0,51 

1,352 -2,922 0,004 

3,54–0,59 

3,360 -2,242 0,809 

2,24–0,64 

9,341 0,563 0,547 

No(n=124) 2,00–0,63 3,56–0,52 2,20–0,48 

Self-medication             

Yes (n=99) 1,85–0,54 

0,788 0,175 0,861 

3,57–0,57 

0,054 0,488 0,626 

2,18–0,58 

1,385 -1,040 0,300 

No (n=126) 1,84–0,50 3,53–0,53 2,26–0,53 

SD= Standard Deviation 



5.8% of the psychiatrists who participated in our 
study reported a history of suicide attempt, 44.9% 
reported having had suicidal thoughts in the past, 
and 7.6% reported seeing death as a viable option 
within the last week. The levels of stigma related to 
suicide were generally low, but when evaluated 
based on sub-scales, it was found that the students 
in the early years of their psychiatric specialization 
had higher scores for glorification/normalization, 
and those who had previously had suicidal thoughts 
had lower scores for stigmatization related to sui-
cide. 
The low levels of stigma scores, despite a low histo-
ry of suicide attempts, seem to contradict the high 
suicide rates among psychiatrists. Approximately 
10% of the 2,500 psychiatrists invited to participate 
in the study agreed to participate, and during the 
study, two psychiatrists died by suicide. However, 
the low participation rate in the study can be 
explained by various factors such as fatigue, disin-
terest, lack of time, or burnout from online work. 
As physicians, they may not consciously approach 
mental disorders and suicide with prejudice, but 
the lack of insight into their own mental state, 
influenced by denial and rationalization on the 
unconscious level, may be one of the underlying 
reasons for psychiatrist suicides. 
It is necessary for psychiatrists who are receiving 
psychiatric training to also receive supervised psy-
chotherapy training. Supervised psychotherapy 
training can contribute to the increase and enrich-
ment of insight, as well as enabling the supervisor 
to observe and guide potential mental health prob-
lems of the assistant/ specialist whom they are 
training. As far as we know, there is no regulation 
on this issue in specialty training programs in 
Turkey or in the world. In some countries, it is 
mandatory to see patients under supervision during 
specialty training, ensuring that individuals are in 
constant communication with another mental 
health professional. However, there is no country 
that provides regular and controlled supervision 
after specialization. Making it mandatory for physi-
cians working in the field of mental health to have 
such a requirement may contribute to early detec-
tion of possible mental disorders and consequently 

to the reduction of suicide rates, as well as the 
development of insight. On the other hand, psycho-
dynamic-oriented/insight-generating therapies are 
long-term and costly. Therefore, it may contribute 
similarly to have every psychiatric candidate have a 
mentor and mandatory regular meetings, even if 
there is no regular therapy process during the 
internship training. 
In our study, 28.9% of psychiatrists reported using 
drugs at least once in their lives, and only 0.9% con-
sidered themselves regular drug users. Although 
36.4% of physicians do not think they have any 
mental disorder, they stated that they use psy-
chotropic drugs. Although the stigma scores relat-
ed to suicide reported by the participating physi-
cians were low, it is noteworthy that the suicide 
rates among psychiatrists are high. There have 
been 6 documented cases of suicide by psychiatrists 
in Turkey in the last 3 years. When these conflicting 
findings are considered together, it suggests that 
psychiatrists may hide, deny, and rationalize their 
feelings, thoughts, and beliefs about suicide. 
In conclusion, it should be remembered that the 
vast majority of doctors do not commit suicide. 
However, every death is a tragedy that sends rip-
ples through the system and carries the risk of con-
tagion (11). Restricting doctors from self-prescrib-
ing may lead to them seeking help from another 
doctor, earlier detection and treatment of risky sit-
uations, and a decrease in suicide risk. Regulations 
on working conditions for doctors may also lead to 
a decrease in burnout and related suicides for all 
doctors. Furthermore, a doctor regularly exposed 
to chronic stress due to the nature of the patient 
population they work with could benefit from 
receiving regular supervision, which may lead to a 
decrease in burnout and related suicide risk. 
Initiatives to reduce stigma both at the societal 
level and among psychiatrists would undoubtedly 
be useful in reducing suicides related to mental ill-
ness. Ensuring that doctors have access to early 
intervention and confidential support services may 
also help reduce suicide behavior, even if stigmas 
cannot be eliminated (20). 
There have been no studies on psychiatrist suicides 
in Turkey. This study may create an agenda and 
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stimulate broader, more representative research on 
the subject, initiating a discussion. The findings 
suggest that the stigma surrounding mental illness-
es also exists within the profession, highlighting the 
importance of clinical training and post-graduate 
continuous education programs in this area. 
However, there are limitations to this study. The 
number of participants and the online nature of the 
research are insufficient to draw generalizable con-
clusions. The variables studied are also not suffi-
cient to determine the risk factors for suicide and 
psychiatrist/doctor suicides, which are complex 

phenomena. By asking ourselves "what more could 
we have done? " after each psychiatrist suicide, and 
confronting our own denial, we can contribute to 
reducing suicide rates through more comprehen-
sive and inclusive studies. 
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