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When Psychiatrists Grieve
Omar Reda, MD
It was an early morning call from my oncologist colleague, she informed me that our mutual patient was brought to the emergency room last night and pronounced dead, just few hours after his discharge.
A day prior, I was asked to consult on Jason, a 26-year-old male with schizophrenia and metastatic testicular cancer, who was demanding to leave the hospital and “refusing active medical care” for his malignant pleural effusion. 
I was familiar with this gentleman, as he was under my care in the psychiatric unit earlier in the year when he presented with psychosis, at that point of time he was “cancer-free”, and his prognosis was deemed “excellent with compliance”.
This time Jason clearly lacked capacity to make informed medical decisions about his health care, he however “begged” me and my oncologist colleague to let him go home, he “felt at peace” with moving to hospice care and requested to spend whatever time left for him with family. The oncologist gave him weeks to live, Jason told me that he was “scared” and that he had many regrets of being “ungrateful son”, he wanted to make amends with his parents. He was very close to his brother and they had “a heart-to-heart conversation” and both felt good about the palliative approach. Jason told me that he was given “the right amount of time on this earth” and that he had strong religious beliefs that “the Lord was ready for me”.
Jason always broke my heart, a very likeable and handsome young lad who suffered sexual trauma as a child and who was involved in the legal system due to minor crimes he committed while psychotic, he recovered quickly psychiatrically when medication-compliant, and was making a great progress with his cancer, but he would disappear between the sessions of chemotherapy, his family members struggled with their own mental health issues and their phone was never answered. 
I looked Jason in the eye that day, he was very different this time, frail and looking much older, he was picking on his skin lesions that were superficially bleeding, he was taking long showers and was preoccupied with somatic delusions around his genital and anal area. He told me “you can no longer help me doc, medications are not the cure here, what I need is patience, time, and love”. 
I consulted with his grieving mother who was at the bedside, she was quite conflicted, she wanted her son to be mentally-stable before he left the hospital, but she also wanted to honor what might be his last wish, to die dignified. Jason was quite impatient with the discharge process, we watched him leave with heavy hearts, I knew that I was seeing him for the last time, he told me “I am a good person doctor Reda”, I told him that he was a great person, he laughed.
The next morning, I received the call from the oncologist, she was quite distressed, Jason had died, he told his mom to stop by his favorite restaurant, he ate his favorite meal, then his heart stopped beating the minute he entered his house, all his wishes were granted, with only minutes to spare.
I was sad and confused, but mainly angry, angry at two ugly diseases that claimed the life of such a beautiful soul, angry at Jason for not following through with the treatment recommendations for his physical and mental health and for being so sick, angry at his family for being as dysfunctional as he was, angry at a system that makes it easy for vulnerable people to make decisions that leave many broken hearts behind. What killed Jason was not his cancer, the cause of death here was psychiatric. 
I was also grateful that I knew Jason and was one of the people who made his last wish come true, I was glad that I followed my gut feeling and chose compassion over what seemed “the most reasonable thing to do” at the time. I was terrified at the thought that I had the power to place him on psychiatric hold, deem him lacking capacity, or even send him to the inpatient psychiatric unit, all are options me and the oncologist struggled with before we chose to treat Jason as if he was our family member, and agree that he will better die at home with people who he loved and finally had closure with.
I do not have closure though, yes it is not about me, but the death of my patient is about me, I do not have any regrets when it comes to the way all of our encounters went or the care he received, I just wish if there was something that I could have done differently to heal this family sooner, should I attend the funeral, I do not want to intrude, but he was different, something about his smile, his big heart and gentle personality touched the hearts of all of those who knew him, including his care team.
Rest in peace Jason, I hope you are pain-free now, and that you had finally found peace. The destination is not something that I wanted, but I plan to celebrate your life not your death, and to still find joy in our journey.









Unlike those working in inpatient psychiatric units where patients are “closely-monitored” and where it is very unlikely to die unexpectedly, consult-liaison psychiatrists frequently encounter medically-fragile patients who they might develop therapeutic relationship with. 
It is true that most of psychiatric consultations on the acute medical units constitute short-term encounters, but at times there are patients who are hospitalized for prolonged duration or who bounce back and forth between the medical and mental health units, some examples are those struggling with eating disorders, drug-related conditions (intoxication or withdrawal), or other rare and serious conditions like neuroleptic malignant syndrome, serotonin syndrome and catatonia. 
When we, psychiatrists, invest extra time and emotional energy in caring for these fragile individuals, it is possible that when “our” patient dies that we might have strong emotions and end up grieving.
People usually look up for psychiatrists to be able to easily handle cases of death and dying, it is true that we receive specialized training and are usually equipped to handle such situation well, but it is also true that psychiatrists are humans too, we have feelings and our hearts get broken. We can not go on pretending that we are emotionless machines or ignore our own pain, we teach people to take care of themselves and nurse their own wounds, so it is only fair that we walk the talk and practice what we preach.
There is no right or wrong way to grieve. There is no shame in showing distress or even shed a tear of compassion, we need to be mindful of our professional boundaries as to not overwhelm the families of those who die. We might want to seek consultation of we wanted to or get invited to attend the funeral. We might struggle with feelings of guilt or inadequacy and start to question and second-guess ourselves. We might become irritable or even angry at ourselves, our patients, the primary team, the cause of death or the whole medical profession, we might feel like a failure and think of quitting.
Regardless of how we grieve, it is important that we acknowledge and honor our emotions, and to cope with them in healthy ways, we have the right to be sad but not self-destructive and we have the right to be mad but without hurting others.
We should use healthy coping skills like talking to our loved ones, our colleagues, or if needed to a professional counselor, and we would do ourselves, our deceased clients and their families a favor if we decided to celebrate their lives rather than their death.
