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The coronavirus disease 2019 (COVID-
19) pandemic has evoked extreme 
fear at a collective level. In the  

current health care climate of quick fixes 
and high-acuity workloads, there is a 
potential to value efficiency over the pro-
cess. Such demands can endanger clini-
cians’ internal emotional needs, create 
conflicts, and potentially impact their rela-
tionships with patients and families. What 
does this mean for a psychiatry trainee? 
Here I share some insights about death 
anxiety, and how psychiatry training pro-
motes self-reflection, which shapes our 
relationship with death.

The far-reaching effects of  
death anxiety
Postgraduate psychiatry training may 
expose one to stressful situations with 
adverse psychologic consequences.1 Further
more, when caring for patients, psychiatry 
trainees frequently need to face issues of 
death and dying in the form of suicide risk 
assessments, grief and bereavement pro-
cesses, near-death experiences, posttrau-
matic stress disorder, and psycho-oncology 
rotations. Because these interactions are 
incredibly personal, the emotions they pro-
voke inevitably affect every interaction, 
theoretical discussion, diagnostic work-
up, and treatment plan.

How each of us experiences death anxi-
ety is unique. For some, it could be a fear of 
nonexistence, ultimate loss, disruption of 
the flow of life, worry about leaving loved 
ones behind, or fear of pain or loneliness 

in dying. Some might fear an untimely or 
violent death and subsequent judgment 
and retributions. The literature suggests 
that fear of death may be at the root of 
various mental health problems and, if left 
unaddressed, may adversely impact long-
term treatment outcomes.2 Despite this, 
many standard treatment approaches typ-
ically do not target death anxiety, which 
potentially contributes to a “revolving 
door” of mental health problems.3 

American existential psychiatrist Irvin 
Yalom, MD, cautioned psychiatrists not to 
“scratch where it does not itch.”4 Yet death, 
according to Dr. Yalom, does itch. Violent 
death is that caused by human intent or 
negligence, and is characterized by feel-
ing helpless and terrorized at the time of 
dying. It may occur as an acute incident 
that denies the dying individual and his/
her family members the time and space 
to prepare for the death.5 For survivors, 
accommodating the mental, emotional, 
psychological, and spiritual effects of  
violent death is a complex process that 
rarely has a conclusion. It often is accom-
panied by survivors’ guilt, which is 
replayed in the form of flashbacks and 
nightmares.6 With this understanding, I 
view COVID-19 deaths as violent deaths.
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Pay close attention to 
countertransference
As much as we influence our patients 
and their families, we also are profoundly 
influenced by them. We need to pay  
attention to any feelings our clinical 
encounters generate within us, and to 
carefully use these feelings in our clini-
cal judgment, and not just make causal 
inferences. For instance, if a clinician 
thinks that a patient with suicidal ideation 
would be better off dead, these feelings 
are a reliable indicator that the patient  
is, indeed, at a high risk of completing sui-
cide.7 It is our ethical and moral respon-
sibility towards our patients to listen  
to our countertransference responses. 
The aim is to identify countertransfer-
ence and use it to inform us, not to rule  
us. By taking an active role in manag-
ing our emotional responses in the face  
of loss, we can harness the spirit of resil-
ience. This is not always as easy as it 
seems. We need our peers, experienced  
clinicians, and supervisors to help us 
explore our feelings, resistances, and 
countertransference reactions. 

Strategies to combat burnout
Psychiatric trainees must be encouraged 
to establish and maintain rigorous plans 
of self-care to prevent compassion fatigue 
and burnout. Most importantly, training 
programs must diversify residents’ clinical 
exposure by providing activities that pro-
mote mental health promotion activities, 
scholarly endeavors, and peer support 
groups. This will help trainees to restore 
meaning and purpose in life beyond.
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Clinical Point

It is our ethical and 
moral responsibility 
towards our patients 
to listen to our 
countertransference 
responses
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