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One of the recommendations of the strategic action plan
"Targeting Suicidal Behaviour" was that protocol would be
developed in the Cork and Kerry area in respect of the role the
mental health service plays in supporting those who are suicidal.

These guidelines have been developed to assist staff in managing
the traumatic events surrounding an inpatient’s suicide.

Guidelines
A suicide on a psychiatric inpatient unit is thankfully a relative rare
event. However, by their very nature inpatient settings are high-
risk areas with staff caring for people at their most vulnerable.

When a suicide occurs it is a profoundly shocking experience for
all involved. Therefore it is particularly important that adequate
structures are in place to provide guidance in terms of the
immediate crisis and in the aftermath of such an event. 

The Health Research Board reported 17 deaths from suicide in
psychiatric units and hospitals in 2003. The obvious tragic and
complex consequences cannot be underestimated and examples
of best practice in dealing with a suspected suicide have been
incorporated into these guidelines.

These guidelines are also an example of the commitment to
positive change in the mental health services in line with
"Focusing Minds … Developing mental Health Services in Cork
and Kerry", as we build on current quality initiatives and aim to
improve the experiences of those involved in the mental health
services in this area.

I wish to record my appreciation to the staff who developed and
researched these guidelines and to those who provided
administrative assistance and support.

Pat Madden
Programme Manager

Preface
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Guidelines and Procedures on Action to
be taken in the Event of a Suspected
Suicide in an Inpatient Psychiatric Unit

It is the policy of the Health Service Executive – Southern Area to
adopt best practice in the pursuit of ensuring the safety of in-
patients during their stay in hospital.

The aim of the policy is to:

a) provide an immediate and medium term structure for
responding appropriately in the aftermath of a completed
suicide episode.

b) to ensure maximum sensitivity to the needs of the 
deceased’s family.

a) The nurse in charge will take the lead initially in calling the
Emergency Response Team.

b) The nurse in charge will notify the assistant director of nursing
(A.D.O.N.) and the duty doctor on call.

c) The nurse in charge will ensure the scene of death is not
disturbed prior to the arrival of the Gardaí.

a) The A.D.O.N. will principally fulfil a co-ordinating role as 
per checklist.

b) The A.D.O.N. will act in consultation with the director of nursing
(D.O.N.), consultant psychiatrist and clinical director.

c) The A.D.O.N. will ensure all aspect to policy is followed during
and after the incident.

d) The A.D.O.N. will oversee the well being of staff on duty and
arrange for informal support.

e) The A.D.O.N. will co-ordinate arrangements for removal of
deceased for post mortem.

a) The consultant psychiatrist responsible or duty psychiatrist will
take a prominent role in the aftermath of the incident including
where appropriate, liaising with the coroner.

b) The consultant psychiatrist will inform other residents with
assistance from a senior nurse.

c) The consultant psychiatrist will be an important point of contact
for providing information to relatives and Gardaí.

1.0 Policy Statement

2.0 Aim of Policy

3.0 Procedures - Roles and Responsibilities: 

3.1 Nurse in Charge

3.2 Assistant Director of
Nursing 

3.3 Consultant Psychiatrist
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d) If possible the consultant psychiatrist will inform the
deceased’s family directly.

e) The consultant psychiatrist will liaise with the deceased’s
general practitioner (GP).

f) A member of the medical team will be available to address
queries regarding medical issues pertaining to the event.

g) The clinical director will inform the Inspector of Mental Health
Services on receipt of completed documentation pertaining to
the incident from the D.O.N. 

a) The duty doctor will confirm that death has taken place.

b) The duty doctor will liaise closely with the Emergency
Response Team, A.D.O.N., consultant psychiatrist and nurses
involved.

a) The spiritual advisor will attend to the immediate needs of the
deceased.

b) The spiritual advisor will play an important role in supporting
residents in the immediate aftermath of events.

a) The Gardaí will be informed by the appropriate doctor 
as suspected suicide is regarded as a death in 
suspicious circumstances.

b) The Gardaí will want to take statements and staff need to be
aware of their option to have statements examined by the
Health Service Executive – Southern Area’s solicitor.

c) The Gardaí will indicate to the nurse in charge at what point the
body can be moved. Do not tidy up or disturb the scene
until such time as the Gardaí give their permission.

a) When the Gardaí are finished examining the scene of the
suspected suicide the undertaker can be contacted according
to the family wishes and local policy.

b) The family will need to be informed by the relevant 
medical personnel that the body will be undergoing a post
mortem examination. 

a) The community mental health nurse (C.M.H.N.) will be informed
by the A.D.O.N. if the deceased is on their case list.

a) The GP will be informed by the appropriate medical personnel. 

3.4 Duty Doctor

3.5 Spiritual Advisor

3.6 Gardaí

3.7  Undertaker

3.8 Community Mental Health
Nurse

3.9 General Practitioner

5



4.0 Debriefing

3.11 Mental Health Resource
Officer

3.12 Legal Advisors

3.13 Suicide of a patient who
is on leave

a) The Communications Department, Health Service Executive
(HSE) - Southern Area is available at all times and should be
contacted if there is any query from the media.

b) In the event of a query the nurse in charge will note the name,
contact number, who they represent and the information
required, by the journalist making the query.

c) The Communications Department will then deal directly with
the journalist in accordance with HSE - Southern Area policy. 

a) The mental health resource officer should be made aware of
the suspected suicide by the A.D.O.N. in the event that follow
up is required by the family or significant others.

a) The HSE - Southern Area’s legal advisors will review
statements before they are released.

b) The legal advisors will meet with the relevant staff two weeks
before the inquest to discuss any queries or concerns they
may have.

a) In this instance the patient will have died away from the 
clinical area. 

b) Staff may be informed by a member of the family, the Gardaí,
or the GP.

c) The nurse in charge will need to complete the appropriate parts
of the checklist depending on the specific circumstances.

d) Staff and other patients may need to be informed privately and
sensitively at discretion of nurse in charge and medical staff.

e) All meetings:  initial review, support meetings, and post suicide
analysis meeting should take place as specified.

f) Personal property should be packed and stored for collection,
valuables need to be safeguarded.

g) Nurses in charge should complete an incident form, post
suicide analysis form and statement in consultation with the
A.D.O.N. and consultant psychiatrist.  

Debriefing is an important part of the management of an event
such as suicide and involves immediate and medium term steps.
The process of debriefing involves both informal and more formal
facilitated interventions.

Debriefing will take place in three stages.

a) Staff will be offered informal peer support in the immediate
aftermath of the incident.

3.10 Communications
Department  (Health
Service Executive -
Southern Area)

Stage 1
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b) Staff directly involved will be supported should they opt to go
off duty and the A.D.O.N. will arrange if necessary their
transport home.

c) The Employee Assistance Programme is available to any
employee who wishes to avail of this service.

a) Staff directly or indirectly involved will be invited to a support
meeting a week after the event.

b) This meeting will be chaired by an appropriate facilitator and
will involve key stakeholders associated with the event.

a) A Critical Incident Analysis will be undertaken which will be
facilitated by an appropriate person.

b) The function of this meeting is to learn from the incident, work
to minimise a reoccurrence and not to apportion blame.

a) The management of the deceased’s property will be 
co-ordinated by the nurse in charge.

b) Sensitivity is key in terms of accuracy and presentation 
of property.

c) The nurse in charge will assign two nurses to collect, check
and return property to relatives in a sensitive manner.

d) Property must only be returned to an appropriate person. 
(This should always be clarified at the point of admission 
in relation to information, property, etc.)

(a) The nurse in charge should complete an incident from as per
HSE - Southern Area policy.

(b) A written report on the incident should be completed by all
relevant staff on duty before the end of duty shift or at the first
appropriate opportunity. (see 4.2,a)

(c) Entry to be made in the nursing/medical reports as per
documentation policy.

(d) Staff should be advised of their right to have their reports
scrutinised by the HSE - Southern Area’s solicitor.

(e) Written reports should be in keeping with professional
guidelines.

(f) Copies of all reports to be kept in the patient’s file.

(a) The family should be made aware of the supports available to
them through the appropriate channels e.g. GP, C.M.H.N., if
involved with client.

Employee Assistance
Programme (EAP)

4.1 Property

4.2 Documentation

4.3 Support for the deceased
family

Stage 2

Stage 3
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(b) The option of the Suicide Bereavement Service should be
discussed with the GP and if acceptable made available to 
the family.

(c) The family should be afforded the opportunity to spend time
with the body if circumstances allow.

(d)  All efforts should be made to explain any procedures in a
timely fashion.

(a) Staff will receive support from senior management prior to and
during attendance at an inquest.

(b) All staff should see the HSE - Southern Area’s solicitor at least
once prior to the inquest.

4.4 Inquest
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Checklist for Action in the Event of a
Suspected Suicide in an Inpatient
Psychiatric Unit

Step 1

Step 2

Step 3

Step 4

Step 5

Step 6

Step 7

Step 8

Notify the Emergency Response Team.

Notify the assistant director of nursing.

The nurse in charge notifies the relevant consultant and discusses
notifying the coroner.

The doctor on duty notifies the Gardaí /coroner.

The assistant director of nursing co-ordinates the personnel to
visit the next of kin if available. Priority should be given to
notifying the next of kin in person. The task should be undertaken
jointly by a senior nurse and medical personnel. 

The nurse in charge arranges a spiritual advisor to (i) attend to the
spiritual needs of the deceased (ii) support the residents in the
immediate aftermath and beyond.

The nurse in charge co-ordinates informing of residents including:
who receives information, in what form and by whom.

The assistant director of nursing contacts senior management
including where appropriate the director of nursing, programme
manager and Communications Department.

9



Form 1: Checklist

Form 2 (i): Post suicide analysis

Form 2 (ii): Post suicide analysis

Form 2 (iii): Post suicide analysis

Form 3: Post suicide statement form

Forms to be Completed in the Event of a
Suspected Suicide in an Inpatient
Psychiatric  Unit

PLEASE PHOTOCOPY AND COMPLETE THESE FORMS.
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Signature: Date:

Person 
Contacted Name Time If unavailable - Why?

A.D.O.N

Emergency 

Response Team

Duty Doctor

Person 
Contacted Name Time If unavailable - Why?

Consultant 
Psychiatrist

Gardaí

Coroner

Spiritual Advisor

Senior Management

TO BE COMPLETED BY ASSISTANT DIRECTOR OF NURSING AT TIME OF
INCIDENT

Health Service Executive – Southern Area

ChecklistFORM 1 

TO BE COMPLETED BY NURSE IN CHARGE AT TIME OF INCIDENT
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Name: Religion:

D.O.B.

Address:

M/F:

Describe any clinical problems or particular occurrences on the ward within the
previous twenty-four hours, if in any way related to the incident

Date: Time: Completed by: Signed:

Post Suicide Analysis FormFORM 2  (i)

TO BE COMPLETED BY NURSE IN CHARGE AT TIME OF INCIDENT

Ward

Patient Details

Precipitating Events on Unit

Health Service Executive – Southern Area

Unit No:
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FORM 2  (ii) Post Suicide Analysis Form

Name: Name:
Grade: Grade:

Name: Name:
Grade: Grade:

Name: Name:
Grade: Grade:

Name: Name:
Grade: Grade:

Name: Name:
Grade: Grade:

Name: Name:
Grade: Grade:

TO BE COMPLETED BY NURSE IN CHARGE AT TIME OF INCIDENT

Ward

List of Staff Details Staff on Duty

Health Service Executive – Southern Area

Date: Time: Completed by: Signed:

Post Suicide Analysis FormFORM 2  (ii)
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Form 2  (iii)

Date of Meeting: Time: Venue:

Multi-Disciplinary
Team (Name and Title)             

Other:  

List any recommendations made and who will be responsible for undertaking
any action suggested:

Post Suicide Analysis Form

TO BE COMPLETED BY ASSISTANT DIRECTOR OF NURSING, WITHIN TWO
WEEKS OF EVENT HAPPENING

List of Staff who Attended Meeting

Outcome

Health Service Executive – Southern Area
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Signed: Dated:

TO BE COMPLETED BY RELEVANT MEMBER OF MENTAL HEALTH TEAM

Health Service Executive – Southern Area

Form 3 Post Suicide Statement Form
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• This Green Box marked Postvention Emergency Box (bright orange label) will be
easily identifiable and kept in a location on the unit.

• The position where it is stored should where possible, be the same in all areas,
easily accessible to all staff, and inaccessible to patients or visitors.

• The box must always have a preventative seal to ensure its contents are correct.
Staff in all areas will be trained in how to manage a suspected suicide event, which
could include the use of the Postvention Emergency Box and Suicide Good
Practice Guidelines.

The Postvention Emergency Box will contain:

1. The Guidelines "Action to be taken in the Event of a Suspected Suicide in an
Inpatient Psychiatric Unit."

2. A Hoffman’s Knife – that will cut any type of ligature.
3. A "wire cutting" special scissors that will easily go under and cut any type 

of ligature.
4. Philips Airways various sizes.
5. A disposable Ambu/Bag.
6. Surgical gloves.
7. A dressing pad and bandages.
8. A pressure pack.
9. A tinfoil blanket.

10. A copy of the postvention master set of forms.

The nurse in charge is responsible for the proper procedure in the use of the
Postvention Emergency Box.

• In the event of a suicide the emergency box is to be brought to the scene of the
incident, the seal broken and the contents used as appropriate.

• In the event of a completed suicide by hanging the instrument used to cut the
ligature together with the ligature must be kept at the scene, which must be
secured.

• In the event of the seal being broken, the nurse in charge must ensure its contents
are reinstated and it is resealed with white tape.

• The master set of forms will be used for photocopying only. 

Guidelines for the use of the Postvention Emergency Box in the
Event of an Attempted or Completed Suicide
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Staff Training/Awareness

1. Staff will be trained in the use of the emergency box and postvention good
practice guidelines.

2. New staff will be made aware of the location of the box and procedure in relation
to its use and storage during their orientation.

3. The nurse in charge on duty will be responsible for checking the status of the
Emergency Box after each attempted and completed suicide in each department.

Guidelines to be used in conjunction with the postvention emergency
box in instances of suspended strangulation (adapted from Millar and Aslar 2005)

Lowering patient from suspended position

• It is essential that the patient is brought down immediately.
• Staff attending should reduce tension on the ligature by supporting the patients

weight with immediately available object (table, chair) until help arrives OR 
• Staff arriving on the scene should elevate the patient in order for the ligature to be

cut, adopting principles of safe Manual Handling.*
• Staff will lower the patient to the ground supporting the patient’s head.
• Carry out an airway, breathing and circulation (ABC) check.
• Assess neurological response (response to stimuli, consciousness, orientation).
• Commence CPR.

Principles of safe manual handling

• Keep the person to be transferred as close to your body as possible.
• Make sure of a good hand grip.
• Try to work as close to your natural erect spinal posture as possible.
• Bend the knees when transferring - not the back.
• Ensure a good base of support is adopted.

* This is a high risk activity used when no other option is available. 
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