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FOREWORD

The growing problem of suicide in Ireland is

much reported upon. Our rates of suicide together

with those of non-fatal acts of self-harm, often

called parasuicide, point to a society in which

many are in deep emotional pain. Unfortunately,

this has been as much a reality in our Board’s

area as elsewhere.

It is entirely appropriate that the health service does all in its power to

ease this situation. However, suicide prevention should not be viewed

exclusively from a health service perspective. The social and cultural

dimensions of the problem require a range of measures for which the

health board requires the support of other agencies.

Our Regional Committee on Suicide has both in the substance and

title of this report captured the complexity of suicide prevention as 

a Shared Endeavour. Its recommendations chart the course of best

practice in service provision, in terms of suicide prevention, as well 

as demonstrating the considerable sphere of influence our board can

have in the broad field of mental health promotion. The report does 

of course have some funding implications. However, I believe that 

we must not let resources become an obstacle in the fight against 

the blight on our modern society, which suicide currently is. 

I would like to congratulate the committee on a fine report and to

thank its members for the time and effort invested in this important

work. The challenge now lies in its implementation.

NOEL BRETT

REGIONAL MANAGER

MENTAL HEALTH & SERVICES FOR OLDER PEOPLE

ACKNOWLEDGEMENT The Committee is grateful for the assistance received from the many
individuals, groups, voluntary organisations and other agencies that contributed to its work. All
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groups have been taken into consideration in preparing this report. Consequently they are in a position
to make meaningful inputs to suicide prevention in the region
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The number of suicides in Ireland has increased
dramatically in the past three decades, from 
91 in 1971 to 504 in 1998 falling back to 413
in 2000. Hopefully the decreases in 1999 and
2000 are the beginning of a downward trend.
The rate of increase in suicide amongst young
males is particularly striking. The ratio of male
to female suicides in the age group 15-24 is
particularly high by European standards. This
must not, however, be allowed to divert our
attention from the fact that suicide is a problem
in all age groups including older people. 

There are approximately 6,000 cases of
deliberate self-harm (parasuicide) treated in
hospital in Ireland each year. Rates are almost
equal for men and women. In most other
Western countries, female rates far outnumber
those for men. One in five repeat within six
months and about one percent complete suicide
within a year. Approximately one third of
suicides in Ireland are preceded by parasuicide.
The appendices to this document contain
detailed national and local statistics of all aspects
of suicide and associated demographic factors.

There is no single 
approach to 

suicide prevention 
that will answer 
the needs of all 

those who are at risk.

Different risk groups have differing problems
and need responses tailor made for their
situations. The risk factors for suicide and 
the methods used vary from age group to age 
group. This is of importance when considering
limitation of ‘access to means’ as a method 
of suicide prevention. Lists of risk factors are
included in the appendices. 

The Government’s response to the growing
tragedy of suicide in Ireland was to establish 
the National Task Force on Suicide in 1995.
That group carried out a thorough evaluation 
of suicide and suicidal behaviour in Ireland. 
An Interim Report, published in August l996,
dealt with the quantitative aspects of the
problem. The Task Force Final Report 
containing recommendations for suicide
prevention was published in January l998. 
Both reports were received and discussed 
by the Western Health Board. The Final 
Report recognises the complexity of suicide
prevention. Its recommendations are wide
ranging and advocate action by many 
statutory and voluntary agencies and
Government Departments.

The Western Health Board’s Regional
Committee on Suicide was established 
in 1998 in response to the National Task
Force Report and was given the following
terms of reference:

To examine the recommendations in the
Final Report of the National Task Force 
and their application in the Western 
Health Board area.

To review the recommendations in 
“Planning For The Future” to identify
gaps in and barriers to the provision 
of a comprehensive quality service.

To assess the ongoing needs and evaluate 
the services concerned with all matters
relating to suicide.

To compile a directory of voluntary 
and statutory services relating to suicide.

To present recommendations for 
the development of a comprehensive 
suicide prevention strategy to the Board.

To make regular reports to the 
Chief Executive Officer of the Board.

The group met on thirteen occasions. 
In addition, subcommittees were established 
to examine in detail the roles of:

Primary Care and the Emergency Service.

Examination of the Literature on 
The Prevention of Suicidal Behaviour.

The Mental Health Services and Aftermath 
and Aftercare.

The Role of Voluntary Organisations. 

An extensive process of consultation was
undertaken and the comments of the general
public were sought through advertisement in 
the local media.

The committee examined the recommendations
of the Task Force and their relevance to the
work of the Western Health Board. Appendix A
gives details of the extent of the problem 
in the Western Health Boards area. Appendix B
gives appropriate socio-demographic data.
Caution must be exercised in interpreting the
statistical data in the appendices to this report 
as the populations they deal with are small 
and for this reason mortality data is subject 
to random fluctuations from year to year. 

In approaching our task we were conscious 
of the complexity of suicidal behaviour and 
the need for a comprehensive programme 
for suicide prevention taking into account 
the latest available research. Suicide prevention
is everybody’s business. Each profession
represented on the committee and those who
made submissions brought to bear on our work
their own special background expertise and

experience. Suicide prevention is a
multidisciplinary team venture. In creating 
the team, volunteers and voluntary groups 
must be just as involved as the professional 
from whatever discipline.

In setting out our recommendations we were
conscious of the fact that a great number of 
both statutory and voluntary bodies have a 
role to play in suicide prevention. The only
aspects of suicide prevention strategies that 
are evidence based are the recognition and
assertive treatment of depression and the
reduction of the per capita consumption 
of alcohol in the country. Many of the
recommendations that we make are far more
wide-ranging than that. We have no doubt that
the promotion of mental health, limitation of
access to means of suicide and measures to
strengthen and foster local communities will
also play an important part in reducing suicide
rates. In any case all of the recommendations
we make are important and worth implementing
for other reasons. 

The recommendations are 
set in the following manner:

Those that are the appropriate task of the
Health Board in providing a quality service.

Initiatives on the part of other statutory 
and voluntary organisations that should 
be supported by the Western Health Board.

Ways in which the Western Health Board
can influence the formulation of policies 
by Government Departments and Local
Authorities.

A particular word of thanks must go to 
Mr Matt Crehan for coordinating the work 
of the group.

I wish to thank all the members of the
committee for the work and time they
committed to the mammoth task of 
producing this document.

We hope that the board will ensure, by the
setting up of appropriate structures and the
commitment of resources both human and
material, that the recommendations of this
report will be implemented in full. The
recommendations form the basis of a five-year
action plan. A multidisciplinary committee, 
such as the existing regional Committee on
Suicide’ and a ‘Resource Officer For Suicide
Prevention’ should monitor the implementation
of the action plan.

JOHN CONNOLLY

CHAIRPERSON

INTRODUCTION2
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1.1 INTRODUCTION.

No one profession has a monopoly 
of wisdom in relation to suicide and
suicidal behaviour. The importance 
of developing a multidisciplinary
approach and the establishment of
multidisciplinary teams to address the
problem cannot be over emphasised.
Primary prevention of suicidal
behaviour involves the promotion of
mental health, the reduction of factors
that may predispose to suicide and 
the strengthening of peoples' ability 
to cope with such factors when they
do occur. Primary prevention can be
most appropriately pursued as part of
community-wide programmes aimed
at achieving those objectives. It is 
also important to focus on the special
needs of potentially high-risk groups. 

1.2 MENTAL HEALTH PROMOTION

Mental health means having the mental 

and emotional resources to enjoy life and 

to cope when things go wrong. It is much

more than the absence of mental illness.

However, a recent study conducted in the

Western Health Board region found that the

majority of people view mental health in a

negative way and would only avail of mental

health services in extreme circumstances. The

promotion of mental health as a resource for

everyday living is vital. It involves promoting

good social relationships, developing effective

coping skills, providing social support and

being proactive in promoting mental health.

The removal of stigma attached to illness 

and a change in the current negative

perception of mental health are issues 

to be addressed as a matter of urgency 

We recommend that the 

Western Health Board:

Become proactive in advocating 

Mental Health Promotion. 

In partnership with other sectors, 

develop effective ways of communicating

information about mental health and

mental health services and ensure that

the overall environment is supportive 

to mental health.

1.3 DISSEMINATION OF INFORMATION.

The Final Report of the National Task Force

on Suicide recommended (2.6.1) that each

Health Board establish a directory of the

names and telephone numbers of appropriate

voluntary groups which contribute caring

services to those in need and at risk of suicide

in their own region. This “Personal Support

Services Guide” was compiled by the 

Co- ordinator of the Regional Committee 

Mr. Matt Crehan and formally launched by

the Western Health Board on 2nd October

2000. It has been distributed widely within

the Board’s services and to Garda Stations,

Schools, Libraries and Voluntary

Organisations. 

The promotion of mental
health as a resource for
everyday living is vital.

The wide distribution of two documents

produced by the Samaritans entitled, 

“Suicide - Fiction and Fact” and “Signs

of Suicidal Intent” was also recommended 

by The National Task Force. They have 

been incorporated into the support services 

guide and are attached as Appendices C 

and D to this report.

We recommend that the 

Western Health Board:

Evaluate the impact of the 

“Personal Support Services Guide”.

Update the “Personal Support Services

Guide” annually in the light of evaluation

and feed - back from the services and 

the public.

Place the “Personal Support Services

Guide” on the Boards’ own website, in 

a user-friendly readily searchable format.

It is important that each 
and every school should 

have a consistent and
comprehensive policy on 

how to deal with all aspects 
of suicidal behaviour

1.4 VOLUNTARY SECTOR.

The National Task Force Report

recommended (2.6.1) that the Health Boards,

in consultation with voluntary agencies,

develop measures to assess the efficacy and

reliability of the delivery of those voluntary

services and where appropriate make

recommendations for their subvention.

Relevant voluntary groups have been drawn

together and have organised themselves into 

a new alliance with a view to developing a

common Mental Health Promotion Strategy. 

A number of schemes exist through which

these activities may be funded, including

Lottery Grants, and grants under Section 65 

of the Health Act 1953, the provision of

training, the funding of development

personnel and of specific projects.

We recommend that the 

Western Health Board:

Develop a regional group comprised of

Development Officers, Western Health

Board personnel and voluntary workers 

to review the efficacy and reliability of

services provided by voluntary agencies.

Formally support the alliance of the local

voluntary organisations that contribute

caring services to those in need and at 

risk of suicide.

Financially support the voluntary

organisations involved in the promotion 

of mental health and/or specific projects

undertaken by them, subject to the

required protocols being met. 

Efforts to reduce the
prevalence of alcohol and
other substance abuse are 

an excellent start to primary
prevention of suicide

CHAPTER ONE
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1.5 YOUTH SUICIDE.

The dramatic rise in youth suicide,
particularly in young males in recent years,
can be seen in Appendix A (14), (15) and (16).

The school setting is one in which the largest
number of young people can be reached, 
yet some debate has surrounded the issue 
of suicide prevention in schools. There is
evidence that certain approaches to suicide
prevention in schools may be counter
productive or harmful. Because of this, some
schools have completely ignored the subject.
We must accept, however, that suicide does
take place in the school going population and
in one way or another touches most schools
in the country. It is important that each and
every school should have a consistent and
comprehensive policy on how to deal with 
all aspects of suicidal behaviour, prevention
in the widest sense, intervention with those
who are vulnerable and postvention to avoid
suicide contagion or copycat suicides. Efforts
to reduce the prevalence of alcohol and other
substance abuse are an excellent start to
primary prevention of suicide and have been
shown to be effective in reducing aggression
and promoting self-esteem. 

A health promoting school 
can be defined as a school

that is constantly 
strengthening its capacity 

as a healthy setting for living,
learning and working

The Irish Association of Suicidology has
produced a comprehensive guide to suicide
prevention in schools. It is available from 
the associations offices at St Marys Hospital
Castlebar.

We are pleased to note the progress being
made by the Department of Education and
Science in the introduction of Social Personal
and Health Education (SPHE) in post-primary
schools. This is in keeping with the
recommendations of the National Task Force
on Suicide (3.3.6). This is a programme 
of personal and social development based 
on a holistic approach to education and 
an underlying vision of the person. It also
contains a broad vision of health that
encompasses all the dimensions of life,
including the physical, mental, emotional,
spiritual, social and environmental. The
complex interplay between these elements
contributes to personal well-being and
positive inter-personal relationships. 

National and regional coordinators have been
appointed to the programme. It is important
that Health Board staff be available to support
this essential area of health promotion.

The Health Board has appointed an officer 
to work in this area. Its “Health Promotion
Officer for Children's Settings” will work 
with the statutory and voluntary Health and
Education authorities and also with individual
projects in out -of - school settings.

We recommend that the 
Western Health Board:

Endorse the Social, Personal and Health
Education programme of the Department
of Education and Science. 

Promote co-operation with the coordinator
of Social, Personal and Health Education,
school staff, pupils and parents’
associations in the introduction and
operation of the SPHE and other positive
health programmes.

There are a number of National Task Force
recommendations directed at the Department
of Education and Science that can only be
implemented under that Department’s
leadership. These include that psychological
services delivered to schools by the
Department of Education and Science should
be extended, so that the needs of all students
are met, without undue delay and that
Guidance Counsellors be available in 
all schools (2.11). In this respect the
establishment of the National Educational
Psychological Service (NEPS) and the
Department of Education and Science’s
programme of expansion of this service 
are to be welcomed.

We recommend that the Western Health
Board encourage the Department of
Education and Science to ensure that: 

Educational psychologists and guidance
counsellors be available to all schools 
and that they receive appropriate training
and support in suicide risk assessment.

depression all too often 
goes undiagnosed 

in older people

1.5.1 HEALTH PROMOTING SCHOOLS.

The idea of the health promoting school 
is a concept developed by the World Health
Organisation’s Global School Health 
Initiative (GSHI). A health promoting school
can be defined as a school that is constantly
strengthening its capacity as a healthy setting
for living, learning and working. The long-
term, comprehensive range of measures
entailed in the concept of ‘Health Promoting
Schools’ have been shown to have far
reaching beneficial effects. 

The Health Board should play a proactive
role in developing this concept. Workshops
should be organised as a forum for discussion
as to how teachers have been able to apply
the knowledge and skills they acquire in
various training courses. They should
examine the barriers that exist to the whole
school becoming health promoting in its
interaction with students. The workshops
could audit and evaluate the implementation
of Health Education and Suicide Prevention
policies and based on the results develop
guidelines for good practice.

The relationship between
alcohol and suicidal

behaviour is well established. 

We recommend that the 
Western Health Board:

Have a proactive input in assisting school
authorities in promoting continuing
professional development.

Set up structures to examine the barriers
preventing the implementation of the
concept of the Health Promoting School.

Develop in partnership with the education
authorities, an index of schools health
promoting status. 

1.5.2 ALCOHOL USE AND PRIMARY

PREVENTION.

The relationship between alcohol and suicidal
behaviour is well established. The potential
benefits of educating young people about
responsible attitudes to alcohol have already
been outlined.

In addition however, we recommend that the
Western Health Board influence the relevant
authorities to ensure that:

The National Alcohol Policy be reviewed,
updated and implemented in full.
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An ID Card system be introduced, 
aimed at curtailing under-age drinking.

The laws relating to underage drinking 
be enforced rigorously.

Implementation of the
Programme for Prosperity 
and Fairness (PPF) should 
take into account health

promotion in the work place.

1.6 SUICIDE AND OLDER PEOPLE.

Appendix A (11), (12) and (18) give details 
of the size of the problem of suicide amongst
older people in the Western Health Boards
area.

The National Task Force recommended
(3.6.3) that Health Boards put in place,
programmes aimed at improving coping
abilities among older people and helping
them to take responsibility for their own 
lives. The aim of such programmes is to 
help older people, their relatives, friends 
and carers to identify psychiatric disorder 
and to increase awareness of the potential
benefits of treatment. The Regional
Committee on Suicide endorses the
recommendations contained in the Western
Health Boards “ Services For Older People-
A Strategy For Health and Well-being, 2001-
2006", in particular those related to mental
health and services for older people.

Older people are more likely to seek help 
or to be already in contact with the health
services than younger people. Yet research
has shown that depression all too often goes
undiagnosed in older people. The symptoms
of that illness are, frequently, put down to the
normal process of aging. Suicidal ideation 
is also regarded differently in older people
and tragically, is often not regarded with the
same urgency as in the young. For this reason
educational programmes aimed at improving
the recognition and treatment of potential
suicides within traditional health settings
might be particularly effective. The Boards
developments in the specialty of “Psychiatry
of Old Age” are welcome. Recognising the
special risk factors for suicide in the elderly
we endorse the Task Force recommendation
(2.2) that the study and management of
suicidal behaviour be an integral part of both
the training of General Practitioners and their
continued medical education. 

We recommend that the 
Western Health Board:

Implement the recommendations of its
report “Health and Wellbeing for Older
People, A Strategy for 2001- 2006”.

Pursue a programme of public
information, education and awareness 
of depression and other mental health
difficulties amongst older people.

Continue to develop specialist 
psychiatric services for older people.

Consult with the National Suicide Review
Group and the Medical Education
Authorities to ensure the implementation
of undergraduate and continuing medical
education in suicide prevention.

The number of suicides 
and attempted suicides, 

in prisons, in recent years 
is cause for concern. 

1.7 SUICIDE AND THE WORKPLACE.

There are two distinct ways in which 
the workplace can contribute to primary
prevention of suicide and suicidal behaviour.
One involves the creation of working
conditions that are as stress free as possible.
In this respect the issues of bullying and 
other forms of harassment must be addressed. 
These matters are governed by the 1989
Safety, Health and Welfare at Work Act. 
The second way is in the provision of access
to good medical and psychological services
for employees. This is already policy in some
companies and should be adopted by others.
Implementation of the Programme for
Prosperity and Fairness (PPF) should take into
account health promotion in the work place.

We recommend that the 
Western Health Board:

Influence the Social Partners to strive 
for the development of health promoting
working environments and for adequate
psychological supports in the workplace. 

Take an active role in the development 
of community networks

1.8 COMMUNITY AND HOUSING.

The Planning and Development Act 2000
affords opportunities for promoting health
issues and the implementation of policies,
which actively involve this. The Planning
authorities should take into consideration 
the potential negative psychological and
behavioural impact of high-density housing

and bear in mind the importance of
community and family networking, quality 
of life and access to services in all housing
development projects. Lack of infrastructure
and community focal points in these
developments can have serious adverse
effects on health, especially for young people.

We recommend that the 
Western Health Board:

Develop guidelines for the approval 
of housing developments which Local
Authorities and private developers 
should adopt in future housing projects.

1.9 PRISON.

The number of suicides and attempted
suicides, in prisons, in recent years is cause
for concern. In our prison system, many 
of the more vulnerable at-risk individuals 
may be reached. Prisons have potential 
to develop as health promoting institutions.

We recommend that the 
Western Health Board:

Endeavour to develop partnerships 
with the prison authorities, for health
promotion in Castlerea prison.

1.10 AVAILABILITY OF METHOD

Limiting access to means of suicide 
is important in any suicide prevention
programme. This is only likely to have 
an impact on suicide rates where the means
are commonly used and easily restricted.
Appendix A (7), (8), (9), and (10) deal with
commonly used means. In this country the
commonest methods of suicide are drowning
and hanging and clearly it is impossible to
limit access to these means. We welcome the
“Medicinal Products (Control of Paracetamol)
Regulations 2001, Statutory Instrument 
No. 150 of 2001’, which restricts the sale 
of Paracetamol, this was recommended 
by the National Task Force on Suicide.

In addition however, we concur with the
National Task Force and recommend that 
the Health Board influence the relevant
authorities to ensure that:

The sale of harmful agricultural poisons 
be more closely monitored and restricted.

All applications for firearms licences 
be carefully scrutinised.

Support the use of gun-safes 
by all holders of firearms

Life-saving apparatus be available at
appropriate places where the public 
have easy access to water for 
recreational purposes.
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2.1 INTRODUCTION

Early identification of those at risk 
of suicide is an important issue. All
personnel working in services coming
into contact with people who are
potentially vulnerable should have an
awareness of suicide risk factors and 
a knowledge of the appropriate helping
services. Psychological Autopsy Studies
show that 90% of people who die by
suicide have a current psychiatric
disorder, therefore early recognition
and treatment of mental illness plays 
a key role in suicide prevention.

Suicide is a rare event even in high-risk

groups. It has a low base rate and therefore

on an individual level is impossible to predict

in the long term. For example each general

practitioner (GP) in the Western Health Board

area will experience, on average, one suicide

in his/her practice every five years. There are

many more parasuicides though not all of

them will come to the notice of the helping

professions. Many people are slow to seek

help for emotional and psychiatric problems

because of lack of recognition of the problem,

ignorance of where to get help and the stigma

attached to psychiatric illness. Young men are

a high-risk group for suicide, yet they are

amongst the groups least likely to visit a

doctor. Approximately sixty percent of those

who take their own life will have consulted 

a member of the helping professions in the

month prior to death. However, up to fifty

percent of cases of depression presenting 

in primary care are not identified at first

consultation and at least one third of suicides

do not belong to any defined high-risk group.

Those factors are barriers to early

identification and treatment. 

A comprehensive list of risk and precipitating

factors is contained in Appendix C,D, and E.

Young men are a high-risk
group for suicide, yet they 

are amongst the groups least
likely to visit a doctor.

2.2 PRIMARY CARE

The Western Health Board’s Strategy for

Primary Care adopts the World Health

Organisation definition of Primary Care 

as “The first level of contact of individuals,

the family and the community within the

national health system, bringing health care

as close as possible to where the people live

and work and constitutes the first element 

of a continuing health care process”.

(W.H.O.1979). 

The Report of National Task Force on Suicide

recommends that all members of the team

receive a broad training in matters relating 

to suicide. Suicide is often the end point of 

a complex chain of life events and problems.

Training therefore must place suicide in its

familial, social, economic and cultural

context as well as dealing with health issues.

In attempting to maximise the opportunity 

for early identification, considerable attention

has been paid to General Practitioner

education and training. There is evidence 

that face- to- face group training is more

effective than the distribution of written

teaching material. In addition education 

must be a continuing process rather than

once off. Training should equip doctors and

other personnel in the assessment of suicide

risk and in recognition of high-risk groups

and their needs.

Having consulted with representatives 

of the Western Health Board’s G.P. Unit, 

we recommend that the Board should:

Undertake a programme of regular

seminar type Medical Education for 

G.P.’s on the subject of Depression, 

its recognition and treatment. 

Provide seminar type regular education for

all members of the primary care team on

suicide awareness and responding to risk.

Influence all agencies, which provide

undergraduate training for Primary Care

personnel, to include suicide awareness 

in that training. 

General Practitioners say that they would

value the presence of Community Psychiatric

Nurses on their teams as they could

complement the primary care team through

their skills and experience in assessment,

evaluation and support of the mentally ill. 

We recommend that the 

Western Health Board:

Conduct a pilot study of the potential 

for early identification of suicide risk 

by assigning suitably trained Psychiatric

Nursing personnel to a number of 

G.P practices.

the provision of a 
twenty-four hour 

community psychiatric 
service is essential

2.3 MENTAL HEALTH AND 

ADDICTION SERVICES.

Mental Health and Addiction Services 

are not necessarily synonymous. However, 

in the context of the provision of Western

Health Board services, they are closely

aligned and share resources including

personnel. Their central role in the early

identification of suicide risk is undisputed.

It is important that people are given the 

type of service with which they can feel

comfortable. In Ireland in the past twenty

years there has been a dramatic shift in the

focus of the Mental Health Service away 

from institutions and towards community

care. Following publication of the report 

“The Psychiatric Services, Planning for 

the Future”, a series of consumer friendly

community based services have been

developed and the process is on going. 

Today the majority of services are based 

in Out-Patient Departments attached to

Health Centres and General Hospitals, 

in Day Hospitals and Day Centres, in

Vocational Training Centres, Community

Residences and in In-Patient Units attached 

to General Hospitals. The aim is to have

people treated in less formal surroundings,

closer to their own home with less disruption

to their lives. In theory this should mean that

the specialist services are more accessible to
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the General Practitioner, that shared care 

will achieve better outcomes and that 

people will avail of services at an earlier 

stage in their illness, thus reducing the 

need for hospitalisation.

Many of the recommendations of “Planning

for the Future” have been implemented.

Services are based on catchment areas, 

which are further sub divided into Sector

Areas - each with a population of approx.

25,000. Each Sector is served by a

multidisciplinary team lead by a Consultant

Psychiatrist. The Regional Committee on

Suicide through its consultative process is

aware of dissatisfaction among family doctors

and users of the service with this structure.

Unlike patients suffering from other illnesses,

those suffering from psychiatric illness, by

virtue of their address, do not have a choice

of hospital, of consultant or multidisciplinary

team. In addition, the community based

mental health facilities only operate during

normal working hours, whilst most family 

and personal crises occur in the evenings, 

at night and at weekends. For this reason 

the provision of a twenty-four hour

community psychiatric service is essential.

Inpatients who are suicidal 
are particularly at risk 
in the week following

admission, while on leave
from hospital and in the

month following discharge.

We recommend that the 

Western Health Board:

Establish a working party to examine its

Mental Health Services with a view to:

1. The creation of a more flexible service

to afford people a wider range of choice

of multidisciplinary team and hospital.

2. Providing increased opportunity 

for choice of Consultant.

3. Developing a twenty-four hour

community based Mental Health

Service.

Continue with the implementation 

of the Report “The Psychiatric Services -

Planning for the Future”.

In spite of advances in psychiatry and the

modernisation of much of the psychiatric

service, stigma remains. The preliminary

results of a mental health promotion survey,

carried out by the Western Health Board's

Health Promotion Department, have shown

that only 28% of the 703 adults interviewed

think the Board is doing well in the

promotion of mental health. Mental Health

was largely interpreted by respondents as 

the treatment of mental illness. The main

reason given for this perceived poor

performance was lack of communication

about mental health issues. Whilst 86% of

those surveyed would use the Western Health

Board Mental Health Services, they would 

do so only when they “couldn't cope

anymore or had a total breakdown”.

This study provides a baseline from 

which policies on stigma reduction 

may be developed and against which 

their effectiveness may be measured. This

Committee believes that public information

and education is the key to a more accepting

public attitude. The Royal College of

Psychiatrists is currently undertaking an anti-

stigma campaign to help change traditional

attitudes to mental illness. Many voluntary

organisations such as the Mental Health

Association of Ireland, Aware and

Schizophrenia Ireland, to name but 

a few have projects to defeat stigma. 

We recommend that the 

Western Health Board:

Undertake a programme of mental health

service promotion and public education,

through an information campaign in

partnership with the local media.

the availability of accessible
user-friendly services to 
which young people can 
be referred is essential.

2.3.1 CLIENT RISK MANAGEMENT 

AND EVALUATION IN THE MENTAL

HEALTH SERVICE.

The management of the suicidal patient

entails taking calculated risks in order 

to achieve therapeutic outcomes. Careful

assessment of individuals presenting with

suicidal thoughts or gestures is essential.

Adequate documentation of findings 

and treatment plans is imperative.

Inpatients who are suicidal are particularly 

at risk in the week following admission, 

while on leave from hospital and in the

month following discharge. Comprehensive

pre-discharge assessment of patients is

essential. Clear follow up treatment and

management plans and support mechanisms

must be in place. The primary care team 

must be made aware of the discharge 

and the follow up plans immediately.

The primary care team must
be made aware of the

discharge and the follow 
up plans immediately.

We recommend that the 

Western Health Board:

Initiate on going training programmes 

for all staff in its Mental Health Services 

to cover the areas of suicide awareness,

early identification and risk evaluation.

Co-ordinate its individual Mental 

Health Services in developing standard

multidisciplinary protocols for the

assessment and management of 

suicide risk. 

Develop a standard but graded response 

to levels of risk found on assessment.

Influence all training bodies to include 

a module on suicidal behaviour in

undergraduate training for the 

healthcare professionals.
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2.4 YOUTH SUICIDE, FAMILY

AND EDUCATIONAL SERVICES.

The reluctance of young people to seek 

help and their lack of knowledge of 

sources of help, coupled with the impulsive

characteristics of younger suicides are 

some of the practical difficulties of suicide

prevention in this age group. The Social,

Personal and Health Education programmes,

now being implemented will go some way

towards correcting this situation.

Youth mental health needs must be

recognised at an early stage and interpreted

correctly. Children at times of crisis must 

have access to appropriate support services.

Special attention must be paid to those who

have left the educational system prematurely.

Third level educational institutions should

endorse and pilot the concept of peer support

or “Student Council” as envisaged by the

Department of Education and Science.

However caution must be exercised in order

not to impose inappropriate burdens and

responsibilities on untrained personnel.

Youth mental health 
needs must be recognised 

at an early stage and
interpreted correctly.

The National Task Force on Suicide says 

that Teachers, at all levels, should be

supported in respect of the psychological 

and social dimension of their work through

undergraduate and continued professional

education courses. Care must be taken 

not to impose on teachers, duties and

responsibilities for which they are not trained.

In formulating policy in relation to suicide

prevention amongst young people, we have

the benefit of extensive international research

and experience on the topic. Schools have an

important role in recognition and intervention

as well as in the management of young

people at risk. The importance of improving

the capacity of those who work with young

people to meet those requirements is evident.

Equally, the availability of accessible user-

friendly services to which young people 

can be referred is essential. Services must 

be responsive to the cultural and gender

orientation of young people. The creation 

of a school ethos of mental health promotion

and personal development, so much an

element of primary prevention, must be

addressed.

We recommend that the 

Western Health Board:

Work with the Department of Education

and Science and the Regional Education

Centres to develop Suicide Awareness

Training Programmes appropriate to the

needs of teachers.

Influence the Department of Education

and Science to ensure that all teachers 

be given an opportunity to avail of 

Suicide Awareness Training. 

As noted previously the Department 

of Education and Science proposes 

the expansion of its National Educational

Psychological Service (NEPS). As this

development has a significant health

dimension it is recommended that 

the Western Health Board: -

Establish a formal link, through its 

Family and Child Guidance Service, 

with the Educational Psychology Service 

of the Department of Education and

Science, with a view to establishing 

areas of potential service improvement

and the elimination of duplication 

in service delivery.

Care must be taken not to
impose on teachers, duties

and responsibilities for 
which they are not trained.

Further development of the school

psychology services and their linkages with

the Western Health Board’s Family and Child

Guidance Service will inevitably put further

pressure on the latter, which is already fully

stretched. Staffing levels must be increased 

to allow for this additional workload. The 

fact that Roscommon does not have a locally

based service should be addressed as a matter

of urgency.

We recommend that the 

Western Health Board:

Undertake a thorough review of staffing

requirements at all levels within its Family

and Child Guidance Service. 

The Region can be proud of its wide range 

of Third Level Educational Institutions. 

Every effort is made to provide for the 

health and welfare of their student

populations. However, the idea of 

peer support is a concept that should 

be developed.

We recommend that the 

Western Health Board:

Influence the Third Level Institutions 

in the region to develop the idea of 

peer support or student council so 

that friendship and help may be 

even more accessible.

Some young people do not identify the formal

health services as appropriate to their needs.

Less formal and imaginative alternatives are

needed such as peer support, youth outreach

for early school leavers and counselling. 

Special attention must 
be paid to those who 

have left the educational
system prematurely.
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3.1 INTRODUCTION

Whilst early identification provides
space for planned and co-ordinated
activity, crisis intervention has a 
more urgent and focused requirement. 
The use of the word “crisis” implies
the risk of impending disaster; hence
the response must be unequivocal. 
In the context of suicide prevention,
crisis intervention involves dealing
effectively with the immediate crisis
generated by the threat of deliberate
self-harm or the actual occurrence 
of a non-fatal attempt. In addition 
a comprehensive policy on crisis
intervention should lead to the offer 
of ongoing support and help in 
dealing with underlying difficulties. 
In a crisis all the available expertise 
of a multidisciplinary team must be
mobilised to assist the person and 
the family in crisis. The response 
must be broad based and take into
consideration the multifaceted nature
of suicidal behaviour. Rapid access to
the appropriate services is essential in
a crisis situation. Interventions should
take into account cultural and ethnic
differences between groups e.g.
refugee and the traveller community.

3.2 THE IMMEDIATE CRISIS

The Report of the National Task Force 
on Suicide strongly advises that all people 
who have engaged in acts of self-harm seek
professional help. (4.2). Parasuicide is a major
risk for subsequent suicide. Once reported,
threats or incidents of self-harm must be taken
seriously and be afforded the required attention.
The GP will, if necessary, transfer the person 
to an Accident and Emergency Department.
Irrespective of the setting, it is essential that
once any resulting medical crisis has passed, 
the process of treating the persons underlying
mental health needs, their social, economic
and relationship problems must be undertaken.

Therefore we recommend that:

All persons presenting to their General
Practitioner following threats or acts 
of self-harm be offered referral to the
appropriate Psychiatric Sector Team.

All cases of self-harm seen at Accident 
and Emergency Departments be provided
with liaison Psychiatric Consultation and
afterwards be referred to the appropriate
Psychiatric Sector Team.

3.3 MAXIMISING THERAPEUTIC

OUTCOME

Some of those who engage in acts of self-harm
leave the Accident and Emergency Department,
prior to having their psychiatric consultation.
Others, once the immediate crisis is over, 
may default on participation in an ongoing 
plan of care. Therefore, this committee
recognises a need to further explore the
advantages of having a key healthcare worker 
or “Liaison Nurse”, ideally with appropriate
psychiatric training, co-ordinate their care, 
from their initial contact with the Accident 
and Emergency Department. Such a person
would maintain contact with the parasuicidal
patient while in A&E and in hospital, co-ordinate
the treatment plan after discharge, arrange follow
up by the psychiatric and other services and
ensure that the family doctor is kept informed. 
A similar liaison role should eventually be taken
over by a nominated worker in the psychiatric
team caring for the patient. At all times the
parasuicidal patient should be made aware 
of who this professional is.

Parasuicide is a major risk 
for subsequent suicide 

and must be taken seriously.

We recommend that:

A pilot project be undertaken at the 
Accident and Emergency Department,
University College Hospital Galway 
using “Liaison Nurses,” suitably trained, 
to coordinate the care of those presenting
with suicidal behaviour, while in Hospital,
and after discharge until appropriate 
follow-up arrangements are made.

Each Psychiatric Sector Team nominate 
a key worker to oversee the future
management of each case of self-harm
referred.

Parasuicidal patients defaulting on follow 
up appointments should be visited by 
the Community Psychiatric Nurse.

The General Practitioner be promptly
informed of the name of the nominated
professional within the Mental Health
Service, who is to oversee the case.

The General Practitioner be promptly
informed of the plan of care devised 
by the Mental Health Service and of 
any changes or developments in it. 

3.4 CHILD AND ADOLESCENT SERVICES

There are no dedicated adolescent psychiatric
units in the country. General adult psychiatric
hospitals and units are not suitable for the
treatment of patients in this age group and are
reluctant to admit them. Consequently many
teenagers are not getting appropriate treatment,
at times with tragic outcome. In the Western
Health Board area, St. Anne's Children's 
Centre has been able to treat a small number 
of teenagers but has not been resourced to
undertake this in a comprehensive way. 
The establishment of a project team to plan 
a purpose-built adolescent psychiatric unit 
at Merlin Park is very welcome. A planned 
and proactive approach to its staffing would
help meet current needs and also provide 
for a more efficient start-up of the new service. 

We recommend that:

The necessary recruitment of medical,
nursing and other team members, needed 
for the proposed Child and Adolescent Unit
at Merlin Park, should proceed immediately,
to meet present needs and future demands.

Psychotropic medication often plays an
important part in the treatment of childhood 
and adolescent psychiatric illness. The new
antidepressant and atypical anti-psychotic
agents have not been licensed by the Irish
Medicines Board for those less than 16 years 
of age and come with a warning, “Not
Recommended for Children”. It is accepted 
that the earlier effective treatment for 
depression and psychosis is instituted the 
better. The argument has been that these 
newer drugs have not been subjected to
rigorously controlled scientific clinical trials 
in the younger age group. However, few, if any,
of those older drugs that are currently licensed
have had such trials in this age group.

In general the newer drugs are freer of side
effects and less toxic in overdose than their
predecessors, which are the only drugs licensed
in this country for children and young teenagers.

We recommend that the Western Health Board:

Influence the Irish Medicines Board, 
in consultation with the Pharmaceutical
Companies and the Irish Division of the
Royal College of Psychiatry, to address
urgently, the very significant problem 
of the non-licensing of the new atypical 
anti-psychotic agents and the new effective
anti-depressant agents, for use in patients
under 16 years of age.
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4.1 INTRODUCTION

Bereavement by suicide is particularly
challenging. The thought of a loved 
one having died by suicide often
evokes considerable ambivalence 
and recrimination. As they search 
for answers as to why this happened
to them, the bereaved may experience
guilt over their perceived failure to see
the warning signs or act upon them.
They may be bewildered by feelings 
of anger towards the deceased. Anger
may also be directed towards others -
relatives, friends and doctors – who,
they believe, did not seem to help the
person enough before the death. 

Because of traditional stigma, taboos and a

feeling of helplessness, well-meaning people 

in the wider community, who would wish 

to be supportive, may avoid contact with 

the bereaved, thus adding to their difficulty.

Postvention, a term used widely in suicidology,

deals with the aftermath of suicide. It is

concerned with the provision of appropriate

services, both statutory and voluntary, for the

support of the family and close friends of the

deceased. Bereavement by suicide is in itself 

a risk factor for suicide. Those bereaved by

sudden unexpected unnatural death are more

likely to develop serious psychiatric reactions

such as pathological grief reactions and

depression than those bereaved by death 

due to natural causes. 

the bereaved may experience
guilt over their perceived
failure to see the warning
signs or act upon them.

More often than not, the body is discovered

by a family member, usually mother or

spouse, often without warning. Sometimes 

the victim has been missing for some time, 

in which case the discovery may come as

confirmation of their worst fears. In other

circumstances, the job of informing the family

falls on the Gardai, the Clergy or members 

of the Health Service. This must be done with

sensitivity and professionalism. Mishandling

of this task can cause great distress at a time

when support and understanding are

required. It is important that the need to 

meet legal requirements does not add to the

trauma being experienced by the next-of-kin.

that relevant professionals 
be made aware of the help
and supports available for
distraught relatives, should
they feel they cannot cope

4.2 AN GARDA SIOCHANA

The statutory requirements to investigate the

death can be very distressing for the family

and may be prolonged. An unexpected death

must be reported to the Coroner. The Gardai

act as the Coroners Officers in investigating

and enquiring into the circumstances

surrounding the death. These investigations

have the potential for adding to a family’s

trauma if not handled sensitively. The suicide

bereaved often feel that they are accused 

of a crime when a uniformed Garda calls 

to break the news of such a death or calls at 

the request of the Coroner to take statements

from relatives. There is a fear that neighbours

will assume that the bereaved are, somehow,

guilty of something. 

The Report of the National Task Force

recommends (5.1.4) that relevant

professionals, whether Nurse or Doctor,

Garda, Prison Officer or Priest be given

special training in responding to traumatic

situations, and in particular in how best to

communicate bad news. It also recommends

that relevant professionals be made aware of

the help and supports available for distraught

relatives, should they feel they cannot cope.

The Legal Research Section of the 

Garda College, Templemore, has devised 

a comprehensive training programme to

prepare Gardai to deal with a suicide.

We recommend that the 

Western Health Board:

Provide the Garda Authorities in its area

with details of services available for the

suicide bereaved to enable them advise 

on help seeking.

Influence the relevant Garda Authorities 

to ensure that all Gardai are given the

opportunity to avail of the Garda training

programme on suicide.

Recommend to the Garda Authorities 

that a nominated Garda deal with each

case of suicide and that he or she maintain

contact with the family at least until the

inquest is over and in the process advise

on the inquest procedure.
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4.3 THE CORONER AND 

THE INQUEST PROCEDURE

The inquest procedure is legally determined

by the Coroners Act 1962. Inquests are held

in a Coroner’s Court, which is presided over

by the Coroner sitting with or without a Jury.

A Coroner may have a legal or medical

background. Inquests are held in public. They

constitute an inquiry into the circumstances

surrounding a death. An inquest must be held,

by law, when a death is due to unnatural

causes. The coroner’s role is only to enquire

into who the deceased was and where, 

how and when, the death occurred.

Prior to the decriminalisation of suicide,

Coroners were precluded from returning 

a verdict of suicide as this would impute

blame to the deceased and as such would

exceed the Coroners jurisdiction. Some

ambiguity continues to surround this matter

and needs to be addressed by legislation. 

The report of the Working Group on the

Coroner Service positively addresses the

matter of suicide verdicts. In addition, 

it favours the retention of the requirement 

that suicide verdicts require the burden 

of proof based on criminal law i.e. “beyond

reasonable doubt” and not that pertaining 

in the civil courts i.e. “on the balance of

probabilities”. Research suggests that where

the latter criteria apply suicide mortality

statistics are more accurate.

The improvements in the confidential 

Garda Report (Form 104), returned in 

all cases of unnatural death, will go some

way towards improving the statistical

accuracy of suicide mortality data.

We recommend that the 

Western Health Board:

Influence the Department of Justice,

Equality and Law Reform to implement 

the recommendations contained in the

Report of the Review Group on the

Coroner Service.

4.4 THE CORONER, THE INQUEST

PROCEDURE AND THE BEREAVED.

Apart from the death itself, the event causing

most distress to the bereaved is the inquest.

Details of the death, as quite necessarily

investigated and reported upon in the Court,

constitute a virtual reliving of the tragedy 

for the next-of-kin. Much remains to be done

to improve the process of the inquest and 

in many cases the surroundings in which 

it takes place.

The Report of the National Task Force on

Suicide recommends (2.8) that Coroners 

be made aware of where the bereaved may

obtain help and that they give the bereaved

this information where appropriate. 

It also recommends that Coroners receive

special training in the psychological

management of sensitive cases. Furthermore 

it suggests structural and procedural

improvements surrounding the holding 

of inquests, to help alleviate the distress 

of relatives. 

Arising from these recommendations and

specific issues raised during our Committee's

consultative process, we recommend that 

the Western Health Board:

Make available to each Coroner a copy 

of its Personal Support Services Guide, 

as produced by the Regional Committee

on Suicide, so that relatives may be

informed of available services. 

Our Committee welcomes the

recommendations in the Report of the

Working Group on the Coroner Service that

relate to the special needs of the bereaved. 

In particular the position of “Coroners

Officer” at Regional level, with its attendant

supports, should help address many of our

Committees concerns in this area.

In addition we recommend that the 

Western Health Board influence 

The Department of Justice Equality 

and Law Reform to ensure that:

Formal identification of the deceased, or

other viewing of the remains by relatives,

is removed in time and location from the

Post-mortem procedure.

At Inquests, sensitive matters contained 

in the Pathologists Report be handed to

the Coroner, as opposed to having them

read out to the Court.

At Inquests, the definition of next-of-kin 

be broadened to include parents in the

case of a married person and partner 

in the case of cohabiting couples. This

overcomes the feeling of being  “left-out”.

At Inquests, the bereaved be given “case

specific” appointments for the holding 

of inquests, to avoid the distress and

embarrassment of having to sit through 

the hearing of details of other cases.

The ambience of the Coroners Court 

be improved by making space, such 

as rest rooms, available.

Much remains to be done 
to improve the process 

of the inquest and in many
cases the surroundings 
in which it takes place.
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4.5 SUICIDE BEREAVEMENT 

SUPPORT GROUPS 

The special difficulties associated with

bereavement by suicide have already been

outlined. Support is undoubtedly needed and

in many cases family and friends may provide

this admirably. A neighbour, teacher, priest or

minister may also step into a supportive role.

However, the bereaved may not always 

find the resources within themselves or their

immediate social structure to adequately cope

with their loss. Suicide Bereavement Support

Groups have been established to provide 

an opportunity for additional assistance.

There are six such groups in the Board's 

area. They allow the bereaved express their 

feelings in an environment of understanding

and mutual support. Group work is generally

not recommended for up to six months after

the death although many groups can either

themselves provide, or give advice on 

the availability of, one-to-one support, 

if required during this period.

There is danger of contagion
or copycat suicide after 
a suicide, particularly 
amongst the young.

As part of its process of consultation, 

the Committee has met with representatives 

of those groups in the region. Very committed

volunteers are providing a great deal 

of support. Training in supporting people

bereaved by suicide has been provided 

by the Personal Counselling Institute, for all

volunteers presently involved. An expansion

of these support groups is a matter of urgency.

The Western Health Board should ensure

adequate funding to facilitate the promotion

of the service, the continuing training of

volunteers and day-to-day operations.

We recommend that the 

Western Health Board:

Bring the existence of Suicide

Bereavement Support Groups in its area,

to the attention of all local General

Practitioners, Coroners, Gardai and Clergy.

Continue the forum established through

the Regional Committee which has drawn

the Suicide Bereavement Support Groups

together, thus leading to a voluntary

networking structure.

Use the appropriate financial schemes 

to support the Suicide Bereavement

Support Groups in the region, subject 

to their request for such assistance 

and compliance with the terms 

of those schemes.

Contract the services of an outside agency

such as the Personal Counselling Institute

to select and train additional suicide

bereavement supporters.

Encourage, as part of the training

programme for suicide bereavement

supporters, the adoption of appropriate

operating protocols, which will be 

drawn up by the groups in consultation

with the Board.

Assist the local Suicide Bereavement

Support Groups in undertaking a 

collective promotional campaign.

Personnel who are
uncomfortable in dealing 

with the aftermath 
of traumatic events, 

such as the need to impart
bad news to relatives should
not be forced into this role.

4.6 POSTVENTION IN 

THE SCHOOL COMMUNITY

The sudden, violent death of a member 

of a school community creates a crisis for 

all the remaining members. The most helpful

approach to dealing with the situation makes

use of the principles of crisis intervention

theory, which suggests that support, control

and structure stabilise the situation until 

it can return to its pre-crisis state. There is

danger of contagion or “copycat suicide”

after a suicide, particularly amongst the

young. This accounts for about 5% of 

suicides in young people. Therefore nothing

should be done to glamourise or dramatise

the event. The prevention of the contagion

effect is one of the key objectives of suicide

postvention in schools. 

The Irish Association of Suicidology

guidelines for the prevention of suicide in

schools, as referred to in (1.5 Youth Suicide),

deal with postvention or the management 

of the aftermath of a suicide. Co-ordination 

of suicide postvention strategies has much 

in common with the management of any

sudden death or other trauma affecting 

the school community. A team approach 

to pre-planned postvention efforts under the

direction of a coordinator - usually a mental

health professional - is seen as crucial. 

We recommend that the 

Western Health Board:

Promote the development of guidelines 

for Postvention strategies in schools

Simplistic romanticised 
or sensationalised reporting

should be avoided.
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4.7 CARING FOR THE CARERS

It is incorrect to assume that health-service

staff, because they may be more accustomed

to life and death situations, are somehow

immune to the effects of dealing with

traumatic situations. Frequently they may 

be expected to continue their work as 

before following the experience of a 

traumatic incident. The Report of the

Commission on Nursing acknowledges that

many health service providers have a critical

incident debriefing system in place. However,

the culture in the work place may lead to low

uptake due to the perception that such help

seeking is indicative of an inability to cope

with the job. Recently the value of critical

incident stress debriefing has been

questioned.

Nonetheless, employing authorities have 

a responsibility to ensure that staff who have 

in the course of their work, been exposed 

to traumatic situations, are given adequate

support. Personnel who are uncomfortable 

in dealing with the aftermath of traumatic

events, such as the need to impart bad news

to relatives should not be forced into this role.

Copy cat suicide following
media reporting ranges
between 2% and 13%. 

We recommend that the 

Western Health Board:

Make known to its staff, through its line

management structure, the supports

offered to those potentially traumatised 

by stressful work experiences.

That access to support structures 

for employees potentially affected by

traumatic work experiences, be triggered

by their senior line manager, with the

employees’ approval.

Bring to the attention of other agencies, 

e.g. The Gardai, the health benefits of

supporting those who have had stressful

work experiences.

4.8 HOW THE MEDIA CAN HELP

It is important that suicide is sensitively dealt

with in the media. Research has shown that

suicide rates increase following the reporting

of the suicide of a prominent person or 

a celebrity with whom vulnerable people 

can identify. 

The increase depends on the way in which 

the suicide is reported and the prominence

given to the story. Simplistic romanticised or

sensationalised reporting should be avoided.

All too often suicide is reported without

emphasising the awfulness of the act and its

aftermath. Copycat suicide following media

reporting ranges between 2% and 13%. 

Young people are most vulnerable to suicide

contagion but there is increasing evidence 

that the elderly are also vulnerable. Perhaps 

the common factor in each of these groups 

is lack of integration into Society.

Portrayal of suicide or attempted suicide 

in television drama has been shown to 

lead to an increase in such behaviour in the

immediate aftermath of the broadcast often

using the same method as in the drama.

Reporting of suicide in the media must 

avoid detailed and explicit information 

of the method used. All reporting or 

portrayal of suicide in the media should 

be accompanied by information about 

where and how to access help. The Irish

Association of Suicidology and the Samaritans

have produced detailed guidelines for the

portrayal of suicide in the media. It is

important that a good working relationship 

is established between the Board and the

local media in respect of all matters relating

to suicide. The media can be a valuable 

ally in educating the public about suicide 

and suicide prevention.

We recommend that the 

Western Health Board:

Endorse The Samaritans and Irish

Association of Suicidology publication

entitled “Media Guidelines on Portrayal 

of Suicide,” and bring it to the renewed

attention of all sections of the media 

in the region.
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CHAPTER ONE

PRIMARY PREVENTION

5.1 INTRODUCTION

Suicide and parasuicide (deliberate

self-harm) are overlapping phenomena

although they are different in many

respects. Their difference lies not

alone in the outcome but also in the

intention of the person. However,

deliberate self- harm is one of the

greatest risk factors for eventual

suicide. Hence, to be most effective,

research and evaluation must examine

both, in an effort to better understand

the human pain that underpins them.

Every effort must be made locally and

nationally to ensure that our suicide

mortality and non-fatal deliberate self

harm data are as accurate as possible. 

The Western Health Board should support

and fund local research adequately in 

order to fill the gaps in our knowledge.

Ongoing research and evaluation of the

implementation of the various proposals in

this programme is of the utmost importance 

if we are to establish their efficacy. Research

and evaluation must be dynamic and ongoing

and adequately funded at all levels. Needs

assessment and evaluation of all services

concerned with suicidal behaviour from 

early identification to postvention are

important tasks. Careful and systematic

monitoring and evaluation of the effectiveness

of all prevention and reduction strategies 

must be undertaken before their widespread

adoption is advocated. In this respect it is

important that a number of pilot studies or

demonstration projects should be undertaken

to ensure the development of best practice

protocols. This research should be carried 

out in partnership with relevant departments

of the University. 

deliberate self -harm is 
one of the greatest risk 

factors for eventual suicide

In addition, it is important that the Board

establish a Standing Committee to ensure 

that the recommendations of this report 

are implemented and to coordinate relevant

research. Such a Committee would have a 

role in undertaking an audit of all suicides

within the area, as the National Task Force

recommended, so that services and their

responses can be modified if required.

We recommend that the 

Western Health Board:

On the basis of the recommendations 

of this report develop a five year action

plan for suicide prevention.

Establish a multidisciplinary committee, 

such as the existing ‘Regional Committee 

on Suicide’ to monitor the implementation 

of the action plan.

Agree to proceed with the auditing 

of all suicides occurring within the region, 

whether in hospital or in the community.

Make available funding to have a 

visiting expert from another jurisdiction,

where suicide prevention programmes 

are in place, evaluate our progress 

in an unbiased manner.

The Report of the National Task Force on

Suicide recommends the nomination of 

a Resource Officer(s) with responsibilities 

in the broad field of suicide, in each Health

Board area. It suggests a research element 

as part of their remit.

The Western Health Board was one of the 

first to establish a post of Suicide Prevention

Resource Officer. 

We recommend that the 

Western Health Board:

Establish the post of “Resource Officer

Suicide Prevention”, as a permanent post.

5.2 SUICIDE RESEARCH AGENCIES.

A number of agencies have been established

in Ireland in the past decade with the

objective of augmenting the work carried 

out by many individuals in the area of 

suicide research and evaluation.

The introduction of agencies dedicated to this

work meant that it became more coordinated.

Knowledge gaps were more easily identified

and overcome and a considerable body of

expertise was developed.

Those agencies include:

THE IRISH ASSOCIATION OF

SUICIDOLOGY (IAS): Its head office is in

Castlebar, Co. Mayo and one of its many 

aims and objectives is to support and

encourage relevant research. The Association

has been to the fore (in cooperation with the

Samaritans) in the development of guidelines

for the sensitive media reporting of suicide.

The IAS has held annual meetings on various

aspects of suicide since its foundation 

in 1996. In addition, in cooperation with 

the National Suicide Review Group, it held 

a meeting on suicide prevention in schools 

in December 2000. The proceedings of 

all these meetings have been published 

and are available from the IAS.

Its comprehensive guide to Suicide Prevention

in Schools is already referred to in section

(1.5 Youth Suicide) of this report. 
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THE NATIONAL SUICIDE RESEARCH

FOUNDATION (NSRF): This agency is based 

in Cork City. It devotes much of its efforts to

defining the true extent of suicidal behaviour 

in Ireland, to identifying its contributory and

protective factors and to the development 

of strategies for the prevention of suicide.

Numerous papers have been published.

Perhaps the largest single undertaking 

by the NSRF is presently under way. 

This involves the development of a 

National Parasuicide Register. Contact 

has been made with all Health Boards 

with a view to its phased introduction. 

The NSRF are, since l995, participating 

in such a study in the Southern and 

Mid-Western Health Board areas as part 

of the W.H.O./Euro Multi-centre Study 

of Parasuicide. National information 

on one of the groups at highest risk 

of completed suicide, will contribute 

to Ireland’s suicide prevention strategy. 

We recommend that the 

Western Health Board:

Proceed without delay, with the

implementation of the National 

Suicide Research Foundation 

Parasuicide Monitoring Study 

in the region.

THE NATIONAL SUICIDE REVIEW GROUP

(NSRG) was established on the

recommendation of the National Task 

Force on Suicide. Its terms of reference 

are to review ongoing trends in suicide 

and parasuicide, to coordinate research 

into suicide and to make recommendations 

to the Chief Executive Officers of the Health

Boards. Its membership is drawn from both

the statutory and voluntary health sector 

and from independent research groups. 

The present chairperson is Mr Bernard

Haddigan, Corporate Analyst, Western Health

Board. The group is serviced by a Research

and Resource Officer, Mr Derek Chambers,

who is based at the Western Health Board.

To date the group has given financial 

support to a number of suicide prevention,

intervention and postvention projects. 

The group has also been involved in the

implementation, support or monitoring 

of many of the recommendations of the

National Task Force in cooperation with 

the Health Board Resource Officers. 

THE I.N.S.U.R.E. PROJECT: The Irish

North/South, Urban/Rural, Epidemiological

Evaluation of Suicide, is a research project 

to be carried out over a three-year period 

at a number of centres throughout the country

with a total population of approximately

250,000.

One of the rural centres for this project 

is part of the catchment area of the 

East Galway Mental Health Service.

We recommend that the 

Western Health Board:

Continue to support the Insure Project 

as operated in the East Galway Mental

Health Service.

Liaise with the Insure Researcher to see

that parallel or complimentary research

being carried out by him is not duplicated

by the Western Health Board’s activity.

A number of relevant research projects are

either underway or planned in the board’s

area which, when completed, will assist 

the board in planning future services.

We recommend that the Board:

Support and fund local research 

efforts adequately.
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CHAPTER ONE

PRIMARY PREVENTION

CHAPTER 1
PRIMARY PREVENTION

Health Board Action

Become proactive in advocating 
Mental Health Promotion. 

In partnership with other sectors, develop
effective ways of communicating information
about mental health and mental health
services and ensure that the overall
environment is supportive to mental health.

Evaluate the impact of the 
“Personal Support Services Guide”.

Update the “Personal Support Services
Guide” annually in the light of evaluation
and feed - back from the services and 
the public.

Place the “Personal Support Services Guide”
on the Boards’ own website, in a user-
friendly readily searchable format.

Formally support the alliance of the local
voluntary organisations that contribute 
caring services to those in need and 
at risk of suicide.

Financially support the voluntary
organisations involved in the promotion 
of mental health and/or specific projects
undertaken by them, subject to the 
required protocols being met. 

Develop a regional group comprised of
Development Officers, Western Health
Board personnel and voluntary workers 
to review the efficacy and reliability of
services provided by voluntary agencies.

Implement the recommendations of the draft
report “Services For Older People, A Strategy
For Health And Well-being, 2001- 2006”.

Pursue a programme of public information,
education and awareness of depression and
other mental health difficulties amongst older
people.

Continue to develop specialist psychiatric
services for older people.

Consult with the National Suicide Review
Group and the Medical Education
Authorities to ensure the implementation 
of undergraduate and continuing medical
education in suicide prevention.

Health Board Influence

Endorse the Social, Personal and Health
Education programme of the Department 
of Education and Science. 

Promote co-operation with the coordinator
of Social, Personal and Health Education,
school staff, pupils and parents’ associations
in the introduction and operation of the
SPHE and other positive health programmes.

Have a proactive input in assisting school
authorities in promoting continuing
professional development.

Set up structures to examine the barriers
preventing the implementation of the
concept of the Health Promoting School.

Develop in partnership with the education
authorities an index of schools health
promoting status. 

Influence the Social Partners to strive for 
the development of health promoting
working environments and for adequate
psychological supports in the workplace. 

Take an active role in the development 
of community networks.

Develop guidelines for the approval 
of housing developments which Local
Authorities and private developers 
should adopt in future housing projects.

Endeavour to develop partnerships with 
the prison authorities, for health promotion
in Castlerea prison.

Third Party Action

Educational psychologists and guidance
counsellors be available to all schools 
and that they receive appropriate training
and support in suicide risk assessment.

The National Alcohol Policy be reviewed,
updated and implemented in full.

An ID Card system be introduced, 
aimed at curtailing under-age drinking.

The laws relating to underage drinking 
be enforced rigorously.

The sale of harmful agricultural poisons 
be more closely monitored and restricted.

All applications for firearms licences 
be carefully scrutinised.

Support the use of gun-safes by all holders 
of firearms.

Life-saving apparatus be available at
appropriate places where the public 
have easy access to water for 
recreational purposes.

CHAPTER 2
EARLY IDENTIFICATION

Health Board Action

Undertake a programme of regular seminar
type Medical Education for G.P.’s on the
subject of Depression, its recognition and
treatment.

Provide seminar type regular education for
all members of the primary care team on
suicide awareness and responding to risk.

Influence all agencies, which provide
undergraduate training for Primary Care
personnel, to include suicide awareness 
in that training. 

Conduct a pilot study of the potential for
early identification of suicide risk by
assigning suitably trained Psychiatric Nursing
personnel to a number of G.P practices.

Establish a working party to examine its
Mental Health Services with a view to: -

1. The creation of a more flexible service 
to afford people a wider range of choice
of multidisciplinary team and hospital.

2. Providing increased opportunity 
for choice of Consultant.

3. Developing a twenty-four hour
community based Mental Health Service.

Continue with the implementation 
of the Report “The Psychiatric Services -
Planning for the Future”.

Undertake a programme of mental health
service promotion and public education,
through an information campaign in
partnership with the local media.

Initiate on going training programmes 
for all staff in its Mental Health Services 
to cover the areas of suicide awareness, 
early identification and risk evaluation.

Co-ordinate its individual Mental Health
Services in developing standard
multidisciplinary protocols for the
assessment and management of suicide risk. 

Develop a standard but graded response 
to levels of risk found on assessment.

Influence all training bodies to include 
a module on suicidal behaviour in
undergraduate training for the healthcare
professionals.

16

REPORT OF THE REGIONAL COMMITTEE ON SUICIDE 2001

SUMMARY OF RECOMMENDATIONS



Establish a formal link, through its Family
and Child Guidance Service, with the
Educational Psychology Service of the
Department of Education and Science, 
with a view to establishing areas of potential
service improvement and the elimination 
of duplication in service delivery.

Undertake a thorough review of staffing
requirements at all levels within its 
Family and Child Guidance Service. 

Health Board Influence 

Work with the Department of Education 
and Science and the Regional Education
Centres to develop Suicide Awareness
Training Programmes appropriate to 
the needs of teachers.

Influence the Department of Education 
and Science to ensure that all teachers 
be given an opportunity to avail of 
Suicide Awareness Training. 

Influence the Third Level Institutions in the
region to develop the idea of peer support 
or student council so that friendship and
help may be even more accessible.

CHAPTER 3
CRISIS INTERVENTION

Health Board Action

All persons presenting to their General
Practitioner following threats or acts 
of self-harm be offered referral to the
appropriate Psychiatric Sector Team.

All cases of self-harm seen at Accident 
and Emergency Departments be provided
with liaison Psychiatric Consultation and
afterwards be referred to the appropriate
Psychiatric Sector Team.

A pilot project be undertaken at the Accident
and Emergency Department, University
College Hospital Galway using “Liaison
Nurses,” suitably trained, to coordinate 
the care of those presenting with suicidal
behaviour, while in Hospital, and after
discharge until appropriate follow-up
arrangements are made.

Each Psychiatric Sector Team nominate 
a key worker to oversee the future
management of each case of self-harm
referred.

Parasuicidal patients defaulting on follow 
up appointments should be visited by 
the Community Psychiatric Nurse.

The General Practitioner be promptly
informed of the name of the nominated
professional within the Mental Health
Service, who is to oversee the case.

The General Practitioner be promptly
informed of the plan of care devised 
by the Mental Health Service and of 
any changes or developments in it. 

The necessary recruitment of medical,
nursing and other team members, needed 
for the proposed Child and Adolescent Unit
at Merlin Park, should proceed immediately,
to meet present needs and future demands.

Health Board Influence

Influence the Irish Medicines Board, 
in consultation with the Pharmaceutical
Companies and the Irish Division of the
Royal College of Psychiatry, to address
urgently, the very significant problem of 
the non-licensing of the new atypical 
anti-psychotic agents and the new effective
anti-depressant agents, for use in patients
under 16 years of age.

CHAPTER 4
POSTVENTION

Health Board Action

Provide the Garda Authorities in its area 
with details of services available for the
suicide bereaved to enable them advise 
on help seeking.

Influence the relevant Garda Authorities 
to ensure that all Gardai are given the
opportunity to avail of the Garda training
programme on suicide.

Recommend to the Garda Authorities that 
a nominated Garda deal with each case of
suicide and that he or she maintain contact
with the family at least until the inquest 
is over and in the process advise on the 
inquest procedure.

Make available to each Coroner a copy 
of its Personal Support Services Guide, 
as produced by the Regional Committee 
on Suicide, so that relatives may be 
informed of available services. 

Bring the existence of Suicide Bereavement
Support Groups in its area, to the attention 
of all local General Practitioners, Coroners,
Gardai and Clergy.

Continue the forum established through the
Regional Committee which has drawn the
Suicide Bereavement Support Groups
together, thus leading to a formal 
voluntary networking structure.

Use the appropriate financial schemes to
support the Suicide Bereavement Support
Groups in the region, subject to their 
request for such assistance and compliance
with the terms of those schemes.

Contract the services of an outside agency
such as the Personal Counselling Institute 
to select and train additional suicide
bereavement supporters.

Assist the local Suicide Bereavement 
Support Groups in undertaking a 
collective promotional campaign.

Make known to its staff, through its line
management structure, the supports offered
to those potentially traumatised by stressful
work experiences.

That access to support structures for
employees potentially affected by traumatic
work experiences, be triggered by their
senior line manager, with the employees’
approval.

Bring to the attention of other agencies, 
e.g. The Gardai, the health benefits of
supporting those who have had stressful
work experiences.
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Health Board Influence

Influence the Department of Justice, 
Equality and Law Reform to implement the
recommendations contained in the Report 
of the Review Group on the Coroner Service.

Formal identification of the deceased, or
other viewing of the remains by relatives, 
is removed in time and location from the
Post-mortem procedure.

At Inquests, sensitive matters contained 
in the Pathologists Report be handed to 
the Coroner as opposed to having them 
read out to the Court.

At Inquests, the definition of next-of-kin be
broadened to include parents in the case 
of a married person and partner in the case
of cohabiting couples. This overcomes the
feeling of being “left-out”.

At Inquests, the bereaved be given 
“case specific” appointments for the 
holding of inquests, to avoid the distress 
and embarrassment of having to sit through 
the hearing of details of other cases.

The ambience of the Coroners Court 
be improved by making space, such 
as rest rooms, available.

Encourage, as part of the training 
programme for suicide bereavement
supporters, the adoption of appropriate
operating protocols, which will be drawn 
up by the groups in consultation with 
the Board.

Promote the development of guidelines 
for Postvention strategies in schools.

Endorse The Samaritans and Irish Association
of Suicidology publication entitled 
“Media Guidelines on Portrayal of Suicide,”
and bring it to the renewed attention of all
sections of the media in the region.

CHAPTER 5
RESEARCH & EVALUATION

Health Board Action 

On the basis of the recommendations 
of this report develop a five year action 
plan for suicide prevention

Establish a multidisciplinary committee, 
such as the existing ‘Regional Committee 
on Suicide’ to monitor the implementation 
of the action plan

Agree to proceed with the auditing of 
all suicides occurring within the region, 
whether in hospital or in the community.

Make available funding to have a visiting
expert from another jurisdiction, where
suicide prevention programmes are in 
place, evaluate our progress in an 
unbiased manner.

Establish the post of “Resource Officer
Suicide Prevention”, as a permanent post.

Proceed without delay, with the
implementation of the National Suicide
Research Foundation Parasuicide Monitoring
Study in the region.

Continue to support the Insure Project 
as operated in the East Galway Mental
Health Service.

Liaise with the Insure Researcher to see 
that parallel or complimentary research
being carried out by him is not duplicated 
by the Western Health Board’s activity.

Support and fund local research efforts
adequately.
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No. % No. %
0-4 23,188 6.6 250,394 6.9
5-14 61,178 17.4 609,030 16.8
15-19 33,381 9.5 339,536 9.4
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APPENDIX C

SUICIDE FICTION AND FACT

FICTION FACT
People who talk about it don’t commit suicide Most people who kill themselves have 

given definite warnings of their intention.

Suicidal people are absolutely intent upon dying. Most suicidal people are ambivalent 
about living and dying; they gamble 
with death but may retain the desire to live. 

Suicide happens without warning. Suicidal people often given indications 
of thoughts (sometimes before the thoughts
become intentions) by words or actions.

Once a person becomes suicidal, Suicidal thoughts may return, but they are not
he/she is suicidal forever. permanent, and in some people, they may 

never return.

After a crisis, improvement means that Many suicides occur in a “period of
the suicide risk is over. improvement” when the person has the energy

and the will to turn despairing thoughts into
self-destructive action.

Suicide occurs mainly among the rich/the poor. Suicide occurs in all groups in society.

Suicidal behaviour is a sign of mental illness. Suicidal behaviour indicates deep unhappiness
but not necessarily mental illness.

You are either the suicidal type or you’re not. It could happen to anybody.

The Samaritans 1998

APPENDIX D

SIGNS OF SUICIDAL INTENT

SUICIDE RISK IS GREATER 
WHERE THERE IS:
Recent loss or the break-up of a close relationship.

Current or anticipated unhappy change in health or
circumstances e.g. retirement or financial problems.

Painful and/or disabling physical illness

Heavy use of, or dependency on alcohol/other drugs.

History of earlier suicidal behaviour.

History of suicide in the family.

Depression.

PEOPLE OFTEN SHOW THEIR 
SUICIDAL FEELINGS BY:
Being withdrawn and unable to relate.

Having definite ideas of how to commit suicide, 
and maybe speaking of tidying up affairs, 
or giving other indications of planning suicide. 

Talking about feeling isolated and lonely.

Expressing feelings of failure, hopelessness 
or loss of self-esteem.

Constantly dwelling on problems for which 
there seem to be no solutions.

Expressing the lack of supporting philosophy of life,
such as religious belief.

The Samaritans 1998



APPENDIX E

RISK FACTORS FOR SUICIDE

Understanding risk factors can help dispel the myths that suicide 

is a random act or results from stress alone.  Some persons 

are particularly vulnerable to suicide and suicidal self-injury 

because they have more than one mental disorder present, such 

as depression with alcohol abuse. They may also be very impulsive

and/or aggressive, and use highly lethal methods to attempt suicide.

The impact of some risk factors can be reduced by interventions

(such as providing effective treatments for depressive illness). 

Those risk factors that cannot be changed (such as a previous 

suicide attempt) can alert others to the heightened risk 

of suicide during periods of the recurrence of a mental 

or substance abuse disorder, or following a significant 

stressful life event.

RISK FACTORS INCLUDE:

Previous suicide attempt

Mental disorders – particularly mood disorders 

such as depression and bipolar disorder.

Co-occurring mental and alcohol 

and substance abuse disorders

Family history of suicide

Hopelessness

Impulsive and/or aggressive tendencies

Barriers to accessing mental health treatment

Relational, social, work, or financial loss

Physical illness

Easy access to lethal methods, 

especially guns

Unwillingness to seek help because of stigma

attached to mental and substance abuse 

disorders and/or suicidal thoughts

Influence of significant people-family members,

celebrities, peers who have died by suicide-both

through direct personal contact or inappropriate 

media representations

Cultural and religious beliefs - for instance, 

the belief that suicide is a noble resolution 

of a personal dilemma

Local epidemics of suicide 

that have a contagious influence

Isolation, a feeling of being 

cut off from other people.

U.S. Public Health Service, 
The Surgeon Generals Call to Action 

to Prevent Suicide, Washington D.C. 1999.
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For further information please contact: 
Western Health Board, 
Merlin Park, Galway, Ireland. 
Tel: (091) 751 131 Fax: (091) 775 644
Email: ceowhb@whb.ie
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