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Risk of Inpatient Suicide in the Psychiatry Ward
Patients with mental health conditions requiring admission are at higher risk of suicide than the general population, and
inpatient admission has often been regarded as protective to the patient and to society1. Inpatients receive thorough care,
and the provision of their safety is a main focus of their acute psychiatry treatment. This includes protection against suicide.

Who is most at risk of inpatient suicides?

Risk management

Interestingly, neither age, gender, marital status, employment nor
educational qualifications are predictive factors for inpatient suicide.
Patients with schizophrenia have a similar risk to those with an
affective disorder, however the risk does decline differently.
Depressive symptoms, a past history of self harm or attempted
suicide are all predictive factors. There has been a suggestion that
prior inpatient admission is also a risk factor8,9.

Research has shown that the vast majority of suicide preventions
occurred by staff finding their patients during the suicide attempt,
followed by a fellow patient. When prevented by staff, the staff
members were usually performing intermittent observations or being
‘inquisitive and vigilant’8,9. Regular observation has been cited as the
most effective intervention9-15:

Where, when and how do inpatient suicides occur?
An acute mental health ward is seven times more likely to report an
inpatient suicide compared to a forensic mental health ward, mental
health rehabilitation ward or an older adult mental health ward. The
majority of attempts occur in the bedroom, followed by the toilet
and the shower room, with over 80% of these suicides attempted by
strangulation with an item of clothing such as a belt or lace8,9.

Scale of the problem
A meta-analysis in 2015 showed that the overall suicide rate of
inpatients with mental health conditions was 145 per 100,000
inpatient years.2 It is difficult to interpret whether the trend for
inpatient suicide is increasing or decreasing based on data from
available literature. Determining the trend is further confounded by
the rate of suicide in the general population and shorter inpatient
stays. However, according to empirical studies in the UK, rates were
generally increasing between 1950-1990 but falling from 1998 to date.
When comparing the situation between countries with single
studies, an analysis in Germany shows a rate of 76 per 100,0005,
to 116 per 100,000 in Japan6 and 368 per 100,000 in Australia7.
Note that some of this data stretches back over a number of years
and may not be a fully accurate representation of the difference of
the scale of the problem in these countries today. Further detail is
in Table 1.

1.	Close observation or one-to-one observation with the use of a
standardised patient data support sheet identifying target
behaviours that can be used at hand overs between shifts;
2.	69 hospitals in the USA employed observation of suicidal patients
every fifteen minutes and reported that this was advantageous to
patient safety, although resource intensive;
3.	Staffing decisions should be made on the basis of more precise
information about treatment requirements, not just staffing ratios;
4.	Observation may be therapeutic as well as preventative. Observers
could improve patient care by actively supporting them in
particular interventions. However, observers’ perceived attitudes
could cause patient distress, requiring the need for careful
supervision of observers.

Discharge protocols
1. Make sure the patient is involved in discharge planning;
2. Schedule follow-up within one week of discharge;
3. Discuss barriers to care;
4. Provide the number to a crisis centre;
5. Review whether the patient has access to lethal means;
6.	Include written material, such as if the patient’s condition should
deteriorate and how to contact the emergency department;
7. Make sure the patient confirms understanding of their care plan;
8.	Send relevant information to appropriate healthcare providers; and
9. Ensure the patient senses your care and concern9-15.
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