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Executive summary
 

Suicide is a significant public health 
issue in Australia, posing a considerable 
burden of disease and mortality. 
Primary Health Networks (PHNs) are in an ideal position 
to improve suicide rates by virtue of their links to 
hospitals, general practice, health care, NGOs, and the 
communities which they serve. However, they may not 
have knowledge of the best evidence-based strategies 
which will lead to a reduction in suicide rates. 

This resource is designed to provide guidance about 
the strategies that have been found in previous 
high quality research to reduce suicide rates and 
attempts. The systems approach to suicide prevention 
offers information about nine strategies that, when 
implemented within a specific community at the same 
time, are likely to lead to suicide reduction. 

The guidance contained within this document is 
designed to provide PHNs with information to help 
commission and evaluate suicide prevention services. 
The nine evidence-based strategies include: 

•	 Aftercare and crisis care (strategy one) – A suicide 
attempt is the strongest risk factor for subsequent 
suicide. To reduce the risk of a repeat attempt, a 
coordinated approach to improving the care of 
people after a suicide attempt is outlined. PHNs are 
encouraged to draw on their links with hospital and 
health services to establish local suicide prevention 
and crisis teams, develop resource packs, and ensure 
patients are followed up. 

•	 Psychosocial and pharmacotherapy treatments 
(strategy two) – Mental illness is associated with a 
large portion of suicide attempts. Providing accessible 
and appropriate mental health care is essential to 
suicide prevention. The two main therapeutic options 
that have been found to reduce suicidal thoughts 
and behaviours are psychosocial treatment (such as 
cognitive behaviour therapy) and pharmacotherapy 
(using pharmaceutical drugs to treat mental illness 
and associated symptoms). PHNs are encouraged to 
assist in improving the mental health care of at-risk 
individuals whilst working within the confines of the 
public health system. This may involve partnering 
with relevant organisations to develop or disseminate 
treatment guidelines and new approaches to 
screening for mental illness and/or symptoms. 

•	 GP capacity building and support (strategy three) – 
Primary care clinician education is one of the most 
promising interventions for reducing suicide. Suicidal 
individuals visit primary care providers in the weeks 
or days before suicide. In Australia, GPs are the most 
frequently reported providers of mental health care. 
PHNs are encouraged to identify, commission, and 
promote GP education based on provided criteria. 

•	 Frontline staff and gatekeeper training (strategies 
four and five) – Gatekeepers (those who come into 
contact with at-risk individuals) may influence a suicidal 
person’s decision to access care. Gatekeeper programs 
focus on increasing mental health literacy and teaching 
skills to assess, manage, and provide resources for at-risk 
individuals. PHNs are encouraged to identify potential 
gatekeepers across the community, as well as source 
and promote gatekeeper training where appropriate. 

•	 School programs (strategy six) – Schools provide a 
cost-effective and convenient way of reaching young 
people. School-based programs are often focused on 
increasing help-seeking, mental health literacy, and 
knowledge of suicide warning signs and help strategies. 
PHNs may wish to partner with schools to encourage 
the adoption of evidence-based programs within 
national social and emotional wellbeing frameworks. 

•	 Community campaigns (strategy seven) – These are 
best delivered in conjunction with other strategies 
and may improve mental health literacy in the general 
population. PHNs are encouraged to work closely 
with local communities and government organisations 
to identify existing programs and ensure targeted, 
consistent messaging. 

•	 Media guidelines (strategy eight) – Suicidal behaviour 
can be learned from the media. Media guidelines 
recommending the responsible reporting of suicide 
by the media can reduce suicide rates. PHNs are 
encouraged to work with local media to promote and 
utilise the Mindframe media reporting guidelines. 

•	 Means restriction (strategy nine) – Restricting 
access to the means of suicide is considered to be one 
of the most effective suicide prevention strategies. 
PHNs are encouraged to draw on partnerships with 
government and community organisations in order 
to analyse data on suicide deaths. Data may reveal 
suicide ‘hot spots’ and means restriction will then be 
tailored to these areas and means. 

2 
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The systems approach is a community wide approach 
with strong collaborations needed across many 
sectors within a community. In order to facilitate 
community engagement processes, guidance on how 
to engage with the community at large, including with 
Aboriginal and Torres Strait Islander communities, is 
provided within this document. Recommendations for 
community engagement includes assessing the change 
readiness of a community, building community capacity 
and strengths, utilising existing suicide prevention 
networks, incorporating lived experience, and using 
appropriate language. When working with Aboriginal 
and Torres Strait Islander populations it is imperative 
to consider cultural competence and cultural safety, 
and account for cultural difference between general 
population and Aboriginal and Torres Strait Islander 
suicide prevention activities. 

The systems approach requires monitoring and 
evaluation to provide feedback on effective strategies. 
Measuring changes in suicide deaths and attempts is 
at the forefront of the evaluation strategy. Data for 
suicide deaths and attempts can be obtained from 
many sources and a table of relevant data sources 
is included. Secondary outcome measures will 
provide further information on the efficacy of the 
individual strategies and a list of potential measures 
is provided. The implementation of standardised 
measures is recommended and a list of freely available 
questionnaires is included within this document. 

Suicide is a human problem. It places substantial burden 
on individuals, families, communities, and the nation in 
terms of emotional suffering as well as economic and 
productivity losses. This resource will help PHNs to 
guide the implementation of evidence-based strategies 
that may help to reduce the suicide rate and relieve the 
human suffering caused by suicide in their regions. 

3 
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“For me, the feeling from losing my brother from suicide continues to be a cold, dark place. 
Hope (and warmth) comes from having the conversation with others about suicide prevention 
and checking in with the human spirit. Also, I am heartened by the fact that there is now evidence 
available to support a new approach to suicide prevention which is planned to be implemented 
into our communities – very shortly.” — DAVID HALES, VOLUNTEER PRESENTER, BLACK DOG INSTITUTE 

4 
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Planning and commissioning 
a systems approach to 
suicide prevention 

Preamble 
Suicide rates in Australia have not declined over the past 
decade, with recent statistics showing they may actually 
be rising.1 To date, suicide prevention efforts have been 
fragmented in terms of both geography and funding, however, 
the significance of the problem demands a new approach. 

A systems approach to suicide prevention, whereby 
multiple evidence-based strategies are implemented 
simultaneously within a localised area, offers a strong 
empirical framework to improve services and their 
integration. Using a systems based approach, estimates 
suggest it may be possible to prevent 21% of suicide 
deaths, and 30% of suicide attempts.2,3 This will, in turn, 
save the Australian economy billions of dollars per year.4 

Intended audience for this document 
The resource provides PHNs with the guidance that will 
help them commission suicide prevention services using 
an evidence-based framework, while recognising the 
diverse population sub-groups found within PHN regions. 

The document is intended for use by individuals 
employed within PHNs, including those employed 
in areas such as Integrated Care, Population Health, 
Aboriginal and Torres Strait Islander Health, and 
Planning, Engagement, and Strategy. 

This document aims to provide readers with: 

•	 The evidence base for the systems approach to 
suicide prevention 

•	 Guidance for implementing the nine evidence-based 
strategies at a local level 

•	 Guidance for tailoring each strategy to meet the 
needs of populations and communities at higher risk 
of suicide, such as those in rural and remote areas, 
Aboriginal and Torres Strait Islander, LGBTI (lesbian, 
gay, bisexual, transgender, and intersex), and clients 
of alcohol and other drugs services 

•	 Guiding principles for involving those from a 
lived experience perspective of suicide in the 
implementation strategy 

•	 Guidance for engaging with the community 

•	 Guidance on measuring the effects of the 
systems approach within a local region 

•	 A list of resources and references. 

Development process 
This resource was developed in conjunction with PHNs, 
community representatives, and people from a lived 
experience perspective. Consultations were conducted 
with PHNs from urban, rural, and remote settings. An 
Expert Working Group including key members from 
relevant organisations provided guidance and direction on 
the creation of this document. Input from key stakeholders 
including from Aboriginal and Torres Strait Islander 
peoples, LGBTI, and alcohol and other drugs service 
representatives also provided advice and feedback on 
tailoring the strategies for high-risk communities. 

Reader note 
The definition of ‘suicide death’ and ‘suicide attempt’ 
used within this resource is aligned with those used by 
the World Health Organisation:5 

•	 Suicide – the act of deliberately killing oneself 

•	 Suicide attempt – any non-fatal suicidal behaviour, 
and refers to intentional self-inflicted poisoning, 
injury, or self-harm which may or may not have 
a fatal intent or outcome.a 

a Whilst recent definitions of suicide attempt are associated with at least some intent to die,6 it should be 
noted that intent to die may be difficult to determine from available datasets. Most agencies code suicide 
attempts as ‘intentional self-harm’ (according to the International Classification of Diseases 10th Revision7). 
This makes it difficult to determine the proportion of self-harm cases where intent was present. 
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Section 1 – Background
 

Suicide in Australia 
In 2014, 2,864 Australians died by suicide.1 Between 
2013 and 2014 the suicide rate increased from 10.9 per 
100,000 to 12.0 per 100,000.1,8 For every suicide 
death, as many as 25 individuals will attempt suicide.9,10 

Based on this estimate, approximately 71,600 people in 
Australia will attempt suicide in any given year. 

The suicide rate may be higher for some communities. 
For example, the LGBTI community have a lifetime 
prevalence of suicide attempts that is up to three times 
higher than the general population.11,12 

Figure 1. 

Suicide prevalence1,8 

MALES ARE 

3 TIMES 
more likely to die by 
suicide than females 

Suicide is the leading 
cause of death for 
AUSTRALIANS 

AGED 15-44 

Suicide rates for Aboriginal 
and Torres Strait Islander 

PEOPLE IS 

TWICE THAT 
of non-Indigenous 

Australians 
Suicide rate in 2014 

FOR MALES 

WAS 18.4 
per 100,000 while the 

corresponding rate 

FOR FEMALES 

WAS 5.9 

The number of 

SUICIDE DEATHS
 
HAS INCREASED BY
 

MORE THAN 20% 
over the past decade 
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Developing an integrated approach
	
to preventing suicide 
Suicide is a significant issue globally5 and understanding 
of effective suicide prevention interventions has 
expanded considerably in the past few years. 

Strong evidence from overseas points to the benefits 
of combining effective strategies into a multilevel and 
multifactorial approach. Referred to as the ‘systems 
approach’, this involves evidence-based interventions 
from population level to the individual, implemented 
simultaneously within a localised region. Multiple 
strategies implemented at the same time are likely to 
generate bigger effects than just the sum of individual 
parts due to synergistic effects. 

Integral to the success of this program is collaboration 
between local healthcare, community services, 
and those with lived experience. This encourages 
local ownership of activities and builds capacity 
for community members to have an active role in 
the planning, development, implementation, and 
maintenance of these activities. 

To be successful, services must provide inclusive care 
for all people in the community, taking into account their 
gender, sexuality, ethnicity, Indigenous status, history of 
trauma, and other factors that impact on how a person 
will seek assistance. 

Suicide prevention strategies 
Nine evidence-based strategies have been included in 	 interventions. Whilst some strategies may be more 
the Australian systems approach model (Figure 2). 	 effective than others in different locations, simultaneous 

implementation is key to the success of the model. 
These strategies cover the spectrum of interventions 
for high-risk individuals (see Appendix A for a list of A comprehensive overview of how PHNs can implement 
risk factors) through to universal population level each strategy is contained in Section 2 of this document. 
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Figure 2. 

The nine evidence-based strategies 
Ideally, all strategies should be implemented within a 
systems approach model, although implementation may 
vary across communities according to needs. 

CUMULATIVE 
RESULT 

= 
SUICIDE 

PREVENTION 

INDIVIDUAL LEVEL 

1 
Aftercare and 

crisis care 2 
Psychosocial and 
pharmacotherapy 

treatments 

3 
GP capacity 
building and 

support 

4
 Frontline 

staff training 

PO
PU

LATION
BASED 

5
 Gatekeeper 

training 

6 
School 

programs 

7 
Community 
campaigns 

8 
Media 

guidelines 

9 
Means 

restriction 
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Role of PHNs in suicide prevention 
Currently, the remit of PHNs in suicide prevention is responsible for broader aspects of suicide prevention. 
limited to commissioning health services and primary These include groups who provide services under 
care. However, in recognition that a systems approach commonwealth and state government departments, 
to suicide prevention extends beyond the delivery of such as family and community services, police and 
health and medical services, guidance is provided about justice, education and NGOs. The role of local councils 
engagement with government and community groups is also considered. 

Scope of PHN role
The successful implementation of suicide 
prevention activities will be contingent on  
sourcing, selecting, and commissioning 
appropriate services.

Not all suicide prevention activities fall in the 
remit of the PHN. However, PHNs may influence 
change locally through the actions contained in 
the local suicide prevention action plan developed 
by the PHN (see Box 1). All nine strategies for 
preventing suicide will involve local consultation 
and collaboration.

Box 1.

The local prevention  
action plan includes: 
• Collaboration to deliver improved care 

through efforts to share information between 
agencies and develop joint strategies

• A survey or audit of current workforce 
capacity and training as recommended within 
many of the nine strategies

• A survey of local service providers to explore 
the use and dissemination of evidence based 
therapies and activities 

• A workshop to promote recommended 
therapies and activities, and to develop a 
shared care planning process 

• A survey of diversity strategies and their 
implementation, including LGBTI training; 
cultural competency to work with culturally 
and linguistically diverse people; and 
Aboriginal and Torres Strait Islander people 
and communities

• The development of care protocols and shared 
practice guides with local providers. 
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Prioritising strategies
 
Prior to commissioning any services, a thorough audit 

of existing suicide prevention activities and related 

services within the area is recommended. PHNs may find 

that some of these services are already operational in 

their communities and require only slight modifications 

to align them with the evidence, using the guidance in 

this document. Those PHNs who already have particular 

services and strategies implemented within their 

communities can focus on strategies and services that 

are yet to be implemented. 

Other PHNs may have only a few strategies 

implemented and may wish to prioritise the strategies 

they focus on first. In these cases, PHNs may focus on 

implementing the strategies that are predicted to have 

the greatest impact in the first instance, followed by 

Figure 3. 

Estimated reduction in suicide attempts 
for certain strategies 
*Priority strategies for reducing suicide attempts. 

0.5% 8.0%* 
Means PSYCHOSOCIAL 

resource allocation and implementation of the remaining 

strategies. The assumption is that the more strategies a 

PHN region implements, the greater the impact. 

Predictions of impact have been calculated by 

researchers at the NHMRC Centre of Research 

Excellence in Suicide Prevention13 and are shown 

in Figures 3 and 4. 

Strategies predicted to have the most impact are: 

• Strategy one – Aftercare and crisis care 

• Strategy two – Psychosocial treatment 

• Strategy three – GP capacity building and support 

• Strategy five – Gatekeeper training 

• Strategy nine – Means restriction 

restriction TREATMENT 

2.9% 19.8%* 
School-based 

COORDINATED OR programs 
ASSERTIVE AFTERCARE 

10 



An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring

   

  

 
 

 
 

 

 

 

  
 

 
 

 
 

 

 

  

 
 

 

 

 

Figure 4. 

Estimated reduction in suicide deaths 
for certain strategies 
*Priority strategies for reducing suicide deaths. 

6.3%* 
0.3% 1.2% 4.9%* GP CAPACITY 
Public Media GATEKEEPER BUILDING AND 
awareness guidelines 

5.8%* 4.1%* 1.1% 

TRAINING SUPPORT 

Coordinated 
MEANS	 PSYCHOSOCIAL aftercare 
RESTRICTION	 TREATMENT 

Other considerations 
During their needs assessment and planning processes 
PHNs may wish to consider the following three 
elements, which will increase the likelihood of successful 
implementation.14 Note that these elements are not 
necessarily sequential as some components may be 
completed simultaneously. 

1.	 The collection of data about local suicides (a suicide 
audit) from coroners, hospitals, and health records in 
order to build an understanding of local factors that 
precipitate suicide, such as high-risk demographic 
groups. Good quality outcome statistics are critical to 
informing suicide prevention priorities and for evaluating 
the impact of implemented prevention strategies. 

2.	 The establishment of a multi-agency suicide 
prevention group involving key statutory agencies 
whose support is required to effectively implement 
the plan throughout the local community and provide 
leadership. The group may include members from 
medical, health, and community organisations, 

as well as individuals with lived experience. 
The inclusion of Clinical Councils, Aboriginal Health 
Councils (see Section 3), Community Advisory 
Groups, or other such groups may be particularly 
relevant during this phase. 

3.	 The development of a suicide prevention action 
plan which sets out the specific actions that will be 
taken to reduce suicide risk in the local community. 
This plan will consist of a set of core principles 
that each community will adhere to, based on best 
evidence, but tailored to unique community needs. 
Aboriginal and Torres Strait Islander communities 
should be placed in the ‘driver’s seat’ in the 
development of the plan which will include culturally-
informed elements. Presentation of literature and 
information that is in the language and degree of 
sophistication and/or simplicity appropriate to the 
community is essential. 

11 

http:implementation.14
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“We have the knowledge to save thousands of lives and to significantly improve the lives 
of those in distress through the systems approach to suicide prevention. In many cases these 
strategies are already being used individually. What is unique about this approach is that it 
involves the simultaneous implementation of nine strategies within a community setting.” 
— SCIENTIA PROFESSOR HELEN CHRISTENSEN, CHIEF SCIENTIST AND DIRECTOR, BLACK DOG INSTITUTE 

12
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Section 2 – Recommendations 
for implementing the systems 
approach within PHNs 

Strategy one: 
Aftercare and crisis care 
A suicide attempt is the strongest risk factor for 

subsequent suicide, with the risk of repetition remaining 

high up to 12 months after an attempt.15 As such, 

improving the care received by people after a suicide 

attempt is important for reducing suicide attempts and 

deaths. Two main approaches to reduce the risk of a 

subsequent attempt are brief contact interventions and 

coordinated, assertive aftercare. The latter approach is 

also known as continuity of care models. 

Brief contact interventions consist of time limited contact 

with those discharged after presentation to an emergency 

department or admission to hospital for intentional self-

harm. Contact can take the form of a postcard, letter, 

or phone call. Brief contact interventions are effective 

in reducing suicidal behaviour including intentional 

self-harm and repeated attempts.16 

Continuity of care models, such as the Baerum and 

Norwegian models,17,18 seek to improve the quality 

and continuity of care following a suicide attempt. 

These models maintain long-term care through the 

implementation of a systematic ‘chain of care’ that links 

general hospitals and community aftercare services with 

patients discharged following a suicide attempt. Rapid 

follow up is performed by a dedicated team or individual 

who is responsible for coordinating the patient’s care. 

Part of patient care may include referral to crisis 

lines (such as Lifeline, Kids Helpline, Suicide Call Back 

Service) or eHealth interventions to increase access 

and engagement to care. Crisis lines reduce crisis 

states and hopelessness in callers during the course 

of a telephone session.19 Increased promotion of crisis 

lines increases uptake.20 Several eHealth programs are 

available that impact modifiable risk factors for suicide 

including depression, anxiety, psychological pain, and 

hopelessness. These may be particularly helpful for 

individuals in rural and remote areas where access to 

face-to-face services may be limited. 

Recommendations
• Establish collaborative partnerships with 

local hospital networks, services, or health 
districts – This will help to ascertain which of 
the below services are already operational 
and encourage hospital services to adopt 
aftercare recommendations. 

• Establish local Suicide Prevention 
Teams – Team members may include liaison 
psychiatrists, Aboriginal health and mental 
health workers, social workers, psychologists, 
and district community health nurses. 
It is important to tailor team membership 
in line with local need and local community 
constituents. PHNs may wish to ask their 
Suicide Prevention Teams to conduct 
psychosocial assessments of each patient 
who has had a suicide attempt, and this 
should include managing emotional distress. 
PHNs may also wish to commission services 
to partner with the Suicide Prevention Team 
and other key members to create a ‘Suicide 
Attempt Quality in Care Guide’ detailing the 
recommended actions for those presenting 
with suicidal behaviours. The UK National 
Institute for Health and Care Excellence 
guidelines for self-harm provides a template
www.nice.org.au > NICE Guidelines > 
Conditions and diseases > Mental health 
and behavioural conditions > Self-harm

http://www.nice.org.uk/guidance/cg133/chapter/1-Guidance
http://www.nice.org.uk/guidance/cg133/chapter/1-Guidance
http://www.nice.org.uk/guidance/cg133/chapter/1-Guidance
http:uptake.20
http:session.19
http:attempts.16
http:attempt.15


Recommendations continued
• Focus on aftercare and postvention for Aboriginal a positive experience in hospital. For Aboriginal and 

and Torres Strait Islander people – This may involve Torres Strait Islander people in a vulnerable state, the 
working closely with family and kin, and ensuring the option should be provided to have follow up provided 
involvement of Aboriginal Community Controlled by an Aboriginal and/or Torres Strait Islander person. 
Health Services or other services as appropriate.  An example model is given below with  
Ensuring aftercare for people living in remote recommended strategies:
communities is particularly important. Postvention is 

 Initiating and maintaining  important where contagion and suicide clusters are 1. Outreach:
individually tailored contactrisks following a community-member suicide or suicide 

attempt. PHNs and Aboriginal and Torres Strait Islander Follow up within 24 hours after discharge, 
communities should work in partnership to consider then again at 7 days
what postvention support is available for bereaved 

Implement a brief contact intervention 
families and communities (for examples see ‘Aboriginal 

(telephone, letter, postcard). 
and Torres Strait Islander programs’ under Section 6), 
and plan ahead for postvention responses to suicide. 2. Problem solving: Solution-focused counselling

• Commission community-based crisis teams –  Psychologist to deliver regular sessions of  

Available 24/7, these teams can function as the problem-solving therapy for a fixed time period.

single point of contact for people who are in crisis 3. Adherence: Motivate and support patient to 
and provide short-term support until other services adhere to recommended treatment
are available. Crisis teams that employ Aboriginal 

Persist in contacting patient to encourage and Torres Strait Islander individuals to work in their 
treatment seekingcommunities should be a part of this action.

Train Suicide Prevention Team in motivational • Commission the development of locally-based 
interviewing to be used as needed resource packs – These packs should be distributed 

to patients and carers upon discharge after self-harm Involve both patient and caregiver in 
admission. This may include the following resources treatment and discharge plan
(please note, a full list of resources is available in 

Notify and engage patient’s treating GP, 
Section 6): 

Aboriginal Community Controlled Health 
Details for general and specialist crisis line services Services, and mental health professionals  

in aftercare.eHealth programs 

The name and emergency contact number for  4. Continuity:

a hospital staff member who was responsible  Ensure continuity of individual care by the 
for the individual during their stay in hospital. same provider for the duration of their care
This may be someone from the Suicide Prevention 

Provide assistance in navigating the mental 
Team at the hospital.

health system including accessing resources, 
Contact details for mental health crisis or acute services, and treatment.
care teams

• Consider the unique needs of rural and remote 
Contact details for community allied health communities – Experiences of stigmatisation may 
professionals such as psychologists be particularly prominent for individuals receiving 

treatment for self-harm in small community hospitals. Contact details for high-risk population mental 
Training of front line staff (see Strategy 4) may be health professionals (e.g. Aboriginal and Torres 
helpful in addressing stigmatising attitudes. Lack of Strait Islander or LGBTI)
consultation psychiatrists or disinclination to use 

Support groups for families/carers available services may be further barriers to care. 

Any other support services/groups available  PHN partnerships with local health and hospital 

within the community. networks may assist in addressing such issues.

• Encourage and facilitate patient follow-up –  • Identify and support LGBTI community members –  

A continuity of care model involves the local Suicide PHNs should aim to recommend that hospitals include 

Prevention Team following up patients monthly for sexuality and gender indicators for individuals who 

six months, by telephone, letter, or postcard. This have made an attempt (see Section 7). This will ensure 

recommendation may be particularly effective for those that individuals of LGBTI communities are identified 

who were admitted for self-poisoning or those who had and provided with specialist LGBTI support if needed.

An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring14
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Strategy two:
	
Psychosocial and pharmacotherapy treatments
	
Mental illness, diagnosed or undiagnosed, is associated 
with the majority of suicide attempts. Providing accessible 
and appropriate mental health care is therefore essential 
to any suicide prevention plan. The two main therapeutic 
options include psychosocial and pharmacotherapy 
treatments, both of which are outlined below. 

Psychosocial 
Psychotherapy, such as cognitive behaviour therapy 
and dialectical behaviour therapy, has been found 
to be effective in reducing suicidal thoughts and 
behaviours.21,22 Psychotherapy is particularly effective 
for high-risk individuals such as those with borderline 
personality disorder or patients admitted to an 
emergency department after a suicide attempt.22,23 

Several psychotherapies have been shown to reduce 
suicidal behaviour including: 

•	 Cognitive behaviour therapy for suicide prevention 
and mentalisation-based treatment – for adults 

•	 Multi-systemic therapy and group therapies – 
for adolescents 

•	 Dialectical behaviour therapy – for individuals 
with borderline personality disorder 

•	 Problem solving therapy to reduce repeat 
hospitalisation – for individuals with a history 
of prior self-harm 

•	 Psychodynamic interpersonal psychotherapy to 
reduce repeat attempt – for individuals hospitalised 
for repeat poisoning. 

Effective psychotherapies to reduce suicidal 
thoughts include: 

•	 Collaborative assessment and management of 
suicidality, cognitive behaviour therapy, and 
psychodynamic interpersonal therapy – for adults 

•	 Attachment-based family therapy – for adolescents. 

Pharmacotherapy 
Although early studies found that antidepressants 
do not reduce suicide attempts or deaths more than 
placebo,24-26 more recent studies reported that 
fluoxetine and venlafaxine decreased suicidal thoughts 
and behaviours for adult and geriatric patients.27 

For youth (18–24 years), no reductions in suicidal 
thoughts and behaviours were found, although there 
were reductions in depression symptoms.27 There is 
a small increase in suicidal thoughts, but not suicides, 
among young people taking fluoxetine (and perhaps 
other selective serotonin reuptake inhibitors) for 
depression, usually during the initial treatment phase, 
and possibly due to increased agitation as a medication 
side effect. Higher rates of antidepressant prescribing 
correlate with reduced rates of suicide in a number of 
countries,28-30 including Australia.31 Those countries 
which had the greatest increase in selective serotonin 
reuptake inhibitors prescribing have also seen the most 
marked decline in suicide rates.32 However, the increase 
in prescription rates may not have necessarily caused 
the decrease in suicide as other factors (e.g. improved 
care) may have also contributed to suicide decline. 
Nevertheless, pharmacotherapy forms part of an 
overall suicide prevention plan. 

The risk of suicide is highest in the month before starting 
an antidepressant, rapidly declines in the first week of 
treatment, and continues to decrease at a slower, more 
stable rate as treatment continues.33 An increase in 
suicidality (but not suicides) among adolescents led to 
the American Food and Drug Administration’s black 
box warning on antidepressant medication for youths 
in 2004. However, several subsequent studies have 
shown that as antidepressant prescription rates 
increase, youth suicides decrease.34-36 

http:continues.33
http:rates.32
http:Australia.31
http:symptoms.27
http:patients.27


Recommendations 
• Facilitate access to quality mental health care – • Develop tailored recommended treatment 

Whilst PHNs need to work within the confines of the guidelines for the region – PHNs may wish to 

public health system, there are a number of actions partner with mental health professionals, experts, 

they can take to improve the mental health care of and community members to create a recommended 

at-risk individuals. These include: treatment guide for use when working with suicidal 

individuals. These guidelines should be tailored to  
Providing the tools and resources (including 

the region and include:
contact lists for a variety of specialities) to 

encourage GPs, community health centres, and An overview of evidence-based and efficacious 

emergency departments to refer to appropriate treatment options

speciality care A model of care including specialists that need 

Ensuring local availability of therapists skilled in to be involved and most suitable methods of 

effective psychosocial therapies and providing collaboration to create a multi-dimensional 

quality, evidence-based training for those health prevention plan

professionals keen to upskill Support and consideration for family members  

Surveying mental health professionals within and carers

the region to identify those that have expert Training requirements and schedules for health 
knowledge and experience in treatment of suicidal care professionals
individuals, including for particular issues and 

groups (i.e. childhood abuse and neglect, Aboriginal An overview of confidentiality and privacy issues, 

and Torres Strait Islander peoples, LGBTI) especially for LGBTI individuals and those in rural 

and remote areas
Promoting evidence based eHealth programs 

to mental health professionals. Several eHealth Tailored strategies for Aboriginal and Torres 

programs are available that impact modifiable  Strait Islanders, developed and administered in 

risk factors for suicide, including depression, partnership with the local Indigenous community

anxiety, psychological pain, and hopelessness.  Strategies for rural and remote populations that 
Services delivered through eHealth platforms  address barriers to continued treatment such as 
(e.g. internet, mobile app) may be particularly transportation difficulties, cost of treatment, and 
helpful for individuals in rural and remote areas availability of psychological or social work services
where access to face-to-face services may be 

Strategies to overcome costing barriers which may  limited. See online programs in Section 6.
prevent individuals in rural and remote settings  

Encouraging mental health professionals to run from filling prescriptions. This may involve enlisting  
group therapy for those aged 12–16 years with a the assistance of charitable organisations. 
history of prior self-harm. The group can address 

Provision of accurate diagnostic criteria and some of the common triggers for suicide in this 
relevant resources including depression and age cohort, such as poor peer relationships and 
suicide scales, and sexuality and gender indicatorsimpaired problem-solving. Six acute group sessions 

should be followed by weekly attendance  Guidelines on the use of medication with suicidal 
at longer term sessions.37 individuals (see Box 2).

16
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Box 2. 

Recommendations  for  pharmacotherapy   
use in suicidal individuals 
•  Treating depression early, using pharmacotherapy, increase in agitation and given advice about what 

psychological therapy, or a combination of both, is key steps to take. This risk is usually time limited. 

to preventing suicide. Fluoxetine is the only antidepressant medication 
recommended for adolescents by the National 

•  Antidepressant medications may be considered for  
Institute for Health and Care Excellence guidelines38  

moderate depression and are recommended for  
and beyondblue. 

severe depression. Those with severe depression are 

best managed in conjunction with a psychiatrist. •  Tricyclic and monoamine oxidase inhibitor 
antidepressants are the most dangerous in overdose, 

•  Those with severe depression and marked 
followed by serotonin and norepinephrine reuptake 

impairment, poor response to multiple treatments, or 
inhibitors, then selective serotonin reuptake inhibitors.

for whom depression is life threatening, may be best 
For this reason, tricyclic and monoamine oxidase 

managed in an inpatient setting. 
inhibitor antidepressants are normally only prescribed  

•  Patients prescribed antidepressant medications  by psychiatrists, and for difficult-to-treat depression. 
need to be monitored fortnightly for side effects and 

•  For some diagnoses, particular medications  
effectiveness in the initial weeks of treatment. 

have shown clear benefits in preventing suicide. 
•  Suicidal or young patients should be monitored These include clozapine in people with psychotic 

weekly until the risk of suicide has reduced. disorders,39 and lithium therapy for patients with 
bipolar disorder.40,41 

•  Due to the increased risk of suicidal thoughts among 

young people prescribed fluoxetine (and possibly •  Pharmacotherapies are never sufficient on their own 

other selective serotonin reuptake inhibitors), for patients with suicidality, although they may form 

patients and parents need to be warned of a possible part of a more comprehensive risk management plan. 
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Strategy three:
	
GP capacity building and support
	
Excellent GP care has been shown to significantly 
decrease deaths and attempts,42 particularly when 
integrated into a multifaceted suicide prevention 
program, such as the systems approach. The decrease in 
total suicide rates related to excellent GP care for suicide 
is between 22% and 73%, suggesting that primary care 
physician education and capacity building is one of the 
most promising interventions to reduce suicide rates.43 

After participating in educational suicide prevention 

programs, GPs report they have increased knowledge and 

skills in recognising and helping suicidal patients.44,45 

People with suicidal behaviour frequently visit primary 

care physicians in the weeks or days before suicide, which 

makes GPs ideal candidates to identify suicidality, even in 

those not reporting distress. Up to 45% of individuals who 

died by suicide saw their GP within one month prior to 

death, and up to 20% within one week before death.46,47 

Recommendations
• Identify, commission and promote skills-based GP 

education – All GPs should have access to evidence-
based programs focused on screening for suicidality, 
immediate risk management, and the identification 
of mental disorders such as depression. Refresher 
courses should be undertaken every three years.  
The education should focus on using role plays rather 
than didactic learning and include the three main 
components below.

1. Knowledge: Warning signs, risk and protective 
factors, and referral resources including locale-
specific ones such as crisis hotlines, emergency 
departments, and mental health services for 
ongoing management.

2. Attitudes: Increasing GP’s sense of self-efficacy  
to work with at-risk individuals, reducing stigma, 
and increasing knowledge of effectiveness of 
suicide prevention efforts.

3. Skills: Increase identification of at-risk individuals, 
confidence in assessing risk level, and referral 
to additional mental health services. Training 
of application of brief interventions and 
standardised measures is also recommended. 

• Promote evidence-based eHealth programs to GPs –  
GPs may wish to refer suitable patients to these 
resources. See online programs in Section 6 for 
specific details.

• Encourage understanding of high-risk groups – 
Groups such as Aboriginal and Torres Strait Islander 
and LGBTI communities require special training.  

GPs should be trained or experienced in the delivery 
of a culturally competent service to Aboriginal and 
Torres Strait Islander people, with an understanding 
of the holistic view of health and mental health 
held by them. This may involve collaboration with 
local Aboriginal Health Councils or other relevant 
committees to determine best training programs.  
GPs should also undergo LGBTI inclusivity training 
and be aware of the specialist referral pathways for 
this group (see Section 7). 

• Facilitate strong collaboration – GPs, psychiatrists, 
psychologists and outpatient services should 
collaborate to increase treatment utilisation.  
This can be achieved through: 

Organising panels and roundtable discussions 
within the community

Setting up, or promoting, an online information centre 

Building up a local information data network 
to facilitate fast communication. Consultation 
with community and Clinical Councils, as well as 
utilisation of the Wesley LifeForce Community 
Hub resource may be particularly useful (see 
‘Community Engagement’ in Section 7). 

• Include the voice of lived experience – Inclusion 
of those with lived experience is essential in the 
development and delivery of all GP education. Those 
with lived experience offer a unique perspective in the 
recognition of suicide warning signs, and importantly, 
how to respond to patients with sensitivity. See 
Section 4 for more details on lived experience. 

18 
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Strategy four and five:
	
Frontline staff and gatekeeper training
	
Gatekeepers are those people who are likely to come 
into contact with at-risk individuals, and who might be 
influential in a suicidal person’s decision to access care. 
They are naturally in a position to carry out informal 
observation of an individual, detect risk, and provide 
assistance. This includes frontline staff members such as 
police and emergency department staff. 

Gatekeepers are usually divided into two groups: 

•	 Designated gatekeepers – Formally-trained persons 
such as GPs, psychiatrists, psychologists, nurses, and 
social workers. 

•	 Emergent gatekeepers – Not formally trained but 
are potential gatekeepers as recognised by those with 
suicidal intent, such as police, clergy, pharmacists, 
teachers, counsellors, family and friends, school 
and work peers, and crisis line staff. 

Many gatekeeper programs focus on increasing mental 
health literacy through developing knowledge, changing 
attitudes, building confidence in dealing with suicidal 
individuals, and teaching skills to assess risk level, 
manage the situation, and refer when appropriate.42 

Recommendations
• Identify local gatekeepers – In addition to the 

professions outlined above, it is recommended that 
individuals working with high risk populations, such 
as those with a disability, older people, unemployed, 
in financial crisis, or those who have experienced 
torture/trauma or sexual assault, receive gatekeeper 
training as part of the induction process. In rural 
and remote areas potential gatekeepers may 
include individuals from occupation groups such as 
veterinarians, stock and station agents, bankers, staff 
of Department of Primary Industries, and managers 
of heavy industries such as mining and quarrying.

• Source, subsidise and promote gatekeeper training 
programs – Gatekeeper training programs should 
focus on increasing knowledge, changing attitudes,  
and teaching skills. While training is available online, 
face-to-face training is preferable, as is having a 
strong practical element. Subsidising training will 
increase uptake. It is recommended that training 
be conducted through the induction process and 
refresher courses undertaken every three years.  
See Section 6 for potential programs. 

• Tackle stigma and include lived experience –  

Frontline staff interact with at-risk persons when  

they are most vulnerable. As such, training needs to 

focus on reducing stigmatising attitudes and beliefs 

towards suicide and suicidal individuals. One way  

of doing this is through the inclusion of stories from 

lived experience. People with lived experience of 

a suicide attempt will provide unique perspectives 

to aid the recognition of suicide warning signs, to 

respond with sensitivity, and to increase the impact  

of messages. 

• Provide specialist training where required –  

LGBTI inclusivity training and referral pathways for 

LGBTI clients are recommended (see Section 7). 

Cultural and age-appropriate materials for use in 

Aboriginal and Torres Strait Islander communities, 

and among children and younger people are required. 

• Make gatekeeper training mandatory – Gatekeeper 

training could be usefully incorporated into induction 

programs in settings with high turnaround of front 

line staff (e.g. rural and remote communities). 

http:appropriate.42
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Strategy six: 
School programs 
Schools offer an ideal setting for suicide prevention 
for all young people. They are a cost-effective and 
convenient way of reaching young people.48 Schools 
could also play a role in reducing Aboriginal and Torres 
Strait Islander suicide. 

Although there is no evidence showing that school based 
programs prevent suicide deaths, several programs have 
been shown to reduce suicide attempts and thoughts. 
A large randomised controlled trial comparing several 
programs found that the Youth Aware of Mental Health 
intervention (a mental health literacy program) reduced 
suicide attempts and lowered the severity of suicidal 

thoughts.49 The Signs of Suicide program also found that 
students were 40% less likely to experience a suicide 
attempt than those not undertaking the program.50 

Help-seeking is an important factor in suicide 
prevention. As such, many school-based programs 
focus on increasing help-seeking behaviour and mental 
health literacy, and improving knowledge of suicide 
warning signs and help strategies.43, 51-53 The Sources 
of Strength program, which promotes increased 
connectedness among peers and adults, has been 
found to increase help-seeking behaviour and improve 
acceptability of help seeking.54 

Recommendations
• Encourage adoption of evidence-based programs –  

The Australian Government currently supports 
several frameworks for social and emotional wellbeing 
including KidsMatter (www.kidsmatter.edu.au)  
and MindMatters (www.mindmatters.edu.au),  
with movement to a single and integrated framework 
in the near future.55 Within this framework, school-
based suicide prevention programs with sufficient 
evidence for their effectiveness, such as those 
outlined above (see also Section 6), can be positioned. 
Cards detailing local healthcare contact information, 
which staff can distribute to pupils identified at-risk, 
should be considered. 

• Support LGBTI and Aboriginal and Torres Strait 
Islander youth – LGBTI youth experience higher 
rates of anxiety, depression, and suicide than their 
peers.11 To better equip the LGBTI population to 
manage their sexual and mental health, school 

programs that address bullying, homophobia, and 
transphobia should be factored into the school 
framework. Refer to accredited support services for 
implementation strategies. Culturally appropriate 
programs and materials should be made available for 
young Indigenous people, compiled in partnership 
with local Aboriginal Health Councils or Aboriginal 
and Torres Strait Islander community members.

• Screen for suicide risk-factors – As part of the 
overarching mental health framework, schools may 
consider screening students annually for suicide and 
depression to identify and monitor those who may 
be at-risk. Screening must be supported by systems 
that can review the screening results and take the 
next appropriate steps, including referral for further 
evaluation and treatment if necessary. See Section 6 
for recommended screening tools. 
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Strategy seven: 
Community campaigns 
Suicide awareness campaigns aim to improve mental 
health literacy in the general population. This includes 
increasing the ability to recognise risk, improving help 
seeking, reducing stigma, and improving understanding 
of suicide causes and risk factors. Community campaigns 
are particularly suited to reach at-risk people who would 
normally avoid help-seeking. 

Community campaigns may improve the public’s 
knowledge of suicide rates. A Norwegian mental health 
campaign focussed on a six-hour national fundraising 
television program. Prior to the broadcast, there was 
extensive advertisement of the campaign through 
newspaper and television networks as well as household 
letter drops. Ninety four percent of the follow-up sample 
had heard of the campaign and reported significant 
increases in knowledge about suicide frequency.56 

However, there is little evidence to suggest that 
community campaigns reduce suicidal behaviour. One 
large-scale flyer-based campaign in Nagoya, Japan, 
showed a reduction in the rate of suicide. It reduced 
the total suicide count by one person if flyers were 
distributed on 15 weekdays per month,57 which equates 
to significant effort for a small reduction. 

The general consensus is that suicide community 
campaigns are best delivered in conjunction with other 
strategies, such as gatekeeper training and GP capacity 
building.2,3 As a stand-alone intervention, there is 
insufficient research to determine whether they have 
any impact on reducing suicide rates or changing 
suicide behaviours.58,59 

http:frequency.56
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Recommendations
• Identify existing programs – Community campaigns 

should only be offered in conjunction with other active 

strategies. An analysis of current and planned suicide 

and mental health campaigns across the sector would 

help coordinate efforts. 

• Collaborate with community – Repeated exposure 

to a message is likely to have a greater impact on 

retention. As such, it is recommended that community 

members be exposed to consistent suicide awareness 

messages from multiple community organisations 

such as workplaces, sports clubs, and community 

events. Community members should work together 

and with organisations such as beyondblue to ensure 

consistency in message delivery. 

• Ensure accurate and targeted messaging –  

Suicide issues and risk factors affecting each 

community are unique. Communities with high-risk 

populations, such as Aboriginal and Torres Strait 

Islander or LGBTI, are encouraged to develop their 

own mental health promotion campaigns which 

consider the unique community needs. PHNs can 

encourage this through collaborative and supportive 

community engagement processes and linkages to 

community suicide prevention networks (such as 

Wesley LifeForce Networks). Aboriginal and Torres 

Strait Islander communities, Aboriginal Community 

Controlled Health Services, Aboriginal Health 

Councils, or other relevant organisations need to 

be involved to ensure that campaigns are age and 

culturally appropriate to meet the needs of all  

groups and sub groups in a community (see also 

Section 3). Campaign messages and materials may 

need to be translated into Aboriginal and Torres 

Strait Islander languages. 

• Encourage effective marketing – Information 

about the causes and treatments for suicide risk 

will increase community knowledge. Awareness 

messages may include suicide warning signs, 

resources for referral, and sources of help within 

the local community. Awareness promotion 

can occur through several mediums including: 

handing out flyers, distributing newsletters, radio 

programs, community events, social media, celebrity 

endorsement, and lived experience spokespeople. 

PHNs may wish to consult with key members of the 

community to determine best avenues for the largest 

reach. Promotion of locally and nationally available 

crisis services and helplines is essential (e.g. Lifeline, 

Suicide Call Back Service, etc.).

• Incorporate lived experience – Interventions aimed 

at reducing mental health stigma and discrimination 

are most effective when they involve an individual 

with lived experience of mental illness.60 That is, 

when individuals with lived experience speak about 

mental illness to the community at large, stigma 

and discrimination are reduced. Individuals with lived 

experience are an asset to community awareness 

campaigns. See Section 4 for strategies on how to 

incorporate lived experience.
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Strategy eight: 
Media guidelines 
There is extensive literature linking media reporting of 
suicide with increased suicide rates. Suicidal behaviour 
can be ‘learned’ from the media when reports are 
sensationalised, focus on celebrities, are repeated, 
and explicitly describe location and method details.61 

These concerns have led to the development of media 
guidelines which encourage media to report suicide 
accurately, responsibly, and ethically.62 

Evidence suggests that responsible reporting of suicide 
by the media can reduce suicide rates.61,63 Following 
implementation of media guidelines for news reporting 

in Austria in mid-1987, the rate of subway suicide 

attempts and deaths decreased by 84.2% (for suicide 

deaths alone there was a 75% reduction) in the second 

half of 1987.64-66 This decrease was not due to a change 

in the transportation system or a decrease in the 

national suicide rate (which actually slightly increased 

in the second half of 1987).65 Subway suicides remained 

low for 5 years following the introduction of media 

guidelines.66 Such findings demonstrate the effect 

of a well-designed media reporting intervention on 

suicide prevention. 

Recommendations
• Adopt and promote Mindframe guidelines – 

Mindframe is the national suicide prevention media 
initiative which provides comprehensive guidelines 
for the public reporting of suicide deaths and attempts. 
Local media organisations should be encouraged to 
follow these guidelines, and face-to-face training 
can be provided by the Mindframe team. These and 
other guidelines can be accessed in Section 7. Most 
guidelines include the below principles:62

Report suicide deaths in a sensitive and  
non-sensationalist manner

Avoid giving suicide deaths undue prominence  
(e.g. front page of newspaper, or lead items in  
radio bulletins)

To prevent ‘copycat’ incidents, avoid providing 
specific details about the suicide, such as method 
or location

Take the opportunity to educate the public and 
challenge myths about suicide

Provide help and support resources to vulnerable 
viewers, such as listing crisis and helpline numbers

Consider the needs of at-risk individuals in the 
aftermath of a suicide (e.g. taking care when 
interviewing the bereaved)

Provide opportunities for debriefing for  
those exposed to suicide stories, such as 
journalists themselves.

• Acknowledge Aboriginal and Torres Strait Islander 
media – Include Aboriginal and Torres Strait Islander 
specific media when considering and implementing 
media guidelines.

http:guidelines.66
http:1987).65
http:ethically.62
http:details.61
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Strategy nine: 
Means restriction 
Restricting access to the means of suicide is considered 
to be one of the most effective suicide prevention 
strategies.43,67 Significant declines in general suicide 
rates have been reported after restricting access to 
firearms, toxic domestic gas, pesticides, barbiturates, 
erecting safety barriers, and introducing ‘safe rooms’ 
(which eliminate suspension points for hanging) in 
prisons and hospitals.43 

A number of studies have reported on the impact of 
restricting access to suicide methods in Australia. These 
include limiting access to firearms,68 jumping sites,69 

motor vehicle exhaust,70 and means of self-poisoning.71 

The effectiveness of means restriction is quite strong 
in the case of restricting access to jumping sites and 
barbiturates. Structural interventions (e.g. barriers 
and safety nets at jumping suicide hotspots) resulted 
in a 28% reduction in all jumping suicides annually.72 

The decline in rates of suicide in most parts of Australia 
between 1988 and 2007 coincides with restricted 
access to lethal suicide methods. In Australia, no 
evidence of means substitution (i.e. substituting an 
unavailable suicide method with one that is more 
readily available) has been found for jumping from 
heights,69 firearms,73 and motor vehicle exhaust.70 

Recommendations
• Source and analyse local data – Measures to 

prevent suicide through means restriction should be 
evidence based. As such, PHNs are encouraged to 
source and analyse data (or commission services to 
do so) from police, transport authorities, councils, and 
people with lived experience (see Table 2 in Section 
5) to identify means of suicide and the geographical 
location of these deaths within each PHN. Local 
knowledge will then dictate the measures needed to 
prevent further deaths. Areas and buildings within 
specific locations may need to be modified. The 
means restriction strategies will then be tailored to 
these hot spots. Special attention should be paid to 
Aboriginal and Torres Strait Islander communities. 

• Target specific means – Hanging is one of the most 
common suicide methods in Australia.8 PHNs should 
partner with relevant organisations to implement 
strategies to reduce suicide by hanging. These should 
focus on the prevention of suicide in controlled 
environments (such as hospitals), the emergency 
management of ‘near-hanging’, and on the primary 
prevention of suicide in general.74 High-risk patients 
should be given or asked to wear clothes that do not 
need belts and shoes that do not have laces.75 

• Collaborate with community – Implementation 
of means restriction strategies will require close 
collaboration with local councils and other relevant 
community stakeholders, including with Aboriginal 
and Torres Strait Islander communities (see Section 3).
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“The death of a child to suicide is an enormous tragedy. Our immediate and extended families, 
friends and our community could not find the words to describe these moments…nothing made 
any sense. The loss of a child to suicide is one of the most devastating of all human experiences. 
Engagement with Aboriginal and Torres Strait Islander communities is critical to the success of 
suicide prevention among our members.” — JULIE TURNER, FOUNDER, MOTIVATIONAL MINDS 
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  Section 3 – Aboriginal and 
Torres Strait Islander communities 

This section is designed to provide guidelines for 
suicide prevention activities for Aboriginal and Torres 
Strait Islander peoples. Many population sub-groups 
with unique needs (such as LGBTI, those who misuse 
alcohol and other drugs, rural and remote) also 

require a targeted approach. However, the research 
evidence for these is not yet established enough to 
make recommendations. A large body of research has 
emerged with respect to suicide prevention within 
Aboriginal and Torres Strait Islander groups. 

Cultural competence and cultural safety
	
Services that are not culturally competent and safe, 
including services involved in suicide prevention, 
indirectly discriminate against Aboriginal and Torres 
Strait Islander peoples by placing cultural barriers in 
the way of their right to enjoy the same services as 
other Australians.76 

Cultural competency skills can be gained in two ways: 
Through experience in working with Aboriginal and 
Torres Strait Islander peoples, or via training modules. 

Cultural competency skills include the below. 

•	 Cultural awareness: Understanding the role of 
cultural difference and diversity. For non-Indigenous 
staff this requires a capacity for self-reflection as 
to how the dominant Western culture impacts both 
themselves and Aboriginal and Torres Strait Islander 
peoples, and how it can impact the service setting in 
which they operate.77 

•	 Cultural respect: Building respectful partnerships 
and valuing Aboriginal and Torres Strait Islander 
peoples and their cultures, including a commitment 
to their self-determination. 

•	 Cultural responsiveness: Having the ability and skills 
to assist people of a different culture. 

Culturally safe service environments ‘with no assault, 
challenge or denial of their identity, cultural rights, 
values or beliefs’ are welcoming for Aboriginal and 
Torres Strait Islander peoples. The visible presence 
of Aboriginal and Torres Strait Islander staff has been 
demonstrated to increase the accessibility of services 
by contributing to a sense of cultural safety, and 
otherwise helping to acculturate the service.78 
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PHN engagement with Aboriginal and
	
Torres Strait Islander communities 
Effective engagement and partnership with Aboriginal 
and Torres Strait Islander communities is critical to the 
success of suicide prevention among their members. 
A PHN should ensure a community is in the ‘driver’s 
seat’ and work in partnership with the community when 
conducting needs assessments and commissioning and 
evaluating programs and services to that end. PHNs 
must also respect Aboriginal and Torres Strait Islander 
peoples’ right to self-determination in matters that 
affect their communities, including (but not limited to) 
suicide prevention.79 

Such collaboration will also help to effectively 
implement the 2013 National Aboriginal and Torres 
Strait Islander Suicide Prevention Strategy, a resource that 
PHNs may find useful and available for download at 
www.health.gov.au > Resources > Publications. 

The establishment of the Western 
NSW PHN Aboriginal Health Council 
This segment may be relevant for those PHNs wanting 
to establish Aboriginal Health Councils. 

Of the 31 PHNs in Australia, Western NSW PHN 
(WNSW PHN) is the only PHN that has an Aboriginal 
Health Council. On 10 March 2016, the Aboriginal 
Health Council held its inaugural meeting. 

The development of the WNSW PHN Aboriginal Health 
Council was identified as an important strategic initiative 
by the Consortium in their application to establish 
the WNSW PHN. The Consortium partners included 
Western NSW Medicare Local, Far West Medicare 

Local, Maari Ma Health Aboriginal Corporation, 
and Bila Muuji Health Services. 

It was decided that in partnership with the region’s 
Aboriginal communities, the WNSW PHN would 
establish an Aboriginal Health Council to build on 
the significant engagement of Aboriginal Community 
Controlled Health Services through the Consortium 
and further support their strategic alliance across the 
region. Aboriginal people make up 11.8% of the region’s 
population compared with 3.0% across NSW.80 

The Aboriginal Health Council is a skills based council 
whose role and function specifically relates to 
assisting in the engagement and development of the 
Aboriginal Community Controlled Health Services 
provider networks. The council also provides advice 
to the Board to ensure there is a culturally aware and 
competent critique on matters relating to the design 
and development of services for Aboriginal people. 
Additionally, the council provides strategic guidance on 
matters relating to Aboriginal health at the state and 
national levels including policy, legislation, and funding. 

The Aboriginal Health Council also provides a critical 
point of contact for the Health Intelligence Unit, the 
Clinical Councils, and Community Councils to advise 
the Board on the PHN national key priority areas of 
Aboriginal health, mental health, population health, 
health workforce, digital health, and aged care. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pub-atsi-suicide-prevention-strategy
http:prevention.79
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Respecting the differences
	
PHNs should avoid the mistake of assuming general 
population suicide prevention activity is enough to 
meet the needs of Aboriginal and Torres Strait Islander 
communities. While Aboriginal and Torres Strait Islander 
communities can, and should be able to benefit from 
general population suicide prevention activities (such 
as the range of strategies in the systems approach), this 
is unlikely to meet the full range of their complex and 
diverse needs. 

In particular, dedicated suicide prevention activities 
are needed to account for cultural differences between 
diverse Aboriginal and Torres Strait Islander communities 
and the general population. This includes differences in: 

•	 Community and family organisation and governance 

•	 Understandings of health, which is viewed as a 
holistic concept known as social and emotional 
wellbeing within Aboriginal and Torres Strait Islander 
communities. This broadly connects the physical 
health, mental health and wellbeing of an individual to 
the health of their family and kin, community, culture, 
country and the spiritual dimension of existence.81 

•	 Health-supporting practices, such as that provided by 
cultural healers. 

The historical and present-day impacts of colonisation 
on Aboriginal and Torres Strait Islander individuals, 
families, and communities has resulted in a range of 
challenges faced by Aboriginal and Torres Strait Islander 
communities that are not generally faced by other 
Australian communities. Therefore, dedicated and 
community-specific responses are required. 

Aboriginal and Torres Strait Islander peoples report 
psychological distress at three times the rate of the 
general population.82 Indeed, there is a broader mental 
health ‘gap’ across many indicators,83 with suicide being 
only one of these indicators. 

This situation is compounded by Aboriginal and 
Torres Strait Islander peoples’ lower access to primary 
mental health services.82,84 This might be due to a 
lack of physically or economically accessible services, 
or Aboriginal and Torres Strait Islander peoples’ 
reluctance to use those available services because the 
environments are not culturally safe or the staff are 
not culturally competent in service delivery. 

Universal and selective prevention activity
	
‘Universal prevention activity’ in this context refers 
to Aboriginal and Torres Strait Islander community or 
population wide activity (e.g. strategies 7, 8, and 9 in 
Section 2). ‘Selective prevention activity’ refers to activities 
targeting sub-groups at-risk of suicide within Aboriginal 
and Torres Strait Islander communities or within the 
Aboriginal and Torres Strait Islander population, such 
as young people (for example, strategy 6 in Section 2). 

The broadest universal response to suicide in Aboriginal 
and Torres Strait Islander communities involves mitigating 
the impact of negative social determinants that are also 
suicide risk factors. Communities might face a range 
of challenges, and/or have different priorities among 
them.85,86 Here PHNs can play an important supporting 
role by providing education and other support to 
enable communities to take the lead in identifying 
and prioritising their needs, and to plan and develop 
responses at both the universal and selective levels. 

Needs identified might include: 

•	 Conflict resolution skills training to help stop family 
feuding within a community 

•	 Reducing alcohol and drug use in the community 

•	 Cultural reclamation work to support social and 
emotional wellbeing and ‘cultural continuity’, which 
has been found to be protective against youth suicide 
in Canadian Indigenous communities.87,88 These 
findings are supported by work in Aboriginal and 
Torres Strait Islander community settings.84 

•	 Addressing the developmental factors that can 
predispose Aboriginal and Torres Strait Islander 
children and young people to suicide. This might 
include cultural and age appropriate school programs 
about relationship issues and how to handle break-ups, 
or reducing the use of drugs and alcohol. 
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Supported by PHNs, communities might be best 
placed to conduct situational analyses to support more 
focused universal suicide prevention activity. This might 
include considering: 

•	 The range of strategies in the systems approach 
to suicide prevention as they might apply to a 
community (see Section 2). 

•	 What levels of intervention are needed? 
Universal, selective, indicated? If selective, which 
population sub-groups in particular? If indicated, 
how will the community work to establish and 
sustain their presence? 

•	 What are the immediate, medium and longer 
term priorities? 

•	 What are the main causes of suicide in the community? 

•	 What lethal means are being employed by those 
who attempt or die by suicide? 

•	 What is the appropriate balance of cultural and 
clinical approaches, and will this change over time? 

•	 Does the community require mental health literacy 
training to reduce stigma, encourage help seeking, 
and identify those at-risk? 

•	 What resources are available to the community 
to respond to a suicide in a culturally safe and 
timely manner? 

The aim of such an analysis is to produce a community 
plan with goals set at appropriate milestones in order 
to support accountability. The plan should be agreed 
upon by the whole community. Importantly, the content, 
design, and delivery of plans and responses must have 
community support, and be culturally appropriate. 

Responses and plans should optimally aim to have 
multiple beneficial impacts. Such impacts may include: 

•	 Employing community members 

•	 Strengthening or helping to establish Aboriginal 
Community Controlled Health Services 

•	 Creating or strengthening men’s, women’s, 
and youth groups 

•	 Involving elders 

•	 Supporting culturally-informed governance structures. 

Indicated services 
Indicated strategies target specific individuals within 
the population who have been identified as high-risk, 
such as those showing early signs of suicide potential 
(e.g. recent suicide attempt). 

The cultural safety of service environments for 
vulnerable Aboriginal and/or Torres Strait Islander 
people at-risk of suicide is particularly important, as is 
the cultural competence of professional staff and others 
in the service. Ideally, a vulnerable Aboriginal and/or 
Torres Strait Islander person at-risk of suicide will be 
able to access treatment or support from an Aboriginal 
and/or Torres Strait Islander staff member, and/or 
one of their own gender or sexual identity. 

At this level, PHNs should work in partnership with 
State and Territory mental health services as well as 
Aboriginal and Torres Strait Islander mental health 
consumers to develop service models. These service 
models should: 

•	 Enable access to clinical and culturally-informed 
treatment options 

•	 Provide avenues of social support 

•	 Help ensure effective transitions for Aboriginal and 
Torres Strait Islander mental health consumers from 
community-based primary mental health settings 
to specialist treatment and then back again to 
community primary mental health care settings. 
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Critical points of engagement
	
To encourage successful suicide prevention activity in 
Aboriginal and Torres Strait Islander communities, PHNs 
should ensure that members of communities are placed 
in empowered positions – in the ‘driver’s seat’ – and that 
they engage and partner with them. Critical points of 
engagement for PHNs are when they: 

•	 Undertake a needs assessment regarding both 
the prevalence of suicidal behaviours and service/ 
response gaps. 

•	 Commission a service or program that addresses 
Aboriginal and Torres Strait Islander issues. Such 
service or program must be acceptable to the 
Aboriginal and Torres Strait Islander communities 
it is intended to serve. 

•	 Evaluate a service or program. The Aboriginal and 
Torres Strait Islander communities they are intended 
to serve should be engaged in the evaluation process 
and their views taken seriously and given priority. 

Recommendations for effective engagement 
• Be proactive – reach out to communities rather than 

waiting to be contacted.

• Ensure Aboriginal and Torres Strait Islander peoples 
are employed at all levels of a PHN’s organisational 
structure. This has shown to be effective in helping 
to acculturate services to work effectively with 
Aboriginal and Torres Strait Islander peoples. 

• Require cultural competence training of all  
non-Indigenous staff.

• Appoint dedicated officers, preferably local 
Aboriginal and/or Torres Strait Islander persons,  
to oversee engagement with communities.

• Aboriginal Community Controlled Health Services 
(where available) not only provide good points of 
contact with communities for all health and related 
matters, but are ideally placed for PHNs to partner 
with and support their work in communities. 
Where possible, commissioned services should 
be integrated with primary mental health, social 
and emotional wellbeing, and alcohol and drug use 
reduction services already provided by the Aboriginal 
Community Controlled Health Services. 

• Appoint PHN board members who are Aboriginal 
and/or Torres Strait Islander and have expertise in the 
issues facing communities for which the PHN  
is accountable to.

• Ensure that Community Advisory Committees and 
Clinical Councils include Aboriginal and/or Torres 
Strait Islander members with expertise in the issues 
facing the communities the PHN is accountable to, 
including remote communities if relevant.

• Establish an Aboriginal and/or Torres Strait Islander 

community advisory subcommittee to ensure a range 

of diverse Aboriginal and Torres Strait Islander voices 

contribute to the committee’s deliberations.

• Encourage PHN boards, Community Advisory 

Committees, and Clinical Councils to have protocols 

in place which ensures the cultural safety of their 

Aboriginal and Torres Strait Islander members. 

Examples might include:

Incorporate Aboriginal and Torres Strait Islander 

issues (including suicide prevention) as standing 

items on meeting agendas. This ensures they are 

not inadvertently subsumed and marginalised in 

general population concerns.

Have at least two Aboriginal and/or Torres Strait 

Islander people present in any forum.

Provide financial or transport support to attend 

meetings, particularly for people from remote areas.

Provide other support as needed within their roles.

• Ensure that Community Advisory Committees 

develop an overarching Aboriginal and Torres Strait 

Islander community engagement strategy that is 

designed, delivered, and evaluated under Aboriginal 

and Torres Strait Islander leadership. 

• Develop protocols for working with particular 

Aboriginal and Torres Strait Islander communities 

reflecting the diversity among them e.g. working 

through Aboriginal Controlled Community 

Health Services, or other services and recognised 

governance bodies.

30 



An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring 31 

 

  

 

 

 

 

 

  

 

 
 

 

Section 4 – Community engagement
 

Local approaches to the issue of suicide should start and 
end with robust community engagement strategies. In 
short, services reflecting local cultural practices should 
be demanded by, embraced by, owned by, and driven by 
local communities. 

The following information and resources relate 
to important elements of effective community 
engagement. They can be used by PHNs, commissioned 
service providers, and individuals involved in suicide 
prevention initiatives in their communities. 

Commissioning external providers
	
PHNs should commission service providers who can 
demonstrate alignment to the principles outlined in 
this community engagement resource and who have a 
successful track record in either suicide prevention and/ 
or intervention. Important factors to note about using 
external providers to engage communities are below. 

Gauging community change readiness 
Communities vary in their readiness to engage. Some 
communities don’t put a high value on the need to engage 
to bring about change. Others put a high value on the 
need to change, already have suicide prevention initiatives 
in play, and will accept engagement with open arms. 

PHNs may consider commissioning external service 
providers who understand and demonstrate the need 
to gauge the change readiness of communities, before 
investing resources in engagement. 

Commissioned service providers should follow a process 
of community consultations to seek input and determine 
interest and readiness. Insights can be derived in various 
ways ranging from informal conversations through to 
formal qualitative (e.g. one-on-one or group discussions) 
or quantitative (e.g. surveys) research techniques. PHNs 
may wish to share their own community engagement 
strategies with commissioned service providers. 

Building capacity 
Commissioned service providers should demonstrate an 
appropriate methodology to identify existing capabilities 
and strengths within the community. This may involve a 
capabilities and strengths audit to document strengths 
and identify gaps. Once capabilities are identified, 
efforts should be made to leverage and reinforce the 

strengths, and build capabilities where gaps relating to 
the intended service have been identified. 

Commissioned service providers should demonstrate a 
process to address gaps in community capacity. This may 
be through activities such as: 

•	 Organisational development (policies and procedures, 
strategic and risk management support) 

•	 Workforce development (training, supervision) 

•	 Leadership development (interpersonal skills 
development, team building) 

•	 Resource allocation (financial, HR, decision making tools). 

Service providers should also demonstrate a track 
record in running initiatives that are sustainable for the 
medium to long term. Knowledge and experience of 
successful social enterprise funding models is one way 
for service providers to demonstrate acumen in building 
an initiative’s long term prospects by helping to reduce 
reliance on government funding sources. 

Working with others 
Successful community initiatives usually involve 
collaboration. PHNs should commission service providers 
who can demonstrate a track record in partnering with 
other organisations and individuals in the delivery of 
services. Tapping into the resources and expertise of 
others helps service providers make more efficient and 
effective community impacts and will usually result 
in a better experience for service beneficiaries. 
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Accessing existing community resources
 
There are a range of resources supporting local Networks usually focus on achieving one or more of the 
suicide prevention initiatives in communities across following outcomes: 
Australia. Examples of such resources that PHNs and 
commissioned service providers can access are suicide 
prevention networks and training (see Section 7). 

Suicide prevention networks 
These networks bring together key members of 
service organisations and individuals with an interest 
in suicide prevention. They can be particularly effective 
if run by local people who are united in developing and 
implementing solutions specifically tailored to local issues. 

•	 Supporting vulnerable individuals, families, and groups 

•	 Increasing the wellbeing, resilience, and social 
connectedness of the entire community 

•	 Reducing stigma about the issue of suicide and about 
seeking help 

•	 Preventing further deaths by suicide. 

Incorporating lived experience
	
The term ‘lived experience’ is used to describe the 
first-hand accounts of people who have made a suicide 
attempt or experience suicidal thoughts. Lived experience 
also refers to the individuals who support those who have 
attempted and/or died by suicide. Individuals with lived 
experience use their expertise to improve services for 
others. Lived experience is considered to be an important 
facet in the success of an integrated, multilevel approach, 
particularly in respect to achieving cross-sector buy-in 
and enhancing collaboration. 

Contributions from lived experience can include assisting 
other individuals to work systemically with teams, groups, 
services, organisations, and governments; and working 
in partnerships to clarify and address the ways in which 
policies and practices can be strengthened or altered to 
support people and communities. 

Recent studies indicate that working with persons 
with lived experience provides a number of benefits 
for clients, practitioners, communities, and health 
organisations including: 

•	 Serving as recovery role models and mentors 
for others 

•	 Representing needs in the service system through 
the lens of lived experience 

•	 Broadening the capacity of the system to be person-
centered, family inclusive, and culturally competent 

•	 Providing information and motivation for others 

•	 Increasing the effectiveness of stigma reduction 
campaigns60 

•	 Refuting biases and stigmas regarding the ability 

of persons with lived experience to lead independent 

and productive lives. 

In the highest form of inclusion, individuals with lived 

experience are invited as partners in key positions that 

have decision-making authority and receive compensation 

for their time and expertise. When agencies and 

organisations develop supportive environments, people 

may feel safer with openly using their lived expertise. 

The following examples illustrate ways to increase 

inclusion, by recruiting individuals with lived 

experience to: 

•	 Join as members of boards of directors, leaders, 

staff and volunteers 

•	 Participate in oversight or advising systems change 

•	 Review communication campaigns or social marketing 

endeavours aimed at consumers 

•	 Act as spokespersons, advocates, or resources 

for others 

•	 Be partners in the development of research and 

evaluation of suicide prevention initiatives. 

When engaging people with lived experience, service 

providers should be mindful of their duty of care to 

ensure such people are sufficiently well to participate 

and are not harmed by their participation. See 

‘Community engagement’ in Section 7 of this document 

for more information on how to safely and effectively 

include the voice of lived experience. 
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Integrating local approaches with wider expertise 
Locally-coordinated approaches work most effectively provide useful resources and tools. Many of these have 
when informed by, and integrated into, best practice in local outlets that can be utilised. See Section 7 for more 
suicide prevention. There are a number of organisations information on these programs. 
in Australia that demonstrate best practice, and also 

Working with Aboriginal and 
Torres Strait Islander communities 
Working in partnership with Aboriginal and Torres those services or programs which are not being provided 
Strait Islander communities to evaluate suicide to a community. For recommendations on effective 
prevention programs and services that serve them is engagement with Aboriginal and Torres Strait Islander 
a critical element of effective engagement with those communities see Section 3. 
communities. Equally important is the need to identify 

Appropriate language to reduce stigma 
Effective engagement with local communities on suicide suicide can alienate members of the community or 
prevention initiatives involves talking about suicide in inadvertently contribute to suicide being presented as 
ways that reduce stigma and increase understanding and glamorous or an option for dealing with problems. 
support for those thinking about suicide or who have Some suggestions are provided in Table 1. 
been affected by suicide. Certain ways of describing 

Table 1. 

Preferred and problematic language usage when speaking about suicide 

Issue Problematic Preferred 

Language that presents suicide ‘successful suicide’, ‘took their own life’, ‘ended their 
as a desirable outcome ‘unsuccessful suicide’ own life’, ‘died by suicide’, ‘suicided’ 

Phrases that associate suicide ‘commit suicide’, ‘committed suicide’ ‘died by suicide’, ‘took their own life’, 
with crime or sin ‘ended their own life’, ‘suicided’ 

Language that glamourises ‘failed suicide’, ‘suicide bid’ ‘made an attempt on his life’, ‘suicide 
a suicide attempt attempt’, ‘non-fatal attempt’ 

Phrases that sensationalise suicide ‘suicide epidemic’ ‘higher rates’, ‘increasing rates’, 
‘concerning rates’ 

Gratuitous use of the term ‘suicide mission’, ‘political suicide’, Refrain from using the word ‘suicide’ 
‘suicide’ out of context ‘suicide pass’ (in sport) out of context 
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  Section 5 – Measurement
 
of outcomes
 

Evaluation is crucial to understanding the efficacy 
of the systems approach framework within PHNs. 
Commissioned service providers need to demonstrate 
experience in service delivery where data is captured 
at the outset. This allows PHNs and service providers 
to monitor whether desired outcomes are achieved 
and to track changes over time. Evaluation will, at the 
minimum, need to consist of both primary and secondary 
outcomes, but would ideally also include process and/or 
implementation evaluation. 

As with all datasets, those associated with suicide 
outcomes have limitations. Such limitations include 
difficulties in determining intent at the time of death; 
substantial delays in obtaining data; and problems 
defining suicide attempt, self-harm, non-suicidal self-
injury, and suicidal behaviours. These may lead to some 
data not being captured, for example, untreated and 
unreported suicide attempts. While these limitations are 
genuine, by using multiple data sources it is still possible 
to examine changes over time. 

Primary outcome 
measures 
Measuring changes in rates of suicide deaths and 
attempts is at the forefront of the evaluation strategy. 
This can be achieved by comparing data before 
implementation of the systems approach with data 
after implementation (called a pre-post evaluation). 
Since suicide deaths are uncommon, a large population 
size, such as that encompassed by many PHNs, is 
needed to determine whether the systems approach 
significantly reduces suicide outcomes. Suicide attempts 
are approximately 25 times higher than suicide deaths, 
although reliable data is limited to hospital admissions 
for deliberate self-harm and ambulance attendances for 
suicidal behaviour. There will also be untreated suicide 
attempts that are not captured in any currently collected 
dataset. Data for suicide deaths can be obtained through 
the sources listed in Table 2. 
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Table 2. 

Currently collected datasets relevant to primary and intermediate outcomes 

Outcome Datasets Custodian Accessibility Limitations 

Suicide 

Suicide 
attempt 
or self-harm 

Treatment 
provided by 
mental health 
professionals 

Prescribing 

Crisis line use 

National Coroners 

Information System
 

Causes of Death, 

Australia (3303.0)
 

Mortality data 

Hospital admissions 

Presentations 
to emergency 
departments 

Ambulance callouts 

Police data 

Medicare Benefit 
Schedule (MBS) 
statistics 

Ambulatory mental 
health datasets 

Pharmaceutical 
Benefits Scheme 
(PBS) 

Calls to help lines 

Coroners 

Australian Bureau 
of Statistics 

State registry of 
Births, Deaths and 
Marriages 

Australian Institute 
of Health and 
Welfare 

State Health 
Departments 

State Ambulance 
Services or Turning 
Point Victoria 

State Police 
Departments 

Department of 
Human Services 

State Health 
Departments 

Department of 
Human Services 

Lifeline, Suicide 
Call Back Service, 
MensLine Australia, 
Kids Helpline 

Difficult 

Available at 
jurisdictional level, 
lower level requires 
application 

Requires application 

Available at 
jurisdictional level, 
lower level requires 
application 

Requires application 

Requires application 

Requires application 

Available at 
jurisdictional level, 
lower level requires 
application 

Requires application 

Available at 
jurisdictional level, 
lower level requires 
application 

Requires application 

Rare event so only suitable 
for larger populations; 
can take up to 2 years for 
coronial findings 

As above 

As above 

Does not capture 
emergency department 
presentations or 
untreated episodes 

Not all episodes will be 
recorded 

Data is only available by 
application; not all data is 
cleaned and coded 

Jurisdictional differences 
in data collection 

Only captures MBS 
funded treatment 

Not available in all 
jurisdictions 

Only captures PBS 
funded prescriptions 

Data collection is 
variable, not all calls will 
be suicide related 
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In order to undertake primary outcome evaluation, 
it is necessary to obtain data before the implementation 
of the systems approach (pre-implementation) as well 
as acquiring data for a period after implementation 
(post-implementation; see Figure 5). 

Ideally, pre-implementation data will be acquired for 
the 10 years before the implementation period, to 
understand the trend and any normal fluctuations 
in suicide deaths and attempts. As with the 
implementation of any strategy, it takes time to see 
an effect. As such, post-implementation data should 
be collected for a minimum of 5 years (but ideally, 
data collection should be on-going), to determine the 
efficacy of the strategy, and whether its effects are 
maintained. The efficacy will be determined using 
time series analysis, which would normally be done 
by a statistician or researcher. Each PHN will need to 
acquire data for their own region, and the geographic 
region will need specified data custodians at the time 
of acquisition. Given that PHNs have large populations, 
this is likely to minimise confidentiality issues around 
small numbers of deaths and/or attempts. As such, 
PHNs should aim to acquire additional data related to 
gender, sexuality, and Indigenous status to understand 
changes in specific at-risk sub-populations. 

For effective planning and responses to Aboriginal and 
Torres Strait Islander suicide, it is important that a PHN 
is able to distil data for suicidal behaviour in Aboriginal 
and Torres Strait Islander communities, down to the 
community level within its jurisdiction. This may involve 
accessing the ABS data organised by ‘Indigenous 
Structure’ down to the level of ‘Indigenous Locations 
(ILOCs)’. Should confidentiality be a concern, it is 
recommended that protocols be put in place to ensure 
that the data is not misused nor communities targeted 
within the media. Privacy concerns must be weighed 
against the potential benefit that may result from 
being able to target resources most effectively and 
according to need. Priority and immediate effort should 
be directed to those communities where suicides have 
recently occurred rather than to communities where 
suicides have not occurred. 

Figure 5. 

A hypothetical example of expected 
changes across three PHNs who 
implemented the systems approach 
at different times 

PHN  A 

INTERVENTION 

BASELINE 

2013 2014 2015 2016 2017 2018 2019 2020 2021 

PHN  B
 

INTERVENTION 

BASELINE 

2013 2014 2015 2016 2017 2018 2019 2020 2021 

PHN  C
 

INTERVENTION 

BASELINE 

2013 2014 2015 2016 2017 2018 2019 2020 2021 
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Secondary outcome evaluation
 
In order to further measure the effectiveness of a systems 
approach model, secondary outcomes associated with each 
of the nine strategies need to be assessed. This will provide 
valuable information on the efficacy of the individual 
strategies, and will be used to identify which strategies 
have optimal impact on the key outcome measures of 
suicide deaths and attempts, and how strategies might 
be modified. Intermediate outcomes may include: 

•	 Changes in the awareness of suicide-related 
knowledge (e.g. protective and risk factors) among 
health professionals, the community, and schools 

•	 Changes in the types (and volumes) of drugs prescribed 
by GPs to treat underlying mental health conditions 
associated with suicidal intent, such as depression 
(e.g. change from tricyclics to safer and more effective 
selective serotonin reuptake inhibitors) 

•	 Increased referrals to psychologists and/or psychiatrists 

•	 Number of calls to emergency hotline and/or 
crisis services 

•	 Emergency services callouts to local suicide ‘hotspots’ 

•	 Content of media reports on suicide analysed pre­
post intervention to determine extent of alignment 
with the Mindframe guidelines 

•	 Increased mental health literacy and help seeking 
among high-school students including longer-term 
effects of literacy on suicide attempts and deaths. 

As with the primary outcome evaluation, data will need 
to be collected before and after implementation to assess 
change. Where available, data should be collected for as 
many years as possible pre-implementation. Measures 
capturing changes in knowledge are unlikely to have 
been collected for any significant length of time prior to 
implementation; therefore, PHNs should start to assess 
pre-implementation knowledge as soon as possible. 

PHNs should adopt standardised measures 
(i.e. administered and scored in a consistent and 
pre-determined manner) to assess pre and post change 
within each organisation on all secondary outcome 
measures. By using the same measures, comparisons 
can be made across PHNs to determine how the systems 
approach model is performing, and what strategies work 
best in different PHNs. Measurement tools and scales 
used in Aboriginal health and other services, and those 
acceptable to other at-risk groups, should be considered 
and pretested before use to make sure the data 
collected is accurate and valid. 

The instruments used to collect data among 
sub-populations should be calibrated to the standard 
tools if at all possible. The same principle applies to 
standard scales currently used in services serving 
particular populations, such as corrective services 
or schools. Examples of freely available standardised 
measures include: 

•	 Suicidal Ideation Attributes Scale (SIDAS) – 
measures changes in suicidal thinking 

•	 Patient Health Questionnaire-9 (PHQ-9) – 
measures changes in depression 

•	 Suicidal Behaviours Questionnaire-Revised (SBQ-R) – 
measures changes in suicidal behaviour 

•	 Stigma of Suicide Scale (SOSS) – measures individual, 
organisational, and community views of suicide 

•	 Literacy of Suicide Scale (LOSS) – measures 
individual, organisational, and community knowledge 
about suicide. 
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Process or 
implementation Box 3. 

The expected outcomes 
of a process evaluation 
Data about the process of implementation will 
provide valuable information regarding: 

• Barriers to implementation (e.g. attitudes, 
lack of funding) 

• Fidelity of the implementation across the 
intervention regions 

• Characteristics of the local environment that 
may influence implementation 

• Availability of local healthcare structures 
and resources through which strategies can 
be implemented 

• Pre-existing or ongoing local actions targeting 
suicide which may ultimately impact on the 
efficacy of the systems approach intervention 

• Funding and/or support availability. 

evaluation 
The aim of the process evaluation is to ensure that 
the systems approach intervention fosters the 
appropriate level of professional, community, and 
political commitment (i.e. community capacity building). 
It also ensures that the strategies are well integrated 
into existing mainstream healthcare systems, and are 
therefore sustainable. 

The information gathered through the process evaluation 
will be used to assist in comparing and understanding 
differences in outcomes between the intervention sites. 
In order to evaluate the implementation process, key 
stakeholders or organisations in each PHN should be 
interviewed at regular intervals to discuss the points 
listed in Box 3. 

Additionally, as part of the process evaluation, it is 
recommended that the number of activities that 
form part of the intervention (e.g. public events, 
leaflets distributed, training sessions held) should be 
documented in the intervention regions to enable 
examination of the extent and type of activities that 
had the biggest impact on primary and intermediate 
outcomes. This data will form part of the understanding 
of what works, for whom, and in what context.89 
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“The resource material for implementing a systems approach will provide a framework 
for organisations and individuals to take community actions that promote deep seated 
ownership of suicide prevention as an everyday action of community inclusion and care.” 
— ANDREW HARVEY, CEO, WESTERN NSW PHN 
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Section 6 – Evidence-based 
programs available in Australia 

The resources in this section have support for their effectiveness from the research literature. Evidence in support 
of particular strategies accumulates over time, therefore, it is possible that additional strategies will be added in 
forthcoming editions. The level of supporting evidence for available strategies is classified as per below. 

Table 3. 

Levels of evidence 

Rating Research methodology and outcomes 

A Intervention has been shown in a randomised controlled trial to reduce suicidal behaviour 

B Intervention has been shown in a randomised controlled trial to reduce suicidal thoughts 

Pre-post study has shown a reduction in suicidal behaviour or thoughts 

D Intervention includes evidence-based strategies to reduce behaviour and/or thoughts 

E Intervention has been shown to reduce risk factors such as depression, anxiety, stigma, 
or to modify help-seeking intentions 

F Tested with the specific population, e.g. youth 

Online programs that have effects 
on suicidal thinking/behaviour 
B 	 SHUTi: An online program for insomnia using cognitive behaviour therapy. This program has been shown to 
significantly reduce suicidal thinking in a community sample of individuals with sleep problems, and results are 
maintained for 6 months. For more information about the program visit http://shuti.me/. There is a fee for using 
this program and the Black Dog Institute have partnered with the creators of the program to offer a discounted 
fee to Australians. For more information go to www.blackdoginstitute.org.au > Getting help > SHUTi 

D 	 BeyondNow: A safety planning app designed to help people reduce their immediate risk of suicidal behaviour. 
Ideally, this app is used with a clinician. Find out more at www.beyondblue.org.au/beyond-now 
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Online programs that reduce depression and anxiety
	
(risk factors for suicide) 
E myCompass: A self-help program for mild to moderate symptoms of depression, anxiety, and stress. myCompass 
significantly reduces mild-to-moderate symptoms of depression, anxiety, and stress, and improves work and 
social impairment. These gains have been shown to be maintained for 3 months. Available on desktop, tablet, 
and mobile phone. Sign up at www.mycompass.org.au 

E MoodGYM: A cognitive behaviour therapy program that provides skills for preventing and dealing with 
depression through an interactive web based program. Research shows that MoodGYM reduced depression and 
anxiety symptoms and these benefits still last after 12 months. To find out more visit www.moodgym.anu.edu.au 

C This Way Up: Provides several online cognitive behavioural therapy courses including treatment for depression, 
anxiety, and stress. This Way Up courses have been shown to reduce symptoms and psychological distress. 
Available on desktop and mobile phone for a fee. To learn more visit www.thiswayup.org.au 

E Ecouch: An interactive web-based program with modules for depression, generalised anxiety and worry, social 
anxiety, relationship breakdown, and loss and grief. Evidence shows it is beneficial for reducing depressive 
symptoms. To register go to www.ecouch.anu.edu.au 

GP capacity building and support 
D	 Advanced Training in Suicide Prevention: This accredited program, is available for primary care clinicians. 

The course aims to help participants to undertake a suicide risk assessment effectively and develop a collaborative 
management plan. To download the course description [PDF] go to www.blackdoginstitute.org.au > For Health 
Professionals > GPs > Advanced Training in Suicide Prevention 

D	 Training for healthcare workers: This program provides trainees with a greater understanding of risk 
assessment, suicide prevention, intervention strategies, and patient support and management. Find out more 
at www.wesleymission.org.au > Our services > Wesley Mental Health Services > Wesley Suicide Prevention 
Services > Suicide prevention – Wesley LifeForce training > Healthcare Workers training 

Gatekeeper training – general public 
E		 Applied Suicide Intervention Skills Training (ASIST): A two-day interactive workshop in suicide first-aid. 

ASIST teaches participants to recognise when someone may be at-risk of suicide and work with them to create 
a plan that will support their immediate safety. For more information go to www.livingworks.com.au > 
programs > ASIST 

E	 Mental Health First Aid (MHFA): The 12-hour MHFA course teaches adults how to provide initial support 
to individuals who are developing a mental illness or experiencing a mental health crisis. Mental health crisis 
situations covered include suicidal thoughts and behaviours, and deliberate self-harm. Find out more at 
www.mhfa.com.au 

E	 Question, Persuade, Refer (QPR) training for individuals and organisations: Offers online and face-to-face 
courses for gatekeepers. A range of ongoing courses, such as risk assessment and management are also offered. 
For more information visit www.qprinstitute.com 

http://www.mycompass.org.au
www.moodgym.anu.edu.au
https://thiswayup.org.au
https://ecouch.anu.edu.au
http://www.blackdoginstitute.org.au/healthprofessionals/gps/ourprograms.cfm
https://www.wesleymission.org.au/home/our-services/wesley-mental-health-services/wesley-suicide-prevention-services/suicide-preventionwesley-lifeforce-training/healthcare-workers-training/
http://www.livingworks.com.au/programs/asist/
http://www.livingworks.com.au/programs/asist/
https://mhfa.com.au/
www.qprinstitute.com
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Gatekeeper training – workforce and frontline staff
	
E Suicide Prevention Skills Training Workshop for workforces: This course, delivered by The Australian Institute 

for Suicide Prevention and Research, is for workplaces and organisations. It helps individuals attain knowledge 
and skills in suicide prevention across prevention, intervention, and postvention. For more information go 
to www.griffith.edu.au > Health > Research > Australian Institute for Suicide Research and Prevention > 
Programs and courses > Suicide prevention skills training 

E Question, Persuade, Refer (QPR) Gatekeeper training for individuals and organisations: Offers online and 
face-to-face courses for gatekeepers. A range of ongoing courses, such as risk assessment and management 
are also offered. For more information visit www.qprinstitute.com 

E Applied Suicide Intervention Skills Training (ASIST): A two-day interactive workshop in suicide first-aid. 
ASIST teaches participants to recognise when someone may be at-risk of suicide and work with them to create 
a plan that will support their immediate safety. For more information go to www.livingworks.com.au > 
programs > ASIST 

E General Awareness Training component of Mates in Construction: A 45-minute universal intervention which 
increases awareness of mental health and suicide in the construction industry. The program improves knowledge 
regarding warning signs, and encourages workers to offer support to co-workers who display suicide warning 
signs. To find out more go to matesinconstruction.org.au > About us > How MIC works 

School programs for suicide prevention 
A	 Signs of Suicide (SOS): A 90-minute online training course for middle and high school staff members looking 

to deepen their understanding of youth mental health. To access the course go to mentalhealthscreening.org/ 
gatekeeper. The Australian National University and the Black Dog Institute have staff who have been trained in 
the delivery of this program. 

A	 Youth Aware of Mental Health (YAM): A programme for 14-16 year olds promoting increased knowledge and 
discussion about mental health including the development of problem-solving skills and emotional intelligence. 
There are some implementation costs associated with introducing the program to a school including instructor 
training (conducted overseas) and course materials. For more information see www.y-a-m.org 

School-based screening tools
	
F Patient Health Questionnaire (PHQ-9): The 9 item PHQ-9 has been strongly supported for its applicability as 

a screening tool for adolescent depression in primary care as well as in paediatric hospital settings. The PHQ-9 
takes approximately 5 to 10 minutes to complete. The optimal PHQ-9 cut-off score for adolescents is 11 or 
higher. The questionnaire is freely available from www.phqscreeners.com/select-screener 

F Youth Risk Behaviour Survey (YRBS): The five suicide items (questions 26-30) from the YRBS ask about sad feelings 
and suicidal behaviour over the past 12 months. The questions take less than 5 minutes to complete. The YRBS 
has been strongly supported as a tool to detect risky behaviour in youth. The questionnaire is freely available from 
www.cdc.gov > Healthy Living > Adolescent & School Health > Data & Statistics > YRBSS > Questionnaires 

F Beck Youth Inventory – Depression (BYI-II Depression): This 20-item questionnaire allows for early identification 
of symptoms of depression. It is designed for children and adolescents aged 7-18 and takes approximately 
5 to 10 minutes to complete. Pricing and order information can be found at www.pearsonclinical.com.au > 
Products > Psychology and Education > Child Mental Health, Behaviour and Personality > Beck Youth 
Inventories of Emotional and Social Impairment – Second Edition (BYI-II) > Items & Pricing / Booklets / 
BYI-II Depression Inventory Booklets 
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https://www.griffith.edu.au/health/australian-institute-suicide-research-prevention/programs-courses/Suicide-prevention-skills-training
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http://www.qprinstitute.com/
http://www.livingworks.com.au/programs/asist/
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http://matesinconstruction.org.au/about/how-mic-works
https://mentalhealthscreening.org/gatekeeper
https://mentalhealthscreening.org/gatekeeper
http://www.y-a-m.org
http://www.phqscreeners.com/select-screener
http://www.cdc.gov/healthyyouth/data/yrbs/questionnaires.htm
https://www.pearsonclinical.com.au/products/view/40#tabs=1
https://www.pearsonclinical.com.au/products/view/40#tabs=1
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Aboriginal and Torres Strait Islander programs
	

Gatekeeper training 
E Aboriginal and Torres Strait Islander Mental Health First Aid: This course teaches members of the public how to 

assist an Aboriginal or Torres Strait Islander adult who is developing a mental health problem or in a mental health 
crisis. Mental health crisis situations covered include suicidal thoughts and behaviours, and deliberate self-harm. 
For more information go to www.mhfa.com.au > Courses > Face-to-face > Aboriginal & Torres Strait Islanders 

E Suicide Story: This DVD-based program was created by the Mental Health Association of Central Australia 
in partnership with Aboriginal and Torres Strait Islander people who live and work in remote communities. 
The program, which uses cultural practices, has been shown to increase knowledge and understanding of 
 suicide as well as build confidence in responding to those at risk. For more information go to mhaca.org.au > 
Education and Community Awareness > Aboriginal Suicide Prevention 

Community campaigns 
E	 LivingHope Bereavement Support: Developed by The Salvation Army this program offers online or group 

workshops for those who are bereaved by suicide. The program has been shown to raise awareness and increase 
knowledge and confidence in supporting those bereaved by suicide. For more information go to 
http://suicideprevention.salvos.org.au > training > living hope bereavement support 

C	 Standby Response Service: A community-based suicide postvention program that provides a coordinated 
response of support and assistance for people who have been bereaved through suicide. Pre-post evaluations 
show that the intervention reduces psychological distress and suicidal ideation and improves quality of life for 
those bereaved by suicide. For more information go to www.unitedsynergies.com.au > How We Help > 
Affected By Suicide > StandBy Response Service 

https://mhfa.com.au/courses/public/types/aboriginal
http://mhaca.org.au/education-and-community-awareness/aboriginal-suicide-prevention/
http://suicideprevention.salvos.org.au/training/living-hope-bereavement-support
http://www.unitedsynergies.com.au/program-category/affected-by-suicide/
http://www.unitedsynergies.com.au/program-category/affected-by-suicide/
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Section 7 – Resources
 

The resources in this section are useful in supporting 
the nine strategies outlined in this document. 

Media guidelines 
•	 The Mindframe website is a resource to support 

the reporting and communication of suicide and 
mental health. The resource, Reporting Suicide and 
Mental Illness, developed by Australia’s Department 
of Health and Ageing (2004) is available as a PDF 
to download at www.mindframe-media.info > 
For media > media resources > Reporting Suicide 
and Mental Illness 

•	 Preventing Suicide: A Resource for Media Professionals, 
developed by the World Health Organization (2008) 
which is available at www.who.int/en > Programmes 
> Mental Health > Suicide Prevention > Resource 
booklets > Preventing Suicide: A resource for media 
professionals [PDF] 

•	 The American based website 
www.ReportingOnSuicide.org provides 
recommendations for how to cover suicide reporting 
in the media. The guidelines can be downloaded 
from the Reporting on Suicide homepage. 

School-based resources 
These school resources provide the frameworks 
in which to position effective school based suicide 
prevention programs. 

•	 KidsMatter: A flexible whole-school approach to 
children’s mental health and wellbeing for primary 
schools. The program works on its own or as an 
umbrella under which a school’s existing programs 
can comfortably fit. For more information visit 
www.kidsmatter.edu.au 

•	 MindMatters: A mental health initiative for secondary 
schools that aims to improve the mental health and 
wellbeing of young people. It is a framework which 
provides structure, guidance, and support while 
enabling schools to build their own mental health 
strategy to suit their unique circumstances. For more 
information visit www.mindmatters.edu.au 

•	 Headspace school support: An initiative that 
works with school communities to respond to and 
recover from the suicide of a student. A suicide 
postvention toolkit can be downloaded from the 
website and used by schools to assist them in 
responding to a suicide. More information can be 
found at www.headspace.org.au/schools 

Community engagement 
•	 Measuring community capacity resource kit: 

Flowchart showing the necessary steps to help 
gauge community readiness and capacity for change. 
To download the flowchart visit www.horizonscda.ca 
> Services > Products & Resources > Resource Kit 

•	 Service finder: Provides access to suicide prevention 
and crisis support contact numbers from any location 
in Australia. To access the service finder go to 
www.wesleymission.org.au > Our Services > Wesley 
Mental Health Services > Wesley Suicide Prevention 
Services > Suicide prevention – Wesley LifeForce 
Service Finder 

•	 Conversations Matter: A practical online resource 
to support safe and effective community discussions 
about suicide. Visit www.conversationsmatter.com.au 

•	 Contacts list: Provides a list of suicide prevention 
contacts particularly targeted towards small 
towns and local communities. To view the list go to 
communitiesmatter.suicidepreventionaust.org > 
Useful contacts 

•	 National helplines and websites: www.beyondblue.org.au 
> Get support > National help lines and websites 

•	 Living Is For Everyone: Provides a range of suicide 
and self-harm prevention resources. Visit the website 
www.livingisforeveryone.com.au 

•	 Partnerships analysis tool: A resource for establishing, 
developing and maintaining partnerships for health 
promotion. To download the PDF go to www.vichealth. 
vic.gov.au > Media & Resources > Research & Publications 
and search for ‘Partnership analysis tool 2011’ 

•	 Wesley LifeForce community hub: Offers several 
templates to help foster process or implementation 
evaluations and assess community engagement 
www.wesleymission.org.au > Our services > Wesley 
Mental Health Services > Wesley Suicide Prevention 
Services > Suicide prevention – Wesley LifeForce 
networks > Wesley LifeForce Community Hub 

•	 Resources that provide guidelines on how to include the 
voice of lived experience in suicide prevention include: 

Suicide Prevention Australia are working on a 
project called the ‘Lived Experience Network.’ For 
information visit www.suicidepreventionaust.org 
> projects > Lived Experience Network 

Download the Lived Experience Guidelines 2014 
[PDF] www.suicidepreventionaust.org > projects 
> Lived Experience Network > Lived Experience 
Symposium, June 2014 
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http://www.mindframe-media.info/__data/assets/pdf_file/0011/9983/140519_MindFrame-for-Media_PDF.pdf
http://www.mindframe-media.info/__data/assets/pdf_file/0011/9983/140519_MindFrame-for-Media_PDF.pdf
http://www.mindframe-media.info/__data/assets/pdf_file/0011/9983/140519_MindFrame-for-Media_PDF.pdf
http://www.who.int/mental_health/prevention/suicide/resource_media.pdf
http://www.who.int/mental_health/prevention/suicide/resource_media.pdf
http://www.who.int/mental_health/prevention/suicide/resource_media.pdf
http://www.who.int/mental_health/prevention/suicide/resource_media.pdf
http://www.ReportingOnSuicide.org
http://reportingonsuicide.org/wp-content/themes/ros2015/assets/images/Recommendations-eng.pdf
www.kidsmatter.edu.au
www.mindmatters.edu.au
www.headspace.org.au/schools
http://horizonscda.ca/capdocs/flowchart.pdf
http://horizonscda.ca/capdocs/flowchart.pdf
https://www.wesleymission.org.au/wesleylifeforceservicefinder/
https://www.wesleymission.org.au/wesleylifeforceservicefinder/
https://www.wesleymission.org.au/wesleylifeforceservicefinder/
https://www.wesleymission.org.au/wesleylifeforceservicefinder/
www.conversationsmatter.com.au
communitiesmatter.suicidepreventionaust.org
https://www.beyondblue.org.au/get-support/national-help-lines-and-websites
http://www.livingisforeveryone.com.au
https://www.vichealth.vic.gov.au/media-and-resources/publications
https://www.wesleymission.org.au/home/our-services/wesley-mental-health-services/wesley-suicide-prevention-services/suicide-preventionwesley-lifeforce-networks/wesley-lifeforce-community-hub/
https://www.wesleymission.org.au/home/our-services/wesley-mental-health-services/wesley-suicide-prevention-services/suicide-preventionwesley-lifeforce-networks/wesley-lifeforce-community-hub/
https://www.wesleymission.org.au/home/our-services/wesley-mental-health-services/wesley-suicide-prevention-services/suicide-preventionwesley-lifeforce-networks/wesley-lifeforce-community-hub/
https://www.wesleymission.org.au/home/our-services/wesley-mental-health-services/wesley-suicide-prevention-services/suicide-preventionwesley-lifeforce-networks/wesley-lifeforce-community-hub/
http://suicidepreventionaust.org/project/lived-experience-network/
http://suicidepreventionaust.org/project/lived-experience-network/
http://suicidepreventionaust.org/wp-content/uploads/2014/07/Lived-Experience-Guiding-Principles1.pdf
http://suicidepreventionaust.org/wp-content/uploads/2014/07/Lived-Experience-Guiding-Principles1.pdf
http://suicidepreventionaust.org/wp-content/uploads/2014/07/Lived-Experience-Guiding-Principles1.pdf
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•	 Resources that provides a list of mental health 
consumers and carer groups across Australia include: 

Mental Health Australia: www.mhaustralia.org
	
> Report > Media > National Register Mental 

Health Consumers and Carers 

beyondblue: www.beyondblue.org.au > 
Get involved > blueVoices 

National Mental Health Consumer & Carer Forum: 
www.nmhccf.org.au 

Aboriginal and Torres Strait Islander 
suicide prevention 
•	 The second edition of the Working Together: Aboriginal 

and Torres Strait Islander Mental Health and Wellbeing 
Principles and Practice book (edited by Dudgeon, 
Walker and Milroy): A Commonwealth Department 
of Health-commissioned resource intended for all 
working in areas that support Aboriginal and Torres 
Strait Islander mental health and wellbeing. It contains 
a chapter on suicide prevention. The text is available 
free of charge at: aboriginal.telethonkids.org.au > 
Kulunga Research Network > Working Together 
2nd Edition 2014 

•	 The National Empowerment Project (NEP): An example 
of effective Aboriginal and Torres Strait Islander 
community engagement. The NEP aims to enhance 
the capability and capacity of local Aboriginal and 
Torres Strait Islander communities to take charge of 
their lives and address the range of social determinants 
that impact upon their cultural, social and emotional 
wellbeing. One anticipated outcome is reductions 
in suicide. See: www.nationalempowermentproject. 
org.au > Background 

•	 The Elders’ Report into Preventing Indigenous 
Self-harm & Youth Suicide: The report was produced in 
response to the significant increase in Aboriginal and 
Torres Strait Islander young persons’ self-harm and 
suicide over the past 20 years across Australia’s 
Top End. It describes, through the voices of Elders, 
efforts to reduce suicide in these communities. 
See: www.cultureislife.org > Elder’s Report 

•	 The Aboriginal and Torres Strait Islander Suicide 
Prevention Evaluation Project: The project aims to 
develop a community tool for the evaluation and 
development of Aboriginal and Torres Strait Islander 
suicide prevention programs and services, including 
processes for developing services. This should be 
published online in 2016. The resource will also include 
a mapping tool showing rates of Aboriginal and Torres 
Strait Islander suicide across Australia over time by 
postcode. See: www.atsispep.sis.uwa.edu.au 

•	 The 2015 Gayaa Dhuwi (Proud Spirit) Declaration: 
Developed by the National Aboriginal and Torres Strait 
Islander Leadership in Mental Health (NATSILMH) to 

promote Aboriginal and Torres Strait Islander leadership 
across relevant parts of the mental health system for 
better Aboriginal and Torres Strait Islander mental 
health and suicide outcomes. See: www.natsilmh.org.au 

•	 The Closing the Gap Clearinghouse – Engagement 
with Indigenous communities in key sectors (2013): 
This paper provides a review of successful engagement 
models with Aboriginal and Torres Strait Islander 
communities. See: www.aihw.gov.au > Closing the Gap 
> Publications > 2013 > Engagement with Indigenous 
communities in key sectors (October 2013) 

•	 National Mental Health Commission, Contributing 
lives, thriving communities, Specific challenges for 
Aboriginal and Torres Strait Islander people – A summary 

from the Report of the National Review of Mental 

Health Programmes and Services, NMHC, 2015; 

available online at: www.mentalhealthcommission.
	
gov.au > Our Reports > Contributing Lives, 

Thriving Communities – Review of Mental Health 

Programmes and Services > Specific challenges for 

Aboriginal and Torres Strait Islander people [PDF]
	

•	 National Aboriginal and Torres Strait Islander Suicide 
Prevention Strategy: The aim of this document is to 
reduce the cause, prevalence, and impact of suicide 
on Aboriginal and Torres Strait Islander peoples, 
their families and communities. The document 
encompasses the Aboriginal and Torres Strait Islander 
holistic view of health including mental, physical, 
cultural and spiritual health. See: www.health.gov.au 
> For consumers > Education and prevention > 
Mental Health > National Aboriginal and Torres 
Strait Islander suicide prevention strategy 

LGBTI inclusivity training and resources 
•	 ACON provides a wide range of training and consultancy 

services to assist with all aspects of LGBTI inclusion. 
They are Australia’s largest and most recognised 
national provider for LGBTI inclusion, operating 
across all states. ACON have a range of solutions to 
suit organisations of any size, spanning government, 
healthcare and service providers, large employers, small 
business, and sporting and community groups. More 
information can be found at www.acontraining.org.au 

•	 MindOUT!: The National LGBTI mental health and 
suicide prevention project helps mainstream mental 
health and suicide prevention organisations to be 
more responsive to the needs of LGBTI people and 
communities. MindOUT! also supports LGBTI people 
and communities to better identify and respond to 
their mental health needs. More information can be 
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www.acon.org.au > Policy & Research > Research > 
Recommended Sexuality and Gender Indicators 

https://mhaustralia.org/report/national-register-mental-health-consumers-and-carers
https://mhaustralia.org/report/national-register-mental-health-consumers-and-carers
https://mhaustralia.org/report/national-register-mental-health-consumers-and-carers
https://www.beyondblue.org.au/get-involved/bluevoices
http://nmhccf.org.au/
http://aboriginal.telethonkids.org.au/kulunga-research-network/working-together-2nd-edition-(1)/
http://aboriginal.telethonkids.org.au/kulunga-research-network/working-together-2nd-edition-(1)/
http://aboriginal.telethonkids.org.au/kulunga-research-network/working-together-2nd-edition-(1)/
http://www.nationalempowermentproject.org.au
http://www.nationalempowermentproject.org.au
http://www.cultureislife.org/the-elders-report/
http://www.atsispep.sis.uwa.edu.au
http://www.natsilmh.org.au
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs23.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs23.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs23.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pub-atsi-suicide-prevention-strategy
http://www.acontraining.org.au
lgbtihealth.org.au/mindout
http://www.acon.org.au/support-and-services/research/
http://www.acon.org.au/support-and-services/research/


An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring

  
 
 

 

 

 
 
 

 

 
 

 
 

  
 

 
 
 

 
 

 
 

 
 

 
 
  

 
 
 

 
 

 
 
 

 
 

 
 

 

  

 
 
 

  

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 
 

 
 
 

 
 

 
  

 
 

 
 

 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 
  

 
 

 

 
 

 

 
 

  
 
 
  

 
 

  
  

 
 

 
 

 
 

 
 

 
 
 

 
  

  
  

 
 

 
 

 
 

 
 

 
 

  

 
 

 

 
 

  

 
 

 

 
 

 
 

 

 
 

 
 

 
 

 
 
 

 
 
 

 
 

 
  

 
 

 
 

 
 

 
  
 
 

 
 

 
 
 

 

 

 
 

 
  

 

 
 

 
 

  

 
 

 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Section 8 – References
 

1.	 Australian Bureau of Statistics (2016). 
Causes of Death, 3303.0. Retrieved from: 
www.abs.gov.au > Statistics > By Catalogue 
Number > 33. Vital statistics > Causes of 
Death, Australia, 2014 

2.	 Hegerl, U., Wittman, M., Arensman, E., van 
Audenhove, C., Bouleau, J., van der Feltz-
Cornelis.,…Pfeiffer-Gerschel., T. (2008). 
The ‘European Alliance Against Depression 
(EAAD)’: A multifaceted, community-based 
action programme against depression and 
suicidality. The World Journal of Biological 
Psychiatry, 9, 51 - 58. 

3.	 Hegerl, U., Althaus, D., Schmidtke, A., & 
Niklewski, G. (2006). The alliance against 
depression: 2-year evaluation of a community-
based intervention to reduce suicidality. 
Psychological Medicine, 36, 1225-1233. 

4.	 ConNetica Consulting (2009). Estimating the 
Economic Cost of Suicide in Australia. Retrieved 
from: connetica.onlinemarketingcollective. 
com/resources > Resources > The Estimation 
of the Economic Cost of Suicide to Australia 

5.	 World Health Organization (2014). Preventing 
suicide: a global imperative. Retrieved from: 
www.who.int/en/ > Health Topics > Suicide > 
Preventing suicide: a global imperative 

6.	 Silverman, M. M., Berman, A. L., Sanddal, 
N. D., O’Carroll, P. W., & Joiner, T. E. (2007). 
Rebuilding the tower of Babel: A revised 
nomenclature for the study of suicide and 
suicidal behaviors. Part 1: Background, 
rationale, and methodology. Suicide and 
Life-Threatening Behavior, 37, 248-263. 

7.	 World Health Organization. (2010). 
International Statistical Classification of 
Diseases and Related Health Problems 

(10th Revision). Malta: WHO.
 

8.	 Australian Bureau of Statistics (2010). 
Suicides, Australia, 3309.0. Retrieved from: 
www.abs.gov.au > Statistics > By Catalogue 
Number > 33. Vital statistics > Suicides, 
Australia, 2010 

9.	 De Leo, D., Cerin, E., Spathonis, K., & Burgis, 
S. (2005). Lifetime risk of suicide ideation 
and attempts in an Australian community: 
prevalence, suicidal process, and help-
seeking behaviour. Journal of Affective 
Disorders, 86, 215-224. 

10.	 Hoven, C. W., Wasserman, D., Wasserman, 
C., & Mandell, D. J. (2009). Awareness in nine 
countries: a public health approach to suicide 
prevention. Legal Medicine, 11 Supplement 
1, S13-17. 

11.	 Garofalo, R., Wolf, R. C., Wissow, L. S., 
Woods, E. R., & Goodman, E. (1999). Sexual 
orientation and risk of suicide attempts 
among a representative sample of youth. 
Archives of Pediatrics and Adolescent Medicine, 
153, 487-493. 

12.	 King, M., Semlyen, J., Tai, S. S., Killaspy, 
H., Osborn, D., Popelyuk, D., & Nazareth, 
I. (2008). A systematic review of mental 
disorder, suicide, and deliberate self harm 
in lesbian, gay and bisexual people. BMC 
Psychiatry, 8, 70. 

13.	 Krysinska, K., Batterham, P. J., Tye, M., Shand, 
F., Calear, A., Cockayne, N., & Christensen, H. 
(2016). Best practice strategies for reducing 
the suicide rate in Australia. The Australian and 
New Zealand Journal of Psychiatry, 50, 115-118. 

14.	 Mannion, S., & O’Brien, D. (2015). Inquiry 
into Local Suicide Prevention Plans in England: 
The All-Party Parliamentary Group (APPG) on 
Suicide and Self-Harm Prevention. Retrieved 
from: www.samaritans.org > News > All 
Party Committee Report highlights gaps in 
suicide prevention provision in England 

15.	 Christiansen, E., & Jensen, B. F. (2007). Risk 
of repetition of suicide attempt, suicide or all 
deaths after an episode of attempted suicide: 

a register-based survival analysis. Australian 
and New Zealand Journal of Psychiatry, 41, 
257-265. 

16.	 Milner, A. J., Carter, G., Pirkis, J., Robinson, J., 
& Spittal, M. J. (2015). Letters, green cards, 
telephone calls and postcards: systematic 
and meta-analytic review of brief contact 
interventions for reducing self-harm, suicide 
attempts and suicide. The British Journal of 
Psychiatry, 206, 184–190. 

17. Hvid, M., Vangborg, K., Sorensen, H. J., 
Nielsen, I. K., Stenborg, J.M. & Wang, A. G. 
(2011). Preventing repetition of attempted 
suicide-II. The Amager project, a randomized 
controlled trial. Nordic Journal of Psychiatry, 
65, 292-298. 

18.	 Mehlum, L., Mork, E., Reinholdt, N. P., 
Fadum, E. A., & Rossow, I. (2010). Quality of 
psychosocial care of suicide attempters at 
general hospitals in Norway—A longitudinal 
nationwide study. Archives of Suicide Research, 
14, 146-157. 

19. Kalafat, J., Gould, M. S., Munfakh, J. L. & 
Kleinman, M. (2007). An evaluation of crisis 
hotline outcomes Part 1: Nonsuicidal crisis 
callers. Suicide and Life-threatening Behavior, 
37, 322-337. 

20.	 Lifeline Research Foundation (2013). 
Summary of research and evaluation of crisis 
helplines. Retrieved from www.lifeline.org.au 
> About Lifeline > Publications Library > 
Research and reports > The Effectiveness 
of Telephone Crisis Lines (Summary of 
Research evidence on Helplines) 

21.	 Brown, G. K., & Jager-Hyman, S. (2014). 
Evidence-based psychotherapies for suicide 
prevention: Future directions. American 
Journal of Preventive Medicine, 47, 186-194. 

22.	 Leitner, M., Barr, W., Hobby, L. (2008). 
Effectiveness of interventions to prevent suicide 
and suicidal behaviour: A systematic review. 
Retrieved from www.gov.scot > Publications 
> 2008 > January > Effectiveness of 
Interventions to Prevent Suicide [PDF] 

23.	 O’Connor, E., Gaynes, B. N., Burda, B. U., 
Soh, C., & Whitlock, E. P. (2013). Screening 
for and treatment of suicide risk relevant to 
primary care: a systematic review for the 
US Preventive Services Task Force. Annals 
of Internal Medicine, 158, 741-754. 

24.	 Gunnell, D., J. Saperia, & D. Ashby. (2005). 
Selective serotonin reuptake inhibitors 
(SSR1s) and suicide in adults: meta-analysis of 
drug company data from placebo controlled, 
randomised controlled trials submitted to 
the MHRA’s safety review. British Medical 
Journal, 330, 385-388A. 

25.	 Fergusson, D., Doucette, S., Glass, K. C., 
Shapiro, S., Healy, D. Hebert, P., & Hutton, B. 
(2005). Association between suicide attempts 
and selective serotonin reuptake inhibitors: 
systematic review of randomised controlled 
trials. British Medical Journal, 330, 396-399. 

26.	 Khan, A., Khan, S., Kolts, R., & Brown, W. A. 
(2003). Suicide rates in clinical trials of SSRIs, 
other antidepressants, and placebo: Analysis 
of FDA reports. American Journal of Psychiatry, 
160, 790-792. 

27. Gibbons, R. D., Brown, C. H., Hur, K., 
Davis, J. M., & Mann, J. J. (2012). Suicidal 
thoughts and behavior with antidepressant 
treatment: Reanalysis of the randomized 
placebo-controlled studies of Fluoxetine and 
Venlafaxine. Archives of General Psychiatry, 
69, 580-587. 

28.	 Gusmão. R., Quintão. S., McDaid, D., 
Arensman. E., Van Audenhove. C., Coffey, 
C.,…Hegerl, U. (2013). Antidepressant 
utilization and suicide in Europe: An ecological 
multi-national study. PLoS ONE 8(6): e66455. 

29. Carlsten, A., Waern, M., Ekedahl, A., & 
Ranstam, J. (2001). Antidepressant medication 
and suicide in Sweden. Pharmacoepidemiology 
and Drug Safety, 10, 525-530. 

30.	 Rihmer, Z., Belso, N., & Kalmar, S. (2001). 
Antidepressants and suicide prevention in 
Hungary. Acta Psychiatrica Scandinavica, 
103, 238-239. 

31. Hall, W.D., Mant, A., Mitchell, P. B., Rendle, 
V. A., Hickie, I. B., & McManus, P. (2003). 
Association between antidepressant 
prescribing and suicide in Australia, 1991­
2000: trend analysis. British Medical Journal, 
326(7397), 1008. 

32.	 Ludwig, J. & Marcotte, D. E. (2005). Anti­
depressants, suicide, and drug regulation. 
Journal of Policy Analysis and Management, 
24, 249-272. 

33.	 Simon, G. E., Savarino, J., Operskalski, B., 
& Wang, P. S. (2006).Suicide risk during 
antidepressant treatment. The American 
Journal of Psychiatry, 163, 41-47. 

34. Gibbons, R. D., Brown, C. H., Hur, K., Marcus, 
S. M., Bhaumik, D. K., Erkens, J. A.,…Mann, 
J. J. (2007). Early evidence on the effects 
of regulators’ suicidality warnings on 
SSRI prescriptions and suicide in children 
and adolescents. The American Journal of 
Psychiatry, 164, 1356-1363. 

35. Katz, L. Y., Kozyrskyj, A. L., Prior, H. J., Enns, 
M. W., Cox, B. J, & Sareen J. (2008). Effect 
of regulatory warnings on antidepressant 
prescription rates, use of health services and 
outcomes among children, adolescents and 
young adults. Canadian Medical Association 
Journal, 178, 1005-1011. 

36.	 Isacsson, G., & Ahlner, J. (2014). 
Antidepressants and the risk of suicide in 
young persons – prescription trends and 
toxicological analyses. Acta Psychiatrica 
Scandinavica, 129, 296-302. 

37. Wood, A., Trainor, G., Rothwell, J., Moore, A., 
Harrington, R. (2001). Randomized trial of 
group therapy for repeated deliberate self-
harm in adolescents. Journal of the American 
Academy of Child & Adolescent Psychiatry, 40, 
1246-1253. 

38.	 National Institute for Health and Clinical 
Excellence (NICE, 2014). Self-harm in over 
8s: short-term management and prevention 
of recurrence. CG16 accessed from 
www.nice.org.uk > NICE Guidance > 
Conditions and diseases > Mental health 
and behavioural conditions > Self-harm 

39.	 Hennen, J., & Baldessarini, R. J. (2005) Suicidal 
risk during treatment with clozapine: a meta-
analysis. Schizophrenia Research, 73, 139-45. 

40.	 Cipriani, A., Hawton, K., Stockton, S., 
& Geddes, J. R. (2013). Lithium in the 
prevention of suicide in mood disorders: 
updated systematic review and meta-
analysis. British Medical Journal, 346:f3646. 

41.	 Lauterbach, E., Felber, W., Müller-
Oerlinghausen, B., Ahrens, B., Bronisch, T., 
Meyer, T.,…Hohagen, F. (2008). Adjunctive 
lithium treatment in the prevention of 
suicidal behaviour in depressive disorders: 
a randomised, placebo-controlled, 1-year trial. 
Acta Psychiatrica Scandinavica, 118, 469-479. 

42.	 Isaac, M., Elias, B., Katz, L. Y., Belik, S., 
Deane, F. P., Enns, M. W., & Sareen, J. (2009). 
Gatekeeper training as a preventative 
intervention for suicide: A systematic 
review. Canadian Journal of Psychiatry-Revue 
Canadienne de Psychiatrie, 54, 260-268. 

43.	 Mann, J. J., Apter, A., Bertolote, J., Beatrais, 
A., Currier, D., Haas, A.,…Hendin, H. (2005). 
Suicide prevention strategies: a systematic 
review. Journal of the American Medical 
Association, 294, 2064-2074. 

46 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/allprimarymainfeatures/47E19CA15036B04BCA2577570014668B?opendocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/allprimarymainfeatures/47E19CA15036B04BCA2577570014668B?opendocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/allprimarymainfeatures/47E19CA15036B04BCA2577570014668B?opendocument
http://connetica.onlinemarketingcollective.com/resources-1/the-estimation-of-the-economic-cost-of-suicide-to-australia
http://connetica.onlinemarketingcollective.com/resources-1/the-estimation-of-the-economic-cost-of-suicide-to-australia
http://apps.who.int/iris/bitstream/10665/131056/1/9789241564779_eng.pdf?ua=1&ua=1
http://apps.who.int/iris/bitstream/10665/131056/1/9789241564779_eng.pdf?ua=1&ua=1
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3309.0/
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3309.0/
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3309.0/
http://www.samaritans.org/sites/default/files/kcfinder/files/APPG-SUICIDE-REPORT.pdf
http://www.samaritans.org/sites/default/files/kcfinder/files/APPG-SUICIDE-REPORT.pdf
http://www.samaritans.org/sites/default/files/kcfinder/files/APPG-SUICIDE-REPORT.pdf
http://www.gov.scot/Publications/2008/01/15102257/0
http://www.gov.scot/Publications/2008/01/15102257/0
http://www.gov.scot/Publications/2008/01/15102257/0
http://www.gov.scot/Publications/2008/01/15102257/0
https://www.nice.org.uk/guidance/cg16
https://www.nice.org.uk/guidance/cg16
https://www.nice.org.uk/guidance/cg16
www.lifeline.org.au


An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring 47 

  
 

 
 

 
 

 
 

 
 
 
 

 
 

  

 
 
 

 
 

 

 
 

 

  

 
 

  
 

 

  
 

 

 

 
 

 

 
 

 
 

 
 

 

 
 
 

 
 

 

 
 

 
 

 
 

 

 

 
 

 
 

 
  

  

 
 

  

 
 

  

 
 
 

 
 

 
 

 
 

 
 

 

 
 
 

 
 

 
 

 
 

 

 
 

 
 

 

 
 

  

 
 
 

 

 
 

 
 

 
 

 
 

 
 

 

 

 
 
 

 
 

  
 

 
 

 
 

 
 

 
 
 

 
 
  

 

 
 

 
 
 

 
 
 

 
 

 

 
 

 
 

 
 
 

 
 

 
  

 
 
 
 

  
 
 
 
 
 

 
 

 
 

 

  
 
 

 
 

 
 
 

   
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

44.	 Osteen, P. J., Frey, J. J., & Ko, J. (2014). 
Advancing training to identify, intervene, 
and follow up with individuals at risk for 
suicide through research. American Journal of 
Preventive Medicine, 47, S216-S221. 

45.	 Pfaff, J. J., Acres, J. G., & McKelvey, R. S. 
(2001). Training general practitioners to 
recognise and respond to psychological 
distress and suicidal ideation in young people. 
Medical Journal of Australia, 174, 222-226. 

46.	 Luoma, J. B., Martin, C. E., & Pearson, J. L. 
(2002). Contact with mental health and 
primary care providers before suicide: a 
review of the evidence. American Journal 
of Psychiatry, 159, 909-916. 

47. Pirkis, J., & Burgess, P. (1998). Suicide and 
recency of health care contacts. A systematic 
review. British Journal of Psychiatry, 173, 
462-474. 

48. Balaguru, V., Sharma, J., & Waheed, W. 
(2013). Understanding the effectiveness 
of school-based interventions to prevent 
suicide: a realist review. Child and Adolescent 
Mental Health, 18, 131-139. 

49. Wasserman, D., Hoven, C. W., Wasserman, 
C., Wall, M., Eisenberg, R., Hadlaczky, 
G.,…Carli, V. (2015). School-based suicide 
prevention programmes: the SEYLE cluster­
randomised, controlled trial. The Lancet, 
385(9977), 1536-1544. 

50.	 Aseltine, R. H., & DeMartino, R. (2004). 
An outcome evaluation of the SOS Suicide 
Prevention Program. American Journal of 
Public Health, 94, 446-451. 

51.	 Cusimano, M. D., & Sameem, M. (2011). 
The effectiveness of middle and high school-
based suicide prevention programmes for 
adolescents: a systematic review. Injury 
Prevention, 17, 43-49. 

52.	 Klimes-Dougan, B., Klingbeil, D. A., & 
Meller, S. J. (2013). The impact of universal 
suicide-prevention programs on the help-
seeking attitudes and behaviors of youths. 
Crisis, 34, 82-97. 

53. du Roscoät, E., & Beck, F. (2013). 
Efficient interventions on suicide prevention: 
A literature review. Revue d’Épidémiologie et 
de Santé Publique, 61, 363-374. 

54. Wyman, P. A., Brown, C. H., LoMurray, M., 
Schmeelk-Cone, K., Petrova, M., Yu, Q.,… 
Wang, W. (2010). An outcome evaluation of 
the Sources of Strength suicide prevention 
program delivered by adolescent peer 
leaders in high schools. American Journal of 
Public Health, 100, 1653-1661. 

55.	 Commonwealth of Australia (2015). 
Australian Government Response to 
Contributing Lives, Thriving Communities – 
Review of Mental Health Programmes and 
Services. Canberra, Australia: Author. 

56.	 Sogaard, A. & V. Fonnebo (1995). The 
Norwegian Mental Health Campaign in 1992. 
Part II: changes in knowledge and attitudes. 
Health Education Research, 10, 267-278. 

57. Matsubayashi, T., Ueda, M., & Sawada, Y. 
(2014). The effect of public awareness 
campaigns on suicides: Evidence from 
Nagoya, Japan. Journal of Affective Disorders, 
152-154, 526-529. 

58.	 Dumesnil, H., & Verger, P. (2009). Public 
awareness campaigns about depression and 
suicide: A review. Psychiatric Services, 60, 
1203-1213. 

59.	 van der Feltz-Cornelis, C. M., Sarchiapone, 
M., Postuvan, V., Volker, D., Roskar, S., Grum, 
A. T., . . . Hegerl, U. (2011). Best practice 
elements of multilevel suicide prevention 
strategies: A review of systematic reviews. 
Crisis: The Journal of Crisis Intervention and 
Suicide Prevention, 32, 319-333. 

60.	 Thornicroft, G., Mehta, N., Clement, S., 
Evans-Lacko, S., Doherty, M., Rose, D.,… 
Henderson, C. (2016). Evidence for effective 
interventions to reduce mental-health­
related stigma and discrimination. Lancet, 
387, 1123-1132. 

61.	 Niederkrotenthaler, T., Fu, K., Yip, P. S. F., 
Fong, D. Y. T., Stack, S., Cheng, Q., & Pirkis, 
J. (2012). Changes in suicide rates following 
media reports on celebrity suicide: 
a meta-analysis. Journal of Epidemiology 
and Community Health, 66, 1037-1042. 

62.	 Pirkis, J., Blood, R. W., Beautrais, A., Burgess, 
P., & Skehan, J. (2006). Media guidelines on 
the reporting of suicide. Crisis: The Journal 
of Crisis Intervention and Suicide Prevention, 
27, 82-87. 

63. Pirkis, J., & Blood, W. R. (2001). Suicide and 
the media: part I - reportage in nonfictional 
media. Crisis: The Journal of Crisis Intervention 
and Suicide Prevention, 22, 146-154. 

64.	 Niederkrotenthaler, T., & Sonneck, G. (2007). 
Assessing the impact of media guidelines for 
reporting on suicides in Austria: Interrupted 
time series analysis. Australian and New 
Zealand Journal of Psychiatry, 41, 419-428. 

65. Etzersdorfer, E., Sonneck, G., & Nagel-Kuess, 
S. (1992). Newspaper reports and suicide. 
New England Journal of Medicine, 327, 502-503. 

66. Sonneck, G., Etzersdorfer, E., & Nagel-Kuess, 
S. (1994). Imitative suicide on the Viennese 
subway. Social Science and Medicine, 38, 453-457. 

67. Sarchiapone, M., Mandelli, L., Iosue, M., 
Andrisano, C., & Roy, A. (2011). Controlling 
access to suicide means. International Journal 
of Environmental Research and Public Health, 
8, 4550-4562. 

68. Klieve, H., Barnes, M., & De Leo, D. (2009). 
Controlling firearms use in Australia: has the 
1996 gun law reform produced the decrease 
in rates of suicide with this method? Social 
Psychiatry and Psychiatric Epidemiology, 44, 
285-92. 

69. Law, C.K., Sveticic, J., & De Leo D. (2014). 
Restricting access to a suicide hotspot does 
not shift the problem to another location. An 
experiment of two river bridges in Brisbane, 
Australia. Australian and New Zealand Journal 
of Public Health, 38, 134-138. 

70.	 Studdert, D.M., Gurrin, L.C., Jatkar, U., 
& Pirkis, J. (2010). Relationship between 
vehicle emissions laws and incidence of 
suicide by motor vehicle exhaust gas in 
Australia, 2001-06: An ecological analysis. 
PLoS Medicine, 7, 1-9. 

71.	 Oliver, R.G., & Hetzel, B.S. (1972). Rise and 
fall of suicide rates in Australia: Relation 
to sedative availability. Medical Journal of 
Australia, 2, 919-923. 

72.	 Pirkis, J., Spittal, M. J., Cox, G., Robinson, J., 
Cheung, Y. T. D., & Studdert, D. (2013). The 
effectiveness of structural interventions at 
suicide hotspots: a meta-analysis. International 
Journal of Epidemiology, 42, 541-548. 

73. Lee, W.S., & Suardi, S. (2010). The Australian 
firearms buyback and its effect on gun deaths. 
Contemporary Economic Policy, 28, 65-79. 

74.	 Gunnell, D., Bennewith, O., Hawton, 
K., Simkin, S., & Kapur, N. (2005). The 
epidemiology and prevention of suicide by 
hanging: a systematic review. International 
Journal of Epidemiology, 34, 433-442. 

75.	 Appleby, L., Shaw, J., Sherratt, J., Amos, 
T., Robinson, J., & McDonnell, R. (2001). 
Safety First: Five-Year Report of the National 
Confidential Enquiry into Suicide and Homicide 
by People with Mental Illness. Department of 
Health: London, UK. 

76.	 Indigenous Allied Health Australia (2013). 
Position paper: Culturally responsive health care, 
IAHA, Melbourne. Retrieved from www.iaha. 
com.au > Policy & Communications > IAHA 
Position Statements > Culturally Responsive 
Health Care [PDF] 

77. Australian Institute of Health and Welfare 
(2011). Aboriginal and Torres Strait Islander 
health services report 2009-10, Cat. no. IHW 
56. Canberra: AIHW/OATSIH, p.29. 

78.	 Hayman, N., White, N., & Spurling, G. (2009). 
Improving Indigenous patients’ access 
to mainstream health services: the Inala 
experience, The Medical Journal of Australia, 
190, 604-606. 

79. Australian Human Rights Commission 
(undated). Right to self-determination. 
Retrieved from www.humanrights.gov.au > 
Rights & Freedoms > Rights and freedoms: 
right by right > Right to self determination 

80.	 Centre for Epidemiology and Evidence (2011). 
HealthStats NSW: Population by Aboriginality. 
Retrieved from www.healthstats.nsw.gov.au 
> Topics > Population > Population by 
Aboriginality / By age and year 

81.	 Gee. G., Dudgeon, P., Schultz, C., Hart, A., 
& Kelly, K. (2014). Social and emotional 
wellbeing and mental health: An Aboriginal 
perspective. In P. Dudgeon, H. Milroy & R. 
Walker (Eds.) Working Together: Aboriginal 
and Torres Strait Islander Mental Health 
and Wellbeing Principles and Practice – 
Revised Edition (pp 55-68). Canberra, 
Commonwealth of Australia. 

82.	 Australian Bureau of Statistics. (2013). 
Australian Aboriginal and Torres Strait 
Islander Health Survey, First Results, 
4727.0.55.001. Retrieved from: www.abs. 
gov.au > Statistics > Catalogue Number 
> 47. Indigenous statistics > Australian 
Aboriginal and Torres Strait Islander Health 
Survey: First Results, Australia, 2012-13 

83.	 National Mental Health Commission (2015). 
Contributing lives, thriving communities, 
Specific challenges for Aboriginal and Torres 
Strait Islander people - A summary from the 
Report of the National Review of Mental Health 
Programmes and Services. Retrieved from 
www.mentalhealthcommission.gov.au 
> Our Reports > Contributing Lives, 
Thriving Communities - Review of Mental 
Health Programmes and Services > Specific 
challenges for Aboriginal and Torres Strait 
Islander people [PDF] 

84.	 Holland, C. (2016). Close the Gap, Progress 
and Priorities Report 2016. Retrieved from: 
www.humanrights.gov.au > Aboriginal 
and Torres Strait Islander Social Justice > 
Publications > Close the Gap – Progress & 
Priorities report 2016 

85.	 Dudgeon, P., Cox, A., Walker, R., Scrine, 
C., Kelly, K., Blurton, D.,…Taylor, 
N. (2014). Voices of the Peoples: The 
National Empowerment Project National 
Summary Report. Retrieved from: www. 
nationalempowermentproject.org.au > 
Publications > Reports > National Reports 

86.	 Dudgeon, P., Cox, A., D’Anna, D., Dunkley, C., 
Hams, K., Kelly, K.,…Walker, R. (2012). Hear 
our voices: Community consultations for the 
development of an empowerment, healing and 
leadership program for Aboriginal people living 
in the Kimberley, Western Australia. Retrieved 
from aboriginal.telethonkids.org.au > Centre 
for Research Excellence (CRE) / Publications 
/ Policy and Research briefs > Hear our 
Voices report [PDF] 

87. Chandler, M. J. & Lalonde, C. E. (2008). 
Cultural continuity as a protective factor 
against suicide in First Nations Youth. 
Horizons – A Special Issue on Aboriginal Youth, 
Hope or Heartbreak: Aboriginal Youth and 
Canada’s Future, 10, 68-72. 

88.	 Chandler, M. J. & Lalonde, C. E. (1998). 
Cultural continuity as a hedge against suicide 
in Canada’s First Nations. Transcultural 
Psychiatry, 35, 191-219. 

89. Harris, F. M., Maxwell, M., O’Connor, R. 
C., Coyne, J., Arensman, E., Székely, A.,… 
Hegerl, U. (2013). Developing social capital 
in implementing a complex intervention: 
a process evaluation of the early 
implementation of a suicide prevention 
intervention in four European countries. 
BMC Public Health, 13:158. 

90.	 Joiner, T.E. (2005). Why people die by suicide. 
Cambridge, MA: Harvard University Press. 

http://iaha.com.au/wp-content/uploads/2015/07/IAHA_POLICY_CRHC2015-web.pdf
http://iaha.com.au/wp-content/uploads/2015/07/IAHA_POLICY_CRHC2015-web.pdf
http://iaha.com.au/wp-content/uploads/2015/07/IAHA_POLICY_CRHC2015-web.pdf
http://iaha.com.au/wp-content/uploads/2015/07/IAHA_POLICY_CRHC2015-web.pdf
http://www.humanrights.gov.au/right-self-determination
http://www.humanrights.gov.au/right-self-determination
http://www.humanrights.gov.au/right-self-determination
http://www.healthstats.nsw.gov.au/Indicator/dem_pop_atsi/dem_pop_atsi
http://www.healthstats.nsw.gov.au/Indicator/dem_pop_atsi/dem_pop_atsi
http://www.healthstats.nsw.gov.au/Indicator/dem_pop_atsi/dem_pop_atsi
http://www.abs.gov.au/AUSSTATS/abs@.nsf/ProductsbyCatalogue/3436BCAD59A8C30FCA257C2F00146169?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/ProductsbyCatalogue/3436BCAD59A8C30FCA257C2F00146169?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/ProductsbyCatalogue/3436BCAD59A8C30FCA257C2F00146169?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/ProductsbyCatalogue/3436BCAD59A8C30FCA257C2F00146169?OpenDocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/ProductsbyCatalogue/3436BCAD59A8C30FCA257C2F00146169?OpenDocument
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.mentalhealthcommission.gov.au/media/124309/Aboriginal%20and%20Torres%20Strait%20Islander%20Review%20Summary%20-%20Final.pdf
http://www.humanrights.gov.au/our-work/aboriginal-and-torres-strait-islander-social-justice/publications/close-gap-progress
http://media.wix.com/ugd/396df4_0442b06dfedb4b309e78623ba9f51ea1.pdf
http://media.wix.com/ugd/396df4_0442b06dfedb4b309e78623ba9f51ea1.pdf
http://media.wix.com/ugd/396df4_0442b06dfedb4b309e78623ba9f51ea1.pdf
http://aboriginal.telethonkids.org.au/media/394426/hear_our_voices_final_report.pdf
http://aboriginal.telethonkids.org.au/media/394426/hear_our_voices_final_report.pdf
http://aboriginal.telethonkids.org.au/media/394426/hear_our_voices_final_report.pdf
http://aboriginal.telethonkids.org.au/media/394426/hear_our_voices_final_report.pdf


An evidence-based systems approach to suicide prevention: guidance on planning, commissioning and monitoring

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

   

 

 

 

 

 

 

 

 

 

 

 

  

 

Appendix A: Risk factors
 

Suicidal behaviour results from complex interactions 
between many risk factors across an individual’s life 
span. A history of a suicide attempt is one of the major 
risk factors for suicide.15 Individuals attempting or 
dying by suicide often experience multiple stressors and 
negative life events in the months prior to their attempt 
or death. These stressors can include interpersonal 
conflicts, relationship breakdown, bereavement, 
physical illness, unemployment, job problems, financial 
problems, domestic violence, serious injury or assault, 
racism and other forms of discrimination including 
experiences of homophobia or transphobia. 

Table 4. 

Loneliness and isolation may lead to depression and 
emotional distress or increase their severity, as well as 
exacerbate the effects of negative stressors. According 
to the interpersonal theory of suicide,90 a feeling of 
being a burden to others and a feeling of loneliness 
accompanied by an acquired capacity for suicide, such 
as lowered fear of death and increased tolerance for 
physical pain, are common experiences of individuals 
at-risk of suicide. 

Suicide risk factors at an individual and social level
 

Risk factors 

Individual level Socio-cultural or situational level 

•	 Gender (male) 

•	 Family history of suicidal behaviour 

•	 Mental illness: mood disorders such as depression 
and anxiety, schizophrenia and other psychotic 
disorders, and substance-use disorders 

•	 Previous history of suicidal behaviour 

•	 Childhood trauma 

•	 Low coping potential 

•	 Hopelessness 

•	 Aggression and impulsivity 

•	 Worry and rumination 

•	 Psychological pain 

•	 Chronic pain 

•	 Neurobiological and genetic factors 

•	 Marital status: divorce, widowed, separated 

•	 Experiences of homophobic/transphobic 
abuse/violence 

•	 Indigenous status 

•	 Exposure to suicidal behaviours through 
sensationalist reporting by the media 

•	 Access to and availability of lethal means of suicide 

•	 Unemployment or financial crisis 

•	 Stressful life events 

•	 Relationship breakdown 

•	 Poor social networks 

•	 Social isolation, lack of social support 

•	 Imprisonment and release from prison 

•	 Bereavement 

•	 Homelessness 

•	 Academic difficulties 

•	 Domestic violence 
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Glossary of terms
 

Attachment-based family therapy (ABFT) 
Relationships with family members can exacerbate or 
buffer against adolescent depression and suicide. ABFT 
aims to repair relationship ruptures and rebuild safe and 
secure parent-child relationships with the end goal of 
promoting adolescent autonomy. 

Cognitive behaviour therapy (CBT) 
A talk therapy that assists individuals to identify 
unhelpful thoughts and behaviours and teaches them 
new skills and strategies for improved quality of life. 
Cognitive therapy for suicide prevention is a specific 
intervention designed to prevent repeat attempts. 

Dialectical behaviour therapy (DBT) 
A skills based therapy that teaches individuals how to: 
identify thoughts that make life harder, manage their 
emotions including tolerating emotional pain in difficult 
situations, practice mindful awareness, and have healthy 
relationships with others. The original form of DBT 
involved individual and group therapy with telephone 
coaching from a therapist supported by a consultation 
team. Modified versions of individual or group therapy 
are now widely used. 

Help-seeking 
The process of actively seeking help or support in order 
to improve a situation or problem. This involves the 
ability to recognise and verbally express symptoms or 
problems, an understanding of where and how to get 
support, and a willingness to disclose internal states. 

Lived experience 
Individuals who have first-hand knowledge or 
experience of living with suicide behaviours and 
consequences. This may be personal experience with 
relation to the self, or through caring for others. 

Mental health literacy 
Knowledge and beliefs about mental disorders that help 
individuals to recognise, manage, or prevent mental 
illness. This may include knowledge pertaining to 
prevention of onset, recognising signs and symptoms, 
causes and risk factors, management and treatment, and 
sources of help. This knowledge may aid an individual 
themselves or someone within their social network. 

Pharmacotherapy 
The use of pharmaceutical drugs in the treatment of 
psychological disorders and symptoms. 

Postvention 
An intervention conducted after a suicide has occurred 
and usually targeting those bereaved by the suicide 
including family, friends, professionals, community 
members, colleagues, and peers. These individuals may 
be at increased risk of suicide themselves. Postvention 
aims to increase resilience and help them cope with 
the loss. 

Problem solving therapy 
A psychological treatment that helps individuals improve 
their ability to cope with stressful life experiences. 
Individuals are assisted in understanding the role of 
thoughts and emotions, and then guided to develop 
an action plan to solve identified problems. 

Psychodynamic interpersonal psychotherapy 
A brief psychological treatment which aims to give 
people a better understanding of their problem so they 
can be better managed. This is achieved through several 
means including focusing on emotions; identifying 
habitual and unhelpful patterns in thinking, feeling, 
and behaving; and exploring relationship difficulties. 

Self-poisoning 
An episode whereby an individual exposes themselves 
to a substance that has the potential to cause harm. 
Substances can be ingested or inhaled. The episode 
may be accidental or deliberate and can lead to a fatal 
or non-fatal outcome. 

Suicidal ideation 
Also referred to as suicidal thoughts and may indicate a 
preoccupation with suicide. Suicidal thoughts can range 
from fleeting to pervasive and all consuming. 
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