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EXECUTIVE SUMMARY
In the last two to three years there have been significant changes in the ways suicide prevention is being
approached. First, evidence is accumulating about the effectiveness of various components of a suicide
prevention response. Component programmes with clear evidence of effectiveness include: reducing access
to lethal means of suicide, responsible reporting by the media, gatekeeper training in schools and in the
military, training of General Practitioners, improving public awareness, and high quality treatment for those
with mental illnesses and those who have made suicide attempts. Second, a new idea has emerged – that a
systemic approach can comprehensively reduce suicide risk. Evidence is mounting that the best suicide
prevention response may be gained from a multi-level, multifactorial, systems-based approach. This
approach requires “top down” leadership, design and implementation, along with well-trained healthcare
staff, an informed community, and deployment of all relevant evidence-based components of a suicide
prevention response. Third, while vast efforts have been made to reduce suicide in patients in mental health
services, these activities have failed to substantially reduce population suicide rates. It is now clear that
suicide prevention must be addressed comprehensively by embedding systematic prevention programmes
simultaneously and seamlessly within both healthcare systems and within communities. Taken together,
these changes reflect a revolution in policy and practice. They suggest that suicide can be prevented, and
that suicide prevention is an achievable goal.
The evidence for this new systemic approach is outlined in the following report. Evidence accumulated over
the last 20 years suggests that multi-component strategies are associated with successful reductions in
suicide rates. First, the US Air Force programme appears to be highly effective, consisting of 11 community
and healthcare components, with accountability and protocols at all 1, 2. Second, the Nuremburg, German
and European Alliances Against Depression programmes, with a strong multi-dimensional approach to
depression awareness and suicide prevention, are now yielding good suicide prevention outcomes3-8. Third, a
recent study examined the effect of nine components of health service reform on suicide outcomes in the
United Kingdom9. A dose- response relationship was found, in which those health trusts which implemented
none of the services had no reduction in suicides while those which implemented more services were
associated with falls in suicides. Three programmes were particularly associated with reductions - 24 hour
crisis response (which was associated with the largest reduction), dual diagnosis policies, and
multidisciplinary review after a suicide death. In addition to these data, there are examples, such as the Zero
Suicide approach 10, 11- where a comprehensive, accountable, manualised and protocol driven all-systems
approach within a health service is capable of driving suicides to zero within a managed care environment.
The Baerum model of implementing a “chain of care” linking general hospitals and community after care
services for discharged patients has also proven effective in maintaining longterm care12, 13.
The present report reviews the suicide policy strategies at three levels: international; national and
State/Territory based. We find that there are very strong common elements to these strategies. We identify
a number of issues with these policy positions – mostly because they fail to prioritize strategies across a
range of initiatives, and because they often have little focus on an integrated and system wide response. We
argue that there is now an opportunity to use the research evidence identified above to develop policy in
response to the evidence about systems design. Highly specialised knowledge of clinical and public health
prevention programs and strategies needs to be linked and implemented within these policies and also at a
regional and local level. Data needs to be collected about services, service delivery, health personnel and
community capability. These data also need to be linked to suicide rates at a regional level so the systems
approach to suicide prevention can be evaluated, and adaptations and corrections can be made iteratively.
We conclude that with good, new policy, systems change and integrated practice across community and
health settings, supported by regionalised data and evaluation, we can reinvigorate suicide prevention and
substantially reduce suicides in Australia.
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INTRODUCTION
BACKGROUND
Suicide is a recognised public health priority in Australia14, 15 and globally16. In recent years, the reported rates
of suicide in Australia have declined from historically high levels, peaking in 1997, to about 9.6 per 100,00017.
However, it is clear from analysis of global trends that suicide rates are highly volatile and reactive to
international events, such as economic crises, particularly with their effect on unemployment. For every 1%
increase in unemployment, a 0.79% increase in suicide rates under 65 years has been observed3. Suicide
rates are also unacceptably high in specific identifiable groups in the population. In Australia, for example,
suicide rates are four times higher for indigenous than non-indigenous youth18. In particular, the rates for
indigenous young women 15-19 years (5.9 times higher than their non-indigenous peers) are unacceptable.
In addition to suicide deaths, suicide attempts (more common in the young, and in the young, more common
in women) portend risk for future suicide, and carry significant costs in healthcare burden and productivity
losses.
More worrying is that, thus far, public health interventions to prevent suicide in Australia have been largely
ineffective17. The Australian Government spent $127.1M on suicide prevention activities between 2006 and
201219. Yet the evidence is that these suicide prevention activities may not have been responsible for
changes in suicide rates. It is therefore timely to examine international trends in best practice for suicide
prevention, to compare current national policy directions with evidence of best practice, and to explore
models of care, services that deliver suicide prevention in Australia, gaps in knowledge, and key areas of
debate.
The causes of suicide are complex. This complexity, in addition to the multiple methodological difficulties of
evaluating interventions for statistically rare events such as suicide, means it is hard to develop the scientific
evidence for interventions for suicide ideation, attempts or completions. In addition, there are obvious
ethical constraints on the types of research methods available. Partly because of these difficulties, many
suicide prevention programmes target more distal causes/vulnerabilities such as depression or drug abuse.
For these programmes, outcomes are often not reductions in suicidal behaviours but changes in ‘proxy
measures’ such as decreased hopelessness or increased help-seeking.
It is well-recognised that individual mental health problems are not the only causes of suicide. Recent
reports from the USA and Greece show that rates of suicide are increasing, and this has been attributed to
the global economic downturn20 . Other potentially important risk factors include rurality, Aboriginal and
Torres Strait Islander (ATSI) status, refugee status, Lesbian, Gay, Bisexual, Transgender, Intergender (LGTBI)
status, drug and alcohol use, old age, physical illness, disability, and exposure to sexual abuse and to
violence. Other contextual factors include access to lethal means of suicide, the media reporting climate,
cultural and spiritual views of suicide, and potential influences of “hot spots”.
The base rate of suicide completions is low, reducing the power of analyses, and thus making conclusions
imprecise, particularly for some types of programmes21. It is estimated, for example, that interventions for
high –risk individuals require 45 000 people to be exposed in order to show reductions. While this is an
impossible target, evaluations of population-wide interventions such as means restriction require exposure
by 13 million, which is achievable using nationally collected data. This may explain, in part, why we have such
little evidence of effective programmes for high risk individuals, and why our current best evidence is for
means restriction programmes.
We also know that many people at risk of suicide do not reach health services. Most people at risk of suicide
do not seek help: in community surveys up to 60% of suicide attempt survivors state that they have not
“…been a patient of any mental health service or professional…”15 prior to their attempt. Mental health
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treatment may be difficult to access for these groups, and may be perceived as e irrelevant, stigmatising or
unwanted. Their help-seeking strategies may be poor. In addition, many of those who do make suicide
attempts fail to engage with aftercare services22. Despite serious risks of further suicidal behaviour and
suicide, those who present to emergency departments with self-harm are notoriously difficult to engage in
outpatient care, and many drop out, further increasing their risks of negative outcomes. Most suicidal people
remain “under the radar”23.

PROJECT SCOPE
To inform this report, we undertook the following activities:
1.

An overview and summary of national and international trends in best or good practice in the
particular area.
An assessment of current policy directions (national and jurisdictions) against evidence or
international good practice.
Current models of care/approaches and best practice, both nationally and internationally.
Identification of leading models/sites/services/agencies in Australia that represent good practice.
Identification of gaps in knowledge, research or practice as it applies to the Australian situation.
An assessment of key areas of debate, concern or contention in the literature, and as it applies to the
Australian context.

2.
3.
4.
5.
6.

OBJECTIVES
The goal of the review was to address the following key questions:
•
•
•
•
•
•
•
•

What is the national and international evidence based good practice in the area?
What are the elements of a good practice service/support/policy/approach?
Is the evidence applied and found in the Australian context?
What are the Australian examples of good practice services polices or approaches?
What are the current areas of debate or contention indicated in the literature?
What are (if any) the contentious or debated areas for various stakeholders?
Where are the gaps in our knowledge, data, perspective or services?
Does the literature indicate where enhanced effort, or scaling up, would yield the greatest impact
and improvement, in terms of system change, individual outcomes or experience of care, treatment
or services?
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PART 1: LITERATURE REVIEW
INTRODUCTION
Suicide is a complex behaviour. Most current models of suicide consider it to arise from an interaction of
personal vulnerability and stressors or triggers – that is, to result as a function of stress-diathesis24. As a
consequence, interventions to prevent suicide encompass efforts to address both individual vulnerabilities,
for example, with programmes which seek to enhance help-seeking, access to care, treatment and support
for those with underlying mental health disorders, as well as minimise societal and public health factors that
might precipitate suicidal behaviour, with programmes such as reducing access to means, reducing alcohol
and substance abuse, decreasing exposure to trauma, violence, abuse or the justice system, or lowering
unemployment and financial stresses 20, 25, 26.
For the purposes of the present report, we develop and delineate the range of potential interventions in
terms of the public health, mental health and policy domains outlined in Figure1 and, more extensively, in
Table 1.
Figure 1 comprises two components:
1. Spectrum of Interventions for Suicide Prevention and Mental Disorders (adapted from Mrazek and
Haggerty (1994; pp. 2327)).
The top arc represents an adaptation of the spectrum of interventions for mental health problems and
suicide-related behaviours mental disorders, a classification system initially proposed by Mrazek and
Haggerty (1994). We have adapted this for the suicide prevention arena. Specifically, the spectrum
describes a range of interventions to address mental disorder and suicide prevention, from prevention
through to continuing care. This conceptual framework is widely recognised and adopted nationally and
internationally as the appropriate framework for research, policy and programme initiatives in mental health
(notably by US Institute of Medicine28 and the Australian Government29).
The spectrum of interventions consists of three stages (prevention, treatment and continuing care), each
with its own intervention components that are outlined below. The various components of the spectrum
may overlap in real-life application29.
 PREVENTION: aims to reduce occurrence of new cases, or delay onset, by reducing risk and by
enhancing protective factors.
o Universal: Interventions targeted to whole population
o Selective: Interventions targeted to individuals or subgroups with an above average risk of
developing mental disorders and/or suicidal behaviour s (based on biological, psychological
or social risk factors)
o Indicated: Interventions targeted to high-risk individuals or subgroups displaying subthreshold symptoms or biological markers of predisposition for mental disorder and/or
suicidal behaviours, but who do not yet meet full diagnostic criteria.
 TREATMENT: aims to reduce the impact, duration and severity of mental illness and suicide risk:
o Case identification
o Standard treatment for known disorders
o Specific interventions for suicide prevention
 MAINTENANCE: aims to reduce relapse and recurrence by enhancing compliance with treatment and
after-care, and to promote long-term recovery
o Maintenance and adherence with long-term care
o After care
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Figure 1: Spectrum of Interventions for Suicide Prevention and Mental Disorders and Policy
Foundations

This spectrum reflects a population health approach that includes mental health promotion, prevention,
early intervention, treatment and maintenance of long-term care30. Importantly, it encompasses the mental
health status and needs, and suicide risk, of the entire population – those who are currently well and
asymptomatic, those known to be at-risk, and those currently or previously experiencing mental illness
and/or suicide-related behaviours. Our adaptation reflects a recovery-based framework, and incorporates
positive concepts of wellbeing, resilience and social connection30 .
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2. Policy Foundations (adapted from Scott & Guo, 201231)
The bottom three pillars represent policy areas that underlie mental health interventions. These policy
areas are adapted from Scott and Guo’s 2012 World Health Organisation report on suicide31 . We have
extended these to cover the current suicide prevention arena, and to index policy recommendations made in
reviews included in our report.
These policy areas are crucial to the conceptualisation and implementation of mental health prevention
efforts. They are each of equal importance, and are loosely grouped thematically. The dual direction arrows
indicate that policy feeds into and shapes interventions, and that policy is, in turn, shaped by interventions
and their outcomes and lessons. These policy foundations involve the whole of society, including federal,
state and territory, and local governments, academic, legal and medical professions, local and regional
community organisations and NGOs, and individuals. Each policy initiative impacts upon the others, creating
a dynamic web which, when directed towards effective, evidence-based mental health interventions in a
coherent, co-ordinated way can optimise outcomes for mental health and social wellbeing, thereby reducing
suicide risk.
In Table 1, within each domain, following the Institute of Medicine’s prevention framework, we outline a
range of potential interventions for suicide prevention, based on our knowledge of the aetiology and causal
pathways for suicidal behaviour. While we list the logical clinical and population-based programmes and
policies suggested by what we know about risk and protective factors, it is important to acknowledge that
evidence is lacking for many of the interventions listed. Nonetheless for the sake of comprehensiveness they
are included.

Table 1: Arenas for intervention to reduce suicide risk

INTERVENTION ARENA &
CATEGORY
Universal
PREVENTION

SPECIFIC INTERVENTION












Means and access restrictions
Media reporting resources/restrictions
National suicide prevention strategies
Mental health literacy & public education/destigmatization
Promotion of mental & physical wellbeing
Alcohol legislation
Social welfare policies
Full employment policies
Adequate medical and social care
Promotion of social connectedness
Anti-discrimination legislation
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Selective

















Indicated








Training and education of healthcare professionals
Support to general practitioners for suicide prevention
activities
Emergency Department-based safety plans and brief
interventions
Telephone-based suicide prevention services
Support to family/friends of high-risk individuals
Postvention support

Case
identification






Ongoing contact
Crisis (green) cards
Inpatient shelter
Adherence (compliance) management

Standard
treatment for
known disorders














Cognitive behavioural therapies
Psychosocial interventions
Psychotherapy
Intensive care plus outreach
Home –based therapy
General hospital admission
Inpatient-based therapies
Outpatient-based therapies
Pharmacotherapies, pharmacogenomic therapies
Neurosurgery
Electroconvulsive therapy
Combinations of
pharmacotherapeutic/cognitive/psychosocial therapies

Specific
interventions for
suicide
prevention
Maintenance/
adherence with
long term
treatment





Safety plans
Brief interventions
Integrated pathways of care










Ongoing contact
Crisis cards
Text message support
Inpatient shelter/respite care
Home-based therapy
Adherence management
Motivational interviewing
Support groups for suicide attempters



TREATMENT

CONTINUING
CARE

Suicide prevention centres
Community based suicide prevention programmes
Gatekeeper education
School-based suicide-prevention programmes
Workplace-based suicide-prevention programmes
Prison-based suicide-prevention programmes
Courts/justice-based suicide-prevention programmes
Programmes for armed forces personnel and veterans
Programmes for youth in welfare/justice care
Substance abuse programmes
Support/mentorship programmes for at-risk youth
Cyber-based programmes for screening, therapy, skills
building and wellness promotion
Early intervention programmes and parenting support
Zero suicide programmes
Audit, case review, service restructuring
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POLICY

After care




Long term therapy
Case management

Funding



Increase funding to suicide prevention activities

Research








Identify research gaps
Commission and disseminate specific research and reviews
Conduct cost-effectiveness analyses
Improve evaluation tools
Encourage research and knowledge transfer
Undertake research in specific areas/ establish a national
suicide prevention research agenda
Evaluate the suicide prevention strategy


Capacity building











Workforce development
Mandatory training requirements for relevant professional
groups
Accreditation requirements/standards
Develop public/private partnerships
Involve consumers and families
Increase and training for all health care
Set up standards for workforces in crisis intervention
Build capacity in carers of those at risk for suicide
Build capacity in those in the community

Implementation



Local and national implementation plans

Dissemination



Promoting and knowledge about effective interventions

Collaborative
action





Promote inter-agency collaboration
Develop funding mechanisms for joint, interagency support
Engage a range of stakeholders in suicide prevention
activities
National level and local areas
Integrate services from ED to home and have follow-up
Integrate all accredited crisis support lines
Establish linkages between providers of mental health and
substance abuse programmes, including peer support
programmes






Target policy
makers



Inform policy makers about suicide and how it should be
managed.

Set goal for
reductions
Surveillance



Set target in timeframe









Establish suicide/self-harm registers
Monitor suicide statistics/changes in methods/risk groups
Review, audit, report on suicide prevention activities
Monitor changes in evidence-based best practice
Maintain a best practices register
Evaluate and monitor potential for harm
Evaluate progress in implementation of national/regional
suicide prevention strategies
Review/revise priorities for suicide prevention activities
Monitor safety of online content for new and emerging
communication technologies
Improve and expand surveillance systems




Scott and Guo, 201231; Beautrais and Larkin, 201332
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WHAT WE ALREADY KNOW
The World Health Organisation has recently undertaken a peer-reviewed synthesis of strategies to prevent
suicide; their report serves as an international benchmark for what is known31. An original publication
reviewed the effectiveness of suicide prevention interventions from January 1990 to 200333, 34 using the
strategy of reviewing quantitative or qualitative systematic reviews. In 2012, WHO updated the original
report by including reviews from the original dates up to November 201031. The 2012 WHO report evaluated
suicide prevention interventions published between 2003 and 2010 that were shown to have good quality
evidence. Thirty four suicide prevention strategies were identified from seven systematic reviews. These
interventions fell into several mental health spectrum domains including prevention, treatment, and
maintenance.
In the present report we have updated reviews of suicide prevention interventions that were published from
November 2010 to the present, using a similar methodology to that of the World Health Organisation. We
believe that our strategy leads to a comprehensive summary of research literature to date. We have
summarised the research evidence by first providing a summary of the WHO report and then adding the new
evidence that we collected. The methodology we used to identify the studies is described in BOX 1.
We review the evidence for indigenous interventions separately. We include data on recent systematic grey
literature review which supplements the limited research published in peer review journals.

METHODOLOGY
Box 1: Literature Review Search Strategy
The following databases were searched for systematic reviews published in English from November 2010 to
June 2013: the Cochrane Database of Systematic Reviews, MEDLINE, EMBASE, PsycINFO, the NHS Centre for
Review and Dissemination (CRD) databases (DARE, HTA and NHS EED), and Web of Science. An Internet
search engine (Google Scholar) was used to locate grey literature. The web sites of various health technology
assessment agencies and of international and national suicide research and prevention centres, and suicide
prevention resource centres, were also scanned for relevant reviews and policy documents.
Abstracts from major suicide prevention conferences from 2010 – 2013, where available, were also manually
searched [those of the American Association of Suicidology (AAS; 2010, 2011, 2012, 2013), the International
Association for Suicide Prevention (IASP; 2013), and Suicide Prevention Australia (SPA; 2010, 2011, 2013)].
For all sources, the search was limited to humans, English language publications only, and a timeframe
enforced (November 2010 to July 2013) to ensure that only reviews published since the end date of the
original WHO report timeframe were captured.
The following MeSH terms and keywords (including suffix variations of the root words) were used alone or in
combination, according to conventions of each database and internet search engine:
suicide/parasuicide/self harm/selfpoisoning/self- injurious/intentional/ overdose/ prevention/primary
prevention/secondary prevention/method/means restriction/e-health/RCT – Randomised Controlled
Trial/policy/ restrict/reduce/postvention/meta- analysis/systematic /review/systematic review. The terms
in bold were additions to the WHO strategy, to expand upon the original WHO search and ensure current
trends in suicide prevention strategies were captured in the review. Exact search strings for each database
are available upon request.
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EVIDENCE BASED INTERVENTIONS THAT WORK – From WHO JANUARY 1993-2010
Below we outline the “effective interventions” identified by the WHO synthesis31.
PUBLIC HEALTH INTERVENTIONS
Universal
 Restriction of access to lethal means of suicide, such as firearms, carbon monoxide, sedative drugs,
jumping sites25, 35-39.
 Restrictions on media reporting of suicide, although evidence is not strong 35, 36
Selective
 School based interventions to reduce suicide potentiality and vulnerability show promising evidence
in adolescent populations by targeting behavioural change and coping strategies, as well as skills
training and social support, in school-wide programmes35, 38, 40, 41.
Indicated
 Education of physicians to detect depression and suicidality42, 43
MENTAL HEALTH INTERVENTIONS









Several pharmacological agents show promise for suicide prevention, including flupenthixol, which
has been found to be associated with lower rates of self-harm44 . Similarly, lithium has been
associated with fewer instances of suicide and deliberate self-harm amongst patients with bipolar
disorder45. Clozapine has been associated with reduced suicides in people with psychotic disorders 46.
Several psychosocial interventions - including cognitive behavioural therapy (CBT), dialectical
behaviour therapy (DBT), and youth support teams - targeting adolescents and young people have
been associated with reduced suicidal ideation, self-harming behaviour and suicide rates47, 48.
Similar results have been found for adults. Problem-solving therapy, CBT, and provision of a card for
emergency contact showed promise in reducing rates of repeated self-harm in patients with a history
of deliberate self-harm or attempted suicide. Other adult cognitive behavioural based interventions
such as DBT, social skills training, cognitive restructuring and coping strategies were all found to be
associated with lower rates of suicidal behaviour44 49
Telephone based interventions targeting suicide have shown mixed results. A high quality RCT of
telephone contact at four and eight months after a suicide attempt did not find a difference in repeat
suicide attempts at 12 months50. In contrast a more intensive, longitudinal study, including twice
weekly telephone contact and access to counsellors 24 hours a day showed lower than expected
suicide completion rates among older adults when compared to the general population51. This
suggests that more intensive telephone intervention may be more effective for suicide prevention
than limited intervention.
Internet interventions targeting the suicide risk factor, depression, have shown promise in reducing
rates52, 53. Some supporting evidence for online suicide prevention programmes has been found with
intermediate outcomes such as increasing public knowledge of suicide, suicide risk assessment and
screening54.

POLICY INTERVENTIONS


The existence of a suicide prevention policy has been found to be associated with lower suicide rates
in poorly controlled studies36.
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FINDINGS
Reviews from 2010-2013 are described below under various relevant headings (see Table 1 and Figure 1
above). There have been major new initiatives in suicide prevention as indicated by the increase in the
number of reviews of reviews- suggesting more funding, the accumulation of more evidence-based
knowledge and increased optimism in the sector. The identification of new themes, particularly around
mental health systems -based policies, collaborative care and integrated pathways, which have previously
not been seen within the literature, is combined with new research evidence suggesting that systemic
multifactorial interventions within and across sectors may be very important.
PREVENTION - UNIVERSAL
Restricted access to means of suicide and to hotspots
There have been five systematic reviews of means restriction and structural barriers at “hot spots”39, 43, 55, 56.
All five supported the use of means restriction and were generally of the view that “substitution” of means,
while possible and evident, still left a “net” reduction in suicide risk. Florentine and Crane (2010) concluded
that “in appropriate contexts, where substitution is less likely to occur, and in conjunction with psychological
prevention effects, limitation of both physical and cognitive access to suicide can be an effective suicide
prevention strategy” 56(p 1626). Relevant for Australia, a review of the effectiveness of structural
interventions at suicide hotspots in nine studies and concluded that “structural interventions at “hotspots”
avert suicide, and while increases are apparent at neighbouring sites, there is an overall gain in terms of
reduction in suicide”39. Similarly, Cox and colleagues (2012), confirmed structural barriers can avert suicides
at hotspots without substitution, but concluded that the evidence is weaker for non-structural interventions
including help-seeking (signs and notices), and surveillance and intervention, calling for well-designed
intervention studies to strength the evidence base. Van der Feltz-Cornelius (2011) concluded that restricting
access to means especially to means of high lethality, is associated with reduced deaths. In a review of
suicide methods in Australia, reported a decline in suicide rates associated with a reduction in the availability
of lethal methods57.
Media reporting restrictions
One systematic review of media-reporting restrictions has been published. Sisask and Varnik (2012) report
findings from 56 studies examining the relationship between media exposure and suicide risk58. They
conclude that most studies show that sensational media reporting is associated with increased risk of suicide,
but note that reporting bias (i.e. reporting only positive study associations) is a risk to the validity of this
conclusion. Only four studies found no association. Six studies examined the protective effect of suicide
reporting – either by newspaper black-out or by reducing the quantity of publications, and these
interventions were associated with a decrease in suicidality.

PREVENTION SELECTIVE
Community based programmes
A number of reviews have examined the role of community based programmes – which vary in what is
offered. Clifford and colleagues (2013) identified four intervention studies employing community prevention
strategies targeting indigenous groups59. These interventions offered alcohol restriction and empowerment
programmes. The other studies combined a range of prevention interventions. All programmes reported
improved outcomes, including reductions in rates of suicide and increases in “protective factors” but the
study designs were weak, and further analysis of the components of the programmes need analysis. Sohata
and colleagues60 examined “tribally based suicide prevention programmes”, their content and barriers to
their evaluation. Lapierre and colleagues (2011) outlined a number of community based programmes for the
elderly61. Evidence suggests that community based outreach in various Japanese older adult cohort studies
might reduce suicide risk. The programmes consisted of community based education programmes discussing
the risk of depression for residents over 65 years of age. Another intervention involved recreational
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activities, without depression awareness. Significant reductions in suicide risk were found, particularly for
women.
Gatekeeper education
Gatekeeper education continues to be strongly employed as suicide prevention measures and a number of
studies have evaluated the research literature in this area59, 62-66. Many of these studies have been in the
context of school based suicide prevention. The findings indicate that, in indigenous communities,
gatekeeper training resulted in improved ratings of confidence in how to identify individuals at risk of suicide,
and the intention to help someone at risk59. Reductions in suicide were not evaluated. Katz evaluated the
Question, Persuade, Refer (QPR) gatekeeper programme62. The study found increased knowledge of suicide
risk but did no increase in service uptake, or referrals, often regarded as important measures of gatekeeper
outcomes.
School based programmes
Apart from the gatekeeping programmes noted above with respect to schools, a comprehensive and positive
review of school based programmes was undertaken by Cusimano (2011) who examined eight studies of
interventions in high and middle school years65. Improvements in knowledge were found in five of the eight
programmes. Help-seeking improvements were identified in two studies. Attitudes towards suicide
outcomes also improved. The numbers exposed to these school-based interventions are usually small, and
do not permit suicide outcomes to be assessed. An Australian review also examined school based
programmes41. Robinson and colleagues examined 412 potentially relevant studies and concluded that the
evidence across awareness, selective interventions, targeted interventions and postvention studies was
hampered by lack of evidence from randomised controlled (RCT) studies. Gatekeeper training was reported
to be most effective as were screening programmes. A final study reviewed various types of suicide
prevention programmes in schools, including curriculum based programmes which enhanced protective
factors, gatekeeper training and screening programmes: The combination of gatekeeping and curriculum
based programmes may reduce suicide risk, but the authors lament the fact that prevention elements are
not linked into a cohesive programme62.
The variation in support for school based programmes requires further detailed analysis, as it appears to
provide an unprecedented opportunity for intervention. None of the studies reported negative outcomes.
The evidence quality is relatively weak: outcome measures are commonly changes in knowledge and
attitudes, while suicide outcomes are rarely measured.
Youth justice
A number of systematic reviews have examined the effects of suicide prevention interventions for youth in
the justice system67, or juvenile correctional facilities68. Townsend67 reported three studies of group based
CBT assisted in reducing depression (and thereby suicide risk). Casiano and colleagues reported that
screening for suicide ideation on entry to juvenile correctional facilities was associated with lower suicide
rates68.
Health systems
James and colleagues (2012) reviewed self-harm in inpatient facilities and concluded that, while wards used
a variety of strategies to prevent self-harm; there was little research into their effectiveness69.
Military multifactorial
There have been a number of reviews of suicide prevention for and within military populations, particularly
in the USA. We identified two recent reviews70, 71. O’Neil’s review is a comprehensive analysis of suicide
prevention interventions. The review examined 16,518 potential research studies, and identified 38 RCTS,
and 23 systematic reviews. The review was very strict in the quality of evidence examined and concluded
that no evidence was available to suggest that specific interventions reduced suicide in the general or
veteran populations. The authors were unconvinced of the evidence for psychotherapy or medications.
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Studies and reviews that require “gold standard” evaluations are more likely to conclude that suicide
prevention has not been established based on current evidence. Bagley and colleagues (2010) identified
seven suicide prevention studies of military personnel. They concluded that, overall, multifaceted
interventions for active duty military personnel are supported by consistent evidence, albeit of very mixed
quality. They noted that the effectiveness of individual programme components was not assessed and
methodological problems were common.

PREVENTION - INDICATED
GP collaborative interventions
The IMPACT and PROSPECT72 studies suggested lowered rates for suicide ideation over 24 months in those
with depression. These programmes involved multiple components which included personalised treatment
for depression.
O’Connor and colleagues (2013) reviewed screening for suicide risk in primary care, but concluded that
evidence was insufficient to determine the benefits of screening in primary care 73. They conclude that
screening may help, but that screening tools currently have limited ability to detect suicide risk in
adolescents.
Postvention/ family support
One recent review examined the effects of post suicide intervention programmes66. 16 studies met inclusion
criteria. The authors concluded that “no protective effects of any postvention program could be determined
for number of suicide deaths”. One study found negative effects. A number of the studies did, however,
report increasing knowledge about help seeking, and crisis intervention.
Brief interventions in emergency departments
Newton and colleagues (2011) examined the effects of brief emergency department (ED) interventions on
suicide risk in paediatric patients74. This study concluded that short term or “transition” interventions appear
to be very promising in increasing subsequent treatment adherence. These findings point to the importance
of investigating long term effects of ED-initiated brief interventions.
Telephone based support
Lapierre and colleagues (2011) reviewed four studies of telephone counselling programmes for older people.
One study offered benefits to women, while the other studies were poorly constructed, and did not include
suicide prevention outcomes61.

TREATMENT
Seven systematic reviews of treatment interventions were identified in the current review 41, 67, 68, 70, 75-77. The
contexts for these interventions varied from the criminal justice system, juvenile correctional facilities, and
military contexts, and varied also as a function of mental disorder – covering schizophrenia, and bipolar
disorder. Group based CBT was supported in juvenile offenders (see Townsend67); Robinson41 concluded that
evidence for effective interventions in youth were under-researched, although CBT held the most promise.
Donker77 reported that interventions for those with psychosis were effective, but methodological limitations
of the studies prohibited strong conclusions. The findings from the treatment reviews were consistent with
the findings from previous reviews which indicate that high quality evidence based psychotherapy may be
effective in reducing suicide ideation.
Integrated pathways
It is clear that integrated pathways as a means of improving suicide risk for those identified to health
professionals is increasing regarded as an effective intervention. Van der Feltz (2011) examined the
usefulness of evidence based best practice programmes for incorporation into optimal multi-level
interventions43. Although these components have not been examined systematically together the
components identified are: training GPs, improving accessibility of care for at-risk people, restricting access
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to means of suicide, awareness campaigns with direct access to treatment, and responsible media reporting.
Other relevant reviews to this theme include 74, 78, and 70.

SYNTHESIS
Taken together, the evidence accumulated over the last 20 years from systematic reviews suggests that
there are multiple interventions that have support, albeit with variation in the extent to which these
elements are supported by the research evidence. In association with other sources of evidence from
epidemiological studies of health care systems, the evidence is accumulating that these elements may
operate synergistically to lower suicide risk at the population levels, and that a systems approach to suicide
prevention may maximise outcomes.
The evidence for this position comes from the accumulation of studies of components of an approach, some
of which has emerged in the last two years, and from earlier work.
First, the US Airforce programme appears to be highly effective within a closed community. This programme
consists of 11 components, and there is top-down accountability at every level of their implementation
within the forces1, 2. All interventions have strict protocols.
Second, the European Alliance against Depression3-7 also took a multi-dimensional approach to suicide
prevention. Evidence is now emerging that this approach reduces suicide.
Third, a recent UK study9 examined the effect of nine components of health services and suicide outcomes. A
dose-response relationship was found: those health trusts which implemented none of the systems-based
interventions had no reduction in suicides, while those which implemented more, did have reductions. Three
programmes were particularly associated with reductions: - dual diagnosis policies, 24 hour crisis response
services (which showed the greatest reduction) and multidisciplinary review after a suicide death.
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Table 2 Basic characteristics of reviews included in current update
Author(s)

Year Target Group

Type of
study

Search
End Date

MR
SR
MA
NR
SR

Jan-11
Apr-12
Jul-12
Dec-09
Jul-11

MA of suicide
rates and
methods; TSA

2007

E-health

SR

2009

Location (if applic)

General population
van der Feltz-Cornelis, Sarchiapone et al
Cox, Owens, et al55
39
Pirkis, Spittal, et al
56
Florentine, Crane
58
Sisask, Värnik

43

Large, Nielssen57
Marasinghe, Kavanagh, et al
Youth

2011
2013
2013
2010
2012

Suicide hotspots
Suicide hotspots

2010
76

2011

Katz, Bolton, et al62
Cooper, Clements et al79
York, Lamis, et al63

2013
2011
2013

Youth
Youth
Youth

High schools
High schools
High schools

SR
NR
SR

2012
2010
2002

Pompili, Innamorati, et al64

2010

Youth

High schools

SR

2009

Cusimano, Sameem65

2011

Youth

High schools

SR

Oct-09

Robinson, Cox G, et al41

2013

Youth

High schools

SR

Jul-11

Robinson, Hetrick, et al

2011

Youth presenting to clinical setting
with SH/SA

Clinical MH settings

SR

Jun-10

Newton, Hamm, et al.74.

2010

Youth presenting to ED being
discharged to home

ED; Clinical MH settings

SR

Oct-08

Canadian Agency for Drugs and Technologies in
75
Health (CADTH)

2010

Youth with bipolar disorder/BPD

SR

Jan-09

Ougrin, Latif80

2011

Youth who had self-harmed

SR

-

48
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Elderly
Lapierre, Erlangsen, et al
78
Manthorpe, Iliffe
Indigenous

61

2011
2011

Elderly
Elderly

SR
NR

Nov-09
Dec-09

2013

Indigenous (Australia/NZ; US/Canada)

SR

May-12

2012

Indigenous (US/Canada)

NR; SR

2010

2012

Military personnel and Veterans

Armed forces

SR

Nov-11

2010

Military personnel and Veterans

Armed forces; whole
population

SR

May-08

O'Connor, Gaynes, et al73

2013

Primary care populations

Primary care settings

SR

Jul-12

Townsend, Walker, et al67

2010

Youth in criminal justice system

Criminal justice system

SR; MA

Aug-07

2013

Youth in juvenile correctional
facilities

Juvenile correctional facilities

SR

Nov-11

James, Stewart, Bowers69

2012

Psychiatric inpatients

Inpatient psychiatric settings
(forensic; hospital; prison)

SR

2010

Luxton, June, Comtois81

2013

Psychiatric inpatients or ED patients
at discharge

ED; Inpatient psychiatric
settings (forensic; hospital;
prison)

SR

-

Donker, Calear, et al77

2013

Schizophrenia spectrum disorders
and psychosis

SR

Jan-12

Cipriani, Hawton et al45

2013

Unipolar and bipolar depression

MA

Jan-13

Szumilas, Kutcher66

2011

Communities exposed to suicide
(school; families)

SR

Sep-09

Clifford, Doran, Tsey

59

60

Sohata, Kastelic, Wicazo

Local indigenous
communities
Local indigenous
communities

Military
70

O’Neil, Peterson, et al

Bagley, Munjas, Shekeile

71

Specific populations

Casiano, Katz, et al

68

High schools; Community

Key: BPD: Borderline personality disorder; ED: Emergency department; MA: Meta-analysis (quantitative systematic review); MH: Mental health; MR: Meta-review (review of
reviews); NR: Narrative review (qualitative literature review); NZ: New Zealand; SI: Suicidal intent; SH: Self-harm; SA: Suicide attempt; SR: Systematic review (systematic database
search undertaken); TSA: Time series analysis; US: United States of America.
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Evidence Rating for Type of Intervention
Rating the quality of evidence for specific programmes to provide health policy personnel with a summary of
best evidence is problematic. Some quality rating tools were developed to assess reviews focused on clinical
interventions, or on school-based interventions, and their criteria are not appropriate for the range of
settings used in suicide prevention. Other tools assess the quality of reviews of systematic reviews; ratings
are not available for some programmes if no reviews exist. Innovative programmes for which no reviews
have been undertaken may be disadvantaged. To provide a comprehensive, pragmatic review of the
contemporary evidence for a wide range of programmes, we use a modest scale which rates the evidence for
each programme type as: Good; Promising (but requiring replication and/or further evaluation); Limited;
Poor (indicating little current support for this approach) or Absent (no current evidence). The agenda for
researchers is to develop and evaluate new and promising programmes; healthcare decision-makers should
fund the programmes for which there is good evidence, fund (with demands for evaluation) programmes
which show promise, and not fund programmes for which there is no evidence of effectiveness or for which
there are concerns about safety.
Table 3 Review of evidence, categorized according to the mental health intervention spectrum, Figure
1/Table1
AREA
Public Health
Universal

Targeted

Indicated

DESCRIPTION

EVIDENCE RATING

Means access restrictions
Media reporting restrictions
National suicide prevention programmes
Suicide prevention centres
Systemic multi-level, multifaceted programmes
Community-based suicide prevention programmes
School-based suicide prevention programmes

Good
Good
Limited evidence
Limited evidence
Good
Promising evidence
Good for intermediate
outcomes
Limited evidence
Promising evidence
Limited evidence
Limited evidence
Good
Limited evidence
Good
Promising evidence
Good
Promising evidence
Good
Limited evidence
Promising for youth;
good for older adults

Workplace-based suicide prevention programmes
Emergency department initiated brief interventions
Child welfare/juvenile detention centre programmes
Prison based prevention programmes
Programmes for veterans & defence forces personnel
Programmes for people with substances use disorders
e-therapies
Gatekeeper training and peer education
Education and support to General Practitioners
Telephone –based suicide prevention services
Support to families/friends of high-risk individuals
Postvention support services
Screening (case identification)

Mental Health
Pharmacotherapeutic interventions

Treatment

Electroconvulsive therapy
Neurosurgery
Intensive care (case management) plus outreach
Hospital admission
Cognitive behavioural therapies
Inpatient-based therapies
Outpatient–based therapies
Home-based therapy
Psychosocial interventions
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Good for lithium,
clozapine and
flupenthixol
Absent
Absent
Good
Poor
Good
Poor
Poor
Poor
Good

Continuing Care

Psychotherapy
Compliance with long term treatment – ongoing contact
Crisis cards
Aftercare - long term therapy

Good
Good
Poor
Absent

Indigenous suicide prevention programmes
Until recently, there was no national strategy for suicide prevention among Aboriginal and Torres Strait
Islander people. To date, we’ve seen a somewhat fragmented approach to Aboriginal suicide prevention with
limited sharing of successful approaches, and as such a national strategy is very welcome. A systematic
review of the international Indigenous suicide prevention literature revealed only three intervention studies
in Australia82: two gatekeeper training programmes and one structured empowerment programme. All three
studies employed a pre-post evaluation design with no control group. The two gatekeeper training
programmes reported post-intervention increases in knowledge, confidence and intentions, with one
programme reporting that this change was not sustained at the two year follow-up. The outcomes of the
empowerment programme were not reported. The international studies were similarly limited in their
evaluations, within only three of nine studies measuring changes in suicidality. All three studies found
significant effect on these outcomes. The authors concluded that there is an urgent need for rigorously
designed studies of suicide prevention initiatives for Indigenous populations. A grey literature review was
conducted because there is little in the peer reviewed literature on suicide prevention for Australian
Aboriginal and Torres Strait Islander people83. Details of the methodology are shown in Box 2.
BOX 2: Indigenous grey literature search strategy
For the grey literature review, the Informit list of databases (http://search.informit.com.au/) was used to
identify relevant grey literature sources pertaining to Aboriginal and Torres Strait Islander peoples or mental
health. Additional grey literature databases were sourced through search engines and by means of the
resources section of relevant websites. To be included within this review, an intervention must have made
mention of: a) the intervention inception date; b) the geographical locations covered; c) a clear suicide
related project aim or a suicide prevention focus within its curriculum; d) its target population as Aboriginal
or Torres Strait Islander peoples; e) the content and delivery method; and g) the programme impact.
Interventions were excluded if the reduction of suicide rates or self-harm incidents was not a main aim, the
content did not specifically mention suicide related matters, or if Indigenous populations were not included
within their target group.

Of the 421 articles retrieved, 67 interventions met the inclusion criteria. The majority of programmes (63%)
made no mention of programme outcomes or had only process evaluations detailing the success of their
implementation strategies (e.g. the number of workshops run, the number of participants attending). Most
(72%) interventions were selective prevention programmes; five programmes contained a treatment
component; and 37 of the 67 (55%) were conducted within a single community or region. Programmes
aimed at the whole community or youth have been particularly dominant, as have those that are run by
Indigenous organisations in partnership with non-Indigenous organisations. In line with statistical data
reflecting the highest state based suicide rates18, most programmes were conducted in WA, QLD, and NT.
This may be reflective of programme necessity (i.e. higher suicide rates for those states), or demographics
(i.e. higher proportion of Indigenous populations in those states). Alternatively, it may reflect the evolution
of funding allocations. Initial allocations were arbitrary but have changed over time so that funding is now
starting to be driven by frameworks and strategies (for example, the recently released Australian
Government National Aboriginal and Torres Strait Islander Suicide Prevention Strategy, 201384).
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PART 2: CURRENT POLICY DIRECTIONS
AIMS
•
•
•
•

To assess policy directions (national and international) against evidence of good practice.
To assess policy directions across Australian jurisdictions.
To determine gaps between evidence of good practice and the status of policy recommendations.
To determine how suicide prevention policies might be optimised.

METHODOLOGY
BOX 3: Policy Search Strategy
A comprehensive systematic review was undertaken of the websites of suicide prevention agencies and
suicide research institutes in July 2013. The web sites of national and international suicide research and
prevention centres, and suicide prevention resource centres were scanned for material such as systematic
reviews, peer reviewed literature (including regarding any best practice or interventions), conference
abstracts, and national policies and strategies. Australian, Canadian, UK, European and US Suicide
Prevention Documents were identified. The Arena of Interventions descriptions (Scott and Guo, 2012;
Beautrais and Larkin, 2013) (Table 1) were used to categorise and classify policy statements and
recommendations into broad categories of “Prevention”, “Treatment” and “Policy”. Use of the Arena of
Interventions framework allows direct comparisons to be made between evidence of effectiveness from the
research literature (developed from the systematic reviews above) and corresponding recommendations
from relevant policy documents.
To determine subcomponents of each of the broad areas identified above, five national policy documents
were reviewed to develop specific category descriptors under these major headings. Following this, a range
of general policy documents were scanned and rated. Australian jurisdictional strategies were also reviewed.
Australian Jurisdictions were targeted to provide a comparison across states and territories. We also
searched for and examined Indigenous strategies and policies.
Once completed, potential gaps between good practice and policy recommendations were identified and
used to identify a set of strategies that might be useful in optimising suicide prevention strategies into the
future.

RESULTS FOR NATIONAL AND INTERNATIONAL POLICIES
A range of activities and approaches to suicide prevention appear in policy documents, consensus papers and
in specific policies for target groups. There is considerable overlap in these policies, and in the
recommendations they make for policy and strategy. The over-arching statement that suicide prevention
requires a whole of society approach with collective responsibility is common. These findings are
summarised in Appendices 6 and 7.

RESULTS FOR AUSTRALIAN JURISDICTIONAL STRATEGIES
Overall, the jurisdictional strategies are comprehensive and detailed. The Northern Territory policy is under
review and due for release in 2014. We were unable to locate a current policy for Victoria and Queensland.
Of the policies that were accessible, (NSW, WA, SA, TAS and ACT), the majority addressed at least some of
the areas within each broad area. Most jurisdictional policies sought to engage multiple stakeholders and to
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coordinate between federal and jurisdictional levels, to build capacity within the health system and the wider
community, to promote knowledge of effective interventions, and to develop implementation plans and
evaluate the strategy. For many, this last area was brief and imprecise.
The most commonly addressed areas were:
•
•
•
•
•
•
•
•
•
•

Responsible media reporting
Encouraging public awareness of suicide and de-stigmatising suicidality
Developing protective factors
Promotion of stronger communities, mental health services and help seeking
Prevention in schools and promoting healthy workplaces
Targeting high risk groups
Increased detection and screening
Access to care and early intervention
Integrated follow up after an attempt
Treating mental illness with quality and culturally appropriate care

Missing from most of the Australian jurisdictional strategies was the aim to address the social determinants
of suicide, e.g. unemployment, inequality, unemployment, and violence. Although most policy documents
and strategies acknowledged the role that alcohol plays in contributing to suicide, none included a specific
focus on addressing alcohol abuse (and/or dual diagnosis). Also missing from most was clear recognition or
plan to develop multi-compartmental strategies.

RESULTS FOR ABORIGINAL AND TORRES STRAIT ISLANDER SUICIDE PREVENTION
For the first time, Australia has a much needed National Aboriginal and Torres Strait Islander Suicide
Prevention Strategy84, released in May 2013 after extensive national consultation. Using the LiFE framework,
it addresses six action areas, each with four to seven outcomes defined:
1.
2.
3.
4.
5.
6.

Building strengths and capacity in Aboriginal and Torres Strait Islander communities
Building strengths and resilience in individuals and families
Targeted suicide prevention services
Coordinating approaches to prevention
Building the evidence base and disseminating information
Standards and quality in suicide prevention

There is a strong focus on providing culturally appropriate interventions and services, capacity building, early
intervention, building individual, family and community resilience, integration of services across sectors, and
building the evidence base. The strategy states that it is possible to set targets in consultation with the
Aboriginal and Torres Strait Islander Mental Health Advisory Group “which can be related to the National
Mental Health Commission’s National Report Card and the Roadmap for National Mental Health Reform
2012-2022.” (p 46) but is silent on the kinds of targets that might be appropriate.
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DISCUSSION
A previous review of national suicide prevention programmes in Europe identified the following common
characteristics in all programmes: improved recognition and treatment of depression, restriction of suicide
means, restrictive media coverage of suicides, drug and alcohol measures, improved access to mental health
care, and health care staff capacity building85. Our summary showed these themes continue to be identified.
Findings from our study of international, national and indigenous policies indicated that most suicide
prevention policies support the same suicide prevention activities, although they differ in use of theoretical
or descriptive models as the basis for the recommendations. Most recommendations are broad. Many are
not sufficiently specific to determine if their content is based on evidence and research. The strategies
described are also rarely specific to local regions, conditions or communities. An exception is the USA
National Action Alliance which suggests, for example, at Goal 11 state the importance of increasing “ the
timeliness and usefulness of national surveillance systems relevant to suicide prevention and improve ability
to collect, analyse, and use this information for action” p. 66. The indigenous suicide prevention policies are
directed at indigenous communities. We did find some local implementation plans, and these are provided
in the Appendix as potential source material, as examples of local implementation plans from the
international arena. A plan for rural people in Scotland attempted to develop a model of how to implement
the national policy locally. These may be helpful in formulating more specific policies. (see Appendices 6 and
7).
Given the new directions arising from the research evidence, the following are areas to address in
formulating new policy documentation. Our major findings are the following.

PUBLIC HEALTH








The recommended suite of suicide prevention strategies is not prioritised. For example, there is no
discussion about whether targeted interventions should be pursued more vigorously than whole of
community approaches. While both may be important, policy should indicate what interventions
might be mandatory, and where there is best bang for buck, particularly taking into account
conditions for each region. Distal preventative interventions are needed, particularly amongst
vulnerable groups such as men with alcohol problems and those in the criminal justice system 21.
Data on suicide rates per region is not routinely part of policy. Data needs to be routinely collected
and disseminated to local communities and regions. A primary gap exists between knowing what
should be done for a few key outcomes and knowing how to implement it at a local area. Where
more than two studies have been conducted (see Review of literature), results are often equivocal,
suggesting programmes are context –dependent, and fidelity and rigour of implementation are
important. This is the area where new policy/materials need to be developed. Implementation and
action plans require development at the national and jurisdictional level.
There is an emphasis on school, college and military- based programmes in the US; but this is absent
in Australian and other policy documents, suggesting different demographics, contexts and politics
require a difference in approach. Given work in the US and Israel, school based prevention
programmes offer opportunities that may previously have been considered “underdone”, and a
specific research/policy document on school based interventions is indicated.
Interagency collaboration is often not addressed. Models of interagency collaboration are required.

MENTAL HEALTH



With increasing evidence that a systems-based approach to mental health care is effective in
preventing suicide, a systems-based an approach needs to be prioritised in future policy documents 1,
2, 10
.
The type and content of mental health interventions for suicide behaviour is rarely elaborated,
although it is known that certain interventions and care systems are associated with lower risk and
repeat attempt. Detailed information and response to suicide at all levels of the mental health
system needs to be articulated and provided to health professionals and those in contact with the
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public. A range of short brief interventions and longer behavioural and cognitive therapies have been
shown to work. These need to be disseminated broadly.
Interagency collaboration is often not addressed. As per public health, models of interagency
collaboration are required.

POLICY







Suicide policy is broad in almost all published policies, and, some would argue too broad. Policy
documents are agnostic to distinctions between activities aiming to reduce mental illness and
strategies to reduce suicide. Given the nature of suicide (stress diathesis) both types of intervention
are needed, but this is rarely explicitly stated. Suicide prevention policies would be optimised if they
were focussed, and this includes at both the “wellness” and the seriously mentally ill end of the
spectrum. Many so-called suicide prevention strategies have a focus on promoting wellness and
resilience – one questions whether this should be included in a suicide prevention plan given the
broadness of this very general approach and a lack of specific evidence for reductions in suicide.
Additionally, there is no clear articulation about whether it is reasonable for programmes that are
needed for people with serious mental illness to also be expected to reduce suicide (although there is
often an implicit assumption that they should). Research data indicate that depression and other
mental health disorders are risk factors for suicide. However, suicide and depression have different
time trajectories, and mental health disorder is less a potent risk factor than, for example, previous
suicide attempt. In our view, suicide prevention activities need to target more proximal risk factors
and to clearly measure suicide outcomes (not well- being/ and or depression). The refinement of
which activities to prioritise and implement should be drawn from modelling of priorities, given that
suicide prevention funding is limited and should be spent efficiently.
There is substantial variation in outcome measures e.g. reductions in self-harm admissions, reduced
levels of depression and/or hopelessness, increased rates of help-seeking. There is a need to define
and agree upon acceptable proxy measures for suicide.
Cost effectiveness as a feature of policy development is not prominent. Future research must include
cost effectiveness outcome data to assist in modelling and prioritising activities under a more
focussed suicide prevention strategy.
Suicide prevention strategies often offer “target reduction” goals. However, the basis for these goals
is not justified. Targets are important but they must be justified.
Many policy documents mis-specify populations most at risk of suicide
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PART 3: CURRENT MODELS OF CARE/APPROACHES AND PRACTICE
While the above section describes the policy recommendations across jurisdictions, this section briefly
outlines major suicide prevention activities in Australia. While there are many other initiatives at the local
level, these initiatives reflect the major suicide prevention activities.
Table 4: Current models of care/approaches to practice
INTERVENTION

EVALUATION

Restricting access to means
In the last two decades, Australia has reduced access to fire arms. The
introduction of catalytic converters on cars and a switch to newer, safer
forms of antidepressants may have also acted to restrict access to some
suicide means, although a substantial increase in prescribed opioid
86, 87
analgesics goes against this trend
. Implementation of the proposed
real time reporting system for S8 medicines may avert some of these
harms88.

There is evidence that
changes in access to lethal
means has coincided with a
decrease in suicides in
25, 89
Australia
.

Early prevention
The school environment has been targeted by the National Suicide
Prevention Strategy and many others as a key setting to ensure protective
factors and develop resilience as a preventative measure. MindMatters, a
secondary school programme has been funded for many years
http://www.mindmatters.edu.au/default.asp

Process evaluations have
been conducted (e.g. number
of schools participating) but
there are no outcome
evaluations.

Responsible media reporting
The Mindframe National Media Initiative was established to provide access
to evidence-based information to support reporting about suicide and
mental illness. This is particularly relevant to concerns about ‘copycat’
suicides and suicide contagion.
http://www.mindframemedia.info/__data/assets/pdf_file/0018/5166/Pirkis,Blood,Dare-andHolland,-2008-MediaMonitoringProject.pdf

A large media monitoring
project identified some
improvements in the
reporting of suicide and
mental illness (see web link).

Responding to clusters or copycat suicides
A number of programmes and initiatives have developed over recent years
to respond to ‘clusters’ of suicides that often have occurred in indigenous
communities or other communities, such as Promote Life NT http://www.promotelifent.com.au/echo-cluster.html Oxfam were involved
in responding to suicide clusters in Narrogin https://www.oxfam.org.au/wp-content/uploads/site-media/pdf/oausoxfamnews-morditjwarniny-0510.pdf

Promote Life NT has tracked
suicide statistics across
several regions. It is not clear
if the interventions have been
evaluated against this data.

Memorial days and awareness raising
For those personally impacted by suicide, the stigma and silence has added
to their feeling of isolation hence the emergence of memorial days and
awareness raising events. Many occur around world suicide prevention day
and some of these are listed below:




Wesley Lifeforce Suicide Memorial Day http://www.wesleymission.org.au/Centres/lifeforce/LifeForce_Me
morial_Day.asp?ct_from=c
Out of the Shadows (Lifeline) https://www.outoftheshadows.org.au/
Roses in the Ocean - http://rosesintheocean.com.au/our-events/
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R U OK Day? has convened a
scientific panel to guide its
evaluation.





R U OK Day? - https://www.ruokday.com/
SPAN – Suicide Prevention Awareness Network – Geelong
http://spangeelong.com/Suicide_Awareness_Walk.php

Crisis services
Crisis services such as the Lifeline telephone and online services are an
essential part of suicide prevention in Australia. All jurisdictions have crisis
hotlines and/or teams for those at immediate risk. In 2012, Kids Helpline
took almost 16,000 self-injury calls. It provides a 24/7 service to young
people aged 5 to 25 years.

24 hour crisis care has been
shown to reduce suicide9.

The Australian Psychological Society and the Australian Indigenous
Psychologists Association (AIPA) recently conducted a scoping study to
investigate a potential service model for a telephone helpline and online
counselling and crisis support service run by and for Aboriginal and Torres
Strait Islander people. The study’s aim is the establishment of the Call-acuz Indigenous helpline. The helpline is yet to be established.

Community-based interventions
While multi-level community interventions have been found effective,
community based suicide prevention networks, e.g. Wesley Lifeforce
networks have not been evaluated in Australia. One example of a promising
whole-of-community approach is outlined in The Balgo case study in
Appendix 9.

No formal evaluations in
Australia.

Capacity building in the community and among health professionals
There are good examples of capacity building in primary care and
elsewhere. The Access to Allied Psychological Services (ATAPS) Additional
Support for Patients at Risk of Suicide and Self-Harm Project provides
online training for allied health professionals, developed by the Australian
Psychological Society
https://www.psychology.org.au/Events/EventView.aspx?EventID=9179&Hi
ghlight=1

It is unclear the extent to
which this has led to changes
in screening and other
practices, although Gate
Keeper training has been
shown to increase skills and
confidence to screen and
intervene.

Bereavement support
There are many small support groups operating for people bereaved by
suicide or coping with a suicide attempt of a loved one. Most of the 42
Lifeline Centres operate one of these as do many other community based
organisations.
The Lifeline Service Finder has most of these listed and these can be
searched for by state and postcode. A set of guidelines to support best
practice in operating these groups was developed in partnership with
Lifeline and many practitioners a number of years ago and is available on
their website.

Lifeline has developed and
tested best practice
guidelines for suicide
bereavement groups. There is
limited evidence that support
groups following
bereavement reduce distress
for participants90.

http://www.lifeline.org.au/Get-Help/Facts---Information/SuicideBereavement/Suicide-Bereavement
Support after suicide (Melbourne Vic) and related organisations:
http://www.supportaftersuicide.org.au/find-related-organisations
There is online training specific to those working with the Kimberley
aboriginal population:

Not evaluated.

https://www.psychology.org.au/Events/EventView.aspx?EventID=9299&Hi
ghlight=1
The ASIST, suicide talk and SAFE talk training
http://www.suicidefirstaid.org.au/ has been taken up quite widely in
Australia.
http://www.livingworks.net/assets/Assets/Programs/ASIST/ASISTPage 28 of 69

ASIST has impacts on
knowledge, attitudes,
behaviour, including readiness
to intervene, and skills. There

review2010.pdf

is weak evidence that it may
have reduced suicide
attempts in a school setting
and admission of suicidal
patients after implementation
at a large medical centre.

There are many gatekeeper-training programmes throughout Australia. The
most well-known and highly regarded is the Living Works suite of
programmes http://www.livingworks.com.au/

Gatekeeper training has some
evidence to support it but
most of these specific
programmes have not been
evaluated in Australia.

Other organisations, such as the Salvation Army through their Hope for Life
project, provide online and face to face suicide prevention gatekeeper
training using the Question, Persuade, Refer (QPR) method, and a resource
kit for frontline Salvation Army staff.
There are at least 20 other gatekeeper style training programmes on offer
throughout Australia – some for professionals, some for other particular
targeted groups and some for the general community.
The Suicide Prevention and Recovery Guide was developed by SANE
Australia and funded by the Department of Health and Ageing. The
resource will be distributed to mental health services around Australia and
an online version of the resource will be available later in 2013. It aims to
inform a range of mental health workers about different ways to address
the issue of suicide with their clients.

Not evaluated.

Follow-up after an attempt
Follow up after presentation at a hospital emergency department for selfharm is patchy and not well coordinated but there are guidelines (e.g. the
Victorian state guidelines:
http://www.health.vic.gov.au/mentalhealth/suicide/suicidal-personbook2010.pdf )

Evidence to support follow up
but most programmes in
Australia have not been
evaluated.

There are projects to improve post discharge care from hospital EDs, such
as that being conducted by General Practice Queensland. Its aim is to
improve discharge planning, referral and support of people at risk of
deliberate self-harm or suicide, who present to hospital Emergency
Departments.

A follow-up service was
implemented. The project
resulted in more referrals,
increased confidence and
capacity, and low ED representations.

http://www.checkup.org.au/icms_docs/162435_Post_discharge_care_for_
patients_presenting_to_emergency_departments_with_deliberate_self_ha
rm_or_suicide_attempt.pdf

Postvention
Standby Response is a postvention service now available in several regions
of Australia. There is also a postvention toolkit for schools, provided by
headspace.

Very little is known about the
91
impact of postvention :
evidence for postvention in
Australia is limited to a single
92
study .

Targeting distal risk factors and vulnerable populations
While its impact on suicide has not been measured, the Medicare Better
Access scheme provides greater access to psychological interventions for
people with mood and other disorders. In addition to access to treatment,
the scheme may have increased the likelihood that GPs screen for mental
disorders and suicidality.

Evidence from the US
indicates that provision of
services for depression
reduces overall suicide rates.

Youth and online services such as Reachout and headspace have been
established to engage young people who are experiencing psychological
distress.

To date, evaluations have
primarily focused on
processes rather than
outcomes.
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In some high risk sectors, screening and management of suicidality is patchy. A 2010 study found that
although one in five staff at residential alcohol and other drug services report having lost a client to suicide,
one-third of the services had no documented policy for managing suicide risk; a quarter of staff have never
been formally trained in suicide risk assessment (SRA); in more than a third of agencies staff are not expected
to use structured assessment tools when assessing acute suicide risk; and to varying degrees, agencies are
gathering information about psychiatric comorbidity but this information does not appear to be routinely
integrated into the client’s SRA93.
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PART 4: LEADING AUSTRALIAN MODELS/SITES/SERVICES/AGENCIES THAT
REPRESENT GOOD PRACTICE
We have provided detailed of four case studies of promising interventions in Appendix 9: three Australian
and one from the United States. The first is an online, self-paced treatment for suicidal ideation which has
demonstrated efficacy in the Netherlands and is now being trialled in Australia, Living with Deadly
Thoughts94. Second is an overview of the brief intervention (postcards) following a suicide attempt in the
Hunter region95, along with a short description of a US-based brief intervention96. Third is the Balgo case
study, a community based and led programme that seeks to create suicide-proof Aboriginal communities in
remote Australia. Finally, we have provided details of a multi-level, systems-based approach to mental health
care, Zero Suicide (the Perfect Depression Care initiative)10.
These case studies reflect a range of approaches. The brief innovative online approaches aim to make
contact and offer therapy for those who do not or do not want to have access to health professionals. The
post card approaches, aim to provide contact to the very vulnerable groups who may have already made a
suicide attempt. The two final examples show the strength of clear community approaches and the
importance of a systems approach to suicide prevention. All four programmes have the specific aim to lower
suicide deaths, and thus represent examples where programmes target suicide rather than “wellness” or
mental health disorder.
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PART 5: GAPS IN KNOWLEDGE, RESEARCH OR PRACTICE
The following areas were identified from the review of national and international suicide prevention policies,
the expert survey, the review of current practices, and from identified gaps in the peer-reviewed literature.
Sustained leadership commitment for long-term national strategies is required at multiple levels of society,
led by government and significant NGOs.

POLICY
A national suicide prevention research agenda should guide funding of research that will address the gaps
outlined here. A clear understanding of geographically based risk and the impact that intensive intervention
might have on those high-risk communities would assist in guiding policy and funding decisions. Improved
infrastructure to support suicide prevention (e.g. registers of suicide attempters, data warehousing, inclusion
of suicide questions in population surveys, supportive regulatory and IT structures) is needed to underpin
this research. Further, rigorous evaluation of changes in policy and practice needs to become the standard,
for example evaluation of the impact of restricting access to schedule 8 medicines when the national real
time reporting system for these medicines is rolled out. Some policies could be evaluated post-hoc, for
instance the impact of the Medicare Better Access to Mental Health Care Scheme. There are at-risk groups
identified within the NSPS where there are clear gaps, such as evidence-based interventions for Aboriginal
and Torres Strait Islanders, and strategies to reduce older adult suicide (especially in the face of changing
demographics).

PUBLIC HEALTH
Despite a strong emphasis on community-led and community-based intervention, Australia has produced
little evidence for multi-level community interventions, such as that seen under the European Alliance
Against Depression3. There are a number of community-based approaches but none have been properly
evaluated in Australia. These can be evaluated through multiple baseline designs which are less expensive
than randomised controlled trials. New public health approaches are needed to engage men, for example,
social media strategies to reach men instead of expecting them to seek out help; and to target those at risk
from structural and social determinants such as unemployment and homelessness. Broader public health
strategies outside of the health system need to be considered, such as a clearer understanding of the impact
of alcohol restrictions on suicidal behaviour. There is some preliminary evidence emerging from small remote
WA communities that have implemented community-led alcohol restrictions. This strategy warrants further
attention.
More effective public health interventions are needed for identified high risk groups (e.g. LGBT, prisoners,
chronic pain sufferers, those with bipolar disorder, the recently bereaved, sexual abuse survivors, youth in
welfare/justice settings, those living in socioeconomically deprived and/or rural areas; homeless; refugees;
ethnic minorities; those with SUDs). This gap includes greater provision of service for comorbid disorders9.
New technologies (Apps, SMS, and internet) show some promise and could be used to promote service
engagement, reduce isolation, and show caring. Effective online interventions reduce many barriers to
access and help-seeking and can be used in combination with telephone, text, or face to face support.
Treatments –both brief and intensive – are needed that can be widely disseminated (e.g. online therapy).
Finally, effective selective prevention strategies in schools, workplaces and community services are needed,
as are strategies to identify and support at-risk families in order to alleviate childhood adversity and increase
coping skills. Programmes such as Preventure97 show promise in reducing alcohol use and antisocial
behaviours but have not been evaluated for their impact on suicidality.

TREATMENT
Major gaps exist in our knowledge about how best to provide integrated care for engaging and treating those
who have made a suicide attempt or who’ve received inpatient care for a psychiatric disorder. Systematic
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follow-up and intervention is required, preferably with services provided or coordinated by the person’s
initial contact within the health system. Despite evidence of the effectiveness of integrated and assertive
follow-up98, service is often not coordinated between ED, GPs, and other mental health services funded by
federal/state governments or NGOs.
More work is needed to ensure that we have effective approaches to increasing help-seeking and treatment
adherence amongst those with mood, psychotic, chronic pain, trauma, personality and/or substance use; and
to improve our knowledge of predicting risk of suicidal behaviour. This includes ddetermining what makes
people suicidal, how to interrupt a suicidal pathway and what confers resiliency and identifying biomarkers
for suicidal behaviour, an area of some promise.
Finally, greater dissemination of evidence based strategies (training and supporting front line staff) is
needed, including building capacity in the workforce which is outside the health system but who have
contact with suicidal people (e.g. social services and justice).
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PART 6: STAKEHOLDER CONSULTATION
In addition to a synthesis of the literature review, policy and best practice models/approaches/programmes
as outlined above, a survey was undertaken of Australian and International key stakeholders and experts in
suicide. Details of the survey are shown in Box 4.

METHODOLOGY
Box 4: Stakeholder consultation strategy
In addition to a synthesis of the literature review, policy and best practice models/approaches/programmes
as outlined above, a survey was undertaken of Australian and International key stakeholders and experts in
suicide. The survey was designed to address key topics in suicide prevention today including: national and
international trends in best or good practice in suicide prevention; current policy directions; current models
of care/approaches and best practice; identification of gaps in knowledge, research or practice; key areas of
debate; interventions for high risk groups; sites and settings for interventions; and research and policy
agendas and priorities. The survey questions can be seen in Appendix 10. Distributed to over 140 key
stakeholders and experts in suicide from around the world (list available in Appendix 10), we received 30
responses over a two week period.

Two key themes were identified from the survey responses, namely;
 The role and importance of research in better detecting suicide risk, identifying effective
interventions and treatments and in underpinning policy and programme approaches to suicide
prevention.
 There is no one-size fits all approach; suicide prevention must incorporate a multi-level, multicompartmental and coordinated approach which is context-specific
Respondents felt that while there were examples of interventions and approaches for which there is a strong
evidence base, such as means and access restriction, Dialectical Behavioural Therapy, Cognitive Behavioural
Therapy, psychotherapy, pharmacotherapy etc., often a lack of evidence on interventions hindered the
ability to identify the most effective treatments. However it was commonly understood that not all
treatments worked for all populations and groups and that it was important to consider the individual when
coordinating a treatment approach.
Funding was called for to improve treatment and identify effective interventions, as well as to deliver
programmes/ interventions for which there is a strong evidence base and effective delivery method. It was
suggested that funding should be withdrawn or at least reduced from programmes, policies and treatments
for which there was limited or no evidence (an example cited was public awareness/media campaigns). The
need to increase government agencies and staff capacity to incorporate scientific evidence, develop evidence
based policy and implement and evaluate new policies was also highlighted.
Population groups most commonly identified as high risk included males (of various age groups), individuals
who have previously attempted suicide, and those who have a psychiatric disorder. The Emergency
Department was seen as a key setting for suicide prevention given those who attempt suicide frequently
present to ED for treatment and that many may not have previously had contact with mental health services
or professionals. Similarly GP’s, mental health services and other health services were cited as appropriate
settings for suicide prevention Appropriately trained staff well-versed in best-practice detection,
assessment, treatment, referral and management (particularly follow up) of individuals who are suicidal were
identified as of key importance, with calls for funding in this space.
Suicide prevention was considered by experts to be a public health issue, rather than a mental health or
health issue, and hence the important role of government and the wider community was highlighted.
Respondents sought a systematic, coordinated and unified national strategy that incorporated integrated
and holistic approaches to suicide prevention.
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CONCLUSION
Suicide is a preventable cause of premature death, and a public health priority in Australia, and globally.
However, valiant efforts, in Australia, and other developed countries, over the last 10 years, have failed to
substantially reduce suicide rates nationally or in targeted high risk groups. Forecast increases in suicide
rates call for renewed and re-focused prevention strategies.
The current challenge facing suicide prevention is to bridge the gap between knowledge about the aetiology
and causal pathways of suicidal behaviour, and the development of effective clinical and population-based
programmes and policies. To date, most suicide research has focused on risk and protective factors. There
has been less, and weaker, evidence about interventions.
In the last two to three years, however, we have begun to get an unprecedented grasp on suicide prevention.
First, the risk factor research investment of the last few decades has yielded a body of knowledge about risk
factors and casual pathways to suicidal behaviour. Second, evidence is consolidating about the effectiveness
of various elements of an effective approach. Third, emerging evidence strongly suggests the importance of a
new systemic approach which involves an integrated, multi-component, multi-level, systems-based approach
with evidence-based effective programmes embedded in healthcare services and communities. This new
approach requires both a paradigm shift and exemplary enforcement. Policy leadership and sponsorship is
key. Mental health services must develop, model and lead this new systemic approach within their services.
Models, resources and examples exist to allow the immediate development and implementation of this new
approach but policy adoption and investment is the critical driver that will ensure success.
There are two approaches to addressing the risk of suicide: by preventing the development of new cases and
by better identifying, treating and managing existing cases. A comprehensive suicide prevention programme
encompasses both approaches using a range of component programmes that have good evidence of
effectiveness. A wide range of additional programmes offer promise and require careful evaluation to
determine their effectiveness. The approaches with stronger evidence of effectiveness include
comprehensive multi-level, multifactorial interventions within mental health services and within
communities. Their component programmes with good evidence of effectiveness include: training and
education for medical practitioners in recognising, treating and managing depression and suicidal behaviour;
maintaining ongoing contact with vulnerable individuals, 24-hour crisis services, minimizing access to lethal
means of suicide, gatekeeper education programmes, responsible media reporting and enhancing resiliency
in indigenous communities. Effective initiatives targeted at managing individuals at risk include
pharmacotherapeutic, psychotherapeutic and psychosocial interventions (including cognitive and problem
solving therapies delivered face to face or online). At an institutional level promising research includes early
case finding and screening in schools, colleges, welfare and justice settings, and screening and intervention in
primary care and emergency departments. New communications technology offers an opportunity to
develop cost-effective novel strategies that involve screening, intervention, resiliency building, therapy and
mental health education, using cell phones and the internet, particularly for those who are not in contact
with services.
At the same time as new approaches are being implemented there are research and practice gaps which
need to be addressed. Gaps in knowledge and investment exist at the policy level, and in public health and
mental health services. Research gaps in public health include: the need to evaluate new and existing
community programmes, development of programmes targeting men at risk, research into social
engineering strategies to address the social determinants of suicide; development of effective interventions
for identified high risk groups, and the impact of alcohol restrictions on suicidal behaviour. Research gaps in
mental health include: the need to develop models of care to engage and treat those who have made a
suicide attempt; development of effective health seeking and adherence programmes for people with
mental health problems; more knowledge about what makes people suicidal, how to interrupt a suicidal
pathway and how to promote resiliency; improved risk prediction, and identification of biomarkers for
suicidal behaviour. New research suggests that brief early interventions delivered in the ED offer a very
useful approach. Research gaps in the policy arena include: development of a clear national suicide
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prevention research agenda; development of indices of geographically based risk, and of the impact of
interventions on high-risk communities; evidence-based and culturally acceptable interventions for
Aboriginal and Torres Strait Islanders; strategies to reduce older adult suicide; modelling to identify priorities
and their impact, identification of effective interventions outside healthcare settings; improved
infrastructure to support suicide prevention (e.g. registers; surveillance, databanks).
Practice gaps in public health practice include: a lack of strategies to reduce harms related to alcohol;
exploration of the extent to which new technology (Apps, SMS, internet) can be used for treatment and
support; development of early intervention programmes to support at-risk children and families. Gaps in
mental health practice include the need to implement and evaluate models of systems-based mental health
care such as the Zero Suicide initiative; development of brief, intensive treatments that can be widely
disseminated (e.g. online therapy); greater service provision for comorbid disorders, especially comorbid
alcohol and depression; standards for screening for depression and suicide risk; development of follow-up
services for people discharged from emergency departments and inpatient care. Practice gaps in policy
include the need to integrate crisis and first response services under the National Suicide Prevention
Strategy (NSPS), and building sector capacity both in terms of dissemination of evidence based strategies
and in developing workforce capacity for suicide prevention. Across all these gaps in research and practice,
development of promising approaches needs to be carefully conducted and evaluated. Consistent,
meaningful outcome measures need to be determined. The critical elements of effective programmes need
to be defined and identified.
The knowledge base that has developed in the last two years can be used to re-focus prevention efforts, and
to implement new policy goals, innovative programmes and a new research agenda that, combined, hold
real promise that we can make serious gains in suicide prevention. For the first time, suicide prevention is a
feasible, achievable goal.
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APPENDICES
APPENDIX 1

Search Strategy

LITERATURE DATABASE SEARCH STRATEGY
The following databases were searched for systematic reviews published in English from November 2010 to
June 2013: the Cochrane Database of Systematic Reviews, MEDLINE, EMBASE, PsycINFO, the NHS Centre for
Review and Dissemination (CRD) databases (DARE, HTA and NHS EED), and Web of Science. An Internet
search engine (Google Scholar) was used to locate grey literature. The web sites of various health technology
assessment agencies and of international and national suicide research and prevention centres, and suicide
prevention resource centres, were also scanned for relevant reviews and policy documents.
Abstracts from major suicide prevention conferences from 2010 – 2013, where available, were also manually
searched [those of the American Association of Suicidology (AAS; 2010, 2011, 2012, 2013), the International
Association for Suicide Prevention (IASP; 2013), and Suicide Prevention Australia (SPA; 2010, 2011, 2013)].
For all sources, the search was limited to humans, English language publications only, and a timeframe
enforced (November 2010 to July 2013) to ensure that only reviews published since the end date of the
original WHO report timeframe were captured.
The following MeSH terms and keywords (including suffix variations of the root words) were used alone or in
combination, according to conventions of each database and internet search engine:
suicide/parasuicide/self harm/selfpoisoning/self- injurious/intentional/ overdose/ prevention/primary
prevention/secondary prevention/method/means restriction/e-health/RCT – Randomised Controlled
Trial/policy/ restrict/reduce/postvention/meta- analysis/systematic /review/systematic review. The terms
in bold were additions to the WHO strategy, to expand upon the original WHO search and ensure current
trends in suicide prevention strategies were captured in the review.
INDIGENOUS GREY LITERATURE SEARCH STRATEGY
For the grey literature review, the Informit list of databases (http://search.informit.com.au/) was used to
identify relevant grey literature sources pertaining to Aboriginal and Torres Strait Islander peoples or mental
health. Additional grey literature databases were sourced through search engines and by means of the
resources section of relevant websites. To be included within this review, an intervention must have made
mention of: a) the intervention inception date; b) the geographical locations covered; c) a clear suicide
related project aim or a suicide prevention focus within its curriculum; d) its target population as Aboriginal
or Torres Strait Islander peoples; e) the content and delivery method; and g) the programme impact.
Interventions were excluded if the reduction of suicide rates or self-harm incidents was not a main aim, the
content did not specifically mention suicide related matters, or if Indigenous populations were not included
within their target group.
POLICY SEARCH STRATEGY
A comprehensive systematic review was undertaken of the websites of suicide prevention agencies and
suicide research institutes in July 2013. The web sites of national and international suicide research and
prevention centres, and suicide prevention resource centres were scanned for material such as systematic
reviews, peer reviewed literature (including regarding any best practice or interventions), conference
abstracts, and national policies and strategies. Australian, Canadian, UK, European and US Suicide
Prevention Documents were identified. The Arena of Interventions descriptions (Scott and Guo, 2012;
Beautrais and Larkin, 2013) (Table 1, pp 11) were used to categorise and classify policy statements and
recommendations into broad categories of “Prevention”, “Treatment” and “Policy”. Use of the Arena of
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Interventions framework allows direct comparisons to be made between evidence of effectiveness from the
research literature (developed from the systematic reviews above) and corresponding recommendations
from relevant policy documents.
To determine subcomponents of each of the broad areas identified above, five national policy documents
were reviewed to develop specific category descriptors under these major headings. Following this, a range
of general policy documents were scanned and rated. Australian jurisdictional strategies were also reviewed.
Australian Jurisdictions were targeted to provide a comparison across states and territories. We also
searched for and examined Indigenous strategies and policies.
Once completed, potential gaps between good practice and policy recommendations were identified and
used to identify a set of strategies that might be useful in optimising suicide prevention strategies into the
future.
STAKEHOLDER CONSULTATION STRATEGY
In addition to a synthesis of the literature review, policy and best practice models/approaches/programmes
as outlined above, a survey was undertaken of Australian and International key stakeholders and experts in
suicide. The survey was designed to address key topics in suicide prevention today including: national and
international trends in best or good practice in suicide prevention; current policy directions; current models
of care/approaches and best practice; identification of gaps in knowledge, research or practice; key areas of
debate; interventions for high risk groups; sites and settings for interventions; and research and policy
agendas and priorities. The survey questions can be seen in Appendix 10. Distributed to over 140 key
stakeholders and experts in suicide from around the world (list available in Appendix 10), we received 30
responses over a two week period.
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Literature Review: Inclusion and exclusion criteria

Inclusion and Exclusion Criteria
Inclusion Criteria
Clear aim and research question
Systematic search strategy
(of academic literature and/or grey literature)
Clear inclusion and exclusion criteria

Described target population and suicide prevention
strategies
Systematic or quasi-systematic review and/or metaanalysis of effectiveness of suicide prevention
strategies
Measured suicide-related outcomes
(reduction in suicide risk factors or in suicidal
behaviours [completed suicide, attempted suicide,
suicidal ideation, self-harm])
English language
Evaluated efficacy of suicide prevention strategies

Published in peer-reviewed journal
Published between 2010 to August 2013

Exclusion Criteria
Focused on medical conditions
No systematic search strategy
Focused only on treatment of underlying mental
health disorder and did not report suicide-related
outcomes
Did not outline target population or suicide
prevention strategies
Not a review or meta-analysis
(qualitative thematic analysis; conference abstract;
trial protocol, book review; RCT; psychometric
validation)
Did not report suicide-related outcomes

Language other than English
No evaluation of efficacy of suicide prevention
strategies
(reviewed only risk or predictors of suicide, or
changes in rates over time, without explicitly linking
these to suicide prevention strategies)
Non-peer reviewed journal
Publication prior to 2010
Describes suicide prevention policies, without
analysing efficacy of such strategies in reduction of
suicide-related outcomes

Adapted from Scott & Guo (2012) WHO Report

Key: Reasons for Exclusion as indicated in screening process
Number
1
2
3
4
5
6
7

8

Reason for Exclusion
Not a systematic review; no systematic search strategy (e.g: conference abstract; trial protocol;
book review; RCT)
Medical focus (not mental health)
No suicide-related outcome
(focused only on treatment of underlying mental health disorder)
Narrative review
(did not report systematic search strategy; qualitative thematic review)
Language other than English
Review of risk factors or predictors of suicide, or changes in rates or behaviour over time, without
linking to suicide prevention strategies
No analysis of efficacy of suicide prevention strategies in reducing suicide-related outcomes
(only describes suicide prevention strategies that have been implemented rather than seeking to
conclude on their effectiveness; OR reviews psychometric properties of suicide outcome
measures)
Description or proposal of national suicide prevention policy or public health programmes
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Conference abstracts: Included and excluded abstracts

Conference Abstracts - Screening
Organisation

Year

Number Abstracts Screened

Date_Initial_Search

Date_1st_Screen

Date_2nd_Screen

American Association of
Suicidology (AAS)

2010
2011
2012
2013

252
211
239
204

16/07/2013
16/07/2013
15/07/2013
15/07/2013

16/07/2013
16/07/2013
15/07/2013
15/07/2013

16/07/2013
16/07/2013
15/07/2013
15/07/2013

International Academy of
Suicide Research (IASR)

2013

251

5/07/2013

5/07/2013

5/07/2013

Suicide Prevention Australia
(SPA)

2010
2012
2013

217
61
61
1496

16/07/2013
16/07/2013
17/07/2013

16/07/2013
16/07/2013
17/07/2013

16/07/2013
16/07/2013
17/07/2013

Total Screened

Conference Abstracts – First Screen
Organisation

American
Association of
Suicidology (AAS)
International
Academy of
Suicide Research
(IASR)
Suicide
Prevention
Australia (SPA)

Year

#_Total_
Screened

#_Presentati
ons_Total

#_Poster_
Total

#_Total_
Relevant

#_Presentations_
Relevant

#_Poster_
Relevant

#_Excluded

#_Duplicates

2010
2011
2012
2013

252
211
239
204

205
143
154
153

47
68
85
51

1
3
3
1

1
2
2
1

0
1
1
0

251
208
236
203

0
0
0
0

2013

251

186

65

19

13

6

232

0

2010

217

123

7

4

3

210

? Possible (1)

2012
2013

61
61

61
48

94
Not
provided
13

3
3

3
2

0
1

58
58

? Possible (2)
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0

Conference Abstracts – Second Screen
Organisation

American
Association of
Suicidology (AAS)
International
Academy of
Suicide Research
(IASR)

Suicide
Prevention
Australia (SPA)

Year

#_Total_
Screened

#_Presentati
ons_
Screened

#_Poster_
Screened

#_Total_
Relevant

#_Presentations_R
elevant

#_Poster_
Relevant

#_Policy

#_Excluded

2010
2011

1
3

1
2

0
1

0
1

0
0

0
1

0
0

1
2

2012
2013

3
1

2
1

1
0

1
1

0
1

1

0

2

2013

19

13

6

6

5

1

2

11

1

0

5

0

0

1

0

0

1

2010

7

4

3

2

2012

3

3

0

2

2013

3

2

1

2

1 (found PDF of
study-Robinson
2011 SP in youth
ANZJP)
2 (found pubs of
both)
2

Conference Abstracts - Second Screen – Reasons for Exclusion
Organisation

American
Association of
Suicidology (AAS)
International
Academy of
Suicide Research
(IASR)
Suicide
Prevention

Year

1_not
review

2_medi
cal

3_no
suicide
outcome

Number Excluded and reason
4_narrative/ 5_not
6_associati
qualitative
English ons

2010
2011
2012
2013

8_Policy

Found
Publication
of abstract

Author of relevant
abstracts
contacted?
N/A
Y

1
2
1

1

Y
Y

2

Y

2013

1

8

2010
2012

1

4
1
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7_no efficacy
of prev. or
psychometric

Y (1)
Y (2)

N

Australia (SPA)

2013

1
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APPENDIX 5

Grey literature (Google Scholar) search strings

Limits: English language only, no citations, no patents
Dated between: 2010 – current
ID

Full_Search_String

In:

Date_Initial
_Search

Date_1st_Sc
reen

Date_2nd_S
creen

#_Resul
ts

Title

1/07/2013

3/07/2013

4/07/2013

46

Title

1/07/2013

3/07/2013

4/07/2013

0

b

allintitle: (review AND suicide) AND (parasuicide OR self OR harm OR self OR poisoning OR "self
injurious" OR OR OR intentional OR OR OR overdose OR OR OR prevention OR OR OR primary OR
prevention OR OR OR secondary OR prevention OR OR OR method OR OR OR means)
allintitle: (suicide AND meta analysis) AND (parasuicide OR self OR harm OR self OR poisoning OR "self
injurious" OR OR OR intentional OR OR OR overdose OR OR OR prevention OR OR OR primary OR
prevention OR OR OR secondary OR prevention OR OR OR method OR OR OR means)

c

allintitle: (suicide AND meta analysis) AND (means OR restriction OR "e health" OR randomised OR
controlled OR trial OR RCT OR policy OR restrict OR reduce OR postvention)

Title

1/07/2013

3/07/2013

4/07/2013

0

d

allintitle: (review AND suicide) AND (means OR restriction OR e-health OR randomised OR controlled
OR trial OR RCT OR policy OR restrict OR reduce OR postvention)

Title

1/07/2013

3/07/2013

4/07/2013

3

e

allintitle: (meta analysis AND suicide)

Title

1/07/2013

3/07/2013

4/07/2013

15

f

allintitle: (meta analysis AND self-harm)

Title

1/07/2013

3/07/2013

4/07/2013

2

g

allintitle: (meta analysis AND self poisoning)

Title

1/07/2013

3/07/2013

4/07/2013

0

h

allintitle: (meta analysis AND parasuicide)

Title

1/07/2013

3/07/2013

4/07/2013

0

i

allintitle: (meta analysis AND self-injurious)

Title

1/07/2013

3/07/2013

4/07/2013

1

j

allintitle: (meta analysis AND "intentional ")

Title

1/07/2013

3/07/2013

4/07/2013

4

k

allintitle: (meta analysis AND "intentional ")

Title

1/07/2013

3/07/2013

4/07/2013

1

l

allintitle: (meta analysis AND primary prevention)

Title

1/07/2013

3/07/2013

4/07/2013

38

m

allintitle: (meta analysis AND secondary prevention)

Title

1/07/2013

3/07/2013

4/07/2013

17

n

allintitle: (meta analysis AND means restriction)

Title

1/07/2013

3/07/2013

4/07/2013

0

o

allintitle: (meta analysis AND e-health)

Title

1/07/2013

3/07/2013

4/07/2013

0

a
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ID
a
b
c
d
e

URL
http://scholar.google.com.au/scholar?lr=&q=allintitle:+review+suicide+parasuicide+OR+self+OR+harm+OR+self+OR+poisoning+OR+%22self+injurious%22+OR+OR+O
R+intentional+OR+OR+OR+overdose+OR+OR+OR+prevention+OR+OR+OR+primary+OR+prevention+OR+OR+OR+secondary+OR+prevention+OR+OR+OR+method+OR
+OR+OR+means&hl=en&as_sdt=1,5&as_ylo=2010&as_vis=1
http://scholar.google.com.au/scholar?as_q=suicide+meta+analysis&as_epq=&as_oq=parasuicide+self+harm+self+poisoning+%22self+injurious%22+OR+intentional+O
R+overdose+OR+prevention+OR+primary+prevention+OR+secondary+prevention+OR+method+OR+means&as_eq=&as_occt=title&as_sauthors=&as_publication=&as
_ylo=2010&as_yhi=&btnG=&hl=en&lr=&as_sdt=1%2C5&as_vis=1#
http://scholar.google.com.au/scholar?as_q=suicide&as_epq=meta+analysis&as_oq=means+restriction+%22e+health%22+randomised+controlled+trial+RCT+policy+r
estrict+reduce+postvention&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_yhi=&btnG=&hl=en&lr=&as_sdt=1%2C5&as_vis=1#
http://scholar.google.com.au/scholar?as_q=review+suicide&as_epq=&as_oq=means+restriction+ehealth+randomised+controlled+trial+RCT+policy+restrict+reduce+postvention&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_yhi=&btnG=
&hl=en&as_sdt=0%2C5
http://scholar.google.com.au/scholar?as_q=meta+analysis+suicide&as_epq=&as_oq=&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_yhi=
&btnG=&hl=en&lr=&as_sdt=1%2C5&as_vis=1#

f

http://scholar.google.com.au/scholar?as_q=meta+analysis&as_epq=selfharm+&as_oq=&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_yhi=&btnG=&hl=en&lr=&as_sdt=1%2C5&as_vis=1#

g

Not recorded due to 0 results

h

Not recorded due to 0 results

i

Not recorded due to 0 results

j

http://scholar.google.com.au/scholar?as_q=meta+analysis+intentional&as_epq=&as_oq=&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_y
hi=&btnG=&hl=en&as_sdt=1%2C5&as_vis=1

k

http://scholar.google.com.au/scholar?q=allintitle%3A+meta+analysis+overdose&btnG=&hl=en&as_sdt=1%2C5&as_ylo=2010&as_vis=1

l

http://scholar.google.com.au/scholar?q=allintitle%3A+meta+analysis+primary+prevention&btnG=&hl=en&as_sdt=1%2C5&as_ylo=2010&as_vis=1

m

http://scholar.google.com.au/scholar?q=allintitle%3A+meta+analysis+secondary+prevention&btnG=&hl=en&as_sdt=1%2C5&as_ylo=2010&as_vis=1

n

http://scholar.google.com.au/scholar?as_q=meta+analysis+intentional&as_epq=&as_oq=&as_eq=&as_occt=title&as_sauthors=&as_publication=&as_ylo=2010&as_y
hi=&btnG=&hl=en&as_sdt=1%2C5&as_vis=1

o

http://scholar.google.com.au/scholar?q=allintitle%3A+meta+analysis+overdose&btnG=&hl=en&as_sdt=1%2C5&as_ylo=2010&as_vis=1
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APPENDIX 6

National policies and strategies

National Policies and Strategies

AREA

DESCRIPTION

CANADA
[1]

SCOTLAND
[2]

EUROPE
[3]

AUSTRALIA
[4]

USA
[5]

Public health
Means restriction
Responsible reporting of media
Encourage public awareness of suicide, mental health
literacy, destigmatisation, including “implementing
research informed communication efforts designed to
prevent suicide by changing knowledge, attitudes and
behaviours”/ segmentation communication
approaches
Develop protective factors and resilience
Universal

































Improve social determinants of ill health including
inequality/homelessness/ violence/combat isolation



Restrict use of drug and alcohol
Promote help seeking
Promote mental health services
Promotion of stronger and supportive communities
Promote mental health recovery
Prevention of disorders such as depression in schools
Promote healthy workplaces
































Selective

Target the following groups: children/young people/
people with mental health problems/attempt suicide/
post vention/substance abuse/prisons/
bereaved/unemployed/rural/homeless

















Indicated

Workers/ train gatekeepers
Train members of the community/ including carers
Crisis intervention support
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Postvention support
Self help and intervention sites including online
Referral and Transport to health care



Increase diagnosis and mental health treatment in all
settings including ED, primary care, drug and alcohol.


















Mental Health



Promote mental health recovery

Treatment



Increase detection in ED/primary care/drug and
alcohol. Includes Screening. Increase use of guidelines
for assessment







provide guidelines to parents/trauma and solution
focused interventions







Provide access to care and early intervention





Treat mental illness with quality and culturally
appropriate care





Follow-up and integrated care





Policy

Collaborative
action

Surveillance

Research

Engage a range of stakeholders in suicide prevention
activities







National level and local areas







integrate services from ED to home and have follow-up







integrate all accredited crisis support lines





Establish linkages between providers of mental health
and substance abuse programmes, including peer
support programmes



Monitor safety of online content for new and emerging
communication technologies



Improve and expand surveillance systems
Improve evaluation tools
Encourage research and knowledge transfer





Undertake research in specific areas/ establish a
national suicide prevention research agenda
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Funding

Evaluate the suicide prevention strategy
Increase and training for all health care
Set up standards for workforces in crisis intervention
Build capacity in carers of those at risk for suicide
Build capacity in those in the community
Increase funding to suicide prevention activities

Dissemination of
information

Promoting and knowledge about effective
interventions





Put into place
implementation

Local and national implementation plans





Set goal for %
reduction

Set target in timeframe





Target policy
makers

Inform policy makers about suicide and how it should
be managed.

Capacity building































1

The Canadian Association for Suicide Prevention National Suicide Prevention Strategy, second edition, 2009
Choose Life, the national strategy and action plan to prevent suicide in Scotland
3
Prevention of Depression and Suicide: Consensus Paper
4 Living is For Everyone: A Framework for Prevention of Suicide in Australia, 2007
5
2012 National Strategy for Suicide Prevention: Goals and Objectives for Action. A report of the U.S. Surgeon General and of the National Action Alliance for Suicide Prevention
2
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APPENDIX 7
AREA

Australian jurisdictional policies and strategies
DESCRIPTION

NSW

1

WA

2

SA

3

TAS

4

ACT

5

Public health

Universal

Selective

Means restriction
Responsible reporting of media
Encourage public awareness of suicide,
mental health literacy, destigmatisation,
including “implementing research informed
communication efforts designed to prevent
suicide by changing knowledge, attitudes and
behaviours”/ segmentation communication
approaches
Develop protective factors and resilience
Improve social determinants of ill health
including inequality/
homelessness/violence/combat isolation
Restrict use of drug and alcohol
Promote help seeking
Promote mental health services
Promotion of stronger and supportive
communities
Promote mental health recovery
Prevention of disorders such as depression in
schools
Promote healthy workplaces
Target the following groups: children/young
people/ people with mental health
problems/attempt suicide/ post
vention/substance abuse/prisons/ bereaved/
unemployed/rural/homeless






















































































1

New South Wales Suicide Prevention Strategy 2010-2015
Western Australian Suicide Prevention Strategy 2009-2013
3
South Australian Suicide Prevention Strategy 2012-2016
4
Tasmanian Suicide Prevention Strategy 2010-2014 A Strategic Framework and Action Plan
5
Managing the Risk of Suicide: A Suicide Prevention Strategy, Australian Capital Territory 2009-2014
2
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Indicated

Mental health
Treatment

Policy
Collaborative action

Surveillance

Research

Workers/ train gatekeepers
Train members of the community/ including
carers
Crisis intervention support
Postvention support
Self help and intervention sites including
online
Referral and Transport to health care
Increase diagnosis and mental health
treatment in all settings including ED, primary
care, drug and alcohol.
Promote mental health recovery
Increase detection in ED/primary care/drug
and alcohol. Includes Screening. Increase use
of guidelines for assessment
provide guidelines to parents/trauma and
solution focused interventions
Provide access to care and early intervention
Treat mental illness with quality and culturally
appropriate care
Follow-up and integrated care
Engage a range of stakeholders in suicide
prevention activities
National (jurisdictional) level and local areas
integrate services from ED to home and have
follow-up
integrate all accredited crisis support lines
Establish linkages between providers of
mental health and substance abuse
programmes, including peer support
programmes
Monitor safety of online content for new and
emerging communication technologies
Improve and expand surveillance systems
Improve evaluation tools
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Capacity building

Funding
Dissemination of
information
Put into place
implementation
Set goal for % reduction
Target policy makers

Encourage research and knowledge transfer
Undertake research in specific areas/
establish a jurisdictional suicide prevention
research agenda
Evaluate the suicide prevention strategy
Increase training for all health care staff
Set up standards for workforces in crisis
intervention
Build capacity in carers of those at risk for
suicide. Build capacity in those in the
community
Increase funding to suicide prevention
activities
Promoting and knowledge about effective
interventions
Local and national implementation plans


































Set target in timeframe
Inform policy makers about suicide and how
it should be managed.
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APPENDIX 8
Examples of local implementation plans from the
international arena
Although many policies have not been applied at a local level, there are exceptions. Below are a number of
approaches to specifying a local approach.
Scottish rural workers. Reference: Chooselife. The national strategy and action plan to prevent suicide in
Scotland. National guide on suicide prevention in rural areas. NHS Health Scotland 2013.
A plan for rural people in Scotland attempted to develop a model of how to implement the national policy
locally. This is an attempt to factor in specific rural risk factors and responses. Their proposal consisted of a
number of steps
1.
2.
3.
4.
5.

Review data on local trends in suicide attempts/and suicide in local area
Identify current suicide prevention activities and these relative to their conceptual model6.
Identify gaps and develop new interventions
Make sure that the type of intervention is considered in relationship to at risk groups.
Monitor the effectiveness of outcomes.

American Indian/Alaskan Native National Suicide Prevention Strategic Plan. 2011-2015. Reference:
American Indian/Alaskan Native National Suicide Prevention Strategic Plan. 2011-2015. Prepared by HIS
National Tribal Advisory Committee on Behavioural Health, HIS Behavioural Health Work Group, HIS Suicide
Prevention Committee, and HIS.
The plan essentially mirrors that of the National Alliance plan. However, a number of new themes emerge.
These include a focus on holistic and spiritual approach, emphasis on school based interventions, and
providing access to help through “tele-behavioural health services”, possibly reflecting remote focus, and
methods to attract health workers to communities.
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APPENDIX 9

Australian best practice case studies

Living with Deadly Thoughts
Case Name: Living with Deadly Thoughts
Authors: Bregje A J van Spijker, Annemieke van Straten, Ad J F M Kerkhof, Helen Christensen
Case/intervention type: An online self-guided treatment programme to reduce suicidal ideation
Location: national, international
Scalability/applicability in other settings: High – the website is available in Dutch and English and is
potentially accessible in a number of countries.
Major Participants: Australian National University, Black Dog Institute, University of Amsterdam
Objectives & Goals: To reduce suicidal ideation (as a proximal risk factor for suicide attempts).
Target Group: Those experiencing suicidal ideation
Description
A self-directed online cognitive behavioural therapy programme targeting suicidal thoughts. The
intervention consists of six weekly modules which consecutively focus on (1) the repetitive character of
suicidal thoughts, (2) dealing with intense emotions, (3) identifying negative automatic thoughts, (4) learning
to recognize thinking patterns, (5) reformulating negative thoughts, and (6) relapse prevention.
Results
The proportion of participants that showed clinically significant change in suicidal ideation was significantly
higher in the intervention group: 35% compared with 21% in the control group. For each significantly
improved participant, €34,727 (US $41,325) of societal costs was saved relative to care as usual. The perparticipant intervention costs were estimated to be €148 (US $176). One limitation is that the trial was
conducted for six weeks; as such, the long-term effectiveness of the intervention is unclear 94, 99.
References
1. van Spijker, B.A.J., Majo, M.C., Smit, F., van Straten, A., Kerkhof, A.J.F.M., 2012. Reducing suicidal
ideation: cost-effectiveness analysis of a randomized controlled trial of unguided web-based self-help.
Journal of Medical Internet Research, 14, e141.
2. van Spijker, B.A.J., van Straten, A., Kerkhof, A.J.F.M., 2010. The effectiveness of a web-based self-help
intervention to reduce suicidal thoughts: a randomized controlled trial. Trials, 11, 25.
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Postcards
Case Name: Brief interventions - postcards following admission to hospital for self-poisoning
Authors: Gregory L. Carter, Kerrie Clover, Ian M. Whyte, Andrew H. Dawson and Catherine D’Este
Case/intervention type: Brief intervention following attempted suicide
Location: Hunter area, NSW. The Hunter Area Toxicology Service (HATS) is a regional toxicology unit at the
Calvary Mater Newcastle, New South Wales, serving a primary referral population of 385 000 adults and a
tertiary referral population of a further 170 000 at the time the study commenced. All poisoning
presentations to emergency departments in the greater Newcastle region are either admitted to HATS or
notified to HATS and entered prospectively into a clinical database. The HATS model of service delivery
means that virtually all individuals who have self-poisoned in this catchment area are brought to the Calvary
Mater Newcastle for treatment and all of them are formally admitted under the care of HATS.
Sectoral Context: Hospital emergency departments
Scalability / Applicability in other settings: High - Easily adapted and adopted, although it may only be
suitable for certain subgroups, e.g. women.
Major Participants: Hunter Area Toxicology Service (HATS); Calvary Mater Hospital Newcastle.
Objectives & Goals: To reduce repeated self-poisoning incidents and psychiatric admissions.
Target Group: Those presenting to hospital for self-poisoning.
Description
Participants are sent eight postcards, each in a sealed envelope, in the 12 months following admission
(Figure 1).
Figure 1: postcard sent to participants following admission to hospital for self-poisoning

Results
Although there was no difference in the proportion of participants in each group who self-poisoned or who
had psychiatric admissions in the follow-up period, the intervention halved the number of self-poisoning
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events and reduced psychiatric admissions by a third95. Subgroup analysis showed that the intervention was
effective for women but not for men. A similar trial in Tehran found that the intervention reduced suicidal
ideation and suicide attempts. There was a significant reduction in suicidal ideation in both genders. There
was a significant reduction in suicide attempts for females but not for males 100.
A similar study in NZ found no effect101. This study included any self-harm, not just poisoning. A different
overall treatment model may have reduced the impact of the intervention.
Other brief interventions
Short psychological interventions for suicidal patients in outpatient settings (safety planning, means
restriction, brief problem solving, coping skills) www.suicidesafetyplan.com 96.
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Balgo
Case Name: Creating suicide-proof Aboriginal communities in remote Australia
Author: Kari Kristiansen, Co-Rapporteur: Blank Page Summits on Suicide [2009-11], Project Manager: Stand
up for Life (Balgo Aboriginal Community) [2011-12]
Source: Blank Page Summit Communiqué [2009]
Blank Page Summit Communiqué [2011]
Case Type: Community-driven intervention in a remote Aboriginal community with chronically high levels of
suicidal ideation and suicide.
Priority Intervention Type: Community-driven active intervention.
Location
Balgo (‘Wirrimanu’) Aboriginal Community is a remote desert community in East Kimberley, Western
Australia located on the boundary between the Great Sandy and Tanami deserts, with an estimated
permanent population of 450-500 residents. The present day community of Balgo has evolved from the
Catholic Mission which was originally established at “old” Balgo, about 20 kms away, in the 1940’s. Since the
1970’s the Balgo Community has been a self-governing community. The majority of Balgo community
residents are trilingual, speaking Western Desert languages with English as a second and/or third language.
Context
In 2006, the suicide rates of Aboriginal people in the Kimberley region of Western Australia (WA) increased
dramatically with 21 Aboriginal self-harm deaths (an increase of over 100%). By contrast, there was no
increase in the non-Aboriginal population. The WA Coroner’s Record of Investigation (2008) into the 21
deaths reported that the underlying problems in the communal environments where the suicides were
occurring, had not been adequately addressed through the approaches adopted by government agencies and
service providers. This finding concurred with community sentiment that there was a lack of a systemic
response from government as to why Aboriginal people were killing themselves.
In August 2011, the WA Coroner Alistair Hope conducted an Inquest into the deaths of five young men from
Balgo, including a 13 year old boy. The Coroner found that four had died by suicide through ligature
compression of the neck (hanging) in Balgo in 2008-2009. The fifth young man who was from Balgo had been
abusing volatile substances and living rough in Halls Creek, where he was found dead in a disused building in
2010. The Coroner’s recommendations in 2011 encompassed three issues: volatile substance abuse, truancy
and low education levels, and mental health.
Scalability/Applicability in other settings
People-centred strategies implemented by those most directly affected by suicidal ideation and suicide in a
local setting, are indispensable in both addressing the difficult and complex factors which underpin suicidal
behaviour, and in guiding the endeavours of governments to respond effectively, to prevent suicide at a
societal level.
Main Proponents of the Intervention


Balgo Aboriginal Community:
o Community leaders: George Lee, Joseph Yugumbari and Tossie Baadjo
o Community enablers: Thirty male and female residents aged 17-72 representing fourteen
family groups



Billard Learning Centre:
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o

Project Manager Stand up for Life: Kari Kristiansen, Co-Rapporteur: Blank Page Summits on
Suicide (2009-11)

Objectives and Goals: To stop the suicides of Aboriginal people in Balgo Aboriginal Community. WA.
Target Group: Aboriginal people at risk of suicide in the Balgo Aboriginal Community, WA.
Description
Balgo Aboriginal Community has a well-documented history of suicide including suicidal behaviour and
completed suicides.
In July 2009, shortly after the last suicide in Balgo, three members of the community attended the Blank
Page Summit on Suicide held at Billard Aboriginal Community in West Kimberley. The gathering was
described as the “first time that the new WA Government sat down on country with the Commonwealth
Government, Indigenous people and others on the pindan of the Kimberley to find ways to stop Indigenous
people killing themselves.”
The Summit’s Call to Action comprised:




creating suicide-proof communities;
training families to be families; and
encouraging self-care through staged support

In July 2010, participants from Balgo also attended the Blank Page Summit Hard Yarn which focused on
individual responsibility in preventing suicide. Its theme was “Closing the gap means no more muckin’
around.” At the 2010 Summit, George Lee (Chairperson, Balgo Aboriginal Community) announced that he
proposed to lead a process of ‘suicide-proofing’ in Balgo to stop suicides, through a community-driven
strategy Stand up for Life – Say and do.
In 2011, the Department of Health and Ageing provided funding to Billard Learning Centre (a part of Billard
Aboriginal Community), to work with the Balgo Aboriginal Community through a community-to-community
methodology, to implement the Stand up for Life project in Balgo.
The project’s objectives were to engage residents of Balgo in activities directly aimed at:





strengthening family-based decision-making;
focusing on individual self-care and resilience;
building community capacity to recognise and respond to the risk of suicide including help and
referral mechanisms; and
advocating for regular and effectively managed mental health services in the community.

Stand up for Life was implemented over a nine-month period through a series of staged community
conversations with the key message ‘to stand up for life’ by Kutjuwarrala Marrka Nyinakuwanpa – Being
strong together.
Results
Since the inaugural Blank Page Summit (2009), there have been no suicides in Balgo. Through the mentoring
and practical guidance underpinning the community-to-community methodology, an isolated and socially
excluded Aboriginal community with chronically high levels of suicide and suicidal ideation, has been able to
save lives.
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Zero Suicides
Case Name: Zero suicides (the Henry Ford Perfect Depression Care initiative) 10, 102
Case/intervention type: Culture, practice and behavioural change within mental health and general medical
settings: Systems wide, multi intervention, patient centred care redesign and practice improvements
combined with behavioural health approaches.
Location/sector: The initial case study was conducted in Detroit Michigan USA, in mental health and general
medical/hospital settings.
Scalability / Applicability in other settings: This is highly scalable as it is primarily a shift in thinking, culture
and practice and does not involve costly new interventions or a significant number of additional staff or
other resources. However it may be challenging to emulate because it takes considerable commitment.
Major Participants: Medical staff, mental health staff and anyone else coming in contact with people who
may be assessed at risk of suicide
Objectives & Goals: The major goals were to demonstrate that this process could be a roadmap for rapid,
dramatic improvement in healthcare, and to achieve zero suicides amongst patients in the Health
Maintenance Organization.
Target Group: People admitted into hospital who were diagnosed with depression, anxiety disorders and
other mental illness.
Description
The Henry Ford “Perfect Depression Care” initiative was one of 12 national demonstration projects selected
in 2001 by the Robert Wood Johnson Foundation for its “Pursuing Perfection” initiative. Six major tactics
were employed:
1)
2)
3)
4)

commit to ‘perfection’ (zero suicides) as a goal
develop a clear vision of how each patient’s care will change
listen to the patients as to their care redesign
conceptualise, design and test strategies for improving patient partnership, clinical practice, access
to care and information systems
5) implement relevant measures of quality care
6) assess progress and adjust as needed and communicate the results
This was an initiative to completely redesign depression care delivery using the six aims (safety,
effectiveness, patient-centredness, timeliness, efficiency and equity) and then leveraged a Planned Care
Model to reengineer the mental healthcare system using multiple Plan-Do-Check-Act cycle tests of
improvement within four key domains – partnership with patients, clinical care, access to care and
information flow.
They placed a particular focus on evidence based interventions for suicide prevention, including means
restriction, as well as rapid access to diagnostic assessment and effective biopsychosocial treatment of
underlying mental disorders. At the same time they cultivated a culture of respect and dignity.
All patients were assumed to be at risk of suicide so less attention was paid to risk assessment processes. In
response to suicide risk either ‘emergent’ or ‘urgent’ safety plans were developed with the patient. The
distinction here was that by assigning ‘low risk’ to a patient could lead to complacency and a false sense of
security. All staff received training in suicide prevention.

Page 65 of 69

The initiative comprised multiple interventions and leveraged a framework for sustainability which consisted
of five components:
1.
2.
3.
4.
5.

clear goals
infrastructure
incentives
incremental opportunities for participation
integration within a larger health care enterprise

Each component was said to be important in achieving the sustained result, particularly integration which
was vital in spreading improvements in mental healthcare to general medical settings.
Results
The initiative has resulted in newly identified cases of depression in approximately 15% of adults with chronic
general medical conditions. In the first four years the annual rate of suicides in the patient population
dropped by 75% (from 89 per 100,000 patients to about 22 per 100,000). In the past 2 years, they have not
seen one patient suicide. The multiple strategies used may have contributed to the strong results. Results
have been sustained over 8 years.
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APPENDIX 10

Stakeholder Consultation

Email to and survey of key stakeholders and leading experts in suicide
Dear Colleagues,
The NHMRC Centre of Research Excellence in Suicide Prevention (CRESP), www.cresp.edu.au, located at
the Black Dog Institute in Sydney, Australia, is providing a report on suicide prevention to the Australian
National Mental Health Commission.
As part of this work, we want to ask a panel of leading international researchers and clinicians in suicide
prevention for their views on what should be the current priorities for national suicide prevention.
We hope that you will complete the very brief survey to provide a snapshot of expert opinion about the best
focus for suicide prevention efforts. The survey will take no more than five minutes to complete and is open
until July 29th 2013. Your responses are anonymous.
Please click CRESP Survey: Suicide Prevention Priorities to start the survey.
We understand that you are all very busy and we very much appreciate your willingness to participate.
Kind regards,
Hannah
Hannah Buckley | Project Coordinator
NHMRC Centre of Research Excellence in Suicide Prevention
Blac k Dog Ins titute
Hos pital Road, Rand wic k NSW 2031
ph: 02 9382 3718
www.cresp.edu.au | www.blackdoginstitute.org.au | h.buc kley@ blac kdog.org. au

Thank you for agreeing to participate in this survey. We anticipate it will take no more than five minutes to
complete.
Your responses are anonymous. The survey will remain open until July 29th 2013.

1. What is the single intervention or programme to prevent suicide-related morbidity and mortality for which
there is best evidence? Please specify:

2. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Treatment or therapeutic approach for at-risk individuals? (e.g. CBT, pharmacotherapy, case
management) Please specify:

3. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Site or setting for suicide prevention? Please specify:
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4. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Population group to focus on for suicide prevention? Please specify:

5. To reduce suicide related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Treatment approach for individuals who present to emergency departments having made a suicide
attempt? Please specify:

6. To reduce suicide related morbidity and mortality in Australia, given current evidence, what is the single
most important:
High risk target group to focus on for suicide prevention? Please specify:

7. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Research priority? Please specify:

8. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
Priority for policy development? Please specify:

9. To reduce suicide-related morbidity and mortality in Australia, given current evidence, what is the single
most important:
National priority for funding? Please specify:

10. Of current activities undertaken for suicide prevention, are there any that you would NOT fund, or from
which you would withdraw funding? Please specify:

Thank you for taking the time to complete this survey and providing us with a snapshot of expert opinion
about the best focus for suicide prevention efforts.
We understand that you are all very busy and CRESP very much appreciates your willingness to participate.
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List of key stakeholders and leading experts in suicide invited to participate in the survey.
Gavin
Karl
Louis
Alan
Ella
Donna
Olive
Helen
Lanny
Jose
Ed
David
Jeff
Greg
Craig
Jane
Eric
Sylvia
Vladmir
Vladimir
Gregory
Cindy
Paula
Sunny
Erminia
Kate
Ken
Yeates
Jayne
David
Alex
Kelly
Glenn
Tony
Diego
Brian
John
Michael
Thomas
Annette
David
Patrick
Mark
Bob
David
Madelyn
Peter
David
Ann

Andrews
Andriessen
Appleby
Apter
Arensman
Barnes
Bennewith
Bergen
Berman
Bertolote
Boudreaux
Brent
Bridge
Brown
Bryan
Burns
Caine
Canetto
Carli
Carli
Carter
Claassen
Clayton
Collings
Colucci
Comtois
Conner
Conwell
Cooper
Covington
Crosby
Cukrowicz
Currier
Davis
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