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About Suicide Prevention Australia
Suicide Prevention Australia Limited (SPA) is the national body for the suicide prevention sector. SPA is
a not for profit organisation representing a broad-based membership of organisations and individuals
with a commitment to suicide prevention. SPA works to prevent suicide by supporting its members to
build a stronger suicide prevention sector; developing collaborative partnerships to raise awareness and
undertake public education; and advocating for a better policy and funding environment.

Vision

Mission

Our commitment

A world without suicide

Suicide Prevention Australia
delivers national leadership
for the meaningful reduction of
suicide in Australia.

Suicide Prevention Australia
remembers those we have lost
to suicide and acknowledges the
suffering suicide brings when
it touches our lives. We are
brought together by experience
and unified by hope.
Suicide Prevention Australia
acknowledges the traditional
owners of country throughout
Australia, and their continuing
connections to land, sea
and community. We pay our
respects to them and their
cultures, and to elders both
past and present.
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Introduction

There is scant understanding of the breadth and
depth of suicide research. However there is strong
agreement that to reduce the suicide burden
in Australia the design and implementation of
programs and services needs to be determined by
the knowledge that comes from research. There
is also agreement that greater emphasis needs to
be given to supporting research that assesses the
impact of program implementation.

The inclusion of the essays is designed to give
context to the depth and breadth of the challenges
faced by those who are seeking to draw on research
to deliver high quality, evidence based services to
a diverse and geographically dispersed population.
The list of research areas is not exhaustive, and as
the implementation of this Research Action Plan
evolves it is proposed over time to add further
essays including areas such as:

This second volume of the National Research Action
Plan introduces a series of essays that explores
the research continuum. Designed to stimulate
discussion, each essay offers insights into the
status of current research and the possibilities
for future directions of research across the
suicide research continuum, both nationally and
internationally. In writing the essay each author
sought to provide:

• Data methodological challenges

• A brief overview of current research and
knowledge in the area;
• The strengths and weaknesses of Australia’s
research capacity in this area; and
• Evidence gaps in research that need to be
addressed and for which Australia has the
capacity to resolve.

• Neuroscience
• Genetics and epigenetics
• Bereavement
• Research capacity building.
The starting point is to understand the
opportunities and challenges for enhancing the
research environment.
This then needs to be supported through the
formation of effective partnerships that support
the eight actions in the Plan. To be successful
these partnerships will have to be formed on the
basis of a shared understanding and acceptance of
the importance of a coordinated and collaborative
approach to planning, funding, implementing and
monitoring suicide prevention research.
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Involving lived
experience in
suicide research
Dr Mic Eales

Introduction

Ethics and research

To more fully understand and research how to
reduce and prevent people taking their own lives we
must first understand why and how individuals get
to a point where they feel that suicide is their final
and only option.

The ethics procedure for researchers is a
demanding, rigorous and challenging process. It
can also be an invaluable experience that helps in
the examining of the methodological underpinnings
of any research and can bring to light issues that
the researcher/s may have overlooked. That said,
ethics committees too are subject to their own
misconceptions and prejudices around the issue of
suicide. It is for this reason that it would be helpful
if ethics committees (and researchers) had access
to some form of guidance when reviewing research
applications relating to suicide. This could take the
form of an advisory panel (a panel which would
include researchers alongside individuals with a
lived experience of suicide) that could respond to
issues or concerns raised by ethics committees.

The World Health Organisation (WHO) defines
suicide as being ‘the act of deliberately killing
oneself’. The experience of suicide, as it is lived
however, indicates a complexity far beyond
this concept. There is no other human health
or philosophical issue as complex. The intense
psychological pain and trauma associated with
the act of suicide has lasting effects upon all who
are affected. Few other issues are surrounded
by as many myths, misconceptions, prejudice
and discrimination as suicide. The cultural and
socio-cultural intricacies of suicide only add to
the mystery of how researchers are best able to
investigate and decipher this multi-multifaceted
traumatising issue.

The voices of lived experience
People with a lived experience of suicide (SPA’s broad
definition) have unique insights that to date have
been under utilised by researchers. It is the voice of
lived experience that challenges what researchers
think they know. Much insight can be gained by
listening to and engaging with those with a lived
experience of suicide, not as patients or consumers
but as individuals with a unique experience (a certain
expertise if you like) of the issue. The utter complexity
of suicide, particularly for those who have never
experienced a suicidal crisis, can be extremely
difficult and perplexing to comprehend, however
by developing empathetic and compassionate
relationships with individuals, researchers will
help to enable the voices that have long remained
silent. Speaking about suicide, from whatever lived
experience perspective is not easy and requires,
from researcher/s, much patience, respect and the
establishment of a trusting relationship.
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Recommendations for
re-thinking
It is essential that researchers and suicidologists
re-conceptualise how we think about suicide and
view the suicidal urge as a crisis of the self, rather
than due to some notional, mental illness or mental
health issue. The medicalisation of suicide fails to
look more deeply into other causal possibilities for
any particular individual.
To fully engage with suicide survivor’s first-person
perspectives, narrative methods will need to play
an essential role. This applies in both the research
and clinical realms.
Recognition of a possible spiritual dimension
to the suicidal crisis needs to be embraced by
researchers and suicidologists. This also applies
to acknowledging that significant cultural and
socio-cultural factors may also be involved but
remain hidden because of a lack of knowledge
or understanding by researchers, (eg. the gap
between the Indigenous and non-Indigenous
communication is frequently occupied by
misunderstanding, mistrust and disappointment).

Mental health laws require re-examination and a
proper human rights analysis as to whether they
help or hinder suicide prevention.
Attitude and treatment responses carried out
by first responders and/or whilst being treated
in emergency departments require careful
examination to determine how these affect an
individual’s recovery process. Researchers too
need to be mindful of their own fears, judgements
and prejudices around the issue of suicide.
Engagement with those who have attempted
suicide is essential in discovering what provides
them with a hopeful future, what support networks
and strategies have they established. Rather than
focusing on an individual’s suicidality there are
lessons to be learnt about their ongoing recovery
process.
Researchers need to explore alternative research
opportunities and be willing to step outside of
conventional or more traditional research and
academic structures in order to more fully explore
and represent the complex realities and emotional
pain of the suicide phenomena. To understand and
appreciate the trauma associated with suicide a
multi- and, ideally, inter-disciplinary research
approach is required. Only by fully appreciating the
depth of pain in any suicidal experience can real
understanding begin.

role that social media platforms can and do play in
our understanding of suicide and its prevention also
requires immediate attention by researchers.

Conclusion
The traumatising nature for anyone affected by
suicide or suicide attempt is profoundly complex.
The difficulty in understanding and researching the
issue of suicide cannot be overstated.
Research obviously needs to be of the highest
quality and based on the best evidence available,
but what are the criteria for what constitutes
meaningful evidence of research? The validity and
use of any research into the issue of suicide will
always be compromised unless we confront the
prejudice and discrimination that exists against
suicide and suicidal people. Only through healthy,
open and honest community conversations on
suicide will a healing conversation take place.
These conversations begin through encouraging
and promoting constructive dialogues between
researchers and the voices of lived experience.

Collaborative partnerships need to be established
between researchers and individuals/groups
with a lived experience of suicide. By providing a
sense of ownership of the research, those with a
lived experience of suicide may be more willing
to participate. Research done in conjunction with
individuals has far more chance of success and
with real and meaningful outcomes than research
conducted on them. Varying degrees of support
will be required for those with a lived experience
of suicide who decide to participate or indeed
undertake their own research project.
Collaborative partnerships also need to be
established between researchers and mental
health professionals and frontline workers to
address the current disconnection between these
sectors.
Research projects ideally need to be reviewed by
committees made up individuals (from varying
backgrounds, experiences, genders and ages) with
a lived experience of suicide. The CRESP consumer
advisory committee is an example of what is
possible.
Technological advances are being developed at a
ferocious rate. Immediate and ongoing research
needs to be carried out regarding the pros and cons
of the array of apps that are currently available
alongside the development of new apps. The crucial
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Community
mental health
promotion
Professor
Robert J Donovan

An overview
Although mental health promotion (usually followed
by ‘prevention and early intervention’) is talked
about more than a few decades ago, and there are a
number of documents setting out ‘frameworks’ for
mental health promotion (e.g., the WHO’s Promoting
Mental Health: Concepts, Emerging Evidence,
Practice, Herrman et al, 2005; England’s ‘No health
without mental health: implementation framework’,
HM Government, 2012), the reality is that the ActBelong-Commit campaign that originated in Western
Australia is the only currently known comprehensive,
community-wide mental health promotion
campaign. Most existing mental health programmes
target only specific groups or settings for primary
or secondary prevention, or, if community-wide, are
concerned with stigma reduction or encouraging
(early) help-seeking rather than enhancing positive
mental health. Hence it is unsurprising that there is
little available research on community-wide mental
health promotion.
At the same time, most community-wide suicide
prevention interventions have tended to emphasise
components for secondary or tertiary prevention,
including targeting depression as a major risk factor
for suicide1, rather than building positive mental
health2,3. Nevertheless, the US Air Force intervention
did include efforts to improve overall mental
health within the broader US Air Force community,
and this is considered to have contributed to the
intervention’s success4, and an intensive communitybased intervention across six towns in Japan adopted

1

Hegerl et al, 2006

2

Knox et al, 2003; 2010

3

Motohashi et al, 2004

4

Knox et al, 2004,

5

Motohashi et al, 2004

6

Motohashi et al, 2007

7

O’Sullivan et al, 2011,

8

Knapp et al, 2011
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a health promotion approach that included positive
mental health components within the intervention5.
This intervention successfully reduced suicide in
the intervention towns6 but, as in the USAF case,
there was no evaluation of the relative contributions
to this reduction of the various components.
However, as an example of increasing attention to
positive mental health as an integral component of
suicide prevention, the latest Irish guide to suicide
prevention in the Community7 includes a substantial
section on promoting positive mental health.
Overall, although there are clear indications that
increased mental health, and hence reductions in
mental illness via prevention, would yield substantial
social and economic returns, including suicide
reduction8, there is not only little research into
community mental health promotion in general, but
even less on the impact of promoting positive mental
health on suicide prevention. However, various
research findings emerging from ongoing evaluation
of the Act-Belong-Commit campaign suggest that
research in this area would yield valuable directions
for reducing the social and economic burden of
mental illness and suicide.

The Act-Belong-Commit campaign
(actbelongcommit.org.au)
The Act-Belong-Commit Campaign is designed to
build population mental health and prevent mental
illness. The campaign targets individuals to engage
in mentally healthy activities, while at the same
time supporting and encouraging organisations

that offer mentally healthy activities to promote
and increase participation in their activities. The
campaign utilises a mass media umbrella and
social franchising strategy to reach and influence
the population at large, and selected target
groups, via partnerships with health services, local
governments, schools, workplaces, community
organisations, and sporting and recreational clubs9.
The origins of and rationale for the campaign
are described in Donovan et al (2006). The three
verbs ‘act’, ‘belong’, and ‘commit’ not only provide
a colloquial “‘A-B-C’ for mental health”, but also
represent the three major behavioural domains that
both the literature and people in general consider
contribute to good mental health10. They are
articulated as follows:
Act: Keep alert and engaged by keeping mentally,
socially, spiritually, and physically active.

belongingness and perceived burdensomeness.
The former refers to feelings of ‘social isolation,
alienation, and disconnection from valued social
networks’, while the latter to ‘a belief that the self
is so incompetent as to be a burden or liability on
others’14.
Given that Belong is about building and maintaining
connections with others, including community and
civic organisations and institutions, and that Commit
involves doing things that provide meaning and
purpose in life and feelings of efficacy, via taking
up causes and volunteering that helps society and
other individuals, the Act-Belong-Commit campaign
clearly builds and strengthens protective factors
that reduce the risk of suicide. Interestingly, the
Japanese intervention included components to
eliminate the sense of psychological isolation and
promote a sense of purpose amongst the elderly15.

Belong: Develop a strong sense of belonging
by keeping up friendships, joining groups, and
participating in community activities.

Act-Belong-Commit campaign
evaluation

Commit: Do things that provide meaning and
purpose in life like taking up challenges, supporting
causes, and helping others.

Population-wide surveys are conducted annually to
assess campaign impact. Although the campaign
was originally conceived as a primary prevention
campaign, many individuals currently or previously
experiencing a mental illness have reported that
they have been inspired by the campaign to take
up activities they would not otherwise have done,
that have assisted their recovery or enhanced their
quality of life. To quantify this anecdotal evidence,
general population campaign impact survey results
for 2013 and 2014 were analysed by experience of
mental illness (i.e., whether the respondent had ever
been diagnosed with a mental illness or had sought
professional help for a mental health problem in the
past 12 months).

Overall, the Act-Belong-Commit programme
encourages people to be physically, spiritually,
socially and mentally active, particularly in ways that
increase their sense of belonging to the communities
in which they live, work, play and recover, and that
involve commitments to causes or challenges that
provide meaning and purpose in their lives. The
campaign is diffusing throughout Australia and
internationally [see Koushede11 re launching the
campaign in Denmark].

The Act-Belong-Commit campaign
and Suicide Prevention
In a general sense, by building mental health,
resilience and agency, the Act-Belong-Commit
framework has clear implications for suicide
prevention at a primary prevention level. However,
the implications are quite explicit in the context of
Joiner’s12 theory of suicide and the motivational
moderators in O’Connor’s13 model of suicide. In both
of these models, the desire or motivation to suicide
is driven by two major factors: low or ‘thwarted’

9

Donovan & Anwar-McHenry, 2015

10

Donovan et al, 2003, 2007; Donovan & Anwar-McHenry, 2014

11

Koushede 2015

12

Joiner’s T.E., 2005, Ribero & Joiner, 2011

13

O’Connor, RC. 2011

14

Ribero & Joiner, 2011, p 171

15

Motohashi et al, 2007

16

see Donovan et al, under review

In brief16, these data showed that those with a direct
experience of mental illness were twice as likely as
the rest of the sample to have tried to do something
for their mental health as a result of their exposure
to the campaign, with actions consistent with the
Act-Belong-Commit message. A slightly greater
proportion of those with mental illness experience
also reported having talked about the campaign and
mental health with family or friends. With respect
to prompted reasons for doing something for their
mental health, it is noteworthy that just under half of
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those with a mental illness experience reported that
they had tried to do something because they were
‘a bit depressed and felt that the action they took
could help’. Of note is that in informal discussions
with campaign personnel, individuals with a mental
illness indicated that one of the major factors
facilitating their involvement with the campaign
was that it did not target only people with a mental
illness, but rather “it’s a campaign for everyone”.
That is, they can get involved with the campaign
without their involvement being defined by their
mental illness.
Other results of note are that substantial majorities
of both those reporting a mental illness experience
and the rest of the sample believe that the campaign
has reduced stigma and made people more open
about mental illness. Given the current high
reported prevalence of depression around the globe
and its relationship to suicide17, and given that
stigmatisation inhibits early help-seeking18, the
above data suggest that community mental health
promotion campaigns can potentially have a major
impact on suicide prevention.

Implications for suicide prevention
research
Given these encouraging results from evaluation
of the impact of the Act-Belong-Commit mental
health promotion campaign on suicide risk
and protective factors, it is likely a systematic
research programme into the following would have
substantial social and economic benefits:
• What factors facilitate and what factors inhibit
the extent to which community-wide mental
health promotion campaigns not only enhance
people’s quality of life, but build resilience
and provide a strong protective effect against
vulnerability to suicide?
• What factors have a positive impact on the
population at large versus specific sub-groups
– and especially those with mental health
problems or are at risk of suicide?
• How can recreation, sporting and arts
organisations become more involved in building
mental health and resilience, and hence
contributing to suicide prevention?
• How can community-wide mental health
promotion campaigns best complement clinical
interventions with those at risk of - or recovering
from - a mental illness or suicide attempt?

17
18

Nock et al, 2008
Corrigan, 2004; Sartorius, 2007
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• How can community mental health promotion
programmes be strengthened to further impact
on stigma reduction and increased openness
in the community with respect to talking about
mental illness and about suicide?
• How can the universal principles of the ActBelong-Commit campaign and other mental
health promotion frameworks be further
embedded into health professional training and
clinical practice, school, worksite, hospital and
aged-care settings?

Human
engagement
Professor
Beverley Raphael

Overview
A great many valuable strategies to prevent suicide
have been developed in efforts both in Australia
and internationally. Nevertheless, the numbers
of suicide deaths remain high, and occur in many
different groups in the population. Some, such
as the experiences of Aboriginal and Torres Strait
Islander people, are at a very concerning level. And
there is growing concern about such deaths of young
people, adolescents and even younger children
as evidenced by the 2015 annual report from the
Australian Human Rights Commission Children’s
Commissioner.
The depth and extent of research in this field
contributes both opportunities for prevention, and
intervention when the person is near to intent. Much
research has focused of mental health problems
associated with heightened risk, for instance severe
depression, but there have not been adequate
studies of large numbers (population data) to answer
some of these questions systematically and over
time. While mental illnesses and mental health
problems are frequently implicated, it is often
difficult to confirm that the act is directly linked
to the diagnosis except, perhaps, when a person
with psychotic illness acts on the “voices” or other
delusional beliefs.
Another complex issue is the relationship to selfharming behaviours, particularly those repetitive
patterns in adolescents in which repetitive “cutting”
may indicate non-fatal self-harm, rather than
suicide, is the primary intention.
Patterns of attempted suicide by children reflect the
emptiness and despair of their lives.

Lifeline support programme and capacity for those
at risk (to call and talk to an understanding person in
ways that can shift them from such intent). Actions
of engagement, as at “the Gap” in Sydney, talking
people out of their intent, strategies such as “LiFE”,
“ACT”, Act-Belong-Commit, R U OK? and many
others all add to positive engagement.
A critical issue in all of the above, including the
long-standing models such as Lifeline, is the
human engagement and its associated strength and
support, including for those who are vulnerable.
These themes need to also address the concept of
resilience: the strengths that can be mobilised in
the face of adversity which can also contribute to the
capacity to endure.
It is suggested in this brief paper that the core
elements we need to assess and work with should
include:
• Human engagement in any assessment process
• Building a relationship with those vulnerable
• Exploring their “family”, relationships and the
degree of “emptiness” in their lives
• The sense of worth, of being valued, having an
identity as a person
• The capacity for “agency”, to act with “success”
or some positive achievement
• “Love” actually – The need for love, affectional
bonds
• The experiences of loss & grief, as an inevitable
component of human experience

In attempting to address “suicide” and its prevention,
numerous excellent initiatives have undoubtedly
been helpful for some. These include
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Dark times, dark places, dark
actions
Assessing someone’s vulnerabilities to suicide with
other negative elements requires an assessment
of their current perception of their lives, what is
problematic, what has happened, and what do they
see for the future, as they view it. The loss of one’s
capacity for hope, any sense of worthlessness and
of not being wanted are clearly “dark” experiences.
They may be brief, but if continuing, are likely to
breed other negative trajectories, including suicidal
thoughts and actions. Shame related to perceived
or real actions can lead to self-degradation and a
wish to die, the more so if “no one cares”. Anger and
impulsive action can also drive suicidal intent – “I’ll
show them – they’ll be sorry” – “if I kill myself”.
The meaning and reality of death is also a
component of vulnerability. While it is assumed that
adults will fully comprehend this reality of death
and its finality, it is often hard to envisage “not
being here”. Many people may still hold the sense
of continuity, and this may also occur for those who
would take their ow n lives, perhaps with intent to
“join” a deceased loved one. Adolescents have also
often contemplated such acts as almost consistent
with living. Debate about children’s capacity to
understand the reality and finality of death leads to a
view that they cannot “know” death, but the despair,
desperation and attempts make it clear that they
have a “level of reality” in their intent and action.
Ultimately, perhaps the darkest of affects is
profound despair, and if suicide is to be prevented
this affect must be assessed, understood and
managed as an element of risk.
“Living is For Everyone” is a valuable model, but
when people feel it is not for them, the clinical
challenge is understanding why, and then what
they may be able to do to deal with this and what
assistance others can give, so they may be able to
accept life and living.
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Direction for research
Progressing this field is critical to bring together
all the evidence of what has been effective: which
strategies, and how, or which people (and the
short and longer term outcomes). “Big data” on
multifaceted and large scale studies can potentially
assist.
I would suggest however that the human
engagement, the understanding of, and caring for,
those who are in “dark”, distressing and despairing
states of being, need assessment and care. This
may or may not relate to mental health problems or
mental illness. It may occur at almost any age, and
the concerned family, clinician, friend or other, may
need to help with the steps to regain a hold on life
and living and to become engaged in the complex,
rewarding, difficulties and challenges of these
human engagements.

Vulnerable
populations

Overview
It is well recognised that many vulnerable groups experience significant barriers to care, including a lack of
culturally safe and effective services, exacerbating their risk of suicidal behaviour. These groups include:
• Aboriginal and Torres Strait Islander people
• Lesbian, gay, bisexual, transgender and intersex (LGBTI) people
• Men
• Older Australians
• Culturally and linguistically diverse populations
• Refugees and asylum seekers
• Rural and remote populations
Available data is inadequate for the accurate assessment of both how many individuals fall into some vulnerable
groups, and how much suicidal behaviour happens among these populations. For example, national data is not
centrally or routinely collected on who identify as lesbian, gay, bisexual, transgender, intersex or other sexuality
and gender diverse people (LGBTI).1

1

ABS 2014
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Aboriginal and
Torres Strait
Islander suicide
Professor Pat Dudgeon
And Dr Tom Calma AO2

Overview
Suicide among Aboriginal and Torres Strait
Islander peoples occurs at double the rate of other
Australians. Self-harm rates are also much higher.3
Because of this, Aboriginal and Torres Strait Islander
peoples are a priority group for suicide prevention
research efforts.
Among Aboriginal and Torres Strait Islander children
and young people, the rate of suicide over 2001 -2010
was six times as high as the national average.4 Males
between 25 and 29 years of age, and female 20 to 24
years olds were at the highest risk of suicide.5 The
2004 Western Australian Aboriginal Child Health
Survey reported that about 15 per cent of Aboriginal
12 – 17 years old in the survey had seriously thought
about suicide in the 12-months. About 6.5 per cent
had attempted suicide. 6
There are also communities that are at particular
risk of suicide and suicide clusters. In small
Aboriginal and Torres Strait Islander communities
where many people are related, and where many
people face similar histories and challenges,
the impact of suicide clusters is widespread and
severe.25
Aboriginal and Torres Strait Islander suicide
has been described as ‘different’ to that of
2
3

4

5

6

7

8

9
10
11

12

13

other Australians because there are specific
cultural, historical, and political considerations
that contribute to its higher prevalence, and that
require the rethinking of conventional models and
assumptions26.
The most common risk-factors for suicide reported
in data-based, analytical descriptive studies specific
to Aboriginal and Torres Strait Islander populations
were mental illness, alcohol abuse and a prior
history of self-harm10.
But these risk factors are themselves likely to be
symptomatic of deeper problems. Overall, Aboriginal
and Torres Strait Islander peoples report such life
stressors at 1.4 times the rate of non-Indigenous
people.11 These flow from the cumulative effects of
exposure to negative historical determinants flowing
from colonisation, negative social determinants, and
deep and entrenched poverty. This is compounded by
racism and exposure to violence.
Trauma and psychological distress is reported at
high levels as a result. In national health surveys,
high or very high psychological distress levels in
Aboriginal and Torres Strait Islander peoples are
reported at three times the non-Indigenous rate.12
Research is needed into the prevalence of trauma
among Aboriginal and Torres Strait Islander peoples.
What studies exist suggest it is high.13

Co-Chairs of the Commonwealth’s Aboriginal and Torres Strait Islander Mental Health and Suicide Prevention Advisory Group (ATSIMHSPAG)
Steering Committee for the Review of Government Service Provision 2011, Overcoming Indigenous Disadvantage: Key Indicators 2011,
Productivity Commission, Canberra, p.7.62
Australian Bureau of Statistics, Suicides, Australia, 2010, ABS cat. no. 3309.0, 24/07/12, www.abs.gov.au/ausstats/abs@.nsf/Products/3309.0~
2010~Chapter~Aboriginal+and+Torres+Strait+Islander+suicide+deaths?OpenDocument [Verified 15/7/14].
Australian Bureau of Statistics, Suicides, Australia, 2010, ABS cat. no. 3309.0, 24/07/12, http://www.abs.gov.au/ausstats/abs@.nsf/Products/3
309.0~2010~Chapter~Aboriginal+and+Torres+Strait+Islander+suicide+deaths?OpenDocument (10/1/14).
Zubrick SR, Silburn SR, Lawrence DM, Mitrou FG, Dalby RB, Blair EM et al. (2005). The Western Australian Aboriginal Child Health Survey.
Volume 2: The social and emotional wellbeing of Aboriginal children and young people. Perth: Curtin University of Technology and Telethon
Institute for Child Health Research.
Georgatos G, ‘More confirmation of what everyone knows – WA’s suicide prevention inadequate’, The Stringer, 8/5/14, http://thestringer.com.
au/more-confirmation-of-what-everyone-knows-was-suicide-prevention-inadequate/
Tatz C, Aboriginal Suicide is Different: Aboriginal Youth Suicide in New South Wales, the Australian Capital Territory and New Zealand:
Towards a Model of Explanation and Alleviation, A Report to the Criminology Research Council on CRC Project 25/96–7, Sydney 1999
Clifford et al. 2014
Ibid
Australian Bureau of Statistics, ‘Family stressors’ Australian Aboriginal and Torres Strait Islander Health Survey: First Results, Australia,
2012-13, ABS cat. no. 4727.0.55.001, 27/11/13,
www.abs.gov.au/ausstats/abs@.nsf/Latestproducts/C0E1AC36B1E28917CA257C2F001456E3?opendocument.
Australian Bureau of Statistics, ‘Psychological Distress’ Australian Aboriginal and Torres Strait Islander Health Survey, First Results, 2012,
ABS cat. no. 4727.0.55.001, 13, 27/11/13, www.abs.gov.au/ausstats/abs@.nsf/Lookup/9F3C9BDE98B3C5F1CA257C2F00145721?opendocument
[Verified 15/7/14]
Heffernen E, Andersen K, Dev A, et al., Prevalence of mental illness among Aboriginal and Torres Strait Islander people in Queensland
prisons. Med J Aust 2012; 197 (1): 37-41.
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The greater burden of stress and trauma is
compounded by generally lower access to health
services and mental health services than in the
general population, particularly in remote areas. And
also lower access to culturally safe and competent
services where services otherwise might exist.
When asked, Aboriginal and Torres Strait Islander
mental health leaders, experts and stakeholders
recommend that a broad preventative approach is
required in addition to interventions for people who
are self-harming or at risk of suicide. In particular,
they support strengthening social and emotional
wellbeing and culturally-based approaches as a way
of strengthening Indigenous identity and building
resilience against the impact of life stressors.
Aboriginal and Torres Strait Islander concepts of
social and emotional wellbeing include physical
and mental health, and an individual’s relationships
to family, community, land, waters and ancestors,
as well as acknowledging the importance of
employment, housing and education to wellbeing.14
The effectiveness of culturally based approaches to
suicide prevention is a particularly promising line
of research. Studies among Canada’s Indigenous
peoples suggest the importance of cultural
continuity as a suicide prevention measure.15 And
work in Australia by the National Empowerment
Project has highlighted the high level of demand
in communities for culturally appropriate, locally
based and relevant programs that strengthen social
and emotional wellbeing.16 Such approaches require
engagement and partnerships with communities.
Cultural healers and healing methods and working
with Elders have also proved important in communitygenerated approaches to suicide to date. 17
Also important are prevention strategies to address
the needs of high-risk groups within the Aboriginal
and Torres Strait Islander population and particularly
young people. 18
For those at immediate risk of suicide, culturally
safe, non triggering management, treatment and
support is particularly important. Training Aboriginal
and Torres Strait Islander people to provide such
services is one way to achieve this; ensuring nonIndigenous workers are culturally competent is
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another. Services should be delivered through
Aboriginal Community Controlled Health Services
where possible.19
For the family and community members of people
who suicide, culturally safe and competent postvention and support services can also play a critical
role in preventing further suicide.

Evidence gaps
The findings from a recent rapid evidence review
found there is a lack of evidence from published
studies on the most effective intervention strategies
for preventing suicide in Aboriginal and Torres
Strait Islander people, but community prevention
programmes currently have the most evidence
for reducing actual rates of suicide or suicide
behaviours among Aboriginal and Torres Strait
Islander people20
Poor understanding of Aboriginal and Torres Strait
Islander social and emotional wellbeing and how
it relates to mental health and suicide prevention
has posed problems to policy-makers.21 A dedicated
Aboriginal and Torres Strait Islander suicide prevention
research agenda must build on a broader one focused on developing the evidence base for social and
emotional wellbeing and culturally based interventions.
From a clinical and service model perspective,
many questions require research: What are the best
service models in the health and mental health
sector and for Aboriginal and Torres Strait Islander
family and youth support services to prevent suicide?
What are the workforce needs? What is the role of
schools, family support services, and other services?
How effective are existing clinical diagnostic models
to gauge suicide risk among Aboriginal and Torres
Strait Islander peoples? What is the appropriate role
of cultural and clinical approaches, and how should
cultural healers and culturally based methods of
healing be incorporated into programs and services?

Research
There is a need for further research in Aboriginal
and Torres Strait Islander suicide prevention and
Aboriginal and Torres Strait Islander people should
lead this. The Aboriginal and Torres Strait Islander

Gee G, Dudgeon P, Schultz C, Hart A, and Kelly K, ‘Social and Emotional Wellbeing and Mental Health: An Aboriginal Perspective’. Chapter 4,
In Dudgeon, Milroy and Walker (eds.) Working Together: Aboriginal and Torres Strait Islander Mental Health and Wellbeing Principles and
Practice – Revised Edition, Commonwealth of Australia, Canberra, 2014, pp.62-63.
Chandler, M. J. & Lalonde, C. E. (2008). Cultural Continuity as a Protective Factor against Suicide in First Nations Youth. Horizons --A Special
Issue on Aboriginal Youth, Hope or Heartbreak: Aboriginal Youth and Canada’s Future. 10(1), 68-72.
Chandler, M. J. & Lalonde, C. E. (1998). Cultural continuity as a hedge against suicide in Canada’s First Nations. Transcultural Psychiatry, 35,
191-219.
Dudgeon P, Cox A, Kelly K, et al., Voices of the Peoples: The National Empowerment Project, Summary Report 2014 (in print).
See, for example, Culture is Life Campaign, The Elders’ Report into Preventing Indigenous Self-harm & Youth Suicide, 2015. Available online
at: http://www.cultureislife.org/#!elders-speak/cw9.
Ibid
See for example: Department of Health and Ageing, Operational Guidelines for the Access to Allied Psychological Services Aboriginal and
Torres Strait Islander Suicide Prevention Services (unpublished) Canberra, DOHA, 2012.
Clifford et al. 2014
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Suicide Prevention Evaluation Project is an important
example of such leadership in action. Launched
in 2014, it will be the first formal evaluation of
Aboriginal and Torres Strait Islander suicide
prevention programmes and services nationwide. In
particular, it promises to inform the implementation
of the National Aboriginal and Torres Strait Islander
Suicide Prevention Strategy in 2015.
Participatory action research (PAR) should
be promoted among researchers working in
Aboriginal and Torres Strait Islander communities.
This proceeds through repeated cycles, in which
researchers and communities start with the
identification of priority issues, originate action,
learn about this action and proceed to a new
“research and action cycle”. This process is a
continuous one that empowers Aboriginal and Torres
Strait Islander perspectives. Participants in PAR
projects continuously reflect on their learning from
the actions and proceed to initiate new actions on the
spot – potentially bringing immediate benefit.22
There are also established ethical guidelines for
research in Aboriginal and Torres Strait Islander
communities that researchers must observe. 23
Overall, there is a need for dedicated national
Aboriginal and Torres Strait Islander suicide
prevention research agenda, led by Aboriginal and
Torres Strait islander people, and that is able to
work with the differences between them and other
Australians that shape both suicide and suicide
prevention. Building on cultural strengths to prevent
suicide is a particularly promising line of enquiry.
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Gee G, Dudgeon P, Schultz C, Hart A, and Kelly K, ‘Social and Emotional Wellbeing and Mental Health: An Aboriginal Perspective’. Chapter
4, In Dudgeon, Milroy and Walker (eds) Working Together: Aboriginal and Torres Strait Islander Mental Health and Wellbeing Principles and
Practice – Revised Edition, Commonwealth of Australia, Canberra, 2014, pp.56-57.
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Health Research, 2003, Commonwealth of Australia, Canberra, 2003.
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People of LGBTI
experience and
suicide
Mr Atari Metcalf

Overview of current research and
knowledge in the area
The prevalence of suicidal behaviours amongst
lesbian, gay, bisexual, transgender and intersex
(LGBTI) people in Australia is disproportionately
higher than observed amongst non-LGBTI people.
The lifetime prevalence of attempted suicide
amongst Australians identifying as homosexual or
bisexual is two and seven times higher, respectively,
than heterosexual identified Australians (Appendix
1), while 50% of transgender Australians have
attempted suicide at least once in their lives26. There
is a lack of Australian data on suicide in intersex
people but there is growing international evidence
indicating that intersex people also experience
disproportionately high rates of suicidal ideation
and attempts. Despite these disparities, there has
been a dearth of policy attention, research focus
and resourcing of preventive interventions targeting
these LGBTI populations to date.
Australian and international studies consistently
report an association between experiences of
homophobic and transphobic discrimination,
harassment and violence, and suicidal behaviours
in LGBTI populations. Paradoxically, LGBTI people
exhibit high levels of resiliency in community health
surveys27. This observation suggests that while
important, the promotion of resiliency in isolation
of addressing wider social determinants of mental
health may be insufficient for preventing suicide
in LGBTI populations. Moreover, it reinforces
that suicide is a multidimensional and complex
public health problem that demands an equally
multidisciplinary research response in order to
effectively develop and target appropriate preventive
interventions.
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Encouragingly, there is emerging evidence for
the protective role of school-based policies and
practices that recognise sexual and gender diversity
in reducing suicidal ideation and attempts in
young people. Furthermore, same-sex attracted
and gender diverse (SSAGD) young people show
reduced rates of suicidal behaviour when they are
supported by their families, compared to those with
experiences of family rejection28.

Strengths and weaknesses of
Australia’s research capacity in
this area
In Australia, the majority of data on the health and
wellbeing of LGBTI populations comes from LGBTI
community surveys that are limited by selective
sampling techniques. Furthermore, few LGBTI
community surveys have included questions on
intersex status, while collection (or public reporting)
of LGBTI data in national representative population
surveys has also been limited.29 Estimating reliable
suicide mortality statistics for LGBTI populations
also remains challenging as sexual orientation,
intersex status and gender diversity, unlike other
characteristics, are not necessarily publicly known,
or readily identifiable through existing coronial
processes. Accordingly, much of the Australian
research to date has focused on non-fatal suicidal

Evidence gaps
The gaps in current data leave us with many
unanswered questions about suicide risk for these
communities. In particular, there is relatively little
research into how other population characteristics,
such as Aboriginality, religious beliefs, geographic
isolation, socioeconomic status and cultural

background might intersect with being same sex
attracted, intersex and/or transgender, and the
subsequent influence these may have on suicide
risk. More nuanced examination of suicidal
behaviours within and between different LGBTI
populations is therefore needed, along with exploring
how discrimination and other established risk/
protective factors may interact or moderate one
another to increase or reduce suicide risk.
Additionally, there are few published intervention
studies focusing on LGBTI populations to date,
resulting in limited evidence to guide prevention
policy and practice. This is compounded by the lack
of regular and consistent monitoring of both suicide
deaths and non-fatal suicidal behaviours, making
it impossible to track progress towards reducing
suicide in LGBTI populations. Notwithstanding the
paucity in LGBTI suicide mortality data, studies
conducted in countries where same sex relationships
are legally recognised have leveraged relationship
registry data in order to compare suicide death rates
among individuals in same-sex relationships with
those in heterosexual relationships (for example,
see Mathy 201130 ). As such registries and associated
data become available in Australia, opportunities
may arise to adapt similar approaches.
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Regional, rural
and remote
populations
Ms Sue Carrick

Overview
People living in regional, rural and remote areas of
Australia make up 30 per cent of the population, but
do not receive anywhere near 30 per cent of funding
and services for mental health31.
In general, people in regional, rural and remote
areas face higher levels of socio-economic,
environmental, behavioural and physical health risks
associated with suicide and mental ill-health than
those who live in major cities. While there is no clear
evidence that the prevalence or severity of mental
illness is any greater in regional and rural areas, or
that geography alone affects a perceived need for
specific types of mental health services by people
with a lifetime mental health disorder, this data
may be unreliable32. A high prevalence of suicide
and mental illness and suicide has been identified,
however, as a key challenge for these areas, in
addition to concerns about stigma and anonymity
acting as barriers to seeking help for mental health
problems33.
• Outer regional areas record the highest
prevalence of persistent and deep exclusion in
Australia, and rural and remote areas often have
poorer education, literacy, income, employment
and housing opportunities34 than the general
population.
• The National Rural Health Alliance suggests
these areas also are often affected more
severely by natural disasters; these areas may
also be more socially isolated35.
• Regional and remote Australians, particularly
men (excluding very remote areas and
discrete Aboriginal and Torres Strait Islander
NMHCR 2014 p97
NMHCR 2014 p95
Ibid
34
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36
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communities), are more likely than their
urban counterparts to engage in risky health
behaviours, including consuming alcohol at
levels that place them at risk of harm over
their lifetime (24% and 21% compared with the
general population 19%)36.
• These factors can lead to depression and may
contribute to the higher levels of suicide in rural
and remote areas of Australia. At higher risk
are males, young people, Aboriginal and Torres
Strait Islander people and farmers37.
Interactions between area of residence, social and
other factors, and health outcomes, are known to
be complex and that there is no single stereotypical
community experience of mental health in regional,
rural or remote Australia38. Research suggests,
however, that Australians living in rural areas
generally have higher levels of social cohesiveness—
for example, higher rates of participation in
volunteer work and feelings of safety in their
community39.

Evidence gaps
The Review concluded there are high levels of unmet
mental health needs in rural Australia40, noting that
the availability of specialised mental health care in
hospitals and health services is significantly worse in
more remote areas of Australia than in major cities41.
Fewer mental health specialists are available when
people need to access assistance for any mental
health concerns, and people generally need to travel
over greater distances to deliver or receive care42. As
a result, promotion, prevention, early diagnosis and
intervention services that could address suicide and

mental illness are hampered and delayed, which can
result in serious crises.
There are already a number of suicide prevention
activities and interventions for populations living
in rural areas of Australia, although Kõlves et
al43 identified that few had an evaluation of their
outcomes. Overall, the authors found that:
• More activities are based in the provision of
recommendations than active interventions for
suicide prevention for rural populations;
• The majority of programmes address the
issue of suicide prevention indirectly (e.g. via
strengthening community networks);
• Indirect suicide prevention approaches in rural
areas often address variables on a collective
level, such as community attitudes towards helpseeking or farmers’ attitudes towards health;
• Only a few programmes report on any results of
their activities; and,
• There are very few programmes where an
evaluation of outcomes is available. Further,
most evaluations are not conducted in parallel
with a ‘control group’, which makes it difficult
to account for other possible environmental or
individual factors that brought about the noted
changes.
The authors conclude that these factors make it
difficult to assess whether interventions in rural
areas actually made a difference in terms of a
reduction in suicide.

Recommendations for research
There is a need to conduct further research:
• on the determinants of mental health in regional,
rural and remote Australia and effective service
delivery models44
• into the past and continuing impacts of natural
disasters, such as droughts and floods45;
• to better understand the relationship between
access to appropriate and high-quality physical
and mental healthcare within the rural helpseeking paradigm46; and
• better evaluate existing rural suicide prevention
strategies in order to ensure their efficacy and
validity, as well as to ensure there are no regions
or groups overlooked.47
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Other vulnerable
population
groups

Men
Men are three times more likely to die by suicide
than women, but are less likely to seek help for
depression or anxiety. Linkage of Medicare Benefits
Schedule (MBS) and Census data for 2011 shows
that during that year, 8.7 per cent of Australian
females accessed any MBS-subsidised mental
health-related service, compared with 5.6 per cent of
men48. We know that men living in rural and remote
areas are both particularly likely to take their own
life and unlikely to seek professional help. Barriers
to help-seeking among men have been identified as
being partly related to the perceived role of men in
Australian society. Services targeted at men, such as
The Older Men’s Network in Queensland, use men’s
interests and contributions to the community as
vehicles for talking about mental health and making
use of peer support49.

Women
Despite there being higher numbers of men
who suicide each year research consistently
demonstrates that women have higher rates of
suicidal behaviour, i.e. ideation, planning and
suicide attempts compared to men. Gender plays a
significant role in suicide and suicidal behaviours.
Gender differences have been reported in relation to
suicide methods, risk and protective factors, causal
factors, the very nature of suicidal behaviour and
how it is manifested. However, our knowledge of
these differences remains incomplete, particularly
so for reported gender differences in those who
attempt suicide, and also within different age groups.
Research has not contributed much to our
understanding of suicide and suicidal behaviour
in women nor consciously informed prevention
of suicide in this population. There is also very
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limited research on suicidal behaviour among
women of trans experience, women with intersex
characteristics, feminine spectrum people who
do not identify as women or men, and those with
culturally specific genders beyond the woman/man
binary.
Given the large swing in the size of the health
burden towards women when suicide mortality
and morbidity are combined it would seem
both reasonable and sensible to focus also on
understanding and preventing women’s suicidal
behavior.50 Taken together, the numbers of women
who think about suicide, plan their suicide, attempt
suicide and die by suicide is considerable and has
a large impact on public health in Australia and
internationally.
For more in-depth discussion on this topic see SPA
discussion paper: Suicide and Suicidal Behaviour
in Women – Issues and Prevention. A Discussion
Paper.51

Older Australians
A life course approach to mental health is not just
about early intervention for young people, but also
relates to an early intervention ethos for health and
wellbeing needs at all stages of life. Older people
face particular difficulties with mental health related
to age discrimination, bereavement, social isolation,
increasing susceptibility to chronic disease and the
transition from work to retirement. The fact that a
person grows older is not sufficient reason to accept
that mental ill-health is a necessary consequence of
old age. Nor should it be acceptable that admission
to a residential aged care facility is reason enough
to use chemical restraints to manage older people’s
behaviours52.

Refugees and asylum seekers
Refugees and asylum seekers are often highly
vulnerable to suicidal behaviour, having both
experienced trauma and having had their social
support networks disabled. There is clear evidence
that detention in closed environments for longer
than six months has a significant, negative impact
on mental health53. However, data needs to be made
available to allow a clear and accurate picture of the
extent of suicidal behaviours occurring among those
in detention and to determine, based on evidence if
available, what interventions are likely to be effective 54.

Culturally and linguistically
diverse communities
People who have an experience of immigration to
Australia (even without having fled traumatic home
circumstances as refugees) have specific mental
health experiences and needs which must be
accounted for if support is to be effective. Not only do
experiences of migration often create or exacerbate
mental distress, but people can find the response
of Australian mental health supports inappropriate
to their needs. They can also face problems of
seclusion and restraint in the mental health system
because of issues such as language barriers and
culturally different approaches to mental health and
wellbeing55 .
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Clinical trials
for suicidal
behaviours
Professor Greg Carter

Overview
There are three main forms of suicidal behaviour
that are relevant to a clinical trials approach. In a
clinical trials context, these should be thought of as
clinical endpoints of the trial, with the specification
of primary and secondary outcomes as appropriate
to the specific circumstances of a given trial.
These three suicidal behaviours are:
1. Suicide death
2. Non-fatal suicidal behaviour – variously called
deliberate self-harm (DSH), self-harm (SH),
suicide attempt (SA), parasuicide, etc.
3. Suicidal ideation

Suicide death
There are multiple and serious limitations that need
to considered if suicide death is a clinical endpoint of
interest.
Suicide is a low prevalence outcome, even in high
risk populations (hospital treated DSH and recently
discharged psychiatric inpatients), which has several
implications for clinical trials.
1. Sample sizes need to be very large and would
usually require multi-site trials in order to be
adequately powered.
2. Trial duration, including treatment and follow-up
phase, would need to be very long to maximise
the prevalence of this outcome.
3. Long duration of treatment phase can be costly.
4. Long duration of follow-up, after the completion
of the treatment phase, has implications for
interpretation of the trial as to plausibility of
a sustained long term benefit after treatment
concludes.

56
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5. In Australia, clinical endpoints would rely on ABS
and coronial data, which has a 2-3 year lag time
to provide the primary outcome data.

Example
As an example, consider a high risk population
like hospital treated DSH, which after 1 year has a
suicide rate of 1% and after 10 years has a suicide
rate of 7%56. We have used the Pocock formula of: n
= f(α/2, β) × [p1 × (100 − p1) + p2 × (100 − p2)] / (p2 − p1)2
(https://www.sealedenvelope.com/power/binarysuperiority/) to calculate simple sample sizes for a
significance level (alpha) of .05 and power (1-beta) of
.90, in the examples below.
To test an intervention that “worked” over 1 year
to try to demonstrate a reduction from 1% to say
0.5% suicides (a 50% relative risk reduction), would
require 619 per group (1238 total).
To test an intervention that “worked” over 10 years
(say 1 year treatment and 9 years follow-up) to try to
demonstrate a reduction from 7% to 3.5% suicides (a
50% relative risk reduction), would require 849 per
group (1698 total).
Of course a 50% relative risk reduction is not
very realistic in the world of medicine for a
binary outcome. Taking the 10 year example and
anticipating a more realistic 10% relative risk
reduction from 7% to 6.3% suicides after 10 years,
would require 26627 per group (53254 in total).

There are other limitations, including an absence
of any strong candidate therapies for psychological
or pharmacological intervention to evaluate. There
is a greater possibility that service organisation
interventions might have more likelihood of success,
and this possibility has been demonstrated in an
observational study in the UK57. These servicebased interventions could be usefully evaluated
using a stepped wedge design58 (a special form
of randomised controlled trial), which has not
previously been used in suicide prevention studies.
There is a lack of familiarity with this study design
amongst suicide researchers and the related ethics
committees. These deficits can be overcome by
training and trial supervision by a bio-statistician
familiar with the study design and its analysis.

Non-fatal suicidal behaviours
Hospital treated deliberate self-harm (DSH) or
suicide attempt (SA) is perhaps the best recognised
and most studied form of non-fatal suicidal
behaviour. DSH is common and costly with one-year
repetition rates of 15% and a strong association with
later suicidal death59 This form of suicidal behaviour
has been the subject of multiple intervention
studies and remains an important focus for suicide
prevention research activities. However, there are
several strengths and limitations that need to be
considered.
There has been considerable success in the
development of interventions to reduce repetition
of DSH for sub-populations, especially for
Borderline Personality Disorder populations,
although there have been much fewer successful
trials of unselected DSH populations, using either
pharmacological or psychological interventions60.
There are a number of other candidate interventions
including psychological, pharmacological and brief
contact interventions that are worthy of evaluation.
There have been serious quality problems with the
design and analysis of existing randomised clinical
trials RCT studies of DSH and these limitations
have already been clearly articulated: “investigators
should perform power calculations to determine the
number of subjects necessary to detect clinically
important effects, provide information on method
of randomisation and interventions, use standard
measures of outcome, and focus on homogeneous
subgroups of patients. Improving the methodology of
future studies in this field will be essential if sound
evidence is to be obtained which can inform effective
service provision for deliberate self-harm patients”61.
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Selecting the correct or appropriate metric (or
combination) for studying repetition of DSH is also
an issue that has not been adequately resolved.
The traditional approach has been to use the
binary outcome of any DSH event, which may be
appropriate but difficult because of the short time
between repeat events for some patients and the
long history of events for others. For other chronic
and relapsing conditions (e.g. headache), other
metrics have been used, like a reduction in number
or severity of events or a reduction, which may be
worth consideration in non-fatal suicidal behaviours.
This approach has been used in studies of nonfatal suicidal behaviours62. For chronic relapsing
conditions, it is sometimes suitable to use a survival
analysis with time to next episode as the appropriate
metric. This has been occasionally used for non-fatal
suicidal behaviours.
Using institutional data for the measurement of
hospital treated DSH or SA is an accepted way
to measure repeated DSH or SA as an outcome,
however these institutional data are known to be
serious underestimates. This occurs for several
reasons, including only recording admitted patients,
and inaccurate coding of the reason for admission
by administration staff. As an alternative approach,
direct contact with trial participants during followup, to obtain direct patient report for the occurrence
of non-fatal suicidal behaviours, is difficult but
possible. Where this method is used to determine
these clinical endpoints, it is important to either
account for missing data in an intention-to-treat
analysis or to provide a sensitivity analysis to allow
for study dropouts63.

Suicidal ideation
There is considerable disagreement about the
appropriate use of suicidal ideation as an outcome,
and the appropriate metric to use for non-fatal
suicidal behaviours: occurrence, frequency or
severity of ideation, or time to next episode of
suicidal ideation. Perhaps the greatest value of using
suicidal ideation as a clinical endpoint would be in
restricting use to particular clinical populations of
relevance, e.g. depression and borderline personality
disorder.
There has been a recent systematic review of
instruments to measure this clinical endpoint64
which will be useful in organising future studies to
use an agreed common outcome measure so that
comparisons across studies can be more easily
made and so that meta-analyses of pooled data is
more valid.
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Technology
and suicide
prevention
Associate Professor Jane
Burns, Ms Emma Birrell,
Dr Michelle Blanchard

Overview
In 1995, youth suicide was a leading cause of
death in young people second only to motor
vehicle accident65. This national tragedy provoked
a crisis workshop in Canberra, at which 70 suicide
prevention specialists coalesced in a show of
national solidarity to determine gaps in evidence and
make recommendations to address those gaps. This
workshop was jointly supported by NHMRC and the
Department of Health66 and explicitly made the point
of ensuring that ‘Here for Life’, the youth suicide
prevention strategy, was informed by the evidence.
Since that review almost 20 years ago, suicide is
now the leading cause of death in young people and
young men continue to be at greater risk of suicide
than their female peers67. While we have seen a lot of
activity in Australia during the intervening years, and
some positive steps taken, much of the commentary
in that NHMRC review remains relevant today.
In 2014, WHO released a report on suicide prevention
efforts worldwide, showing a significant increase
across the globe by Governments that are committed
to an agenda of decreasing suicide rates68. Despite
this concerted effort, with 28 countries worldwide
known to have national suicide prevention strategies,
we are yet to see an ongoing and sustained reduction
in suicide rates. Significantly, the WHO report fails
to include any discussion at all about the role of
technologies as a setting in which people engage,
interact and spend time. It fails to speculate on
either the positive potential of technologies or the
negative risk of contagion, other than to make
a passing mention of the potential risk of cyber
bullying.
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On the positive side, mental health and its
importance in Australia as a significant public
health concern has gained traction due to the work
of organisations like beyondblue: The National
Depression Initiative. We have the foundations for a
strong evidence-based youth mental health system
with the roll-out of Headspace and the Orygen EPPIC
model. Australia is the world leader in the use of
innovative e-health platforms to promote wellbeing
and deliver mental health services69, with (growing)
evidence that technologies can be used to improve
mental health and wellbeing70.

Strengths and weaknesses where Australia is now
The role of technology in the lives of Australians
Technology continues to cement its place in the lives
of Australians, and has had a dramatic impact on
how we learn, work and play. Australian statistics
indicate that almost all home internet connections
are broadband, and as of May 2014, 12.07 million
people used a smart phone71. The rapid development
of internet-enabled devices, such as smart phones
and tablets, also saw 68% of Australians accessing
the internet via three or more devices in the six
months preceding May 201472.

Young people, technology and suicide prevention
Suicide is recognised as a substantial public health
problem, with adolescence identified as a period
when the risk of suicide is heightened73. While
Australia has seen significant mental health reform,
it is a stark reality that traditional modes of service
delivery are failing to reach young people; one study
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suggests that as many as 80% of young people still
do not seek help for their mental health difficulties74.
An integral part of suicide prevention is the
development and uptake of mental health promotion,
prevention and early intervention services, however
young people face numerous barriers to receiving
care, for example: a lack of youth friendly services
75
, geographical location and isolation76, stigma
associated with mental illness77, and complex state
and federal funding models78.

Young people are engaging with technologies
more than ever before, which can be attributed
to the proliferation of mobile devices, improved
accessibility and faster internet speeds79. The online
space is an environment where young people feel
safe, secure, and in control. Service providers,
mental health professionals and policy makers
have grappled, however, with the way young people
use social media and social networking services
(SNS) like Facebook. As a result, they have failed
to capitalise on new and emerging technologies as
a valuable tool80. The use of SNS by young people
has been shown to improve social connectedness,
assist in delivering educational goals, provide
support in identity formation and foster a sense of
belonging81, in contrast to the negative discourse
often perpetuated by traditional media82.
Social media is evolving quickly, often faster than
the research that might help us understand its
role in suicide prevention. A 2014 study outlined
the increased use of social media by individuals
and organisations that are active in the suicide
prevention space, and the benefits that come from
this practice83 In the study, individuals expressed
positive sentiment about being able to share their
experiences with others in a safe and supportive
environment84. Organisations were found to be using
social media primarily as a tool for promotion and
networking.85. With this wide uptake of social media,
the Young and Well Cooperative Research Centre
(Young and Well CRC) is the driving collaboration
between young people, researchers and technologyfocused companies like Google, Twitter and
Facebook to work alongside each other to fast track
the research that will help us understand more
about its role in suicide prevention.
The increased engagement of mental health
professionals with social media would see this online
space serve as a meaningful adjunct to traditional
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care; allowing young users a flexible and accessible
source of support that does not compromise the
therapeutic relationship86. The service gaps left by
traditional modes of information, care and treatment
delivery can be filled by e-mental health platforms
87
, that place the power back in the hands of the
young people using the service and enable them to
access the care they need at a time and place that
suits them. Technology also allows for customised
support services to be provided to groups that are
typically difficult to engage, such as young men88.
With internet usage almost at saturation point
amongst young people89, the online setting serves
as an ideal mechanism to “rapidly engage young
people”90. Furthermore, it has demonstrated the
capacity to engage young people who may not
otherwise seek help via traditional means . The
online space is ideally placed to play an integral
role in the provision of mental health care and
support, particularly as the utilisation of Internet, as
a source of reliable health information, continues to
escalate92.
Online platforms for mental health information
provision and service delivery allow young
people (and those that care for them) to educate
themselves, and establish support connections, to
be accessed online or offline; the two spheres can
coexist93. There is a substantial opportunity for the
sector to capitalise on the high technological literacy
of young people, to invest in and create services
that are designed to appeal to this digitally aware
generation.

Evidence gaps
The most common rationale for online support
has been an economic justification: it is cheaper
to deliver services online. This paper argues for a
reframing of that rationale and purports that an
integrated service is optimal for mental health
outcomes. While there will always be a need for faceto-face services for those who are severely unwell
and those with complex needs, best practice would
dictate this approach is supplemented by aroundthe-clock support provided through technologies.
While technology can be used as an adjunct to
clinical care, it is becoming clear that there are a
number of conditions that can be effectively selfmanaged, and that technology provides a low-cost
vehicle to achieve this. In addition, because of its
reach, the incremental cost per person of receiving
this care reduces.
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This paper argues for a greater focus on the
following:
• United efforts across promotion, prevention,
early intervention, treatment and relapse
prevention: In other areas of health, such as
cancer, or cardiovascular disease, there is
little or no debate about the significant role
of promotion, prevention, early intervention,
treatment and relapse prevention. Across the
preventive interventions framework, each
component is seen as a critical element to
comprehensively address the complexity of
illness. Indeed, back in 1994, the Institute of
Medicine wrote a seminal piece on how this
framework could be used in mental disorders.
The document has been the backbone to much
of the mental health policy that has shaped
organisations like beyondblue. Despite this,
the message that the elements that make up
the spectrum are bigger than the sum of their
parts, has been lost. In cancer care, people
expect to receive the best possible evidencebased treatment available and there is little
or no argument about the role that smoking
cessation, diet and exercise play. In cancer
care, health professionals urge the community
to look for early warning signs and they act
immediately to intervene. As a result, there has
been a substantial drop in morbidity and death
associated with certain cancers. However, this
is not the case for mental health. As the sector
becomes more sophisticated, it is clear that
thought leaders must unite in one common voice
– we can no longer argue that one approach is
better than the other. In youth mental health, we
still fail to provide support to over 70% of young
people. This is due in part to the inadequacy
of federal/state service models and a lack of
support in certain communities, particularly
regional, rural and remote communities. It also
reflects fragmentation and the challenges facing
a sector that has been driven by competitive
grant funding and attempts to secure a piece of
the pie that is simply too small to begin with.
• Integrated service offering: Rather than being
viewed as a cheaper option, the role of new and
emerging technologies in driving system reform
should be viewed as an important enhancement
of interventions promoting wellness, as well
as the prevention of disorder, the delivery of
online mental health services, and as an adjunct
to support face-to-face services for those
who require professional care. Technologies
cannot simply replace therapy, particularly
for young people with complex, severe and
enduring mental health problems such as
major depression, drug and alcohol addictions,
eating disorders, psychosis and personality
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disorders. Notwithstanding, if technologies are
used effectively as part of a comprehensive and
integrated mental health system, they have the
potential to reach a large number of people to
treat high prevalence disorders like anxiety and
depression at lower cost, thereby freeing up
professionals and services to focus on those with
more complex needs. The current offering online
has evolved in parallel with the offline service
offering and there is little or no integration
across or between services. This is a missed
opportunity and one that should be addressed
immediately.
• Addressing disparities in access: Bridging
the gap in disparities to access to care,
specifically for young men, young people who
are indigenous, and young people who live
with a chronic illness or disability is still one
of our greatest challenges, despite 20 years of
investment. Technologies have been lauded as
our greatest opportunity but despite a plethora
of online offerings, the reality is that these
services are predominately accessed by women.
Some online services report ratios of 70:30 but
most are sitting at around 80:20. This challenge
was identified in the Young and Well CRC’s report
Game On: Exploring the Impact of Technologies
on Young Men’s Mental Health and Wellbeing,
with clear recommendations made about how
services might adapt technologies to provide
an offering more closely aligned to the needs of
young men (Burns et al., 2013).
• Measuring impact: In 2000, a paper in the
Australian New Zealand Journal of Psychiatry
was published with the following quote:
‘Economic evaluation of both clinical services
and preventive interventions remains a complex
and largely unexplored area. An important
consideration is that the costs and consequences
of intervention (or failure to intervene) are
borne not simply by mental health services,
but by other government (e.g. education and
social services) and non-government sectors.
Accurate cost–benefit evaluations require
long-term follow up, and, in relation to youth
suicide specifically, continued tracing through
the period of high risk in young adulthood (Burns
and Patton, 2000).’ Strong leadership will ensure
that measuring impact is a core element of
every service, whether online or offline. This
leadership must come from the Boards and
Executives of all service providers and, critically,
they must be held accountable. An external
evaluation is not good enough. Government must
seriously invest in determining the effectiveness
of services both on their own and as part of a
complex system. Effectiveness in mental health
service delivery needs to move beyond – ‘did

the person like the service? do they trust it? and
would they recommend it to a friend?’ Evidence
of impact is the following – ‘did this person get
the right treatment? at the right time? and did
they recover?’ If not, why not, and how is their
illness being managed? Our current system is
not set up to follow people over time. As a result,
they fall through the cracks, repeat their stories
multiple times, and service delivery is inefficient.
We simply must get better at providing a
coordinated, wraparound system. The only
way to do that is to get agreement from service
providers to collectively unite in a common goal,
and build standards that allow that to happen
without the organisations involved losing their
brand integrity. Prior to the 2013 election, the
Coalition committed to invest in Project Synergy,
a technological solution that allows data to be
captured and stored across multiple services,
led by the Young and Well CRC. A consultation
with the sector is currently underway to
determine the next steps for this initiative. An
ongoing challenge is uncertainty and concern
that a solution like this will take away from
service autonomy. This is being addressed.
These recommendations merge contemporary
understanding of how innovative technologies may
be used to promote mental health, outlined in the
“National Mental Health Commission’s Review of
Mental Health Services and Programmes” (http://
www.mentalhealthcommission.gov.au/our-reports/
review-of-mental-health-programmes-andservices.aspx), with the proposed benefits of such
methods as illustrated in Young and Well CRC’s
“Advice on Innovative Technologies in e-Mental
Health” (http://www.youngandwellcrc.org.au/
knowledge-hub/publications/advice-on-innovativetechnologies-in-e-mental-health/). With particular
attention on reducing suicide rates and attempts and
promoting mental health and wellbeing, engaging
online affords a unique avenue for service delivery
and timely and effective intervention.
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TeleWeb support
services
Mr Alan Woodward

Key points
• TeleWeb Support services provide accessible,
immediate and private forms of connection with
people seeking help and they play an important
role in suicide prevention, with emerging
research findings suggesting that these services
can engage people who otherwise would not
contact conventional service systems, and that
reductions in suicidal states can occur through
these support services. This is increasingly being
recognised in Australia and internationally.
• However, neither research on the effectiveness
of TeleWeb Support services nor the general
establishment of evidence-based standards and
features to define quality in service have kept
pace with the propagation of these services.
Greater investment in research on TeleWeb
Support services may help unlock the key
factors in their effectiveness and guide strategic
development of the services and the operational
standards for their success.
• In particular, research needs to find innovative
yet ethical ways to engage with the consumers of
these services and ensure the lived experience
perspective is factored into the design,
evaluation and ongoing performance monitoring
of these services.

Suicide crisis intervention and
TeleWeb support services
Various research studies on telephone crisis lines
in USA and Canada94,95,96 and Australia97 have
established that up to one third of callers to a
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telephone crisis line and up to half of the visitors
to a chat service may be suicidal at the time of
contact98. These findings have been replicated in
the operational data of many Australian TeleWeb
Support services.
TeleWeb Support services provide an opportunity
to directly and immediately engage with a person
experiencing suicidal crisis and interrupt the state
of crisis so that immediate safety and wellbeing
can be secured. This process of engagement with
a person may be seen as a first step towards a deescalation of the state of crisis. This is explored by
authors such as Slaikeu (1983) and Kalafat (2002)99.
Australian research on TeleWeb Support service
impact has also shown effectiveness in reducing the
suicidal state of contacts during a service session.100
Further, a theme emerging from authors such as
Kalafat, Baldwin and Brockopp is that a collaborative
approach with a caller in crisis - which includes
active problem solving and mobilisation of internal
and external resources - is necessary to take
advantage of the opportunity for growth and change
presented by crises.
Crisis intervention is identified as one of ten key
suicide prevention strategies in the World Health
Organisation Report on Suicide 2014. Many national
suicide prevention strategies highlight crisis
intervention services as integral to their approach
in reducing lives lost to suicide. TeleWeb Support
services, operating out of normal hours, and using
immediate, low cost and private means of service
contact (telephone and online) play a valuable
contribution as a ‘safety net’ service to provide crisis
intervention when the person in crisis needs it most.

Continuity of care and follow-up
using TeleWeb support services

Mental health promotion and
TeleWeb support services

Follow up support for suicidal persons – and their
carers and families – can also be provided effectively
through TeleWeb means and several services in
Australia perform follow up support, ranging from
non-clinical emotional support to more structured
therapeutic services.

Research on the profile of callers to telephone
helplines reveals many have underlying mental
health issues. One Australian study found anxiety
and depression over-represented in the profile
of callers101. Closer studies of the callers have
established that many are experiencing levels of
psychological distress that are sufficiently high at
the time of the call to warrant clinical diagnosis if
they were to visit a mental health specialist.102 The
operational data of many TeleWeb Support services
confirms high proportions – perhaps 35% of their
callers – self report diagnosed mental health issues.

The rationale for follow up using TeleWeb Support
services has several facets:
- Reach people who do not access professional
services following a suicide attempt or suicidal
crisis, but continue to have suicidal thoughts and
intentions. TeleWeb Support services may be
able to attract and follow up contact with suicidal
persons – and provide accessible support for
their carers – in ways that conventional services
cannot.
- Enable greater use of safety and action plans
following initial contact to a crisis intervention
service. A follow-up service might encourage
these individuals to follow through with the
action plan that was established or help them
develop a more suitable one.
- Provide greater support for those individuals
at high risk of re-attempting suicide, namely
those who are discharged from hospital or acute
care facilities. As there can be delays in getting
an appointment with community mental health
services, contact with a TeleWeb Support service
may be a more rapid form of community followup.
- Address emotional support and psycho-social
needs for people who have experienced suicidal
crisis or attempted suicide. TeleWeb Support
services which utilise non-clinical crisis support
processes are able to directly address this need.
Australians are particularly astute, as a population,
in the adoption of technology and it seems highly
congruent to consider TeleWeb Support services
as potentially highly effective outlets for enhanced
continuity of care and outreach for suicide prevention
in this country, as is occurring in Europe, UK and the
USA.
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There is a direct link between the contribution
of TeleWeb Support services on mental health
promotion and prevention and suicide prevention:
mental health and suicide prevention are interrelated. TeleWeb Support services assist in providing
those who contact them with increased awareness of
mental health issues and information about mental
health professional services that they can access.
A few research studies in US and Australia have
generated encouraging results showing more than
half of those who receive referrals to mental health
services actually take action on these referrals after
the call to the crisis lines. 103, 104,105

Research priorities
Despite the proliferation of TeleWeb Support services
in Australia and internationally, there has been
remarkably little research related to their purpose
or effectiveness. This has started to change, with
several research studies and evaluations of the
effectiveness of telephone helplines and online or
mobile services emerging in the past decade.
Research priorities in Australia include the
following:

Consumer expectations and preferences
To a large extent it remains a mystery why suicidal
persons contact TeleWeb Support services – despite
the research evidence which shows that they do. It
is often suggested that TeleWeb Support services
attract suicidal persons because of the ease of
contact, their relative privacy and the safety of

Burgess, N et al (2008) Mental Health Profile of Callers to a Telephone Counselling Service. Journal of Telemedicine and Telecare; No. 14 pp
42-47
Perkins, D., Fanaian, M. (2004). Who calls Lifeline: Baseline study of callers and their needs. CEPHRIS: Centre for Equity and Primary Health
Care Research in the Illawarra and Shoalhaven, University of New South Wales.
Turley, B., Zubrick, S., Silburn, S, Rolf, A, Thomas, & Pullen, L. (2000a) Lifeline Australia Youth Suicide Prevention Project. Final Evaluation
Report.
Gould, M.S.; Munfakh, J; Kleinman, M; & Lake, A (2012). National Suicide Prevention Lifeline: Enhancing Mental Health Care for Suicidal
Individuals and Other People in Crisis. Suicide and Life-threatening Behavior, 42 (1),22-35.
Lifeline Australia and Net Balance (2014) Social Return on Investment study of Lifeline Online Crisis Support Chat Service

Volume 2: Exploring the suicide prevention research continuum | 31

the confidential environment in which to disclose
suicidality without fear of negative responses. There
do not seem to be any published research studies
to confirm these reasons, especially from the
consumer’s perspective.

Are crisis oriented TeleWeb support services
really accessible?
A core feature of crisis-oriented TeleWeb Support
services is that they are accessible, usually through
low cost telephone or online contact, and often
available when other services are not, i.e. weekends,
after hours. Accessibility, however, goes further than
cheap phone calls and easy to remember contact
details.
Operational performance of in terms of call/contact
answer rate and queue waiting times are measures
of accessibility for consumers. There appears to
be, however, no research published on the required
levels of performance – and on the impact on
consumers where deficient operating performance
results in poor access.
The promotion of a TeleWeb Support service in
the community is another facet of access. This
can influence the extent to which it is regarded as
welcoming for all people, regardless of background,
culture, religious belief and socio-economic status.
While some services specialise in their appeal for
particular groups, those that present themselves
as generalist services need to ensure that they
are actually regarded as such by the communities
that they seek to serve. Those that are targeting
particular groups need to know if they are actually
reaching those groups. Few studies have addressed
this for TeleWeb Support services in Australia.

Promotion of TeleWeb support services
There is some research evidence to show that active
promotion of TeleWeb Support services generates
contact activity. Operational data from several
Australian services suggests contextual factors such
as a high profile suicide reported in the media, or
deliberate marketing and promotional campaigns,
can generate increased contacts.
A recent Australian study by Melbourne University
involving four major TeleWeb Support services
found that male call patterns have increased in
recent years, along with specific findings regarding
increased contacts when the services are promoted
alongside positive stories on mental health recovery.
What is not clear, however, in Australia is whether
or not consumers prefer particular ‘brands’ or types
of TeleWeb Support services, despite the service
providers maintaining such an emphasis on brand
promotion and product distinction.
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What value – befriending?
The befriending processes of listening and support
offered by some TeleWeb Support services may
be seen to offer a vulnerable individual a sense of
compassion and (re)-engagement with others that
in itself presents options of a more hopeful future.
The application of recent models to TeleWeb Support
services offers the opportunity to reinterpret the
importance of non-clinical emotional support as a
means of engaging with vulnerable individuals and
challenging the trajectories of their psychological
experiences with a view to increasing the protective
factors at play and decreasing the influence of
negative and destructive thoughts and perceptions.
However, very little research has been conducted in
Australia or internationally using these theoretical
paradigms to test the efficacy of crisis lines.
While there appear to be positive impacts for those
contacting TeleWeb Support services in terms of
their continued help-seeking and immediate relief
from distress, this aspect of non-clinical befriending
style services deserves much closer attention. Such
research may also build the case for closer formal
interaction between non-clinical support services
and professional health and community services.

Frequent callers to crisis lines
It is the case that some contacts to TeleWeb Support
services make use of the service on a continuing or
frequent basis. An additional perspective into the
social support role performed by TeleWeb Support
services, is that of chronic support needs and
chronic suicidality which may exist for a group of
callers. However, questions arise regarding whether
or not unlimited and unregulated access to TeleWeb
Support services prompts dependent behaviours or
possibly avoidance of engagement with professional
treatments.
Within the broader mental health system, the
frequent contacts to TeleWeb Support services
appear to have unmet needs which are being
partially, and perhaps not effectively, met through
frequent contact to a telephone or online service.
There is also potential for the TeleWeb Support
services to contribute to a more ‘joined up’ model of
mental health service and care for these individuals.
Research trials on improved models of coordinated
or integrated service are warranted.

Links to hospital and health services
It is sobering to note that there are no known
research studies on the impact of crisis intervention
through TeleWeb Support services initiating
emergency interventions with police and hospitals
for suicidal persons who are identified as being
in life threatening states or situations. It is not

established whether or not these individuals expect,
or benefit from, such interventional referral to
hospital and mental health services. Impacts on
families and carers are also unknown.
The limits and nature of crisis intervention for
TeleWeb Support remains a difficult and complicated
issue. In particular, while some research on suicide
safety planning has been undertaken by Stanley and
others, there has not been in Australia any common
approach established or service standards relevant
to safety planning.
It is likely that the ability of TeleWeb Support services
to address the issue entirely themselves will be
lessened as research in this field further prompts
reviews of existing practices and the intersection of
the hospital and health system with suicide crisis
intervention services. Trials of models of service
between TeleWeb Support services and hospital
and health systems may offer insights into how
crisis intervention can be viewed in a more
collaborative way.

TeleWeb Support service worker techniques
In 2007, research by Brian Mishara and others
revealed that, from a study involving listening to
more than 1,000 calls to a US helpline, there were
great variations in the service delivery to callers
across individual crisis line workers as well as
across different crisis centres106. The variations
did not appear to reflect the policy or practice
orientations of the crisis centres. Critically, the
crisis line workers failed to identify suicidal callers
on numerous occasions and, on some occasions,
even when correctly identifying suicidality, failed to
implement crisis intervention actions to secure the
safety of the caller.

TeleWeb support and theories on suicidal
behaviour
A challenge for TeleWeb Support services is to
establish and measure the outcomes that they
generate for their consumers and the impact overall
that they achieve towards suicide prevention.
Traditional principles around befriending and
emotional support have tended to dominate practice
knowledge, based on the values of ‘unconditional
positive regard’ for the help seeker and the provision
of a non-judgemental and empathic response
to their situation. Although this form of support
continues to constitute the bulk of what many
TeleWeb Support services provide to their callers,
there has not been a lot of in depth research to build
the evidence for it, to determine what the ‘process’
or model of support consists of, what ‘difference this
makes’ or ‘outcomes’ this creates for callers, or its
effectiveness in achieving its primary aim of reducing
suicide.
Future research studies on the outcomes and
impacts of TeleWeb Support services could usefully
align to the emerging theories on suicidal behaviour
such as the Interpersonal Theory on Suicidal
Behaviour by Thomas Joiner and others, or the
Motivational-Volitional Theory by Rory O’Connor and
others, to provide a more theory-based framework
through which evaluation of this aspect of TeleWeb
Support services could occur. These theories offer
a bridge between the operational and process
considerations of the services and the achievement
of intended positive outcomes for consumers.

This study placed a spotlight on the adequacy
of quality assurance and supervision controls in
TeleWeb Support services. There are, however,
no worldwide standards on quality assurance in
TeleWeb Support services and most Australian
services operate internal review systems rather
than externally conducted or validated measures
of process integrity and quality assurance. In
particular, there are limited studies – although some
are now emerging in Australia and overseas – on the
critical factors in worker performance that should be
measured and monitored for service effectiveness.
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Does treating and
intervening with
psychiatric
disorders prevent
suicide?
Dr Michael Dudley

Overview
Notwithstanding controversy about this issue, there
is a strong connection between mental disorders and
suicidal behaviours, both fatal and non-fatal.
In Western settings and high-income countries,
where most research historically has been focused,
mental disorders are said to be present in up to
90% of people who die by suicide, and in the other
10% without distinct diagnoses, their mental health
indicators are similar to others dying by suicide.107
The relationship between mental illness and suicide
is historically durable. 108
However, most people suffering high prevalence
disorders such as depression, substance use
disorders and antisocial behaviours will not display
suicidal behaviour. In recent years, re-examinations
of the relationship have raised questions about, for
example, the reliability of the psychological autopsy
method on which many estimates depend,109 and
frequencies of mental disorders have been noted to
be lower in non-Western and Aboriginal and Torres
Strait Islander settings. Socio-cultural research
and political debate has turned on the importance
of sociocultural aspects of suicide, the objection of
some key service user organisations to the emphasis
on psychiatric illness, the dominance of what are
seen as medical approaches to suicide prevention,
and the exclusion of the voices of those with lived
experience.110
These latter important observations and arguments
require different responses, but do not remove
the important connection of psychiatric illness
for suicide and suicide attempt in a very sizeable
proportion of cases. Suicide and suicide attempts
have particularly strong relationships with certain
psychiatric disorders which carry far greater risks
than the general population (e.g. affective disorders,
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substance abuse disorders, bipolar disorder
and schizophrenia) and are also more strongly
associated with multiple psychiatric disorders. 111
A previous review of suicide research priorities
highlighted the dearth of focus on interventions.112
Disparate research across several domains has
confirmed that various interventions and strategies
can prevent suicide. 113
Within the field of effective interventions to prevent
suicide, there is a question regarding whether
treating or intervening with psychiatric disorders
affects suicide and/or suicide attempt. This
question is of major importance when considering
the impacts and costs of psychiatric disorders,
the benefits of treating psychiatric disorders, and
when marshalling evidence for comprehensive
approaches and national programmes to prevent
suicide. However to our knowledge, there is less
research regarding the extent to which treatments
and interventions for psychiatric disorders may
contribute to suicide prevention and no systematic
review of this topic.
Suicide Prevention Australia has assembled a
National Coalition for Suicide Prevention, which
aims to reduce suicide in Australia by 50% in 10
years. In the context of mounting such a national
strategy to reduce suicide and suicide attempts, it
was decided to undertake an exploratory survey to
identify strengths and limitations of research in this
area, to outline questions needing answers, and to
specifically outline Australia’s research capacity with
regard to this area.
This preliminary survey addressed the question of
treatment and interventions in relation to suiciderelated outcomes. It was principally concerned with
identifying treatments and interventions where these
were the principal focus of the study and the focus
was on their effectiveness (see below, in Results).

The survey focussed on self-harm, suicidal
behaviours and suicide, not (at this stage) on suicidal
ideation. It also did not encompass the question of
whether health promotion or preventing psychiatric
disorders demonstrably prevents suicide.

their effectiveness).

Methods

At this stage, seven studies that considered suicidal
ideation alone were excluded. Garlow studied
the impact of fluoxetine on suicide ideations in
outpatients with minor depressive disorder.118
The ascertainment of suicidal ideation using
validated questionnaires in primary care settings
where psychiatric case review, psychotropic
medications, and specialty mental health referral
are also available, can help facilitate discussions
about suicidality, flag psychiatric complexity and
treatment-resistance, and prompt assertive followup and treatment.119 Isotretinoin therapy for acne
contrary to product warnings results in improvement
of depression and was not associated with suicidal
ideation.120 Also Diamond had a mixed focus on
ideation and attempts and Mewton and Andrews
addressed the impact of CBT for depression on
suicidal ideation.121 Christensen studied whether
web-based Cognitive Behaviour Therapy (iCBT)
with and without telephone support reduces
suicide ideation in callers to a helpline compared
with treatment as usual (TAU).122 They found that
though suicide ideation declines over 12 months
with and without intervention, and higher baseline
suicidal behaviour decreased the odds of suicidal
ideation remitting post-intervention, that change in
depression over the course of the interventions was
associated with improvement in suicide ideation.
Watts found that suicidal ideation was common
(54%) among primary care patients prescribed iCBT
treatment for depression but dropped to 30% posttreatment despite minimal clinician contact and
the absence of an intervention focused on suicidal
ideation.123 This reduction in suicidal ideation was
evident regardless of sex and age.

Medline and PubMed searches were conducted from
1/1/2008-31/12/2015 as follows:
1. (suicide or ‘suicide attempt’ or ‘self*harm’).m_
titl.
2. (treatment or intervention or management).m_
titl.
3. (depressi* or anxi* or substance or drug or
alcohol or cannabis or hallucinogen or stimulant
or sedative or hypnotic or opi* or inhalant or
tobacco or smok* or schizophren* or bipolar or
psychosis or psychotic or neurodevelopment* or
autis* or attention or neurocognitive or dementia
or Alzheimer or personality or trauma or eating
or anorexia or bulimia or disruptive or impulse or
conduct).m_titl.
4. 1 and 2 and 3
In this preliminary survey, titles and abstracts
of articles from these two databases only were
reviewed.

Results
83 studies were located.
Nine were discarded because there was no
treatment / intervention component or it was
incidental to the study’s primary purpose (which
was not intervention-focussed).114 Defining whether
studies were part of an intervention was sometimes
difficult. For example, Mrnak-Meyer et al studied
predictors of suicide-related hospitalisation among
U.S. veterans receiving treatment for comorbid
depression and substance dependence, finding that
negative mood regulation expectancies were the
only significant predictor of hospitalisation during
6-months of outpatient treatment, and that history of
a suicide attempt was the only significant predictor
of hospitalisation during the one-year follow-up
period.115 It was decided to exclude this because it
considered the predictors rather than effectiveness
of an intervention. The criterion used was as noted
above (treatments and interventions were the
principal focus of the study and the focus was on

114
114
114
114
114
114
114
114
114

Three were excluded because they were in other
languages.116 One (Leor et al, 2013) was excluded
because it referred to suicide bombings. There are
also case reports that were discarded117.

The remaining reports (after these foregoing
were eliminated) concerned a number of different
psychiatric disorders. These included clinical
depression and treatment-resistant depression,
substance misuse, borderline personality disorder,
bipolar disorder, and first episode psychosis, early
psychosis and schizophrenia. There were also
studies of sexual trauma, and severe, chronic and
complex psychiatric illness.
No studies were located that focussed on the
impacts on self-harm and suicidal behaviours

Mrnak-Meyer et al 2011
Munizza et al, 2010; Schneider et al, 2011; Cho, 2012
Sloan et al, 2014; Fabregas et al 2009
Garlow et al 2013
Bauer et al, 2013
Nevorolova and Dvorokova 2013
Diamond et al 2013 and Mewton and Andrews 2015
Christensen et al 2013
Watts et al (2012)

Volume 2: Exploring the suicide prevention research continuum | 35

on treatments or interventions with disorders of
neurodevelopment, attention, neurocognition,
personality, trauma, eating, disruptive behaviours,
impulsivity or conduct.
The remaining reports studied a number of
interventions. These included education and
training, screening, treatments of psychiatric
disorders (broadly considered), hospitalisation,
psychotherapies (e.g. CBT, dialectical behaviour
therapy and supportive psychotherapy informed
by collaborative assessment and management
of suicidality), medications (new generation
antidepressants, lithium, other mood stabilisers,
antipsychotic drugs, and sedative-hypnotics),
management protocols and quality of care and/
or adherence to treatment standards, communitybased interventions. One study considered the
impact of smoking cessation.
Nearly all studies had concerns that overlapped in a
number of these areas.
Different populations were the subjects of the
research, notably veterans, older people, youth
and those treated for substance use disorders or
participating in specialised early psychosis (EP)
treatment programmes. Among professional groups,
substance disorder treatment providers and primary
care physicians were the focus of treatment.
Several studies reported on the design phase of
research.
Five studies among the 83 involved Australian
research groups. They addressed the treatment of
substance use with comorbid suicide risk using CBT
124
; the impact of a specialised early psychosis (EP)
treatment programme for younger people on risk
of suicide125; the characteristics of suicide attempts
during treatment for first episode psychosis (FEP)126
and the quality of care in bipolar suicide cases.127
There was approximately equal attention to suicide
attempts, suicide and both.
There was a preponderance of specific biological
interventions (9 studies) over psychotherapeutic
studies (5). There was almost no attention to
the social and cultural components of effective
psychiatric treatment or intervention to prevent
suicide.

124
125
126
127
128

Morley et al, 2013
Harris et al, 2008
Fedyszyn et al, 2011
2012; Keks et al, 2009
Robinson et al, 2008
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Discussion
The present review begins with the presumption
of a strong connection of psychiatric disorders
to suicide and suicide attempts, a strong need
to address suicidal vulnerability in people with
psychiatric disorders, and a research priority for
suicide intervention research compared with further
research on areas of suicide risk that have been
well-traversed.
The limitations of this preliminary survey are
several. The survey only considered title and
abstract, and for last seven years: broadening the
search to include the whole article and over a longer
period may have elicited more material. It limited
the number of databases to two key ones. It did not
consider unpublished or grey literature.
The survey at this point did not consider suicidal
ideation, only suicidal behaviours or self-harm: it is
possible that more studies would be identified were
suicidal ideation included.
The review did not study the extent to which studies
of the treatment of psychiatric disorders review
the status of suicidal thinking and behaviours. To
address this would entail surveying the broader
field of research on the treatment of psychiatric
disorders (especially disorders where risks are
reliably identified as high such as affective disorders,
substance abuse disorders, personality disorders
and conduct disorders) and considering the status of
suicidal thinking and behaviours in those studies.
However the review confirms the possibility of
identifying and implementing effective strategies
(treatments and interventions) to prevent suicide
among those with psychiatric disorders.
It is of interest that much of the research appears to
retrospectively investigate the relationship between
psychiatric treatments and inadvertent suiciderelated outcomes. Much less research constitutes
tests of treatments or interventions with psychiatric
disorders as potential avenues of suicide prevention,
with suicidal behaviours as primary outcomes of the
research.
The review found that the identified studies
encompassed various treatments and interventions
including education and training, screening,
treatments of psychiatric disorders (broadly
considered), hospitalisation, psychotherapies,
medications, management protocols and quality of
care and/or adherence to treatment standards, and

community-based interventions. There is a relative
dearth of material about psychotherapies, and
particularly about community-based treatments or
interventions with psychiatric disorders.
They have targetted a range of psychiatric disorders,
including depression, substance abuse, psychosis,
and bipolar disorder, but also have not included
impacts on self-harm and suicidal behaviours
on treatments or interventions with disorders of
neurodevelopment, attention, neurocognition,
personality, trauma, eating, disruptive behaviours,
impulsivity or conduct.
There was a fairly even weighting between studies
considering suicide and suicide attempt.
Few studies considered psychotherapies and
other questioned aspects of some well-accepted
treatments (e.g. distress tolerance), for example with
borderline personality disorder.129
There is some diversity of focus in the populations
that have been considered – e.g. veterans130, older
people,130 youth.132 There is a dearth of material
about the treatment of psychiatric disorders as
a suicide prevention measure in a range of other
populations (e.g. Aboriginal and Torres Strait
Islander, refugee/asylum-seeker, migrant, forensic/
custodial).
There was a preponderance of biological interventions
(9 studies) over psychotherapeutic studies (5). The
review found very little attention to the social and
cultural components of effective psychiatric treatment
/ intervention to prevent suicide.
As already noted, the need for treatment and
intervention research in psychiatric disorders
to consider suicidal behaviour and self-harm
as outcomes is important when considering the
impacts, costs and benefits of treating psychiatric
disorders, and when accruing evidence for
comprehensive approaches and national programs
to prevent suicide. The coverage of this domain is
patchy, with some notable gaps. A plan for how this
area can be systematically researched needs to be
devised.
A fuller literature review should undertake this
task of also including suicidal ideation, a longer
timeframe and also for sake of completeness to
include other relevant databases (e.g. Embase,
Cinahl, Cochrane, Google Scholar, Scopus, Web of
Science). In addition, the brief was not taken to be
the potential of health promotion and prevention
of psychiatric disorders as preventative of suicidal
behaviours: this seems a potential separate subject
for future research.
129
130
131
132

Marchand, 2014
Webster et al, 2012, Smith et al, 2011, Valenstein et al, 2012, Pfeiffer et al, 2013
Oyama et al, 2008
Henry et al, 2012; Diamond et al, 2012; Ramchand et al 2008, Vitiello et al, 2009
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Evaluation
and suicide
prevention
Mr Alan Woodward

Key points
• Suicide is a major health and social issue in
which the knowledge and evidence base is
not what it could be in Australia. Evaluation
of services, interventions and programmes
is necessary to broaden the knowledge and
evidence base beyond epidemiological data or
clinical measures to discover more about what
works and why – and where investments by
governments, private and community parties
should be prioritised, informing strategy and
policy as well as improvements in actual service
and programme effectiveness.
• Evaluation of suicide prevention strategies
and programmes is fraught with complexity
and challenge. However, some approaches to
evaluation will support better conduct and use of
evaluation in suicide prevention. In particular, the
creation of an evaluation framework at a national
level, including outcomes statements and
measures, will enable alignment of evaluation
activities at programme and services level.
• Australian expertise in evaluation is highly
regarded internationally, but is not generally
harnessed in the development of evaluation
methods for suicide prevention. Impact
measurement is a growing field that is highly
relevant to effectiveness and outcomes
evaluation for suicide prevention – a strategic
link with impact measurement experts should be
fostered in Australia.

Current situation
The current knowledge of what works in suicide
prevention is quite limited. Or to speak in terms of
evidence, a 2005 review by Mann et al of research
and evaluation on suicide prevention published in the
Journal of the American Medical Association found
that there were:

“…only two prevention strategies where there was
evidence of effectiveness: educating physicians
to detect, diagnose and manage depression and
restricting access to lethal methods of suicide.”
A Senate Inquiry into Suicide in Australia in 2010
identified deficiencies in the evaluation of past
activity and programmes:

New research should focus on the efficacy of suicide
prevention interventions and results should be
widely available to practitioners and others.
Commentary to the Inquiry included:

Professor Jane Pirkis from the University of
Melbourne outlined research undertaken which
reviewed the 156 projects funded under the original
NSPS. While the organisations which received
funding for these projects were contractually
obligated to evaluate ‘…in practice the evaluations
were methodologically too weak to contribute much
to the evidence base regarding what works and what
doesn’t work in suicide prevention’.8
Similarly the Australian Institute for Suicide
Research and Prevention highlighted that despite
a broad range of programmes funded by the
Commonwealth and States only 60 per cent included
an effectiveness evaluation component and none of
those evaluated the impact of the interventions on
the actual suicide rate.
The Senate Inquiry therefore addressed both the
need for evaluation and the utilisation of evaluation.
It focused particularly on the need for evaluation of
specific interventions for the prevention of suicide,
i.e. building knowledge on ‘what works’.
In recommendations 35, 38 and 39, the Inquiry
identified three levels at which evaluation of suicide
prevention can occur:
i. Policy evaluation – how effective are the policy
priorities in the National Suicide Prevention
Strategy?
ii. Programme evaluation – what works and what
doesn’t in projects designed to impact on suicide
prevention?
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iii. Intervention evaluation – what clinical and nonclinical interventions are efficacious?
The Federal Government’s response to the Senate
Inquiry in 2010 included a commitment to evaluation
of the National Suicide Prevention Strategy. In
2014, the Evaluation Report on the National Suicide
Prevention Programme was released publicly
and recorded difficulties in obtaining data on the
effectiveness of the 47 projects funded under the
programme, and in many cases, limited data on cost
efficiencies.
Another issue in Australia has been that
evaluation reports prepared on projects on suicide
prevention have not been widely available; a few
Non-Government Organisations have released
publicly evaluation findings for their services and
programmes, e.g. StandBy Economic Evaluation,
Mates in Construction, LivingWorks and Lifeline
Online Crisis Chat service. However, evaluations are
not universally made public, there is no single and
coordinated repository of these evaluation reports,
and there is no nationally structured action to
synthesise and share the knowledge obtained.
In USA, evaluation findings on suicide prevention
strategies and programmes is available through
the Suicide Prevention Resource Centre, a federally
funded body with the purpose of supporting
community and state government suicide prevention.
Evaluation reports have also been made available in
Europe through the EU mechanisms for coordinated
suicide prevention. In the UK, evaluations of the
Scottish and English suicide prevention strategies
have been made available publically.

Challenges and impediments - the
complexity of suicide
“Every suicide is a different story; every suicide is
unique.”
David Knesper, University of Michigan Depression
Centre
Increasingly, it is being recognised that suicidal
behaviour and deaths by suicide may be fuelled by a
multitude of inter-relating factors including:
• Biological – family risk, brain chemistry, gender,
physiological problems
• Predisposing – psychiatric disorders, substance
abuse, personality profile, severe illness
• Proximal – experiences of hopelessness,
aloneness, impulsiveness
• Immediate Triggers – public humiliation, access
to weapons or means of death, severe defeat,
major loss.

Socio-economic factors also apply, e. g: greater
suicide rate during economic downturn and race/
ethnicity (Goldsmith et al 2002); women experiencing
domestic violence are 4.5 times more likely to
engage in suicidal behaviour (WHO 2013).
A major difficulty therefore in the evaluation of what
works and what does not for suicide prevention is
that the links between particular interventions and
a reduction in lives lost are hard to establish clearly.
Several factors come into play:
- the link between Programme and service activity
to saving lives is hard to establish – so many
factors are involved in a person’s suicidality and
actions to take their life
- Programme and services may have clear
objectives, but it is difficult to measure beyond
outputs and immediate impact
- data gathering is complicated – suicidal persons
are highly vulnerable and ethical considerations
apply when collecting data and feedback for
evaluation
Deaths by suicide remain a relatively uncommon
and infrequent phenomena, from a population
health perspective, so it is difficult to identify
significant changes in suicide rates or numbers of
deaths to generate findings on the effectiveness of
suicide prevention strategies. Similarly, it is hard to
apply measures of impact and change that can be
reliably attributed to particular suicide prevention
programmes or services on a large scale basis.
The ‘evaluation’ of particular interventions, or
clinical treatments for suicidal behaviour cannot
easily be established through Randomised
Controlled Trials – suicide is such a complicated
behaviour it is difficult to establish a control group
that is not affected by multiple factors in the
individuals concerned, and it is often difficult to
recruit sufficient numbers to conduct these research
methods.
Finally, it can be difficult to engage suicidal persons
in research – there are practical safety issues
as well as ethical issues. This does not mean it
is impossible, nor that the lived experience of
individuals, families, carers and communities
should not be sought, but for conventional research
methods and ethics processes there have been
challenges in the past. Accordingly, most of the
research on suicide prevention has been undertaken
without direct data from those who may access the
various programmes or services being considered –
third party interpretations of consumer satisfaction,
engagement and outcomes are often presented only.
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Evaluation theory and practice –
what can it offer?
Evaluation is concerned with forming judgements
and assigning value to particular actions or
programmes – against pre-established statements
of purpose and intended results. Typically evaluation
questions are either process oriented – did the
activity operate as intended, or outcome oriented –
what happened to those affected and did anything
change as a result of the activity? More attention in
recent times has been devoted to impact evaluation –
what difference did the activity make, and for whom?
Evaluation is a key tool to guide policy makers,
programme managers, donors and financial
supporters of suicide prevention in identifying
priorities, likely ‘best buy’s and to review the success
of particular strategies and suicide prevention
measures.

Programme design and programme evaluation
For suicide prevention, a programme
conceptualisation of strategies, activities and
services using logic tools can assist greatly in
clarifying the purpose, processes and intended
results – or impact – of particular activities.
Programme logic frameworks support mapping
of the complex inter-linkages between various
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activities; this approach is well suited to the design
of evaluations for suicide prevention which by
definition is complicated and operating across
various services, organisations, contexts and people.
Outcomes hierarchies are very useful for mapping
the relationships between intended high level and
population-based results to programme activities
and services, and their utilisation by target
audiences. Outcome hierarchies enable clarity
and the opportunity to test the ‘logic’ of particular
assumptions and linkages across a programme.
Data collection and measurement can then be
applied at various levels of the outcomes hierarchy.
The Bennett’s Hierarchy for example helps break
down the complexity and the linkages between
elements of a programme.
An example of the use of programme logic mapping
for the evaluation of suicide prevention gatekeeper
training has been prepared by US Evaluator Phil
Rogers, showing the basic structure of a programme
evaluation framework for gatekeeper training.
The process components include the inputs or
resources required to conduct the training, the
actual delivery of the training to required standards
and in ways that meet content and pedagogical
design specifications, and then a clearly identified
output: persons trained satisfactorily. The outcomes
components include short, intermediate and long

	
  

term outcomes that can have measures attached
to them. This recognises that some outcomes
are identifiable immediately at the time of the
gatekeeper training, such as the knowledge gained,
skills developed and attitude changes of the
participants. More far reaching outcomes, especially
those relating to behaviour change, are identified
in the intermediate and long term classifications.
Together, this mapping of the ‘logic’ between
inputs, activities, outputs and outcomes can inform
the design of evaluation and the collection of data
related to evaluation questions for this programme.
What is needed, at a national level, is an overall
programme framework that establishes high level
outcomes across priority areas for suicide prevention
that can be used to align individual programme and
service evaluations and assess their contribution
to policy level strategic plans. An example of this is
found in the US Rand Corporation Suicide Prevention
Framework, which guides organisations, programme
managers and service providers in the construction
of programme logic maps to support evaluation of
suicide prevention activities. In Australia, no formally
distributed national evaluation framework for the
National Suicide Prevention Strategy has yet been
available.

Mixed methods
In 2009 a group of commentators including Niner,
Pirkis, Dudley and others published in the Australian
eJournal for the Advancement of Mental Health:

Many felt that evaluation efforts should employ
mixed methods, should be multidisciplinary and
should be relevant to the Australian context. They
also argued that there was scope for increasing the
utility of research findings by communicating them
in a manner that would enable them to be utilised by
policy-makers, planners and practitioners.
Qualitative information has great relevance to the
evaluation of suicide prevention programmes as
it captures the attributes of people engaged in
programmes – target audiences – and allows for
greater data collection on the immediate impact of
the intervention services. Evaluators have to become
better at qualitative data capture and analysis and
this has a place – mixed method data collection in
suicide prevention.
One approach that would have application for suicide
prevention is known as Most Significant Change,
a method which brings forward the qualitative
experiences and perspectives of those for whom
a programme is offered, or targeted. Drawing
on evaluation insights gained from international
development programmes, Most Significant Change
focuses on what happened, to whom and why
rather than data against predetermined clinical or

service delivery measures. It provides a useful way
of capturing ‘real life’ translations of programme
objectives on the ground and is ideally suited to
complex programme environments where the
potential for implementation gaps in delivery is a
major consideration in evaluations.

	
  

Social context and evaluation
Pawson and Tilley’s seminal work, Realistic
Evaluation (1997), suggests an approach grounded
working towards a closer understanding of what
causes change – within participants and more
broadly in a social context. Key assumptions of
Realistic Evaluation include:
• Social programmes are an attempt to address an
existing social problem – that is, to create some
level of social change
• Programmes ‘work’ by enabling participants to
make different choices
• Making and sustaining different choices requires
a change in participants’ reasoning and/or the
resources they have available to them. This is
known as a programme ‘mechanism’
• Programmes ‘work’ in different ways for
different people
• The contexts in which programmes operate
make a difference to the outcomes they achieve
• Context + Mechanism = Outcome
• Good understandings about ‘what works for
whom, in what contexts, and how’ are portable
Realist evaluation offers suicide prevention a method
to analyse the contextual factors across communities
or different target groups for particular programmes
or interventions. It enables analysis to address
the individual or social factors that may affect the
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fidelity with which programmes are delivered, or the
variations in service provision from the recipient’s
perspective that may result in different outcomes for
different people at different times.
The various evaluation methods and application of
evaluation theory to programme logic, evaluation
design and the conduct of evaluations including
data collection and analysis, have much to offer
Australian suicide prevention. A harnessing of
the body of knowledge from evaluation experts
and applying this to the challenges of evaluation
for suicide prevention programmes, services and
community activities, may provide a means through
which greater conduct and utilisation of evaluation
can occur.

What to do? – directions for
evaluation and suicide prevention
1. Useful and appropriate evaluation requires those
commissioning and conducting evaluations to
possess a level of skill to know what method
relates to what evaluation purpose and context.
Invest in evaluation education and training.
Produce a guide on what evaluation methods
work for what purpose.
2. Set outcome measures nationally that relate to
strategy and priority. These measures should
then support a logic mapping to key programme
such as education / training, mental health
services, crisis intervention, psychiatric early
intervention, removal of access to means, etc.
The National Research Action Plan should
then be aligned to the evaluation framework
nationally so that knowledge and evidence gaps
are addressed, i.e. so evaluation requirements
inform data collection and research priorities.
3. Policy level evaluation of the National Suicide
Prevention Strategy needs to be established
with the whole sector - not just an evaluation
framework for the National Suicide Prevention
Programme (NSPP) The evaluation purpose,
priorities and appropriate methods will flow
from this. At one level, reduced deaths by suicide
is the intended outcome measure. This could
become more sophisticated by checking for
reduced deaths in particular population cohorts.
Also, greater attention to reduced suicide
attempts and re-attempts will place a focus on
decreasing suicidal behaviour and improving
early detection and prevention. Moreover, the
effectiveness of the NSPP is contingent on more
than it can control (economic downturns) so a
set of evaluation measures needs to be agreed
on that will examine the choice of strategies and
the relative mix of strategies, within a public
health framework that assesses the current
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drivers and risks nationally. Economic analysis
on cost-benefit returns of particular strategies,
and social return on investment methods should
be incorporated into policy level evaluation.
4. Consumer informed evaluation is a necessary
change in direction. The experience of being
suicidal, and of caring for suicidal persons, must
change in Australia for the National Strategy
to be seen as effective. This reflects the reality
that suicide attempts are individually-generated
through a mix of complicated factors. The
‘system’ of response accordingly needs to be
flexible and workable to adapt to the individual
and intervene to prevent further development
of suicidal activity. The system also needs to
respond to the social dimension of suicide –
friends / family members, social groups, sub
cultures, people in similar locations – so that
targeted suicide prevention is engaging with
those who are surrounded by suicidal people.
The attention on mental health service provision
in suicide prevention is well justified; as with
the broader reform of mental health, so too
with the health services evaluation should there
be attention to consumer experiences of the
services, consumer preferences for how these
services are offered / provided, and monitoring
of the utilisation and adherence to programmes
and treatments relevant to mental health and
suicide prevention.
5. Social change factors in evaluation will generate
knowledge on the extent to which social
determinants of suicide are being addressed
adequately. Suicide is not evenly spread in
Australia: particular social groups are more
vulnerable, e.g. Aboriginal and Torres Strait
Islander populations especially those in remote
areas, farmers and rural residents, Lesbian,
Gay, Bisexual, Transgender and Intersex people,
people experiencing domestic violence. The
case for participatory evaluation with those
affected by a social order in suicide prevention
is that the solutions to suicide may be generated
collaboratively - and that they are unlikely to
be generated without the involvement of those
experiencing the social dislocation that is to be
addressed. Community-based suicide prevention
in particular could be focused more on the
social determinants of suicide prevention and
action to achieve social change at a community
level, rather than having community networks
attempting to replicate the existing community
and health system or take up a ‘vigilante’ outlook
on suicide prevention in an attempt to stop
deaths.
6. Social Impact Measurement should feature in the
evaluation approach to suicide prevention. These
methods combine traditional research data with

evaluation methods and economic appraisal
of value. Most importantly, social impact
measurement is concerned with social change
and development - measuring what difference
is made in a programme or service. This is
critical for policy stakeholders to make informed
choices on suicide prevention strategies and
programmes, but also for funding bodies who
will be interested in ‘return on investment’.
7. Utilise the existing expertise in evaluation.
Australia has some of the leading evaluation
experts in the world, yet these individuals are not
engaged in advising on the evaluation of suicide
prevention strategies or programmes. There
needs to be a deliberate process of engagement
and utilisation of experts within Australia to
develop and provide support for evaluation
methods that are relevant to suicide prevention.
Similarly, the potential to educate and build skills
in evaluation through the relevant professional
body, the Australasian Evaluation Society should
be explored.

Volume 2: Exploring the suicide prevention research continuum | 43

References

ABS 1999. Causes of Death, Cat. no. 3303.0. In: ABS
(ed.). Canberra.

study. J Am Acad Child Adolesc Psychiatry, 50, 77281.

ADAM, C., HODDINOTT, J. & LIGON, E. A. 2011.
Dynamic intrahousehold bargaining, matrimonial
property law and suicide in Canada. Department of
Agricultural & Resource Economics, UCB.

AUSTRALIAN COMMUNICATIONS AND MEDIA
AUTHORITY 2014. Communications report 2013-14.
Melbourne.

AHEARN, E. P., CHEN, P., HERTZBERG, M.,
CORNETTE, M., SUVALSKY, L., COOLEY-OLSON,
D., SWANLUND, J., EICKHOFF, J., BECKER, T. &
KRAHN, D. 2013. Suicide attempts in veterans with
bipolar disorder during treatment with lithium,
divalproex, and atypical antipsychotics. J Affect
Disord, 145, 77-82.
ANDREASSON, K., KROGH, J., ROSENBAUM, B.,
GLUUD, C., JOBES, D. A. & NORDENTOFT, M. 2014.
The DiaS trial: dialectical behavior therapy versus
collaborative assessment and management of
suicidality on self-harm in patients with a recent
suicide attempt and borderline personality disorder
traits - study protocol for a randomized controlled
trial. Trials, 15, 194.
ANDRIESSEN, K., LEO, D. D. & CIMITAN, A. 2014.
Spreading awareness: The Charter of Rights of
Suicide Survivors. Bereavement after traumatic
death: Helping the survivors. Cambridge, MA:
Hogrefe Publishing; US.
ANESTIS, M. D. GRATZ, K. L., BAGGE, C. L. & TULL,
M. T. 2012. The interactive role of distress tolerance
and borderline personality disorder in suicide
attempts among substance users in residential
treatment. Compr Psychiatry, 53, 1208-16.
ARENSMAN E, TOWNSEND E, HAWTON K,
BREMNER S, FELDMAN E, GOLDNEY R, et al.
Psychosocial and pharmacological treatment
of patients following deliberate self-harm: the
methodological issues involved in evaluating
effectiveness. Suicide Life Threat Behav
2001;31(2):169-80.
ASARNOW, J. R., PORTA, G., SPIRITO, A., EMSLIE, G.,
CLARKE, G., WAGNER, K. D., VITIELLO, B., KELLER,
M., BIRMAHER, B., MCCRACKEN, J., MAYES, T.,
BERK, M. & BRENT, D. A. 2011. Suicide attempts and
nonsuicidal self-injury in the treatment of resistant
depression in adolescents: findings from the TORDIA
44 | Volume 2: Exploring the suicide prevention research continuum

AUSTRALIAN BUREAU OF STATISTICS (2014).
Causes of Death, Australia, 2013. Catalogue
No. 3303.0. Belconnen, ACT: Commonwealth of
Australia. http://www.abs.gov.au/ausstats/abs
AUSTRALIAN BUREAU OF STATISTICS (2007).
National Survey of Mental Health and Wellbeing. ABS
Cat. No. 4326.0. Belconnen, ACT: Commonwealth of
Australia. http://www.abs.gov.au/ausstats/abs
AUSTRALIAN INSTITUTE OF HEALTH AND
WELFARE 2014. Australia’s health 2014. Australia’s
health series no. 14.Cat. no. AUS 178. Canberra:
AIHW. http://www.aihw.gov.au/workarea/
downloadasset
AUSTRALIAN YOUTH AFFAIRS COALITION 2010.
Submission in response to The Joint Select
Committee on Cyber Safety Inquiry into cyber
safety issues affecting children and young people.
Australia: AYAC
BAUER, A. M., CHAN, Y. F., HUANG, H., VANNOY, S.
& UNUTZER, J. 2013. Characteristics, management,
and depression outcomes of primary care patients
who endorse thoughts of death or suicide on the
PHQ-9. J Gen Intern Med, 28, 363-9.
BERMAN, A. L., SUNDARARAMAN, R., PRICE, A. &
AU, J. S. 2014. Suicide on railroad rights-of-way:
a psychological autopsy study. Suicide Life Threat
Behav, 44, 710-22.
BLANCHARD, M., HERRMAN, H., FRERE, M. &
BURNS, J. 2012. Attitudes informing the use of
technologies by the youth health workforce to
improve young people’s wellbeing: Understanding
the nature of the “digital disconnect”. Youth Studies
Australia, 31, S1: S14-24
BRITTON, P. C. & CONNER, K. R. 2010. Suicide
attempts within 12 months of treatment for
substance use disorders. Suicide Life Threat Behav,
40, 14-21.

BURGESS, N ET AL (2008) Mental Health Profile of
Callers to a Telephone Counselling Service. Journal
of Telemedicine and Telecare; No. 14 pp 42-47.
BURGESS, P. M., PIRKIS, J. E., SLADE, T. N.,
JOHNSTON, A. K., MEADOWS, G. N. & GUNN, J.
M. 2009. Service use for mental health problems:
findings from the 2007 National Survey of Mental
Health and Wellbeing. Aust N Z J Psychiatry, 43,
615-23.
BURNS, J . & BIRRELL, E. 2014. Enhancing early
engagement with mental health services by
young people. Psychology Research and Behavior
Management, 2014, 303-312.
BURNS, J., DAVENPORT, T., CHRISTENSEN, H.,
LUSCOMBE, G., MENDOZA, J., BRESNAN, A.,
BLANCHARD, M. & HICKIE, I. 2013. Game on:
Exploring the impact of technologies on young men’s
mental health and wellbeing Findings from the first
Young and Well National Survey. Australia: Young
and Well Cooperative Research Centre.
BURNS, J., DAVENPORT, T., DURKIN, L.,
LUSCOMBE, G. & HICKIE, I. 2010. The internet as a
setting for mental health service utilisation by young
people. Medical Journal of Australia, 192, S22-6.
BROWN C, LILFORD R. The stepped wedge trial
design: a systematic review. BMC Medical Research
Methodology 2006;6(54).
CARROLL R, METCALFE C, GUNNELL D. Hospital
management of self-harm patients and risk of
repetition: Systematic review and meta-analysis.
Journal of Affective Disorders 2014 Oct 15;168:47683
CARTER GL, CLOVER K, WHYTE IM, DAWSON
AH, D’ESTE C. Postcards from the EDge project:
randomised controlled trial of an intervention using
postcards to reduce repetition of hospital treated
deliberate self poisoning. British Medical Journal
2005 Oct 8;331(7520):805-7
CHAUDRON, LH & CAINE, E (2004). Suicide among
women: a critical review. Journal of the American
Medical Women’s Association. 2004; 59(2):125-34.
CHO, Y. 2012. [Discontinuation of depression
treatment from the perspective of suicide
prevention]. Seishin Shinkeigaku Zasshi, 114, 784-8.
CHRISTENSEN, H. & HICKIE, I. 2010. E-mental
health: a new era in delivery of mental health
services. Med J Aust, 192, S2-3.
CHRISTENSEN, H., FARRER, L., BATTERHAM, P.
J., MACKINNON, A., GRIFFITHS, K. M. & DONKER,
T. 2013. The effect of a web-based depression
intervention on suicide ideation: secondary outcome
from a randomised controlled trial in a helpline. BMJ
Open, 3.

CHRISTENSEN, H. & PETRIE, P 2013. State of
the e-mental health field in Australia: Where are
we now? Australian and New Zealand Journal of
Psychiatry, 47, 117-120.
CHRISTOFFERSON, D. E., HAMLETT-BERRY, K. &
AUGUSTSON, E. 2015. Suicide Prevention Referrals
in a Mobile Health Smoking Cessation Intervention.
Am J Public Health, e1-e3.
CIPRIANI, A., GIRLANDA, F., AGRIMI, E.,
BARICHELLO, A., BENEDUCE, R., BIGHELLI, I.,
BISOFFI, G., BISOGNO, A., BORTOLASO, P., BOSO,
M., CALANDRA, C., CASCONE, L., CORBASCIO,
C., PARISE, V. F., GARDELLIN, F., GENNARO, D.,
HANIFE, B., LINTAS, C., LORUSSO, M., LUCHETTA,
C., LUCII, C., CERNUTO, F., TOZZI, F., MARSILIO,
A., MAIO, F., MATTEI, C., MORETTI, D., APPINO,
M. G., NOSE, M., OCCHIONERO, G., PAPANTI, D.,
PECILE, D., PURGATO, M., PRESTIA, D., RESTAINO,
F., SCIARMA, T., RUBERTO, A., STRIZZOLO, S.,
TAMBORINI, S., TODARELLO, O., ZIERO, S., ZOTOS,
S. & BARBUI, C. 2013. Effectiveness of lithium
in subjects with treatment-resistant depression
and suicide risk: a protocol for a randomised,
independent, pragmatic, multicentre, parallel-group,
superiority clinical trial. BMC Psychiatry, 13, 212.
CLIFFORD A, DORAN CM, TSEY K. Suicide prevention
interventions targeting Indigenous peoples in
Australia, New Zealand, United States and Canada:
an Evidence Check rapid review brokered by the
Sax Institute (http://www.saxinstitute.org.au) for the
NSW Ministry of Health, 2012.
COLLIN, P., RAHILLY, K., RICHARDSON, I. & THIRD,
A. 2011. The Benefits of Social Networking Services.
Sydney: Cooperative Research Centre for Young
People, Technology and Wellbeing
COMMONWEALTH OMBUDSMAN (2013). Suicide
and self-harm in the Immigration Detention
Network. Report 02/2013. Canberra: Commonwealth
Ombudsman. Available via http://www.ombudsman.
gov.au/media-releases/show/220
CONNER, K. R., WOOD, J., PISANI, A. R. & KEMP,
J. 2013. Evaluation of a suicide prevention training
curriculum for substance abuse treatment providers
based on Treatment Improvement Protocol Number
50. J Subst Abuse Treat, 44, 13-6.
CONRAD, K. J., BEZRUCZKO, N., CHAN, Y. F., RILEY,
B., DIAMOND, G. & DENNIS, M. L. 2010. Screening
for atypical suicide risk with person fit statistics
among people presenting to alcohol and other drug
treatment. Drug Alcohol Depend, 106, 92-100.
COUCH, M., PITTS, M., MULCARE, H., CROY, S.,
MITCHELL, A. AND PATEL, S. (2007). tranZnation: A
report on the health and wellbeing of transgender
people in Australia and New Zealand. Monograph

Volume 2: Exploring the suicide prevention research continuum | 45

Series Number 65. The Australian Research Centre
in Sex, Health and Society, La Trobe University:
Melbourne.
CUIJPERS, P., VAN STRATEN, A., SMIT, F.,
MIHALOPOULOS, C. & BEEKMAN, A. 2008.
Preventing the Onset of Depressive Disorders: A
Meta-Analytic Review of Psychological Interventions.
Am J Psychiatry, 165, 1272-1280.
DE SILVA, S., PARKER, A., PURCELL, R., CALLAHAN,
P., LIU, P. & HETRICK, S. 2013. Mapping the evidence
of prevention and intervention studies for suicidal
and self-harming behaviors in young people. Crisis:
The Journal of Crisis Intervention and Suicide
Prevention, 34, 223-232.
DONOVAN, R.J., HENLEY, N., JALLEH, G., ET AL.,
2007. People’s beliefs about factors contributing
to mental health: implications for mental health
promotion. Health Promotion Journal of Australia,
18 (1), 50–56.
DONOVAN, R.J., ANWAR-MCHENRY, J., 2014. ActBelong-Commit: A Lifestyle-Related Mental Health
Programme that Might Also Work for Clinicians.
American Journal of Lifestyle Medicine, DOI:
10.1177/1559827614536846, June 2014.
DONOVAN, R.J., ANWAR-MCHENRY, J. 2015.
Promoting mental health and wellbeing in
individuals and communities: the ‘Act-BelongCommit’ campaign. In Wymer, W. (ed). Innovations in
Social Marketing and Public Health Communication:
Improving the Quality of Life for Individuals and
Communities, Springer (in press).
DONOVAN, RJ, JALLEH, G, ROBINSON, K, LIN, C.
Do people with a mental illness respond to positive
mental health promotion campaign? Evidence from
the Act-Belong-Commit Campaign. Under review.
Social Science & Medicine.
DALY, E. J., TRIVEDI, M. H., FAVA, M., SHELTON,
R., WISNIEWSKI, S. R., MORRIS, D. W., STEGMAN,
D., PRESKORN, S. H. & RUSH, A. J. 2011. The
relationship between adverse events during
selective serotonin reuptake inhibitor treatment
for major depressive disorder and nonremission in
the suicide assessment methodology study. J Clin
Psychopharmacol, 31, 31-8.
DELIMA, J., VIMPAMNBI, G., 2011. Family Matters,
2011, Australian Institute of Family Studies,
Melbourne VIC 3000 Australia. No 89, pages 42-52.
DENNEHY, E. B., MARANGELL, L. B., ALLEN, M. H.,
CHESSICK, C., WISNIEWSKI, S. R. & THASE, M. E.
2011. Suicide and suicide attempts in the Systematic
Treatment Enhancement Program for Bipolar
Disorder (STEP-BD). J Affect Disord, 133, 423-7.
DIAMOND, G., CREED, T., GILLHAM, J., GALLOP, R.
& HAMILTON, J. L. 2012. Sexual trauma history does
not moderate treatment outcome in Attachment-

46 | Volume 2: Exploring the suicide prevention research continuum

Based Family Therapy (ABFT) for adolescents
with suicide ideation. J Fam Psychol, 26, 595-605.
Donovan, R.J., Watson, N., Henley, N., et al., 2003.
Mental Health Promotion Scoping Project. Report
to Healthway. Centre for Behavioural Research in
Cancer Control, Curtin University, Perth.
FABREGAS, B. C., MOURA, A. S., MARCIANO, R.
C., CARMO, R. A. & TEIXEIRA, A. L. 2009. Clinical
management of a patient with drug dependence
who attempted suicide while receiving peginterferon
therapy for chronic hepatitis C. Braz J Infect Dis, 13,
387-90.
FEDYSZYN, I. E., HARRIS, M. G., ROBINSON, J.,
EDWARDS, J. & PAXTON, S. J. 2011. Characteristics
of suicide attempts in young people undergoing
treatment for first episode psychosis. Aust N Z J
Psychiatry, 45, 838-45.
FEDYSZYN, I. E., ROBINSON, J., HARRIS, M. G.,
PAXTON, S. J. & FRANCEY, S. 2012. Predictors of
suicide-related behaviors during treatment following
a first episode of psychosis: the contribution of
baseline, past, and recent factors. Schizophr Res,
140, 17-24.
FLANAGAN, P. & COMPTON, M. T. 2012. A
comparison of correlates of suicidal ideation prior
to initial hospitalization for first-episode psychosis
with prior research on correlates of suicide attempts
prior to initial treatment seeking. Early Interv
Psychiatry, 6, 138-44.
FOUNTOULAKIS, K. N., GONDA, X., SIAMOULI, M.
& RIHMER, Z. 2009. Psychotherapeutic intervention
and suicide risk reduction in bipolar disorder: a
review of the evidence. J Affect Disord, 113, 21-9.
GARLOW, S. J., KINKEAD, B., THASE, M. E., JUDD,
L. L., RUSH, A. J., YONKERS, K. A., KUPFER, D. J.,
FRANK, E., SCHETTLER, P. J. & RAPAPORT, M. H.
2013. Fluoxetine increases suicide ideation less
than placebo during treatment of adults with minor
depressive disorder. J Psychiatr Res, 47, 1199-203.
GIRLANDA, F., CIPRIANI, A., AGRIMI, E., APPINO, M.
G., BARICHELLO, A., BENEDUCE, R., BIGHELLI, I.,
BISOFFI, G., BISOGNO, A., BORTOLASO, P., BOSO,
M., CALANDRA, C., CASCONE, L., CASTELLAZZI,
M., CORBASCIO, C., PARISE, V. F., GARDELLIN, F.,
GENNARO, D., HANIFE, B., LINTAS, C., LORUSSO,
M., LUCA, A., LUCA, M., LUCHETTA, C., LUCII, C.,
MAIO, F., MARSILIO, A., MATTEI, C., MORETTI, D.,
NOSE, M., OCCHIONERO, G., PAPANTI, D., PECILE,
D., PERCUDANI, M., PRESTIA, D., PURGATO, M.,
RESTAINO, F., ROMEO, S., SCIARMA, T., STRIZZOLO,
S., TAMBORINI, S., TODARELLO, O., TOZZI, F., ZIERO,
S., ZOTOS, S. & BARBUI, C. 2014. Effectiveness
of lithium in subjects with treatment-resistant
depression and suicide risk: results and lessons of
an underpowered randomised clinical trial. BMC Res
Notes, 7, 731.

GOLDNEY, R. D. 2007. An historical note on suicide
during the course of treatment for depression.
Suicide & Life-Threatening Behavior, 37, 116-7.
GOULD, M.S.; MUNFAKH, J; KLEINMAN, M; &
LAKE, A (2012). National Suicide Prevention
Lifeline: Enhancing Mental Health Care for Suicidal
Individuals and Other People in Crisis. Suicide and
Life-threatening Behavior, 42 (1), 22-35.
GROSSE, C. & GROSSE, A. 2014. Assisted suicide:
Models of legal regulation in selected European
countries and the case law of the European Court of
Human Rights. Med Sci Law.
GRIFFITHS, K., FARRER, L. & CHRISTENSEN,H.
2010. The efficacy of internet interventions for
depression and anxiety disorders: a review of
randomised controlled trials. Medical Journal of
Australia, 192, S4-11.
GRIFFITHS, K. M. & CHRISTENSEN, H. 2007.
Internet-based mental health programs: a powerful
tool in the rural medical kit. Aust J Rural Health, 15,
81-7.
HARRINGTON, R., RUTTER, M. & FOMBONNE,
E. 1996. Developmental pathways in depression:
Multiple meanings, antecedents, and endpoints.
Development and Psychopathology, 8, 601-616.
HARRIS, M. G., BURGESS, P. M., CHANT, D. C.,
PIRKIS, J. E. & MCGORRY, P. D. 2008. Impact of a
specialized early psychosis treatment programme
on suicide. Retrospective cohort study. Early Interv
Psychiatry, 2, 11-21.
HASSANIAN-MOGHADDAM, H., SARJAMI S, KOLAHI
AA, CARTER GL. Postcards in Persia: randomised
controlled trial to reduce suicidal behaviours 12
months after hospital-treated self-poisoning. Br J
Psychiatry 2011 Apr 1;198(4):309-16.
HAWTON K, TOWNSEND E, ARENSMAN E,
GUNNELL D, HAZELL P, HOUSE A, ET AL.
Psychosocial versus pharmacological treatments for
deliberate self harm. Cochrane Database Syst Rev
2000;(2):CD001764.
HENRY, D., ALLEN, J., FOK, C. C., RASMUS, S.,
CHARLES, B. & PEOPLE AWAKENING, T. 2012.
Patterns of protective factors in an intervention for
the prevention of suicide and alcohol abuse with
Yup’ik Alaska Native youth. American Journal of
Drug & Alcohol Abuse, 38, 476-82.
HEGERL, U, ALTHAUS, D, SCHMIDTKE, A,
NIKLEWSKI, G. 2006. The alliance against
depression: 2-year evaluation of a community-based
intervention to reduce suicidality. Psychological
Medicine, 36, 1225–1233. Cambridge University
Press, doi:10.1017/S003329170600780X

HILLIER, L., JONES, T., MONAGLE, M., OVERTON,
N., GAHAN, L., BLACKMAN, J. AND MITCHELL, A.
(2010). Writing Themselves In 3: The third national
study of the sexual health and wellbeing of samesex attracted and gender questioning young people.
Monograph series No.78. The Australian Research
Centre in Sex, Health & Society, La Trobe University,
Melbourne.
HOFER, P., SCHOSSER, A., CALATI, R., SERRETTI,
A., MASSAT, I., KOCABAS, N. A., KONSTANTINIDIS,
A., LINOTTE, S., MENDLEWICZ, J., SOUERY, D.,
ZOHAR, J., JUVEN-WETZLER, A., MONTGOMERY,
S. & KASPER, S. 2013. The impact of Cytochrome
P450 CYP1A2, CYP2C9, CYP2C19 and CYP2D6 genes
on suicide attempt and suicide risk-a European
multicentre study on treatment-resistant major
depressive disorder. Eur Arch Psychiatry Clin
Neurosci, 263, 385-91.
ILGEN, M. A., CONNER, K. R., ROEDER, K. M., BLOW,
F. C., AUSTIN, K. & VALENSTEIN, M. 2012. Patterns
of treatment utilization before suicide among male
veterans with substance use disorders. Am J Public
Health, 102 Suppl 1, S88-92.
IM, J. J., SHACHTER, R. D., OLIVA, E. M.,
HENDERSON, P. T., PAIK, M. C. & TRAFTON, J. A.
2015. Association of Care Practices with Suicide
Attempts in US Veterans Prescribed Opioid
Medications for Chronic Pain Management. J Gen
Intern Med.
IRLAM, C. (2013). LGBTI Data: Developing and
evidence-informed environment for LGBTI health
policy, Sydney, National LGBTI Health Alliance
accessed on 23/01-2015 at www.lgbthealth.org.au
JOINER, T.E., 2005. Why people die by suicide.
Harvard University Press, Cambridge.
JOHNSON, D., JONES, C., SCHOLES, L. & CARRAS
COLDER, M. 2013. Videogames and Wellbeing: A
Comprehensive Review. Melbourne: Young and Well
Cooperative Research Centre.
KALAFAT, J. (2002A). Crisis intervention and
counselling by telephone, an update. In D. Lester
(Ed.) (2nd ed.), Crisis intervention and counselling
by telephone (pp. 64-82). Springfield: Charles C.
Thomas.
KEKS, N. A., HILL, C., SUNDRAM, S., GRAHAM, A.,
BELLINGHAM, K., DEAN, B., OPESKIN, K., DORISSA,
A. & COPOLOV, D. L. 2009. Evaluation of treatment
in 35 cases of bipolar suicide. Aust N Z J Psychiatry,
43, 503-8.
KIM, S. W., STEWART, R., KIM, J. M., SHIN, I. S.,
YOON, J. S., JUNG, S. W., LEE, M. S., YIM, H. W. &
JUN, T. Y. 2011. Relationship between a history of a
suicide attempt and treatment outcomes in patients

Volume 2: Exploring the suicide prevention research continuum | 47

with depression. J Clin Psychopharmacol, 31, 44956.
KING, R., NURCOMBE, B., BICKMAN, L., HIDES,
L & REID, W. (2003). Telephone counselling
for adolescent suicide prevention: Changes in
suicidality and mental state from beginning to end
of counselling session. Suicide and life threatening
behaviour, 33 (4), 400-411
KIRINO, E. & GITOH, M. 2011. Rapid improvement
of depressive symptoms in suicide attempters
following treatment with milnacipran and tricyclic
antidepressants - a case series. Neuropsychiatr Dis
Treat, 7, 723-8.
KLIMKIEWICZ, A., ILGEN, M. A., BOHNERT, A. S.,
JAKUBCZYK, A., WOJNAR, M. & BROWER, K. J. 2012.
Suicide attempts during heavy drinking episodes
among individuals entering alcohol treatment in
Warsaw, Poland. Alcohol Alcohol, 47, 571-6.
KNAPP, M, MCDAID, D, PARSONAGE, M (EDS).
2011. Mental health promotion and mental illness
prevention: The economic case. Department of
Health: London.
KNOX, KL, PFLANZ, S, TALCOTT, GW, CAMPISE,
RL, LAVIGNE, JE, BAJORSKA, A, TU, X, CAINE,
ED. 2010. The US Air Force Suicide Prevention
Program: Implications for Public Health Policy.
American Journal of Public Health, http://
ajph.aphapublications.org/cgi/doi/10.2105/
AJPH.2009.159871
KÕLVES K, ALLISON MILNER, KATHY MCKAY &
DIEGO DE LEO (EDS) (2012): Suicide in rural and
remote areas of Australia. Australian Institute for
Suicide Research and Prevention, Brisbane.
KORANYI, J. & VERREL, T. 2013. Physician-assisted
suicide in criminal and professional law: Remarks on
the occasion of the judgement of the European Court
of Human Rights in the case of Gross vs. Switzerland
from 14 May 2013. Forensische Psychiatrie,
Psychologie, Kriminologie, 7, 273-281.
KOUSHEDE, V., NIELSEN, L., MEILSTRUP, C.,
DONOVAN, RJ. 2015. From rhetoric to action:
adapting the Act-Belong-Commit Mental Health
Promotion Programmeme to a Danish Context.
In press, International Journal of Mental Health
Promotion.
LAKEMAN, R., FITZGERALD, M., The Ethics of
Suicide Research - The Views of Ethics Committee
Members. Crisis 2009; Vol. 30(1):13–19 DOI
10.1027/0227-5910.30.1.13
LEONARD, W., PITTS, M., MITCHELL, A., LYONS, A.,
SMITH, A., PATEL, S., COUCH, M. AND BARRETT, A.
(2012). Private Lives 2: The second national survey
of the health and wellbeing of gay, lesbian, bisexual
and transgender (GLBT) Australians. Monograph
Series Number 86.

48 | Volume 2: Exploring the suicide prevention research continuum

LEOR, A., DOLBERG, O. T., ESHEL, S. P., YAGIL, Y.
& SCHREIBER, S. 2013. Trauma-Focused Early
Intensive Cognitive Behavioral Intervention (TFEICBI) in children and adolescent survivors of suicide
bombing attacks (SBAs). A preliminary study. Am J
Disaster Med, 8, 227-34.
LEVY KN, MEEHAN, K. B. & YEOMANS, F. E. 2010.
Transference-focused psychotherapy reduces
treatment drop-out and suicide attempters
compared with community psychotherapist
treatment in borderline personality disorder. Evid
Based Ment Health, 13, 119.
LEVY KN, MEEHAN KB, YEOMANS FE. Transferencefocused psychotherapy reduces treatment
drop-out and suicide attempters compared
with community psychotherapist treatment in
borderline personality disorder. Evidence Based
Mental Health published online August 10, 2010.
BMJ Publishing Group Ltd. Royal College of
Psychiatrists and British Psychological Society.
http://levylab.psych.psu.edu/publications/2010/
transference-focused-psychotherapy-reducestreatment-drop-out-and-suicide-attempterscompared-with-community-psychotherapisttreatment-in-borderline-personality-disorder,
accessed 14/6/15
LIFELINE AUSTRALIA AND NET BALANCE (2014)
Social Return on Investment study of Lifeline Online
Crisis Support Chat Service.
LITMAN, R.E. (1970, 1995). Suicide Prevention
Center Patients: A follow-up study. In Bulletin
of Suicidology (Archival Edition) (pp. 358-363).
Washington DC: American Association of Suicidology.
LOVE, J. & ZATZICK, D. 2014. Screening and
Intervention for Comorbid Substance Disorders,
PTSD, Depression, and Suicide: A Trauma Center
Survey. Psychiatr Serv, 65, 918-23.
MANN J. MD; ALAN APTER, MD; JOSE BERTOLOTE,
MD; ANNETTE BEAUTRAIS, PHD; DIANNE CURRIER,
PHD; ANN HAAS, PHD; ULRICH HEGERL, MD;
JOUKO LONNQVIST, MD; KEVIN MALONE, MD;
ANDREJ MARUSIC, MD, PHD; LARS MEHLUM,
MD; GEORGE PATTON, MD; MICHAEL PHILLIPS,
MD; WOLFGANG RUTZ, MD; ZOLTAN RIHMER,
MD, PHD, DSC; ARMIN SCHMIDTKE, MD, PHD;
DAVID SHAFFER, MD; MORTON SILVERMAN,
MD; YOSHITOMO TAKAHASHI, MD; AIRI VARNIK,
MD; DANUTA WASSERMAN, MD; PAUL YIP, PHD;
HERBERT HENDIN, MD. JAMA. 2005;294(16):20642074. doi:10.1001/jama.294.16.2064
MARCHAND, W. R. 2012. Self-referential thinking,
suicide, and function of the cortical midline
structures and striatum in mood disorders: possible
implications for treatment studies of mindfulnessbased interventions for bipolar depression. Depress
Res Treat, 2012, 246725.

MARIS, R. W. 2007. A comment on Robert D.
Goldney’s “A historical note on suicide during the
course of treatment for depression”. Suicide & LifeThreatening Behavior, 37, 600-1; author reply 602-3.
MATHY, R., COCHRAN, S., OLSEN, J. AND MAYS,
V. (2011). The association between relationship
markers of sexual orientation and suicide: Denmark,
1990–2001, Social Psychiatry and Psychiatric
Epidemiology, 46(2), 111–117.
MCGORRY, P. D. 2007. The specialist young mental
health model: strengthening the weakest link in the
public mental health system. MJA, 187, S53-56.
MEDIBANK HEALTH SOLUTIONS & NOUS GROUP
2013. The Case for Mental Health Reform in
Australia: a Review of Expenditure and System
Design. Medibank Health Solutions and Nous Group.
MEWTON L; ANDREWS G, 2015, ‘Cognitive behaviour
therapy via the internet for depression: a useful
strategy to reduce suicidal ideation.’, Journal of
Affective Disorders, vol. 170, pp. 78 - 84, http://
dx.doi.org/10.1016/j.jad.2014.08.038
MERRALL, E. L., BIRD, S. M. & HUTCHINSON, S. J.
2013. A record-linkage study of drug-related death
and suicide after hospital discharge among drugtreatment clients in Scotland, 1996-2006. Addiction,
108, 377-84.
MISHARA, B.L.; CHAGNON, F., DAIGLE, M., BALAN,
B., RAYMOND, S, MARCOUX, I, BARDON, C.,
CAMPBELL, J.K. & BERMAN, A. (2007a). Comparing
models of helper behavior to actual practice in
telephone crisis intervention: A silent monitoring
study of calls to the US 1-800-SUICIDE network.
Suicide and Life-Threatening Behavior, 37 (3), 291307.
MOHATT, G. V., FOK, C. C., HENRY, D. & ALLEN, J.
2014. Feasibility of a community intervention for
the prevention of suicide and alcohol abuse with
Yup’ik Alaska Native youth: the Elluam Tungiinun
and Yupiucimta Asvairtuumallerkaa studies. Am J
Community Psychol, 54, 153-69.
MOLOCK SD , JM HEEKIN , SG MATLIN , CL
BARKSDALE,, E GRAY , CL BOOTH The Baby or the
Bath water?: Lessons Learned from the National
Action Alliance for Suicide Prevention Research
Prioritization Task Force Literature Review Am J
Prev Med 2014;47(3S2):S115–S121.
MORLEY, K. C., SITHARTHAN, G., HABER, P. S.,
TUCKER, P. & SITHARTHAN, T. 2014. The efficacy of
an opportunistic cognitive behavioral intervention
package (OCB) on substance use and comorbid
suicide risk: a multisite randomized controlled trial.
J Consult Clin Psychol, 82, 130-40.
MOTOHASHI, Y, KANEKO, Y, SASAKI, H, YAMAJI,
M. 2007. A Decrease in Suicide Rates in Japanese

Rural Towns after Community-Based Intervention
by the Health Promotion Approach. Suicide and LifeThreatening Behavior, 37(5), 593-599.
MOTOHASHI, Y, KANEKO, Y, SASAKI, H. 2004.
Community-Based Suicide Prevention in Japan
Using a Health Promotion Approach. Environmental
Health and Preventive Medicine, 9, 3-8.
MRNAK-MEYER, J., TATE, S. R., TRIPP, J. C.,
WORLEY, M. J., JAJODIA, A. & MCQUAID, J. R. 2011.
Predictors of suicide-related hospitalization among
U.S. veterans receiving treatment for comorbid
depression and substance dependence: who is the
riskiest of the risky? Suicide Life Threat Behav, 41,
532-42.
MUNIZZA, C., COPPO, A., D’AVANZO, B., FANTINI, G.,
FERRANNINI, L., GHIO, L., GONELLA, R., KELLER,
R., PELOSO, P., PICCI, R. L., PIERO, A., PINCIAROLI,
L., RUCCI, P., TIBALDI, G., VAGGI, M., ZANALDA,
E., ZUCCOLIN, M. & GRUPPO DI RICERCAINTERVENTO SULLA DEPRESSIONE E IL, S. 2010.
[Prevention of depression and suicide. Intervention
program integrated with the involvement of general
physicians]. Epidemiologia e Psichiatria Sociale, 19,
VII-XIII, 1-22.
NATIONAL MENTAL HEALTH COMMISSION, 2014:
The National Review of Mental Health Programmes
and Services. Sydney: NMHC.
NEVORALOVA, Z. & DVORAKOVA, D. 2013. Mood
changes, depression and suicide risk during
isotretinoin treatment: a prospective study. Int J
Dermatol, 52, 163-8.
NIERENBERG, A. A., ALPERT, J. E., GAYNES, B.
N., WARDEN, D., WISNIEWSKI, S. R., BIGGS, M.
M., TRIVEDI, M. H., BARKIN, J. L. & RUSH, A. J.
2008. Family history of completed suicide and
characteristics of major depressive disorder: a
STAR*D (sequenced treatment alternatives to relieve
depression) study. J Affect Disord, 108, 129-34.
NIERENBERG, A. A., TRIVEDI, M. H., RITZ, L.,
BURROUGHS, D., GREIST, J., SACKEIM, H.,
KORNSTEIN, S., SCHWARTZ, T., STEGMAN, D.,
FAVA, M. & WISNIEWSKI, S. R. 2004. Suicide
risk management for the sequenced treatment
alternatives to relieve depression study: applied
NIMH guidelines. Journal of Psychiatric Research,
38, 583-9.
NOCK, MK, BORGES, G, BROMET, EJ, ET AL. 2008.
Cross-national prevalence and risk factors for
suicidal ideation, plans and attempts. The British
Journal of Psychiatry, 192, 98–105. doi: 10.1192/bjp.
bp.107.040113
O’CONNOR, RC. 2011. Towards an Integrated
Motivational-Volitional Model of Suicidal Behaviour.
In O’Connor, RC, Platt, S, Gordon, J. International

Volume 2: Exploring the suicide prevention research continuum | 49

Handbook of Suicide Prevention: Research, Policy
and Practice. Wiley-Blackwell: Chichester, UK.
OH, E., JORM, A. F. & WRIGHT, A. 2009. Perceived
helpfulness of websites for mental health
information: a national survey of young Australians.
Soc Psychiatry Psychiatr Epidemiol, 44, 293-9.
OLFSON, M. & MARCUS, S. C. 2008. A case-control
study of antidepressants and attempted suicide
during early phase treatment of major depressive
episodes. J Clin Psychiatry, 69, 425-32.
OLIN, B., JAYEWARDENE, A. K., BUNKER, M. &
MORENO, F. 2012. Mortality and suicide risk in
treatment-resistant depression: an observational
study of the long-term impact of intervention. PLoS
One, 7, e48002.
OQUENDO, M. A., GALFALVY, H. C., CURRIER, D.,
GRUNEBAUM, M. F., SHER, L., SULLIVAN, G. M.,
BURKE, A. K., HARKAVY-FRIEDMAN, J., SUBLETTE,
M. E., PARSEY, R. V. & MANN, J. J. 2011. Treatment
of suicide attempters with bipolar disorder: a
randomized clinical trial comparing lithium and
valproate in the prevention of suicidal behavior. Am J
Psychiatry, 168, 1050-6.
O’SULLIVAN, M, RAINSFORD, M, SIHERA, N. 2011.
Suicide prevention in the Community: A Practical
Guide. Health Service Executive, National Office for
Suicide Prevention.
OYAMA, H., SAKASHITA, T., ONO, Y., GOTO, M.,
FUJITA, M. & KOIDA, J. 2008. Effect of communitybased intervention using depression screening on
elderly suicide risk: a meta-analysis of the evidence
from Japan. Community Ment Health J, 44, 311-20.
PATTON, G. & BURNS, J. M. 1999. Preventative
interventions for youth suicide: A risk factor-based
approach. National Youth Suicide Prevention
Strategy: Setting the evidence-based research
agenda for Australia (A Literature Review).
Canberra: Department of Health and Aged Care,
Commonwealth of Australia.
PERKINS D. AND FANAIAN, M. (2004) Who Calls
Lifeline? Study Undertaken by Centre for Equity and
Primary Health Care Research, University of New
South Wales, Australia.
PFEIFFER, P. N., KIM, H. M., GANOCZY, D., ZIVIN,
K. & VALENSTEIN, M. 2013. Treatment-resistant
depression and risk of suicide. Suicide Life Threat
Behav, 43, 356-65.
PHILLIPS MR, YANG G, ZHANG Y, WANG L, JI
H, ZHOU M. Risk factors for suicide in China: a
national case-control psychological autopsy study.
Lancet. 2002;360:1728−36POMPILI, M., LESTER,
D., INNAMORATI, M., TATARELLI, R. & GIRARDI, P.
2008. Assessment and treatment of suicide risk in
schizophrenia. Expert Rev Neurother, 8, 51-74.

50 | Volume 2: Exploring the suicide prevention research continuum

POMPILI, M., RIHMER, Z., GONDA, X., SERAFINI,
G., SHER, L. & GIRARDI, P. 2012. Early onset of
action and sleep-improving effect are crucial in
decreasing suicide risk: the role of quetiapine XR in
the treatment of unipolar and bipolar depression. Riv
Psichiatr, 47, 489-97.
POMPILI, M., RIHMER, Z., INNAMORATI, M., LESTER,
D., GIRARDI, P. & TATARELLI, R. 2009. Assessment
and treatment of suicide risk in bipolar disorders.
Expert Rev Neurother, 9, 109-36.
PRETI, A., MENEGHELLI, A., PISANO, A. & COCCHI,
A. 2009. Risk of suicide and suicidal ideation in
psychosis: results from an Italian multi-modal
pilot program on early intervention in psychosis.
Schizophr Res, 113, 145-50.
PRETI, A., MENEGHELLI, A., PISANO, A., COCCHI,
A. & PROGRAMMA, T. 2009. Risk of suicide and
suicidal ideation in psychosis: results from an Italian
multi-modal pilot program on early intervention in
psychosis. Schizophrenia Research, 113, 145-50.
PRITCHARD, C. 2011. Restricted women’s rights:
Is there a link with young women’s (15-24) suicide?
Comparing two catholic continents. European
Psychiatry, 26.
PROUDFOOT, J. 2013. The future is in our hands:
The role of mobile phones in the prevention and
management of mental disorders. Australian & New
Zealand Journal of Psychiatry, 47, 111-113
RADHAKRISHNAN R, ANDRADE C. Suicide:
an Indian perspective. Indian J Psychiatry.
2012;54(4):304−19.
RAMCHAND, R., GRIFFIN, B. A., HARRIS, K.
M., MCCAFFREY, D. F. & MORRAL, A. R. 2008.
A prospective investigation of suicide ideation,
attempts, and use of mental health service among
adolescents in substance abuse treatment. Psychol
Addict Behav, 22, 524-32.
RIBERO, JD, JOINER, TE. 2011. Present status
and future prospects take up the InterpersonalPsychological Theory of Suicidal Behaviour. In
O’Connor, RC, Platt, S, Gordon, J. International
Handbook of Suicide Prevention: Research, Policy
and Practice. Wiley-Blackwell: Chichester, UK.
RIHMER, Z. & NEMETH, A. 2014. [Correlation
between treatment of depression and suicide
mortality in Hungary -- focus on the effects of the
2007 healthcare reform]. Neuropsychopharmacol
Hung, 16, 195-204.
ROBINSON, J., RODRIGUES, M., FISHER, S. &
HERRMAN, H. 2014. Suicide and Social Media.
Findings from the Literature Review. Melbourne:
Young and Well Cooperative Research Centre.
ROSKAR, S., PODLESEK, A., ZORKO, M., TAVCAR, R.,
DERNOVSEK, M. Z., GROLEGER, U., MIRJANIC, M.,

KONEC, N., JANET, E. & MARUSIC, A. 2010. Effects
of training program on recognition and management
of depression and suicide risk evaluation for
Slovenian primary-care physicians: follow-up study.
Croat Med J, 51, 237-42.
ROY, A. & POMPILI, M. 2009. Management of
schizophrenia with suicide risk. Psychiatr Clin North
Am, 32, 863-83.
RUBIN, E. 2010. Assisted Suicide, Morality, and
Law: Why Prohibiting Assisted Suicide Violates the
Establishment Clause. Vand. L. Rev., 63, 761.
Stigma and mental health. Vol 370 September
8, 2007 Published Online www.thelancet.
com, September 4, 2007 DOI:10.1016/S01406736(07)61245-8
SCHNEIDER, B., FRITZE, J., GEORGI, K. & GREBNER,
K. 2011. [Do individuals with substance use disorders
find information for crisis intervention and suicide
prevention resources on the Internet?]. Nervenarzt,
82, 859-65.
SILVERMAN MM, JE PIRKIS, JL PEARSON, JT
SHERRILL. Reflections on Expert Recommendations
for U.S: Research Priorities in Suicide Prevention.
American Journal of Preventive Medicine. VOLUME
47 ( 3S2 ) www.ajpmonline.org SEPTEMBER 2014.
SLAIKEU, K.A. (1983). Crisis intervention by
telephone. In L.E. Cohen, W. Claiborn & G.A. Specter
(Eds.), Crisis Intervention (2nd ed.), pp. 95-110. New
York: Human Sciences Press.
SLOAN, M. E., ISKRIC, A. & LOW, N. C. 2014.
The treatment of bipolar patients with elevated
impulsivity and suicide risk. J Psychiatry Neurosci,
39, E34-5.
SMITH, E. G., CRAIG, T. J., GANOCZY, D., WALTERS,
H. M. & VALENSTEIN, M. 2011. Treatment of
Veterans with depression who died by suicide:
timing and quality of care at last Veterans Health
Administration visit. J Clin Psychiatry, 72, 622-9.
SONDERGARD, L., LOPEZ, A. G., ANDERSEN,
P. K. & KESSING, L. V. 2008. Mood-stabilizing
pharmacological treatment in bipolar disorders and
risk of suicide. Bipolar Disord, 10, 87-94.
SUICIDE PREVENTION AUSTRALIA (2015). Suicide
and Suicidal Behaviour in Women – Issues and
Prevention. A Discussion Paper. Sydney: Suicide
Prevention Australia.
TAKEUCHI, T. 2010. Matrix analysis and risk
management to avert depression and suicide among
workers. Biopsychosoc Med, 4, 15.
THIRD, A., RICHARDSON,I., COLLIN, P., RAHILLY,
K. & BOLZAN, N. 2011. Intergenerational Attitudes
towards Social Networking and Cybersafety: A living

lab. Melbourne: Cooperative Research Centre for
Young People, Technology and Wellbeing.
THOMAS, K. H., MARTIN, R. M., DAVIES, N. M.,
METCALFE, C., WINDMEIJER, F. & GUNNELL, D.
2013. Smoking cessation treatment and risk of
depression, suicide, and self harm in the Clinical
Practice Research Datalink: prospective cohort
study. Bmj, 347, f5704.
TURLEY, B., ZUBRICK, S., SILBURN, S, ROLF, A,
THOMAS, & PULLEN, L. (2000A) Lifeline Australia
Youth Suicide Prevention Project. Final Evaluation
Report.
VALENSTEIN, M., KIM, H. M., GANOCZY, D.,
EISENBERG, D., PFEIFFER, P. N., DOWNING, K.,
HOGGATT, K., ILGEN, M., AUSTIN, K. L., ZIVIN, K.,
BLOW, F. C. & MCCARTHY, J. F. 2012. Antidepressant
agents and suicide death among US Department of
Veterans Affairs patients in depression treatment. J
Clin Psychopharmacol, 32, 346-53.
VALENSTEIN, M., KIM, H. M., GANOCZY, D.,
MCCARTHY, J. F., ZIVIN, K., AUSTIN, K. L., HOGGATT,
K., EISENBERG, D., PIETTE, J. D., BLOW, F. C. &
OLFSON, M. 2009. Higher-risk periods for suicide
among VA patients receiving depression treatment:
prioritizing suicide prevention efforts. J Affect
Disord, 112, 50-8.
VITIELLO, B., BRENT, D. A., GREENHILL, L. L.,
EMSLIE, G., WELLS, K., WALKUP, J. T., STANLEY,
B., BUKSTEIN, O., KENNARD, B. D., COMPTON, S.,
COFFEY, B., CWIK, M. F., POSNER, K., WAGNER, A.,
MARCH, J. S., RIDDLE, M., GOLDSTEIN, T., CURRY,
J., CAPASSO, L., MAYES, T., SHEN, S., GUGGA, S. S.,
TURNER, J. B., BARNETT, S. & ZELAZNY, J. 2009.
Depressive symptoms and clinical status during the
Treatment of Adolescent Suicide Attempters (TASA)
Study. J Am Acad Child Adolesc Psychiatry, 48, 9971004.
VYSSOKI, B., WILLEIT, M., BLUML, V., HOFER, P.,
ERFURTH, A., PSOTA, G., LESCH, O. M. & KAPUSTA,
N. D. 2011. Inpatient treatment of major depression
in Austria between 1989 and 2009: impact of
downsizing of psychiatric hospitals on admissions,
suicide rates and outpatient psychiatric services. J
Affect Disord, 133, 93-6.
WATTS, S., NEWBY, J. M., MEWTON, L. & ANDREWS,
G. 2012. A clinical audit of changes in suicide ideas
with internet treatment for depression. BMJ Open, 2.
WEBB D. Thinking about suicide. Melbourne: PCCS
Books, 2013 (reprint edition).
WEBSTER, L., EISENBERG, A., BOHNERT, A. S.,
KLEINBERG, F. & ILGEN, M. A. 2012. Qualitative
evaluation of suicide and overdose risk assessment
procedures among veterans in substance use

Volume 2: Exploring the suicide prevention research continuum | 51

disorder treatment clinics. Arch Suicide Res, 16,
250-62.
WHILE D, BICKLEY H, ROSCOE A, WINDFUHR K,
RAHMAN S, SHAW J, ET AL. Implementation of
mental health service recommendations in England
and Wales and suicide rates, 1997-2006: a crosssectional and before-and-after observational study.
The Lancet 1917;379(9820):1005-12
WITT, K., HAWTON, K. & FAZEL, S. 2014. The
relationship between suicide and violence in
schizophrenia: analysis of the Clinical Antipsychotic
Trials of Intervention Effectiveness (CATIE) dataset.
Schizophr Res, 154, 61-7.
WORLD HEALTH ORGANIZATION 2014. Preventing
suicide: a global imperative. WHO Press, World
Health Organization, Geneva, Switzerland. http://
apps.who.int
YBARRA, M. & EATON, W. 2005. Internet-based
mental health interventions. Mental Health Service
Research, 7, 75-87.
YBARRA, M. L. & SUMAN, M. 2006. Help seeking
behavior and the Internet: a national survey. Int J
Med Inform, 75, 29-41.
YOUSSEF, N. A. & RICH, C. L. 2008. Does acute
treatment with sedatives/hypnotics for anxiety in
depressed patients affect suicide risk? A literature
review. Ann Clin Psychiatry, 20, 157-69.

52 | Volume 2: Exploring the suicide prevention research continuum

Notes

Volume 2: Exploring the suicide prevention research continuum | 53

Notes

54 | Volume 2: Exploring the suicide prevention research continuum

56 | Volume 2: Exploring the suicide prevention research continuum

