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KeyDefinitions

There are several key terms to define for this report. A full glossary is included at the conclusion of the
Literature Review.

Australian Defence Force (ADRhe ADF in this Review refers to the three service arms, Army, Navy
and Air Force and those uniformed personnel within the Department of Defence. It includes regular
service personnel and reservists.

Mental Health:Mental health is a state of welieingin which an individual realises his or her own
abilities, can cope with the normal stresses of life, can work productively and is able to make a
contribution to his or her community. In this positive sense, mental health is the foundation for
individual wél-being and the effective functioning of a community (WHO, 2010).

Mental (health) disorder / psychiatric disorder / mental illnesg mental (health) disorder or

psychiatric disorder or diagnosable illness characterised by alterations in thinking, andmhavior

(or some combination thereof) associated with distress that significantly interferes with an individual's
cognitive, emotional or social abilities.

Prevention:A strategy or approach that reduces the likelihood of asknset, or delays thenset of
adverse health problems or reduces the harm resulting from conditions or behaviors.

Risk factor:A suicide risk factor is the presence of any factor empirically shown to correlate with
suicidality, including age, sex, psychiatric diagnosis ardspasde attempts. In this report, it includes
warning signs, sometimes described as proximal risk factors.

Self Harm, Deliberate Self Harm (DSH) or Intentional Self Harm (T8td)various methods by which
individuals injure themselves, such as seifting, selfbattering, taking overdoses or exhibiting
deliberate recklessness.

Service or Serving Personndlhese are the regular and reservist uniformed personnel within the
Department of Defence and the three service arms (Army, Navy and Air Force).

Stigma: Stigma refers to the social disapproval of individuals or groups due to a discredited
characteristic that distinguishes them from othe@orrigan (2004) and Thornicroft et al. (2007) map
stigma as a problem of knowledge (ignorance), attitudes (pie@)dand behaviour (discrimination).

Suicidal Ideation and behaviour#gs complex process that can range from suicidal thoughts, through
planning of suicide, to attempting suicide and ending in suicide. Suicidal behaviour is the consequence
of interactingbiological, genetic, psychological, social, environmental and situational factors (Hawton
and van Heeringen, 2009).

{ dzZA OA RS 02 NJ WT I (AnfGct witdz fadl dilcdme WhitiKthe@ldcade, Rnibwing or
expecting a potentially fatal outcomeas initiated and carried ouknowing or expecting a potentially
fatal outcome(De Leo et al., 2004).

Veterans:In this report, veterans are any formarembers of the ADF or where specified, other
military services. It includes those for have served in any capattityse deployed and those not
deployed to conflict zones, peacekeeping missions and humanitarian missions.
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Executive Summary

Thisliterature review serves to introduce the reader to the phenomenon of suicide more broadly, and
present a comprehensive knowledge base of suicide;hsgth and prevention within military
populations both within Australia and worldwide.

The terms of referece for The Review were set as follows:

1) The incidence of suicide among serving and former serving Australian Defence Force (ADF)
members compared to the broader Australian community.

2) The range of services available to current and former serving membdrthair families.

3) The effectiveness of these services in supporting members and their families while they serve, as
they transition from Defence to civilian life, and later in their civilian life.

4) Any duplication or gaps in current services and how theghiribe addressed.

5) Any barriers to current and former serving members accessing services, taking into account cultural
relevance, availability of providers, employment, functional capacity and degree of ill health.

6) The extent to which former serving membertlise services provided by other parts of
government, exservice organisations, the private sector or rgavernment organisations

Approach

The literature review intends to, in part, present an evidence base forehms ofReference. As with

any majo literature review, it is possible that there exist unintentional omissions, oversights and gaps
in what is presented. Furthermore, there are limitations on what can be inclhdesl Nevertheless,

the authors have constructed this review being mindfttthe reader may be approaching the topic
with $esh eyeQAs such, suicide as a phenomenon in the general population serves as an
introduction, before delving deeper into its occurrence within the ADF argkexing pulation

Regarding military popations, the experience of international military organisations and personnel
are drawn upon to inform this literature review. How suicide effects serving aisgmeing

populations of the ADF, including veterans, rd@ployed exservice personnel, peacekeers,
reservists, and families is of primary importance. However, international literature serves to offer
unique comparisons and reference points for the consideration and analysis of the Australian
evidence.

Evidence included in this review is drawn framany sources including: health literature databases;
general academic databases; internet search engines; relevant State and Federal authority websites;
materialsprovided by Australian State and Federallwrities; service provider websites; and

reference lists contained within the bibliography of this reviddata was examined up to 1 February
2017.

It is recognised that contained within the many sources referenced in this literature review may reside
data inaccuracies, weak methodological protocold arhigh variability of research designs. These
shortcomings will be addressed at the beginning of the review. Importantly, the language used
throughout the literature review when referring to suicide and associated events, is aligned with a
direct languag approach. Section 1 describes the methodology and contextual information.

The Structure of the Literature

This literature review is structad in two distinct partsPart 1lis a comprehensive presentation of the
phenomenon of suicide and séiarm. This includes prevalence of suicide andisalim within the

general population, risk and protective factors of suicide andtsaii, lived experience of suicide,
suicide preveribn strategies and methods for assessing suicide risk. It is important to remember that
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this section provides an overview of suicide and-Balim in general. Suicide and skdrm within the
ADF may reflect elements of this discussion, but remains urnimtlee military context.

The literature indicates that suicide is a complex problem, and includes a range of social, personal, and
contextual risk factors, the constellations of which vary with individuals. It is a response to
overwhelming conditions, sontienes built up over time, sometimes impulsive.

Global prevalence for suicide is increasing, and Australian data indicate upward trends of between 5%
and 10% per yeaBelftharm, while associated with suicide on many levels, is a separate issue and
requires special consideration. The conditions that may lead teteeth, including affeetegulation,
anti-dissociation, antsuicide, interpersonahfluence, interpersonal boundaries, and sglfnishment

help to distinguish setiarm from suicide and providgpportunities for interventionSection 2

introduces the prevalence and contextual data around suicide anéhaatf.

The pathways to suicide and skHrm are partially explained by models of behaviour developed over
decades of research. Increasingly tierature indicates the need for early intervention and there is a
growing body of research that supports #teationto-actiontdframework. A better understanding of

the contributors to suicidal ideation are particulaggignant for serving and formenembers of the

ADF, as their distinctive shared experiences augur well for early prevention strategies. While the
pathways are difficult to predict, some patterns have been identified and remain the focus of research
(biological, sociological, and psychatad research). Section 3 examines these models and
frameworks.

The risk factors for suicide have been the focus of significant research and caution needs to be
SESNDODA&ASR Ay NBIFNR (2 | WOKSO1tA&GQ I LIWNRLF OK
identified (e.g. mental disorder, adverse childhood exgeeces, isolation, drug and alcohol misuse),

GKS O2yadSttliAazya 2F FILO02NAR YR Yy AYRAGARdZ f
factorsk NB 2FiSy RSEAONAOGSR lFa WRAAGEFE QX FFOG2NBR GKI
WLINE Efactdrs or Stressors that may persuade an individual to consider suicide as a solution. For
serving anddrmer ADF personnel, the trainingpmetimesperilous working environments, solidarity
within ranks, and career pathways add distinctive complexitaint understanding of risk and support
(both inservice, and after discharge) and these are discussed at length in Section 4.

t NPGSOOGAGS FIHO02NR 02t adSNI Yy AYRAGARdzZ £t Qa O LI
challenging circumstances. Thesetbrs include social connection, resilience, access to care

frameworks, a sense of belonging and contribution, positive relationships, a sense of purpose and

clear values. As with risk factors, protective factors can present in any combination agigbare

complex. These are discussed in Section 5.

TheUYved experienc@rovides an insight into the challenges of major life events, and also mental
illness. While adverse conditions increase the risk of considering suicide as a solution, appropriate care
and support can lead to pathways to recovery. The lived experience adds to our knowledge of risk and
protective factors, and this is examined in Section 6.

For those serving and former personnel, risk and protection is a factor of recruitment, training,
enaulturation, strict hierarchies, deployment, working environments and transitions. These
experiences are not shared with the general population and comparisons are unhelpful. In that regard,
an exploration of workplace cultures and suicide was examinedirfgis indicate access to lethal

means of suicide, high stress levels, uncertainty and isolation increase the risk for suicide. Workplace
cultures, inculcated belief systems and their underlying assumptions regarding behaviour bring
particular challenges torganisational change and these are explored in Section 7.

A series of international and national frameworks have shaped the way in which suicide prevention
strategies have been designed, including action areas for high risk groups. National and sdte bas
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strategies are examined and comparisons made to international examples. Individual and population
based strategies are described, and effectiveness is discussed in Section 8. At a more local level, the
challenges of suicide risk assessment and respgnirsuicide are outlined in Sections 9 and 10,
including processes in emergency departments (ED), response protocols and practice guidelines.

Part 20of the reviewpertains specifically to suicide and sk#rm in military organisations overseas

and the AF. Prevalence statistics are provided, risk and protective factors are discussed, suicide
prevention programs delivered to military populations are covered, and military risk assessment and
screening tools are evaluated. Further to this is a discussiemefging neurescientificand

information technologyesearch relevant to suicide prevention in the ADF.

The incidence (rates) of suicide within the ADF are lower than the general population; and the rates
for the formerADFpopulation are slightly higheiThese statistics vary over time (and ageups) but

these trends are consistent. Key findings in the literature indicate cultural barriers tesbeking,
exposure to trauma, depression, guilt and shame, and substance abuse as particular concerns.
International comparisons help an understanding of the complexity of suicide, and the important local
contextual factorsResponse to suicide in the military has been widely discussed in the literature,
however many suicide preventiggrogramshave been repodd ashavinglittle impact. For former

serving personnel, the issues are more complex, with longer timelines, and access to timely and
effective support is often problematic. More recent literature describes prevention strategies as more
preparatory (e.gresilience training) and educational (e.g-stegmatising of mental health issues),

YR GKS&S Fdz3dzNJ (i26F NRA Y2 NB LShddé Bedeéntio@rBgraBy OA NB Yy Y
have not been rigorously evaluated and their impact remains unkn@&saton 11 examines thidata

Section 12 examinegl-harm in the ADFThe data is howeveequivocal. Nevertheless, the military
literature identifies social isolation as a key contributor. Uncertaintpdjor career transition points,
interpersonal instabity and a lack of social contacts appear to be predictors offeeth in military
personnel, and mirror the risk factors associated with suicide ideation, attempts and deaths.

Responding to suicide and skHrm risk in the military is complex, and vehihuch research has been
conducted, less is known about the effectiveness of programs and strategies. For any individual (or
group) it requires an understanding of the individual, social and contextual factors, and which of these
(or combinations) are mofiable. More specifically it is important to understand the characteristic

risks of groups of individuals for whom a concern has been identified (e.g. exposure to trauma). There
Ada fTAGOHES adzZllll2 NI o 2B KSA ROy & SGonHEAnmG RORMNE BB 0 T2 NJ
multi-layered intervention programs have shown promise. The ADF has addressed concerns for suicide
by adopting an occupational mental health and wellbeing approach, recognising a shared

responsibility for mental health and weéling between command, individual ADF personnel and the
health care system. Several programs and initiatives have been implemented, however concerns and
challenges remain. Transition out of the ADF has been identifiadregor concern and potentially a

point of positive intervention. fie return to civilian life involves a sense of loss, removal of financial
security, changes in social connectamd the loss of identity. Section 13 describes sahvefthese

programs and models

Some programs regarding sigle prevention have been standard practice, including the use of

screening tools and risk assessment tools. While these can contribute to an understanding of an
AYRAGARIZ £t Q4 NRAA]E (KS STFFAOLOE 2F adaPSyriy3d | yR
settings. A critical discussion of these practices is presented in Section 14.

The literature review concludes with the key areas that require focus, as identified by the extant

literature discussed throughout the document. A comprehensive biblidgra relevant literature is

provided for the reader.
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100 Key Points

Part 1

Section Antroduction andSuicide and Intentional Self Harm

1 Suicide is a complex phenomenon, and is a response to overwhelming conditions, both personal
and contextual.

Suicideprevention and setharm mitigation is a global public health priority.

Age standardised suicide rates in many countries have not reduced over time, in Australia latest
data suggest the suicide rate is increasing.

9 Suicide rates are likely to be underestited across the globe due to coronial reporting protocols,
data collection methods and various other sources of incomplete or incorrect recording of
deaths.

1 Selfharm should be considered a distinct behaviour separate from suicide, though the two may
co-occur.

9 Stigma can be reinforced, often unintentionally, through language and thus acts as a barrier to
prevention and help seeking behaviours
Section Pathways to Suicide and Self Harm

1 The phenomenon of suicide has been studied for over a century, asutimtime a number of
explanatory models have been advanced
f 58aLAGS GKS IYz2dzyid 2F NBaSINOK O2yRdz2iGSRX ada O
LI NI RAIY LKIasQ
1 Risk factors for suicide can be related to individual, social and contextual variablekjdbr
GKSNBE Aa y2 OfSIFN WOKSO]l ftAadQ 2 RSUSNNAYS 4K
1 At present, an ideatioftio-action framework may present an emerging paradigm that can explain

the progression from consideration of suicide (based on aumalation of risk factors) to the
behaviour of suicide

Section 4An Analysis of Risk Factors

1 Risk factors are important for the development of suicide prevention strategies; however, the
relative strength of a risk factor is subject to conjecture witlhia literature

1 Risk factors are made up of distal factors (e.g. impulsivity) and proximal factors (e.g. negative life
events)

1 In arecent 568/ear metaanalysis, researchers found that papers investigating risk factors were
not significantly better than cha at predicting suicide.

1 Risk factors which may pispose an individual to suicidal or sedrm behaviours include:
mental iliness; stigma; adverse childhood experiences and adverse life events; the trauma that
comes with colonisation for Aboriginal & orres Strait Islanders; social and economic hardship
and neurological and genetic factors

91 Itis highly likely that a combination of risk factors, rather than one single variable, contributes to
the onset of suicidal ideation and suicidal behaviours
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Secton 5An Analysis of Protective Factors

1 Analogous to risk factor research, few studies can identify strong protective factors regarding
suicide and selharm

1 A broader understanding of mental wellbeing, resilience and social connection affords stronger
evidence of protective factors which are relevant to suicide andfsaiin

Social connection has been found to play a key role in increased life expectancy and resilience

Social support is negatively correlated with PTSD symptom reporting upon return frisamymil
deployment, with fewer symptoms being reported when social support is high

1 Resilience plays a key role in maintaining mental wellbeing, particularly in response to adverse
life events and traumatic experiences.

1 Resilience is a process, rather thapessonality trait. It requires thoughts, actions and
behaviours that can be learned and developed

Neurological research suggest resilience is a key human function, vital to our capacity to survive

A health system wide protective factor is the ability foriadividual to access quality mental
health care

1 Quality care involves an integrated system with cresstor health professions working together
to deliver care in a nostigmatised and respectful manner

1 Presentation and transition through and out of ergency departments for those with a mental
health condition is a critical point of contact

T Successful implementation of several initiatives, such alsa24 crisis care, assertive outreach, 7
day follow up front line clinical staff training have been shdawneduce suicide rates

Section 6The Lived Experience of the General Population

1  The lived experience of someone who has survived a suicide attempt, or those bereaved by
suicide, are extremely important in informing what can be done to prevent suicidaviair

Suicide can be prevented with appropriate action
There is a shortage of professional care for suicidal behaviour
There are significant rural and remote challenges in provision of care and support

The stigma associated with suicide is a strongfastor

= =4 4 a4 -2

There is a clear link between mental illness, the access to and effectiveness of care and suicidal
behaviour

1 Major life events and traumatic experiences can be key indicators of suicidal behaviour

1 Support for family, friends and work colleagues a#esuicide is imperative

Section 7Suicide and Self Harm in the Workplace

1 The workplace is often the last place where there is sustained contact with someone who has
died by suicide

1 There is a link between workplace settings and increased rates of siricldding: access to
lethal weapons; occupations involving high stress environments; and where men or women are
working in nontraditional occupations
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employedgo through significant health screening to be able to be employed in such a setting

Workplace culture plays a role in the mental health of a workforce

Building a positive, resilient workplace culture can have benefits for the wellbeing of any
workforce

Section 8Suicide Prevention Strategies
1  There has been an increase in the development and publication of suicide prevention strategies
1 Despite the increase, suicide rates remain stagnant or continue to rise

1 Suicide prevention models typically address a begdmetween reducing risk factors and
increasing protective factors

1 Inastudy of 41 suicide prevention strategies, the three most effective implementations included
reducing access to lethal means, the continuation of contact with persons dischargedrfrom a
acute mental health unit, and implementation of emergency call centres

1  There are difficulties in evaluating suicide prevention strategies as they are often population
focused which becomes difficult when considering the variability of experiences amypgvson
may have within an evaluation period

1  Multi-level, complex interventions seek to promote individual, family and community
connectedness

1  Multi-level prevention programs focus on both those at the lower risk spectrum, to those who
may be consideretigh risk for suicidal behaviour

Section National and International Suicide Prevention Frameworks

1 The World Health Organisation stipulates that there is no excuse for a country or jurisdiction to
not have developed and implemented its own suicide preiwanstrategy and framework

1  Several countries have established frameworks, however, most notably Canada does not yet have
a national suicide prevention framework
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LIFE inorporates whole of population promotion and prevention strategies, intervention for
identified risk groups, integrated professional care, long term treatment and support options and
multi-layered support

1 Suicide prevention frameworks are only effectiveantthey are implemented completely, rather
than in a fragmented way

Section 10Assessing Suicide Risk
1 Assessing suicide risk using standardised measurement is complex
I  Several screening tools have been developed for various professional health services

1 Evidence suggests that screening for suicide risk in adolescent and adult populations, and with
psychiatric inpatient populations provide very little clinical benefit

Simple checklists should be cautioned against, particularly given the complexity o sigki

An open dialogue and flexible approach based on motivational theory for uncovering suicidal
ideation and intent has been suggested as an effective screening mechanism
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Risk assessment during discharge from emergency departments is important, lpalties
suicide risk is greatest 30 days after discharge from hospital

Section 11Responding to Suicide and Self Harm

T

Postvention is the active response and support provided to an individual after attempting suicide,
and to those close to someone who hdied by suicide

At present, the US Department of Defence does not have a postvention policy

There are several approaches to postvention including sending regular postcards to individuals
who have attempted suicide and outreach services for those berebyedicide

An emerging space is that of digital postvention pathways including online and mobile
applications to actively support someone after a suicide attempt

Postvention research remains a challenge and more understanding of the effectiveness bf digita
interventions is required

Part 2

Section 1ZSuicide in the ADF and Other Military Populations

)l

1

The suicide rate amongst US military populations have increased significantly since the early part
of this century

Suicide rates among ADF personnel have niiavied this trend but remain constant

Between 2001 and 2014 292 ADF personnel died by suicide, comprising ofdeliag
personnel, 84 full time serving personnel and 66 reservists

For those aged 124 in the ADF, the suicide rate is significantly éigikhen compared with the
general population

Risk factors for suicide, much like the general population, are many and complex, however
homelessness in eserving personnel is a major concern

Comorbidity of homelessness, mental illness, and drug and alcaitnase greatly increase the
risk of suicide ideation and behaviours

Specific to military populations are the feelings of guilt, shame and moral injury experienced due
to involvement in traumatic experiences whilst deployed

Moral injury refers to the guiland shame felt when one has taken actions, or witnessed actions,
against the deep moral code they were brought up with

The ordered and predictable nature of Australian Military culture is heavily ingrained in recruits,
serving members and veterans

As a cosequence of this culture, personnel may feel the need to show no signs of weakness,
which can prevent hekseeking in response to mental illness

Stigma is also associated with such a high pressure cultural environment such as the ADF.

Section 13elf Harmn the ADF and Other Military Populations

1

)l

There is considerable variability in rates of $&lfm in military and veteran populations
worldwide

Social connections and support may be protective factors preventingaeti
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1 Seltharming behaviours not onlffect the individual, but also those around them, suggesting
support for families is also important

1 Family members of Australian Vietnam veterans have been shown to have a higher risk of suicidal
ideation, planning and attempts

Section 14Responding to Suicide and Self Harm in Military Contexts and Veterans

1 Suicide prevention programs and their effectiveness within military populations is lacking
evidence
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such a specialised population

The Israeli military has shown significant drops in their suicide rates, seeing a 57% decrease
A key measure of the Israeli Defence Force program was reducing weapon availability

The period of transition out of the ADis a critical time to provide high quality prevention and
intervention strategies

1 Returning to civilian life can be a difficult process as an individual must construct a new identity
outside of the defence force

1  Adding to this pressure is the need todifurther employment and maintain family relationships
which may have been strained through their time in the Defence Force

T Incidence of mental illness and alcohol and other drug abuse may make the transition process
more difficult
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process of transitioning into civilian life and what can be done to support them through the
experience

1  Several programs have been initiated within the ADF to address resilience, mefitading, and
military culture regarding mental health including BattleSMART, the Keep Your Mates Safe
Suicide Prevention Training, ASIST Gatekeeper Training and Suicide Risk Assessment Training

1 Evidence for the effectiveness of these programs is lacking

Saction 15Risk Assessment and Screening
9  Suicide risk screening within military populations is common practice worldwide

1 Evidence for the effectiveness of such screening tools varies, and often mirrors that of evidence
related to the general population

1  TheADF currently employ the Kessler Psychological Distress Scale, Posttraumatic Stress Disorder
Checklist and the Alcohol Use Disorders Identification test when personnel return from
deployment

Personnel are then subject to a Post Operational Psychologiesrfity assessment

Personnel are cognisant of how to score below risk thresholds on the screening tools used within
the ADF. This may be done to avoid being discharged or ensure future deployment

1 Risk assessment is most effective when it is properly resoufe.g. conducted by clinical
psychologists or psychiatrists), done comprehensively (screening tools and interviews), and when
and where members feel comfortable to provide honest responses, without fear of persecution
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Section 1&merging Technologies a@nnnovation

1 Emerging technologies and innovation will contribute significantly to the understanding of suicide
in the general population and specific populations, such as the ADF, in the near future.

1 Early studies on deployment effects on neurologicatfioming found that those deployed to the
Irag war showed signs of decreased levels of sustained attention, verbal learning and visuo
spatial memory upon return from overseas.
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experience.

1 Development in neurgcience and biological testing offer significant opportunities for improved

assessment and treatment of military populations affected by mTBI and PTSD and at elevated risk
of suicidal behaviours.

1 Digital technologis present another area of innovation which includes the development and use
of online and mobile technologies to promote satfency, mental wellbeing, prevent suicide,
monitor emotional states, intervene in a crisis and provide postvention support teichels

1 Digital technologies will enable serving and former ADF members and the their families clear
pathways to care
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1. Introduction

The Terms of &erence outlined for the Review of Suieidnd Self Harm Prevention farrcent and
former members and families of the ADF include:

1. The incidence of suicide among serving and former serving ADF members compared to the
broader Australian community.

2. The range of services available to current and former serving members and their $amilie

3. The effectiveness of these services in supporting members and their families while they serve,
as they transition from Defence to civilian life, and later in their civilian life.

4. Any duplication or gaps in current services and how they might be addtesse

5. Any barriers to current and former serving members accessing services, taking into account
cultural relevance, availability of providers, employment, functional capacity and degree of ill
health.

6. The extent to which former serving members utilise sawiprovided by other parts of
government, exservice organisations, the private sector or rgovernment organisations

1.1 Purpose of the Literature Review
The purpose of this literature review is thréad:

9 to identify the prevalence of selfarm, suicidaldeation and suicidal behaviour in general, in
the Australian Defence Force (ADF) and International military populations;

i to gather information on suicide prevention and evidence based best practice in regard to
ADF and International Military personnel;dan

1 to present a focused search of Australian and International suicide prevention materials and
resources relevant to the ADF and International military populations.

1.2 Literature Review Methodology

The evidence base for this report is drawn from the literatin suicide, and in particular as it affects
serving populations and eserving populations of the Australian Defence Force. For the purposes of
this report, this will include veterans, nateployed exservice personnel, serving populations,
peacekeepersreservists, and families and carers of those with a mental disorder or lived experience
with suicide.

International literature is included as a tool to fill gaps in current Australian research and empirical
evidence. International research on veteransnrdeployed exservice personnel, serving populations,
peacekeepers, reservists, and families will be included in this review.

Standard search processes were adopted, and the search included identification of literature and
resources using:

I health literatue databases such as Cochrane, Medline, Cinahl, Embase, Healthstar, PubMed
electronic databases;

1 General databases such as ProQuest, Ingenta, Jstor electronic, the NCVER database (VOCED)
and Google Scholar;

1 Internet search engines;
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1 Internet sites of relevat State and Federal authorities in Australia;
1 Materials provided by relevant State and Federal authorities in Australia;

1 Internet sites of relevant authorities and service providers in the international community;
and

1 References lists from articles coimad in the bibliography of this Review.
A Glossary of Terms is included at the end of this literature review.

Key search words used in the search are noted in Table 1.

TABLE 1 KEY SEARCH TERMS

Intervention Forms Focus Categories

Veteran Individual Seltharm

Populations Categories

Peacekeeper Family Suicide

Defence Community Suicide ideation

Spouse Prevention Suicidal behaviours
Family Suicide Suicidal thoughts

Friend Mental health NSSI

Service personnel Postvention DSH

Reservist Neurobiology andsuicide Neuro-science and suicide

e-mental health Genomics and suicide Technology based suicide prevention

1.3 Data Quality and Limitations in Methodology

Given the scale of literature being reviewed in this report there will be limitations to the research

discussed, data gathered and findings presented. For clarity, these limitations are brought to the
NBIFRSNR& FGdSydAazy KSNB NIGKSNI GKIFIYy gAGKAY (GKS Y
correctness and completeness of suicide rate data, theurigvith which suicide prevention strategies

are evaluated, the variation in research methodology throughout the literature and the myriad

contextual factors that differ between military and defence organisations worldwide. These

limitations should be coridered when reading this report.

Correctness and completeness of suicide data

Inaccurate data records, missing data and coronial determinations compromise the data on suicide
mortality and morbidity (Cantor and Neulinger 2000; De Leo et al. 2010). Simitaile a status of
veteran might contribute to vulnerability, for example, isolation, remote living, or homelessness (Perl
2011), the status of a deceased as a veteran is not necessarily recorded.
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the following areas and key statistics remain problematic and/or missing, with questions remaining
over the rigour of suicide data in Australia:

1 accurate numbers of deaths by suicide or suicide attempts;

1 numbers ofpeople presenting to emergency departments with suicidal thinking, plans or
attempts;

1 types of support accessed by, or offered to people, with suicidal thinking or behaviours;
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1 types of support which people find helpful in preventing suicidal thinking baweur, or in
the aftermath of an attempt;

1 outcomes of specific initiatives to prevent or address suicidal behaviour; and

9  Aboriginal and Torres Strait Islander use of general population suicide prevention services.

Evaluation of suicide prevention strategs

Further to this, the Commission found that suicide prevention programs and strategies, whilst meeting
general key performance outcomes, rarely measured efficacy in terms of reduced suicide rates as a
result of program implementation. This lack of rigaund quality data measurement when

implementing suicide prevention programs prevents and obstructs the development of genuine,
efficacious suicide prevention strategies and ultimately leads to stagnation in reducing suicide rates.

This has been highlighdeby Dillon et al. (2015) finding that targeted interventions investigating

changes in large populations suffered from a number of methodological shortcomings including:

inability to attribute reductions in suicide to the intervention; the requirementlfoge sample sizes;
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and lack of consistency concerning definitions of outcomes.

Variations in research methodology

More recently, a major metanalysis bsuicide risk factors led by researchers at Harvard University
(Franklin et al. 2016), pointed to machine learning of risk algorithms as a way forward in
understanding the complexity of risk for suicide. The authors found that over the last 50 years of
research, utilising single or simple constellations of risk factors to predict suicide deaths was only
slightly better than chance, highlighting the sheer magnitude of complexity behind suicide deaths
(Franklin et al. 2016).

This complexity is reflected ihe vast variations in research methodologies found in suicide risk factor
research. A clear example of this is in research focussing on traumatic brain injury and subsequent
suicide risk. There is, yet, inconclusive evidence of a link between traumatidrjcay and increased

risk of suicide (Skopp et al. 2012), potentially due to the methodological heterogeneity of this
particular area of inquiry.

A further note of caution in relation to systematic reviews and restalyses. In a recent critique of
the explosion in these two forms of peer review publicat{tmannidis (2016)loannidis from Stanford
Medical School, points to the misleading and often conflicted results from systematic and meta
analyses. There are several points he makes on why we ndaxldareful in accepting the findings
form these reviews:

sampling biases

narrow parameters for inclusion

the exclusion of the most recent studies (studies included in systematic and meta analyses
have usually being published more than 18 month prior)

1 poor methodology.
{2 FTINJIFNRY (KS&aS o60SAy3a (KS w32t RsysténtatRYieMRQ 2 F N
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He is not alone in this viewgilbert et al. (2010) arguat in healthcare decisio I { Ay 3% WRIF (I Q
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which incorporates explicit prior expert knowledge in data analysis methods, and elicits implicit or
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tacit expert knowledge (IK) to improve decision support in healthcare systems is relevant in the
discussion about making sense of conflicting evidence in suicide prevention (Gilbert et al. 2010).

Contextual variation between countries

Data are further complicatedue to the significant social, cultural, personal, historical and operational
differences between military services across jurisdictions. For example, the operational and
deployment experience of a US army soldier in the Irag war will be unique, andydistiable to that

of an Australian veteran of the Vietham War and different again to an Australian or Canadian soldier
deployed to the Rwanda Peacekeeping mission. As such, accurate comparisons between jurisdictions
are extremely difficult to make. Intertianal literature is thus presented not with a view to compare

but as a mechanism to provide greater insight and diversity to the literature being presented.

1.4 Suicide and language

Suicide and selfiarm are significant public health issues and both haveiderable stigma
associated with them. Stigma can be reinforced, often unintentionally, through language and thus acts
as a barrier to prevention and help seeking behaviours.

In this Literature Review, direct language around suicide an¢haeth is appkd. Table 2provides
guidance on appropriate language.

TABLE 2 APPROPRIATE SUICIERMINOLOGBEATON ET AR013)

Stigmatising Language Appropriate Terminology
Committed suicide Died by suicide
Successful suicide Suicided
Completed suicide Ended his/her life

Took his/her own life
Failed attempt at suicide Norfatal attempt at suicide
Unsuccessful suicide Attempt to end his/her life

1.5 Structure of this Review

The review will first discuss the phenomenon of suicide as it pertains to the general pop(iReidn

A), followed by suicide and suicidal behaviours within the context of ADF and International military
personnel (Part B). The review will conclude with a summation of identified gaps in current literature,
data and suicide prevention strategies witlire ADF, along with key recommendations.

The Review also includes a summary of systematic and meta analyses of risk and protective factors
and assessment toolkey terms in this Review are defined in the foreword of the report and a full list
of terminology is contained in Glossary at the conclusion.
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PART1

2. Suicide and Intentional Self Harm

2.1 Introduction - What Do We Mean by Suicide argelfharm
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best understood as a multidimensional malaise in a needful individual who defines an issue for which
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consideration of the processes that differentiate between suicidal thoughts and suicidal behaviour

(Joiner et al. 2005; Klonsky and May 2015).

Suicide is a response to overwhelming conditidoegh personal and contextual. It is often a perceived
solution to the accumulation of problems over time, but sometimes the result of impulsive and
precipitous behaviour. The complexity of the pathways towards suicide makes them difficult to
predict, howeer early intervention and prevention ought to be prioritised above crisis management.

Suicide prevention and sefiarm mitigation is an emerging global public health priority (Aleman and
Denys 2014; WHO 2014). It is a phenomenon that is preventable antbiidbe® addressed by every
government and civil society (WHO 2012). Public health professionals, clinicians and scientists will play
key roles in suicide and sdlarm prevention (Aleman and Denys 2014).

2.2 Prevalence

Global Prevalence

Suicide is a major hedlproblem worldwide, trending higher each year (WHO 2014). Conservative
estimates have suicide deaths over 1,000,000 each year, and 25 attempters for every suicide death
(WHO 2012; Goldsmith et al. 2002). The contemplation of suicide as a solution im@weaommon

and increases that number to approximately 140 million, or around 140 for every suicide death
(Borges et al. 2008). In individual countries the data collection processes vary and comparisons are
more difficult, however, the rates for suicideeaa major public health concern (WHO 2014).

Despite efforts to reduce suicide over the past few decades in particular, suicide remains a persistent
public health and social problem (CDC 2016). A significant amount of research has been undertaken
over the st half century into understanding suicidal thinking and behaviour (STB) but clarity on the
key factors and the constellation of factors associated remains a challenge (Franklin et al. 2016).

Suicide rates also vary considerably with changes to govertaingolicy, conflict and economic
instability (Stuckler and Basu 2013). In Australia, the lowest rate of suicide was recorded during the
period of the Second World Wara period when the nation faced its greatest threat/hile the

highest ratesdge stadardised death rate ASDR) were during the period of the Great Depression
(Doessel tal. 2009a). A similar trend showing the relationship of suicide to the economic cycle is
evident in the US (Luo et al. 2011).

Chang and colleagues (2013) investigatdadide rates between 2000 and 2007, compared with the
suicide rate trend posR008 and after the global financial crisis (GFC) that resulted that year. The
authors found that suicide rates in European and American countries significantly increased, with
almost 5,000 additional suicides when compared with the expected trend post GFC. Groups most
affected by the GFC included men, particularly migdied men, and those countries that
experienced higher levels of job loss and unemployment. Similar effecteofplayment were
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unemployment and/or insecure employment saw strong correlations with increased suicide rates

(Chen et al. 2012). As can be seen in Figureididsuates in Japan increased significantly between

the years of 1997 and 1998 and are yet to recover many years later. Instability of employment and
casualisation of the workforce may also influence population level suicide rates (Page et al. 2013), thus
current trends of employment practice here in Australia and across the developed world toward these
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generally and mental wellbeing in particul#ifh andvon dem Knesebeck 2015; Caldbick et al. 2014).

Figure 1 also shows significant decreases in suicide rates in Finland and to a lesser extent in France.
Between 2000 and 2011 Finland saw a 25.8% decrease in suicide rates, compared to the global

average of 7%0OECD 2013). Despite this, the country is still experiencing significantly higher suicide

rates when compared with the UK, USA and Australia. Governmental policy has also been linked to
increases in suicide rates, with significant increases associatecgusterity measures in Greece post

2010 (Rachiotis et al. 2015) and Ireland g2308 (Corcoran et al. 2015).

FIGURE 1 AGE STANDARDISED BERATE FOR INTENTAOSELFARM OVER TIME BYUSWRYWHOMORTALITY DATABASE
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Australian Prevalence

In Australia in 2015, the year for which the most recent data are available, there were 3,027 suicide
deaths in Australia (Australian Bureau of Statistics (ABS)2®&ent indicators show an escalation

in suicide and data continue to show trends of beénes% and 10% increase annually.

In Australia, the average age of death by suicide also continues to increase and 2015 data show it
approaching 45 years of age. Suicide is now the leading cause of death for all people up to the age of
44 and responsibleof the greatest number of potential years of life lost. Suicide is how the second

! Note that the ABS provides Explanatory Notes with the data on intentional self-harm. The 2015 figure is the preliminary figure
and two further revisions will be provided by the ABS in 2017 and 2018. The latter will be the final official figure for suicide deaths
in 2015. Based on recent revisions, the final figure is likely to be some 5-8% above the preliminary figure
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leading cause of death for men aged34, and continues to rise with women. This is even more
remarkable when examined over the period since 1920 (Doessel et al. 2009b).

Furthermore, suicide is the second to cardio vascular disease as the leading cause of premature death
among Aboriginal and Torres Strait Islander men. Almost all the additional deaths due to external
causes between 2008015 (2,476 additional deaths) can &ttributed to suicide and fallg 2,068

deaths (op. cit.). As such, suicide continues to be a significant public health concern and has far
reaching impacts upon families and the communities within which they are embedded.

Suicide Deaths by Sex 2006-2015
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As Figure 2 shows, the number of suicides in Australia has steadily increased since 2005, with males at
increased risk of dying by suicide. The ASDR increase over the decade is 24 percent or 42.9 percent in
total numbers. The Northern Territory had the highest increase in suicide ASDR at 38 percent,

Western Australia, Tasmania and Queensland were also well above the national average increase. The
gender disparity in suicide deaths persists when age groups areadegaut, as can be seen in

Figure 3, with males older than 85 showing increased levels of suicide.

The ASDR for suicide from 262015 in each state and territory of Australia is shown in Figure 4
(3303.0- Causes of Death, Australia, 2015). The NortAemitory has the highest ASDR for suicide
whilst the suicide rate is lowest for the ACT.
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Age-specific suicides by gender and age group, 2015

45
40
35
30

25

20
15
10
i Iln

15-24 25-34 35-44 45-54 55-64 65-74 75-84 85and over

B Male MFemale

FIGURE 3 AGESPECIFIC SUICIDESENDER AND AGE GROAIBSTRALIABUREAU OBTATISTIGS

ASDR by Jurisdiction

20.0

18.0

16.0

14.0

12.0

10.0

8.0

6.0

4.0

2.0

0.0 = == B B e e | || .
NSW Vic. Qld SA WA Tas. NT ACT  Australia

FIGURE 4 AGE STANDARDISED BERATE DUE TO SUECHY STATAUSTRALIARUREAU OBTATISTIQS

2.3 Suicidal Thinking and Behaviour

In addition to suicide deaths, there are many individuals who consider suicide, who make suicide
attempts, and who are admitted to hospitals for intentional dsedi'm (AIHW 2009). This data is
difficult to aggre@te (Robinson et al. 2013) but data (e.g. ABS 2008) indicate that both suicide
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attempts and suicidal ideation occur significantly more frequently than suicide, with one in eight adult
Australians reporting having experienced suicidal thougiitsome point over their lifetime and over

half a million adults having made a suicide attempt. For Australian service personnel, this pattern is
mirrored but significantly greater (roughly double) with nearly 4% of ADF personnel reporting suicidal
behavour in the previous 12 months (Dunt 2009; FairweatBehmidt et al. 2012).

There are several negative consequences associated with suicidal ideation (AISRAP 2015) and suicide
attempters have a higher risk for dying by suicide (Owens et al. 2002; Natk808), and this risk

remains throughout the lifetime (Souminen et al. 2004). However, many experience intense and
debilitating periods of ideation and long periods of low or no ideation (Witte et al. 2005; Marsden et

al. 2016).

This is especially ingptant when transition issues are considered, and there is movement away from
a secure and supported environment, to one that is less so (Bruce 2010). More effective intervention
occurs early in the trajectory towards suicide (and at known points of uaicgytwithin a transition

(Knox et al. 2010).

2.4 Intentional SelfHarm

What we know about sekharm

There is a growing body of literature regarding intentional-ealin and suicidal behaviour. Although
there are links between the two behaviours, it is img@ort that they are not viewed on a linear scale.
Intentional selfharm is deliberate injury of body tissue without suicidal intent. While there has been
significant literature about risk factors for sédrming (e.g. Gratz 2003; Skegg 20Ddjaferro and
Muehlenkamp 201} less has been said about their function and the consequent barriers te help
seeking). Klonsky (2007) describes seven functions dfaeti and indicators of associated pathways
(Table 7)

TABLE 3 FUNCTIONS OF DELIBERS8EERARM(KLONSK2007)

| [Functon | Explanation

Affectregulation To alleviate negative affect / arousal

Anti-dissociation ¢2 SYR o0G2 WINRdy RQU (KS SELISNI
Anti-suicide To replace, compromise, avoid the impulse to suicide
Interpersonalinfluence Toseek help from or manipulate others

Interpersonal boundaries To assert autonomy

n Selfpunishment To derogate or express anger towards oneself

Sensatiorseeking To generate exhilaration or excitement

There is also evidence of shkirm in clinica(particularly those with borderline personality
disorder/history of childhood maltreatment/neglect) and nafinical populations. In fact, it is a
pervasive and elusive phenomenon that resists simplistic explanation and checklists of risk factors.
The seva functions of setharm are described below.

1. Affect-regulationis a strategy employed to alleviate affective arousal. When someone is
emotionally distressed, a range of strategies are available, some functional, some dysfunctional. Those
who have leamed poor coping skills, or who are less able to manage their affect, may turn-o self

2 Suicidal thoughts are defined as seriously thinking about or contemplating killing oneself.
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harm as a strategy to stop the bad feelings. It is a dysfunctional, but effective -eftpdation

strategy. The emotional pain, the distressing images or memorieghanidternal hyperactivity is

often overwhelming (Ewing 2016). The mechanisms are not clear but some have hypothesised that it
offers psychological respite (Brown et al. 2002) and biological release (Bell and McBride 2010).

2. Anti-dissociationoccurs wien an individual moves away from the personalised connection to
self. It is a (sometimes) dysfunctional coping strategy when the disconnection is prolonged. The
intensity of the emotional burden may trigger dissociation as an episodic response (Gunde@Son 2
The numbeebut state is both psychological and physiological and to break out of this condition
requires an interruption (Ewing 2016). Sefrm, in this context, is a way to interrupt the dissociation
(to ground the individual back in the preserdjd regain a sense of self (to feel alive again) (Klonsky
2007). Dissociation is a barrier in and of itself. The compartmentalising of emotional responses to
distress effectively moves the person away from a personal connection. Precipitators to diegociati
(e.g. abuse or trauma) raise issues of broken trust, negative reinforcement and breaches of
confidentiality: often in the context of failed family relationships.

3. Anti-suicidein this context is a compromise with the desire to suicide. Urges tadsuice
transient (linked to situations), and best understood as a nraiftiensional malaise in a needful
individual who defines an issue for which the suicide is perceived as the best solution (Shneidman
1993). In this context, selfarm can be seen as arapromise with a desire to suicide. It is more easily
identified and labelled as suicide prevention when a crisis occurs and an urgent intervention is
required. Research into sdiirm (Hawton et al. 2003; Robinson et al. 2013; Plener et al. 2015)
demonstiates that a large proportion of the population remain poorly informed regarding suicide risk.
They are unable to talk about suicide or suicidality and cannot-tleedigns of someone who is

suicidal and trying to communicate their sense of hopelessnieissnd surprise that hekgeeking is a
vague and stigmatised process and stigma surrounding suicide andd®wing remains a pervasive
barrier (Fliege et al. 2009). There is a need for broader discussion of the trajectories towards suicide
and seltharm. Solutions will flow from a wider acceptance of mental health as a community
responsibility.

4. InterpersonakinfluenceA & 'y 2F(iSy RSaAONAROGSR Ay (GKS LI Lz |
attention seeking. The manipulation of others in the environmergametimes a functional

component of setharm. It may serve as a way of eliciting affection (when it is absent), or attention

(when the absence of attention is intolerable). It is a dysfunctional but effective means of discharging

the emotional pain. Thee who setharm may or may not be aware of the reinforcement of the

behaviour provided by those who respond. Hek®eking in this context is problematic with those

needing the most support expected to be the least likely to seek support (Galdas et3lJaaes et

al. 2013). Logically there is a need tegligmatise helgseeking and increase awareness amongst all
professionals.

5. Interpersonal boundariess associated with attachment theory (Bowlby 1988) and describes

'y AYRAGARdzZ f Ok& to ¢ SgBifanFoshdldin sh&irdivizdNils orderkhat they individuate
successfully (to assert their own identity). Those that lack a normal sense of self rHagrsetb

affirm the distinction between themselves and others and their (constructed) iyerthe barriers to
help-seeking here are se#fvident, as the affirmation of the constructed identity works against the
acceptance of support. Researchers agree that a strongaetfept is important to behaviour, and
cognitive and emotional outcomeslipes et al. 2013; Shelef et al. 2014). It becomes more

complicated when cultural factors are involved and when mixed messages exist in regard to belonging,
and to cultural norms; and this confusion may frustrate k&deking behaviour (Jones et al. 2013).

6. Selfpunishmentis the seHioathing experienced by some individuals, expressed through self
harm. This selflirected anger has the impact of assuaging the unbearable pain edesgfation and
can be comforting (Klonsky 2007). Swdfred and the iternal rules that have been constructed
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around the coping behaviour often lead to splinishment; a reminder of their weakness and the

need to be stronger or more vigilant and the defensive avoidance that has served them as a strategy

(Ewing 2016). One tifie most pervasive barrierstoheipSS1 Ay 3 A& |y AYRAGARdZ f G
GKFG GKS& IINB O2LIAY3 IyR R2y Qi ySSR KStL)I ol YOAODI
coping is resented. Fierce independence, forged from the dysfunctioneit(aeffective) coping

activities. Fears that others would not take them seriously or would fail to understand why they were
seltharming, contribute to this reluctance to seek out assistance.

7. Sensationseekinginvolves the addictive adrenalin rush of a thsileking activity, in the sense

GKFG YlIye WOKFaS (KS NHzaAKQ® C2NJ a2YS AYRAGARMzZ f a
derived from selharming behaviour. It is habitual dysfunction and edgyt represents a significant

Fdzy OQOGA2ylf RNADGSNI 6bAE2Yy SiG Ffd wHnnuod ¢KA& Ol y
the group, but persistent seliarm often reflects the deep insecurities and distress (Owens et al.

2002). The underlyingauses are often overlooked when sensatggeking is identified as the driver.

Media focus (often misinformed) may contribute to this perception and reduce the likelihood of

individuals seeking help. The normalising of-kalfming behaviours within pegroups is another

barrier (whether as peer pressure or the pressure to belong) (Baumeister and Heatherton 1996).

Issues for SelHarm

Like suicide, the factors that influence se#frming behaviour are complex, and the current literature
varies significatly between sources. Furthermore, definitions concerning-Batim are continually
under debate, with norsuicidal sebharm recently being introduced into the DSM V garnering
proponents for and against the addition (Plener et al. 2015).

In a systematiceview of longitudinal research into NSSI and DSH Plenar (2015) and colleagues found
that selfharming behaviours peaked around the age of 16 and then declined, with prevalence rates
much lower in adulthood when compared with adolescents. Fliege et &9j2@®nducted an

extensive systematic review on risk factors for deliberatelsaifn and found that being female,

having negative childhood experiences and being diagnosed with some form of psychopathology were
all potential risk factors for seliarm. Havever, much like suicidal behaviours, the complexity of risk
factors extends to the varied contextual dynamics people find themselves in combined with the
methodological heterogeneity of studies on this topic.

The link between seliarm and suicide is eqilpa complex, however it is accepted that those whoself
harm are at a significantly higher risk of attempting suicide (Hawton et al. 2003). The most significant
predictors of suicide after an episode of sefrm according to a metanalysis by Chan et §2016)

include suicidal intent, physical health problems and being male. Surprisingly, after adjusting for
confounding variables, alcohol misuse and prior psychiatric history were not significant predictors of
suicide after an episode of séiirm, howeve the authors caution against this finding given the

multiple ways these constructs were measured across studies.

2.5 Other External Causes of Sudden Death

Among those aged 184, suicide is the leading cause of death, followed by accidental poisonings
(including drug overdoses) and land transpactidents. Other forms of sudden death are also
prominent such as hanging/asphyxiation. Within these classificatihere is likely to be a significant
number of intentional setharm deaths (Austin et al. 2012; Large and Nielssen Z0fi&fsen et al.
2012) It is generally accepted that the official number of suicides is sorEd20below the actual
number due tostigma, problems with data collection and the legal variations across jurisdictions (De
Leo et al. 20107 gllefsen et al. 202
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TABLE 4 SELECTED EXTERNALSESIDF DEATHECHANISM BY INTERDSTRALIGABS)

Mechanism of death Accidental Intentional Assault Undetermined | Other Total
death sel-harm intent intent
1 117 0

1,224 628 1,970
172 1,611 10 27 0 1,820
186 53 0 22 0 261
3 178 31 18 0 230
4 80 96 7 0 187
2,301 134 0 11 0 2,446
2,570 180 98 78 222 3,148
6,460 2,864 236 280 222 9,840

Underestimation of suicide rates has also been observed in international jurisdictions. In-adalge

study of undetermined injury deaths in Canada between 1991 and 20@&s estimated that actual
suicide rates would increase 26.5% for men and 37.7% for women, and that significant changes to the
suicide rates across provinces would result if undetermined injury deaths were revised (Auger et al.
2016). Similar observatigrhave been made in Tel Aviv, where suicide rates could potentially be 42%
higher than reported after erroneous reporting of cause of death (Bakst et al. 2016).

Key Points

9 Suicide is a complex phenomenon, and is a response to overwhelming conditionpebsthal
and contextual.

Suicide prevention and seifarm mitigation is a global public health priority.

Age standardised suicide rates in many countries have not reduced over time, in Australia latest
data suggest the suicide rate is increasing.

1 Suiciderates are likely to be underestimated across the globe due to coronial reporting protocols,
data collection methods and various other sources of incomplete or incorrect recording of
deaths.

1 Seltharm should be considered a distinct behaviour separate fsaide, though the two may
co-occur.

1 Stigma can be reinforced, often unintentionally, through language and thus acts as a barrier to
prevention and help seeking behaviours.
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3. Pathways to Suicide and Self Harm

3.1 An Overview of Models

{dZA OARS A& | dzyAljdzSte Kdzv¥ky SELISNASYOS> | WRINJ
surprise then that theories to explain the phenomena have been generated over a long period and
from many perspectives.

Franklin et al. provide a suoct summary of the models of suicide. They include:
1 The biological (e.g., Oquendo et al. 2014)
1  The sociological approaches (e.g., Durkheim 1897), and

1  The psychological theories that conceptualise suicide as a phenomenon related to the following:
psychack (Shneidman 1993); escape from aversiveastireness (Baumeister 1990);
hopelessness (e.g., Beck et al. 1985); emotion dysregulation (Linehan 1993); perceived
burdensomeness, thwarted belongingness, and capability for suicide (Joiner et al. 2005; Van
Orden et al. 2010); defeat, entrapment, and low social support (Williams 2001); various diathesis
daiGNBaa Y2RSt&a o0SPaodx alyy S fd mMbdhhPT hQ/ 2yy?2
FOGA2yé FTNIXrYSgg2Nla o0b201 S Ffd wanmcoOd

These three approacheseaclearly defined as far back as the early 1970s in the key clinical textbooks
for psychiatrists (Soloman and Patch 1974).

Philosophers and writers have over centuries tried to provide insight into why people kill themselves.

The 18 century German writevan Goethe insisted suicide is part of human nature, while others like
200Sy idzNE CNBYyOK Saaleérad !'foSNI /I Yyda &4S8SS AG Wi
2 KFG Aa a2YSoKIFG O2yOSNYyAy3d A& GKI GvelyreskarcRel (1 KS&S
and promoted.As Franklin and colleagues (2016) point out, there is no dominant paradigm and the
d0dzRe 27F &adzia QAR RAT YA GWIK If &4 S\ H T (WINBE  Wiéhiof mpn & S|
the research efforts in suicide prevénn, assessment, intervention and treatment have centred on

identified risk and protective factors.

3.2 Risk and Protective Factorsan overview

Risk of suicide is the result of a complex interchange between a wide range of personal and contextual

factors¢ KS&S OFy 0S RSAONAOSR a WRAAUGIEQ FTFHOG2NR (K
WLINREAYFEQ FFEOG2NER GKFG YIe LISNaBdZI RS Iy AYRAOGARC
Nock et al. 2008; van Heeringen 2012). Proximal factors ageyoft NS FSNNBR G2 Fa Wgl NJ
fAG0SNI 0dzNBe LYy GKAA NBGASES 020K Wgl NYyAy3a arayan

Distal factors can be described as (a) the contextual social, economic, environmental, and familial

factors inpuld O KSIFf 6K (GSN¥az Waz20Alf RSGSNNAYlIYyGaAQULI 6
psychiatric disorder, (c) personality traits and/or genetic disposition. It is common for risk factors to

arise from each of these domains, and to combine to increaseetlad of risk (Beautrais 2000).

Certain social determinants of suicide exist including those living in rural and remote geographical
locations, level of educational attainment and occupational status. For men living in rural and remote
locations suicide risis considerably larger than their metropolitan dwelling counterparts (Caldwell et

al. 2004). Low educational attainment is also associated with higher suicide risk, with those in
Australia with low educational attainment more likely to make a suicidenapt, though this was only

the case for workingige employed (Taylor et al. 2004). Similar observations have been made in other
cultures, with education attainment in Japan being associated with suicide deaths (Kimura et al. 2016).
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TABLE 5 IDENTIFIED RISK ANKDFECTIVE FACTORS RORIBEDEPARTMENT GIEALTH ANBGEING

Individual gender (male)

mental iliness or disorder

chronic pain or illness

immobility

alcohol and other drug problems

low selfesteem

little sense of control of life circumstances
lack of meaning and purpose in life

poor coping skills

hopelessness

guilt and shame

abuse and violence

family dispute, conflict and dysfunction
separation and loss

peer rejection

social isolation

imprisonment

poor communication skills

family history of suicide or mental illness

Contextual neighbourhood violence and crime

poverty

unemployment, economic insecurity
homelessness

school failure

social or cultural discrimination

exposureto environmental stressors

lack of support services

_ Risk Factors for Suicide Protective Factors for Suicide

gender (female)

mental health and wellbeing

good physicahealth

physical ability to move about freely

no alcohol or other drug problems
positive sense of self

aSyasS 27F Oz2groumBance? @S NJ
sense of meaning and purpose in life
good coping skills

positive outlook and attitude to life
absence of guilt and shame

physical and emotional security

family harmony

supportive and caring parents/family
supportive social relationships

sense of social connection

sense of selfletermination

good communication skills

no family history of suicide or mental illness
safe and secure livingnvironment
financial security

employment

safe and affordable housing

positive educational experience

fair and tolerant community

little exposure to environmental stressors

access to support services

Furthermore, job loss and financial difficulties (Coope et al. 2015) and living alone (Buron et al. 2016)
increase the risk dduicide. In reality, however, risk of suicide is much more complex, multifaceted and
dynamic. The following section will provide an overview of significant risk factors, and conclude with
how they may intertwine to escalate risk.

3.3 Ideation-to-Action Framewak

The notion of a progression or trajectory in suicide studies is longstanding and widespread. The
progression is steeped from thinking about suicide, to planning, to attempts and finally to death by
suicide. However, the hypothesis of a continuum is piai limited to a minority of cases and then

within a psychepathological scenario such as depression or early psychosis (Svetitic and De Leo 2012)
and should not be generalised.
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These authors go on to make the important point that excessive reliansereening programs based
2y (GKS O2ylGAydzdzy 2F NR&]l OFly NBadZ & Ay | aNBYI N
withdrawal of surveillance and or support (p. 76).

There is a growing body of research that supports an ideabeaction famework (Joiner 2005;
O'Connor 2011) based on a lifetime of accumulated risk. It could be argued that this forms the
WSYSNHAY 3 LI NYRAIYQ 2y adzAOARS FYyR adzi OARS LINB@S

In differentiating men who thought seriously about suicide and even planned th&,aeethose that
FGGSYLWGSR adAOARS 6Y2@0SR G2 FOGOX hQ/2Yyy2NJ OHAMp
underlying lifetime accumulation of risk. These key tipping points were intimate partner problems,

cognitive impairment and entrapment.

Herethe different sources of suffering, together with a sense of hopelessness, lead to the
consideration (ideation) of suicide as a solution (Klonsky and May 2015). The moderators of
connectedness and belonging are important early interventions and augufanglbsitive outcomes.

An isolated, despondent individual will be at increased risk, buffered only by the capacity to end his or
her life (Joiner 2005; Klonsky and May 2015). For the defence services, this is an especially important
consideration (Hinestal. 2013).

Key Points

1 The phenomenon of suicide has been studied for over a century, and in such time a number of
explanatory models have been advanced

f 5S&aLAGS GKS FY2dzyd 2F NBASI NOK O2yRdz2OGSRXZ adzi O
paradigmLIK I & S Q

1 Risk factors for suicide can be related to individual, social and contextual variables, for which
GKSNE A& y2 Of SINJ WOKSO] tAadQ G2 RSIGSN¥YAYS 4K

1 At present, an ideatioftio-action framework may presenineemerging paradigm that can explain

the progression from consideration of suicide (based on an accumulation of risk factors) to the
behaviour of suicide
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4. An Analysis of Risk Factors

The identification and analysis of risk factors has been a critical @oemp of research into suicide.
The WHO (2012) has noted:

G¢KS ARSYGATAOIGAZ2Y 2F NARA]l YR LINRGSOGAGS TFI O
prevention strategy, and can help determine the nature of type of interventions required. Risk

factors, inthis context, are indicative of whether an individual, a community or a population is

LI NI A Odzf F NI @ @dzf ySNIXo6fS (G2 &adzA OARS®E oO60LJD Mo

The Australian suicide prevention strategy (known as the LIFE Framework, 2007) places a similar
emphasis on understandingiriy YR LINRGSOGAGS FIFOG2NAR FyR GKIFG |
INRdzy RSR 2y G(G(KS 0Said LRaaroftS dzyRSNREGIFYRAY3I 27F
Knowing the strength or predictive value of a risk factor or group of risk fastéumdamental to

suicide risk assessment and prevention efforts. However, the number of risk factors and conjecture
over their relative value is prominent in much of the literature.

In a recently completed seminal work examining risk factors for suididaghts and behaviours, a
large team of researchers at Harvard, Boston and Vanderbilt universities, conducted-amastsis

of 365 studies from the past 50 years (Franklin et al. 2016). The-ametlgsis method is invaluable as
it can reconcile many ohe differences shown in individual studies in terms of the effect size of risk
(and protective) factors. The metmalysis reviewed over 4,000 risk/protective factors. The key
finding from this enormous study is stark:

aX GKIFGz G S| attiodoibdical Knity of thekeSisting litdtatiiRegexisfing risk
factors are weak and inaccurate predictors of STBs. Analyses also revealed the following: predictive
FoAfAdGeE KFa y20 AYLNPRWSR 20SN) GKS LI ad pn &SI NI

To put this another way, the préative ability across odds ratio, hazard ratio and diagnostic accuracy
analyses was only slightly better than chance (Franklin et al. 2016). It is important to note that most
studies only evaluated one risk factor, rather than analysing multiple factatsviay contribute to

suicide deaths. In reality, the aetiology of suicide may be a constellation of varied risk factors, and as
such, a personalised approach to prevention is as important as a generalisedanatheless, there

is value in examining hesmme of the factors identified prominently in the literature.

4.1 Mental Disorders and Suicide

The connections to mental health or wellbeing are undeniable (Beautrais 2000; Cantor and Neulinger
2000; Joiner 2005), and the presence of a mental illness orddis@ a long acknowledged risk factor

for suicide across all age groups, genders and a wide range of locations (McLean et aH@06gr,

it is important to understand that:

1 The relationship between mental illness and suicide is not necessarily eags#ilat not all
mental illnesses have the same level of suicide risk,

1 The vast majority of people who experience a mental illness do not experience or show signs of
suicidal thoughts or behaviours, and

1 A person does not have to have a diagnosable maifitaks to have a suicide risk.
(Mendoza et al. 2010)

Several diagnoses of mental iliness, including mood disorders, schizophrenia, personality disorders
and childhood disorders, and a history of psychiatric treatment in general have been established as
risk factors for dying by suicide.
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Depression is a very common mood disorder worldwide. In Australia over 20% of adults will have at
least one episode of major depression in their lives and over 6% in any one year. Betwé@Y 60
people who die by suige have symptoms consistent with major depression at the time of death and
the suicidal risk is 20 times greater than for people with no depressive disorder (Terra 2008).

For those with bipolar depression, suicide risks are approximately 15 times ttia géneral
population (Harris et al 1997%uicide, for people with a diagnosis of bipolar, often first occurs when
work, study, family or emotional pressures are at their greatest.

Just under 1% of the Australian population will develop schizophritmgaestimated that there is a 4

to 10% lifetime risk for suicide among persons with schizophrenia and a 40% lifetime risk of suicide
attempts (World Fellowship for Schizophrenida WHO study found the most common cause of death

for those with schizophrea was suicide (Sartorius et al. 1988gveral risk factors for suicide

amongst those suffering from schizophrenia have been identified: positive symptoasyrbadity

with depression, lack of treatment, downgrading in level of care, chronic illnes®dasglucational
background and high performance expectations. Suicide is more likely to occur earlier in the course of
the illness (McGorry et al. 1998).

Importantly, a number of studies have shown that systemic improvements to mental health services
can reduce death due to suicides in a defined catchment (Kapur et al. 2016; Hegerl et al. 2013).
Chronic pain or physical iliness (Fishbain 1999; Flllemsm et al. 2016; Ratcliffe et al. 2008) also
increases the risk of suicide (Haw and Hawton 2015).

4.2 Stigma, Mental lliness and Suicide

Over time stigma toward those experiencing mental illness has reduced, however public stigma is
often dependent upon the typ of iliness. For instance, perceptions of discrimination and
dangerousness are often high for those diagnosed with chronic schizophrenia (Reavley and Jorm
2011).

Public stigma toward mental illness has been linked to increased suicide rates. Schonar(@04i5)
analysed public stigma toward mental illness across 25 European countries, theorising that the social
isolation and stress associated with the public stigma of mental illness may play a role in increased
suicide rates. For those who surviveuicide attempt, the stigma felt from others can also be a
significant burden and may result in social isolation, reduced psychological and somatic functioning,
concealment of the attempt and grief (Hanschmidt et al. 2016).

Oftentimes the stigma from thosglose to an individual or a health worker, perceived or otherwise,

may exacerbate risk. Cerel et al. (2006) found that over 50% of those who presented to an emergency
department after attempting suicide felt that health staff treated them unprofessioraily did not

take the attempt seriously. Similar findings have been repeatedly reported in Australia (Milner et al.
2013).

Health professional stigma however is not as pervasive as that from friends and family. Equally
important are the perceptions of sude stigma from family and friends following a suicide attempt.
Frey et al. (2016) noted three clear patterns of stigmatising from friends and family including:
statements that indicated the individual was a burden; reactions that sought to avoid or esatgssi
monitor future behaviours in order to conceal a suicide attempt; and actions that sought to project
strength, communicating that the individual was not a burden on those close to them. These
differential reactions may reduce or increase risk for sgbeat suicide attempts. Stigma may also be
felt by those close to someone who has died by suicide (Peters et al. 2016).
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Beyond the public, health professionals, friends and family, the individual experiencing suicidal
thoughts may seltigmatise or interalise the stigma of those around them. Rimkeviciene et al.
(2015) identified four themes from interviews with suicide attempters concerning personal stigma:

T AYUGSNYylIrtAaSR 0StASTAa GKIFG adzA OARS GGSYLIW &
see&king or accepting treatment,

1 lack of serious consideration when presenting to health services were internalised,

1 being perceived as bad or dangerous resulted ing@matic feelings, and

1 distance and avoidance was another prominent theme.

Internalisedstigma, or selstigma, has been shown to be a significant predictor of suicide ideation
longitudinally after controlling for mental illness symptoms, age and gender (Oexle et al. 2016).

4.3 Adverse Childhood Experiences (ACEs) and Suicide

g SN

Adverse ChildhooBixperiences (ACEs) have been linked to suicide amongst adolescent (Isohookana et

al. 2012) and later life adulthood (Carlier et al. 2016; S&chsson et al. 2016). Across the lifecourse,
ACEs have been found to increase the likelihood of dying by singi@5 times, whilst those with 7

or more ACEs were found to be at increased odds of suicide attempt by a magnitude of greater than
30 times (Dube et al. 2001). ACEs influence physical and mental health throughout the lifespan, and

can be visualised inglure 5.

Death

Early
Death

Disease,
Disability, and
Social Problems

Adoption of
Health-risk Behaviors

Social, Emotional, and
Cognitive Impairment
Disrupted Neurodevelopment

Adverse Childhood Experiences

Conception
Mechanism by Which Adverse Childhood Experiences
Influence Health and Well-being Throughout the Lifespan

FIGURE 5 ACE INFLUENCE OVERMIAE COURSB=ENTERS FARSEASEONTROR016)

ACEs particularly linked to increased suicide risk include those of a sexual nature, with emotional
abuse, neglectful parenting and general maltreatment heightening risk ofdeu{Brodksy 2016).
Sexualised abuse is of particular interest as links are now emerging between the environmental
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aetiology of suicide risk and its effects upon neurological development. The interaction between the
two are emerging as potent risk factdior suicide throughout the lifespan.

The stressliathesis model has recently been advanced as a clear causal link between ACEs and

ddzZA OARS® Ly LI NLAOdzZ NE GKS Y2RSt adaNXxaasSa (KL
behavioural and bioldgal predisposition to act on seafestructive urges, paired with a stressor or
GNRAIISNI adzOK Fa I NBOSyid ftAFTS SOSyiQ o6.NRBRl1&& Hn
Carlier et al (2016) compared in a cross sectional study, suicidal arsbieddal clients with mood,

anxiety andsomatoform (MAS) disorders. They reported that the suicidal MAS clients mostly had one

or more mood disorders, multiple diagnoses, worse functional capacity, morbaseif and greater

childhood abuse and neglect. Consequently, they recommend routinersogeand monitoring of

childhood abuse and suicidality for MAS clients.

Lee and colleagues (2016) conducted a study to examine the relationship between ACEs and the
mental health of over 3,300 Canadian Armed Forces (CAF) personnel following deployasalts. R
showed that those with a history of ACEs were more prone to negative psychological and social
impacts following combat exposure. Finally, another recent Canadian study (Afifi et al. 2016) identified
several individual and relationship level facttinat could be targeted for intervention strategies for
improving mental health in adults with a history of child abuse.

4.4 Social Determinants

A substantial body of evidence going back 50 years shows the impact of social determinants
(education, housing, odzLJ G A2y YR AyO02YS0 2y |y AYRAQGARdAzZ t 2
suicidal behaviouHollingshead and Redlich 19%&ngner and Michael 1963).is increasingly clear
that levels of mental distress among communities need to be understood less in tdrimdividual
pathology and more as a response to relative deprivation and social injustice, which erode the
emotional, spiritual and intellectual resources essential to psychological wellbeing (Wilkinson 1997;
Pickett 2006; WHO Europe 2009). Disadvaatstgrts before birth and accumulates throughout life.
(WHO 2014).
2 KIFGd GKS Y2NB NBOSYyd NBASIFNODK SYLKIarasSa Aa GKIFd
that impacts adversity on the mental wellbeing of individuals, families and small coresithiat
have fewer economic, social and environmental resources.
GLG Aa FodzyRFEydte OfSFEN GKFEG GKS OKNRBYAO ailiNBi:
to a very considerable degree by doing so in more unequal societies. An extedgieé research
confirms the relationship between inequality and poorer outcomes, a relationship which is evident
G SOSNE LRAAGAZ2Y 2y (GKS a20AFf KASNI NOKeé Xo ¢
social status differentiation are profourashd far reaching: greater inequality heightens status
competition and status insecurity across all income groups and among both adults and children. It
is thedistributionof economic and social resources that explains health and other outcomes in the
vadi Yl 22NRG& 2F &A0GdzZRAS&ADE 0621 h 9dzNRLIST HAndL

Lower educational attainment, living alone, unemployment, home ownership, low income and

poverty are all associated with higher rates of mental illness and suicide (Lorant et al. 2003; Kessler et
al. 1994; Blakel et al. 2003; Page et al. 2013) but the strength of the association varies in different
countries.

One social determinant where the evidence is consistently strong is homelesBeass homeless
AYONBIFaSa |y AYRADARdzZ ét &.2015aadalartifigly RreAusfraia youhg & dzA O A
homeless females are more likely to attempt suicide than young homelesg meeversal of the

general population trend (Flatau et al. 2015).
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The combination of homelessness and veteran status is pamigydatent in relation to suicide
(Ainslie 2016; Schinka et al. 2015) and is discussed in detail in Part B of this review.

4.5 Adverse Life Events

Adverse life events and exposure to continued trauma also exacerbates risk of suicide in an individual.
The correlates between stress, trauma and suicide are varied and complex. Links have been observed
between sleep disturbances/insomnia and suicide (Vikzet al. 2015) with feelings of hopelessnhess
mediating this relationship (Woosley 2015). For those imprisoned, suicide rates are significantly higher
when compared with the general population (Carli 2015), and in Australia it is estimated that between
30and 50% of deaths in prison are due to suicide (Grigg 2016).

Loss of a loved one to suicide may increase subsequent suicide risk for the bereaved. In a study of over
3,000 UK participants aged -8 those who were bereaved by suicide in either a diraotily

member or close friend were 1.65 times more likely to die by suicide when compared to bereavement
of someone close dying by natural causes (Pitman et al. 2016). This same risk persists in military
personnel and veterans (Hom et al. 2017).

Intimate patner problems and domestic violence have also been found to precipitate suicide

6/ 2YAT2NR SO fd wamcT [23Fy SG Fftd HampOd hQ/ 2y
LINEOESYAaQ INB 2yS 2F (KS {S@& RATHpaBucildandiA2ya oS
those who act. Both men and women have been found to be at increased risk of suicide when

experiencing domestic violence (Dufort et al. 2014), and similar links are drawn in Australian

AYYAINI YOG YR NBFAdASS aBLiz I GA2ya o6hQ/ 2yy2N SG |

Often associated with trauma, stress, and adverse life events is theocbidity of alcohol and other

drug abuse. Alcohol Use Disorder (AUD) has been linked to suicidal ideation, attempts and deaths by
suicide (Britton et al. 2015; Darvishi et &18). Chronic and occasional cocaine use and chronic
amphetamine use have also been linked to attempted suicide (Artenie et al. 2014). Ultimately, risk for
suicide is often the result of multiple factors coalescing, as Yuedeliss and Ries (2015) hiigjhit:

G{ SOSNI f LINBRA&ALRAAYI YR LINBOALAGEFGAY3 NRA]l FI
disruption, occupational and financial stressors, recent heavy substance use and intoxication as

well as a history of previous suicide attempts anxuakabuse combine in an additive fashion with
LISNB2YFfAGE GNIXAGA FYyR YSyGlrt AtftySaasSa (2 Ayl

4.6 Indigenous People

LG A& AYLRNIFIYyG G2 y20S GKFG WLYRAISYy\pekidctd@ A G aSt
colonisation, developed over time, contribute to significantly higher rates of suicide within Indigenous
populations across the globe (Tatz 2004; Hatcher 2016). Indeed, in relation to Australian Aboriginal
peoples, there are no recorded suieglprior to the 1960s and no cultural history of suicide at all

(Hunter and Milroy 2006). The erosion of language, intergenerational trauma, loss of culture, identity,
practices, and connection to country all contribute to significant risk factors fodsuiEerguson et al.

2016; Tempier 2016).

In the Kimberley region of Western Australia, Indigenous suicide rates have increased over the last
decade, with a marked increase in youth and female suicides (Campbell et al. 2016). The complex
erosion of culture happening steadily over time, necessitates culturally specific and sensitive
approaches to suicide prevention that go deeper than gatekeeper training, and promote and
empower Indigenous communities (Kuipers et al. 2016; Wexler et al. 2014).

In Canada, fvere suicide rates in First Nations youth are five to seven times higher than the general
population, and Inuit rates are 11 times higher, significant measures are being taken to prevent
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suicide deaths in these communities, including commubaged solutns to empower young people
and their communities (Health Canada 2016).

4.7 Personality

Perfectionism and impulsivity are two well documented personality traits associated with suicidal
behaviour.

Perfectionism has been shown to be a significant predictaudafide risk within undergraduate
populations (Bender et al. 2012), though Flamenbaum and Holden (2007) posit a more complex
pathway concerning perfectionism and suicidality. Perfectionism has also been observed as an
important variable interacting with sgptoms of PSTD, a common psychopathology experienced by
military populations (Flett et al. 2016). Concern over mistakes from the past has been observed in the
link between perfectionism and PTSD. In a highly regimented and structured role that demands
adheence to high standards, the military is a key setting where these links may be viewed.

Impulsivity as a personality trait is on the other hand asdetumented risk factor for serious
suicidality. The literature often implies that a key mechanism as8d6i&k ¢ A 1 K a dzA OA RS
Y2YSYyGiQ RSOA&AA2Y Ay NBalLkyaS (42 Iy FIROSNBRS f
and suicide is complex. Thomas Joiner (2005) explains:
GLYLIzZ aAPAGe Aa AYLIX AOI (i SRoefgrehéind, degdinytdaxperienaes i KS |
GKFG Fff2g LIS2LX S G2 3SG dzaSR G2 LI AY |yR LINE @
and otherwise, impulsive people may become experienced, fearless and competent regarding
suicide and thus capable of forrAin LJX ' ya F2NJ 6KSANI 26y RSYA&aSé oLJ

A
ATS

Impulsivity is also a characteristic behaviour of people with some mental illnessest notably
Borderline Personality Disorder andilar Affective Disorder. Unsurprisingly, research shows that
people with theseconditions and those who have died by suicide, have lower levels of seraanin
key chemical (neurotransmitter) in the brain and brain stem (Fergusson et al. 2005).

4.8 Neurological and Genetic Factors

Genetic and epigenetic (negenetic influences on gerexpression) risk factors for suicide have come

under increasing investigation in recent times, and present complex understandings of how an
AYRAGARIZ £t Qa 3SySa IyR KSNAGlIoAfAGE OFy FFFSOO a
Twin and family studies have showmat identical twins of suicide victims have an increased risk of

suicide themselves, when compared with Ridentical twins, suggesting that suicidality has a genetic
component, which may be independent (although related) to the genetic predispositionefotal

illness (Bennett 2009a; Fu et al. 20@owinski 200

BennettLJdzZN1J2 NIia G KF G &dzA OARFf AG& YI & 200dzNJ RdzS G2 |
frontal lobesc that is, the connections between the different parts of the brain @@ucedg

particularly following the onset of mental illness (e.g. major depression) and/or the occurrence of

stressful or traumatic life experiences, such as sexual and/or physical abuse (Bennett 2009a). The

reduced synaptic connections and communicati@tween different parts of the brain may also lead

02 GKS RAAAYGSANIGA2Yy 2F GKS oNrAyQa 3INBE YIGGSN
the brain may then increase the likelihood that an individual will experience suicidal thoughts and

behaviours (Bennett 2009b).

Importantly, whilst mental health may elevate risk for suicidal behaviour, specific genes and their
interactions with each other may explain elevated suicide behaviour risk in the absence of mental
illness (Sokolowski etal. 2015) ¢ KS LJX SGK2NJ} 2F 3ISySQa 6SAy3d AyodSia
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discussion for this Review, however Lin and Tsai (2016) provide-tandate overview of genetic and
neurochemical current research.

The emergence of epigenetic research, whereby emvirental factors influence the development

and expression of gene make up, presents further fertile ground for exploration regarding risk factors

for suicide (Turecki 2016). As discussed earlier, the impact of adverse childhood experiences are being
investdF 1SR F2NJ GKSANI STFFSOG4& 2y 3ISyS SELINBE&&AAZY D h°
fATSE 6KSNBoe aidKS a20AFlf FyR LKeaAOlt Sy@aANRYyYS
KSIfGKé 6. NPRA]1 & H A Mc &ars kath impede)DNA hétdylatiyhl(thelprpcess KIS S N
genes adapting to their environment), and as a result, influence future suicidal behaviours (Brodsky

2016)°

4.9 Multiple Risk Factors

A great deal of research focussing on risk factors in isolation can bespratit, in part due to the
geographical and historical heterogeneity of suicide risk and the lack of external validity that arises
from poor sampling methods (Nock 2016). To overcome these limitations there have been promising
efforts in epidemiological sdies that assess constellations of risk factors for sutoeteaviours

.2NBHSa SiG Fftd onHnmnO SELX 2NBR GKS F2ft26Ay3 NRAA&]
sex; younger age; lower education and income; unmarried status; unemploypereint

psychopathology; childhood adversities; and presence of diversedh DSML + Y Sy I f RA a2 N
(p. 2) and found that taken together, prediction of suicide attempts after identifying ideation could be

done relatively accurately.

In a recent Austiéan @ase;control, psychological autopsgudy, the suicidal characteristics of young
males without a psychiatric diagnosis were examined. A number of indicating behaviours were more
frequently displayed, including evidencepstvious attempts, disposingf possessions and making
statements of hopelessnes$hese individuals also presented whilyher levels of neuroticism and
aggressionand had experienced relationship difficulties grabrer quality of life(Ross et al. 2017).

Combining risk factors with reime machine learning analytics is seen as a positive step forward to
accurate prediction bsuicide attempt, an avenue which is currently being explored (Kessler et al.
2016; Nock 2016; Tran et al, 2013).

Risk factors often cluster together

During the Inner City Sydney Registry week in 2015, 8% (n=42) of the homeless people who
participated in the survey indicated that they had previously been members of the ADF. Of

these, 61% were sleeping rough and 20% were in crisis accommodation. Among these 42
veterans, 36% had attempted to harm themselves in the last year, 60% reported substance

abuse and 48% had seen a professional in relation to a mental health issue in the last 6
monntha Nearl/ nne third had heen nhvically accaiilted while homeless fiirther hinhlinhtina the

% This emerging area of research has far reaching implications for many disciplines, see DeLisi and Vaughn (2015) for an
overview of epigenetics and criminology.
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Key Points

1

Risk factors are important for the development of suicide prevention strategies; however, the
relative strength of a risk factds subject to conjecture within the literature

Risk factors are made up of distal factors (e.g. impulsivity) and proximal factors (e.g. negative life
events)

In a recent 56/ear metaanalysis, researchers found that papers investigating risk factors were
not significantly better than chance at predicting suicide.

Risk factors which may paispose an individual to suicidal or sedrm behaviours include:

mental iliness; stigma; adverse childhood experiences and adverse life events; the trauma that
comes wih colonisation for Aboriginal and Torres Strait Islanders; social and economic hardship
and neurological and genetic factors

It is highly likely that a combination of risk factors, rather than one single variable, contributes to
the onset of suicidateation and suicidal behaviours
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5. An Analysis of Protective Factors

As with risk factor analyses, there are few robust studies showing strong effects in relation to
AYRAGARIZ £ LINRPGSOGABS FFHOG2NER OCNIyl1ftAy Si Ft wun
There were manyefver protective factor effect sizes than risk factor effect sizes, and studies rarely
set out a priori to investigate protective factors. The majority of these effect sizes were
demographic factors that we coded as protective factors based on their edpesdeciations with
each outcome according to epidemiological statistics on STEBsAsRil f (1 K2dZAKGi&a +FyR 0o

(p. 30)

Stronger research evidence exists in related fields of mental wellbeing, social connection and
resilience and these are discusdeste.

51 A Broader Perspective on Protective Factors.

A broader conceptual framework of protective factors for suicide prevention is emerging based on
mental wellbeing, social connection, resilience and community assets.

This framework recognises that ardividual may have a diagnosis of a serious mental disorder, but

that they can and do function well and live fulfilling and contributing lives. It recognises that an
AYRAGARdAZLf S6AGK FSg a20A1Lt O02yySOilAizye YABAYFS Ay
vulnerable to suicidal behaviour.

In a recent report (unpublished) prepared by the Young and Well Cooperative Research Centre, four
conceptual models linking mental wellbeing and social connection with resilient individuals emerged

in their reviewof the literature on the mental wellbeing of young people, being a:

1 Socieeconomic perspective
1  Social ecology perspective

1 Strengths based perspective
1 Mental capital perspective

When examining young people and mental wellbeing at a community level, 2conoeptual models

were identified, namely 1) an asset based perspective and 2) a social network perspective.

¢tKS Y2RSf LINBaAaSYGSR Ay (GKS NBLRNI YI1Sa dasS 27F
able to contribute to their communities, while resilient communities generate social environments

0KFG ydzNI dzNBE NB aAf A Sy i 19). yhsklgoiaskdawledges that cutladdfan beS G | f
I AAIYAFAOFIYG FFEOG2NI FRRAY3 (2 2NJ RN}YIIAYy3I 2y Ay
resilience, rather than focussing on changing individuals, this approach focuses on making social and
physicd ecologies facilitate the development of resilience.

The model in this report parallels the approach provided in an earlier report to the Rudd Government
in 2009. It pointed to the need to shift from a focus on mental (ill) health to mentally healttio(isl
Mental Health Advisory Council, 2009). It emphasised a population health approach building mental
wealth (greater cognitive function + reduced burdens of disease) across entire communities as
opposed to overly focusing on individuals at risk oeadly experiencing a mental disorder.
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52 Social Connection and Social Cohesion

It is generally agreed that social connection plays a beneficial role in the maintenance of psychological
wellbeing and indeed recovery from mentalitbalth (Kawachi and Berkm&001) and the link
between social isolation and suicide dates back to Durkheim seminal work (1897).

A variety of terms have been used to explain aspects of social connection and the idea that social
NEfFGA2YyAKALA &Kl LIS | yand healthyeigRsodiakiniegrationq\Wrayetase (2 0
2011), social cohesion (Friedkin 2004), social capital (Portes and Vickstrom 2011) and belongingness
(Joiner 2005).

The first metaanalysis of social isolation and mortality showed that social isolaiat least as

important as other wetknown and researched health risk factors such as smoking, sedentary lifestyle,
excessive drinking of alcohol and air pollution (Haitstad et al. 2015). The study examined

cumulative data from 70 independent stedi, with over 3.4 million participants followed for an

average of 7 years. The medaalysis revealed a significant effect of social isolation, loneliness, and
living alone on mortality. After accounting for all other causes, the increased likelihoodibi was

26% for reported loneliness, 29% for social isolation, and 32% for living alone.

Connectedness therefore increases life expectancy and resilience, contributing to our capacity to
collectively work smarter and thrive in a complex and challengingdwath significant benefits for
the individual and the workplace (Joiner 2005; Wray et al. 2011).

Social support is one of the most robust correlates with PTSD symptoms and Shallcross and colleagues
(2016) cite several studies with civilian and militagpulations. In a longitudinal study of US Iraq and
Afghanistan veterans, they found that individuals with more social supports 1 year after deployment

will report fewer PTSD specific symptoms later on. The social supports work to increase interactions
andprovide more opportunity to disclose and undermine avoidance. Naturalistic social interactions
could thereby reduce the need for more clinical interactions.

There is potentially a flip side to the evidence that social cohesion and social integratiam\sesal
LINPGSOGA2Yy A F2NJAYRAGARIzZEfa F3AFAyald adaOARFE 0SK
work from a group and community perspective where too much cohesion and conformity can increase

the risks for an individual. Mueller and Abrutyndertook an indepth, qualitative study (n=110) in a

tight knit community with a serious adolescent suicide problem. The features of this highly integrated
community are relevant to any discussion of suicide in a military context: that is, an intensely

regulated culture; an emphasis and high value on academic achievement; cohesive social networks

that facilitate rapid spread of information, amplifiye visibility of actions and attitudes, and increase

the potential for swift sanctions.

This combination bcultural and structural factors generates intense emotional reactions to the
prospect of failure among young people in this town and an unwillingness among both themselves
and their parents to seek psychological help for mental health problems. Thiglaagates (1) how
high levels of integration and regulation within a social group can render individuals vulnerable to
suicide and (2) how sociological research can provide meaningful and unique insights into suicide
prevention (Mueller and\brutyn 2016.

53 Resilience

Our capacity for resilience is influenced by many factors and includes many of the individual and social
protective factors listed in Tablegarlier (LIFE Framework 2007). The impact of our immediate and
wider community, including personahd family relationships, work places, organisations that we
connect with, where we live, events we encounter, all have the potential to strengthen or erode our
personal resilience and wellbeing.
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Yet research identifies many examples where individuatiscammunities despite the economic,
social and environmental challenges they face demonstrate remarkable resilience and capacity to
prevail.

Resilience contributes to mental health and wellbeing, which in turn strengthens resilience (Keyes
2007; Pettigrewand Donovan 2009). When resilience is viewed as a process rather than a trait it
provides individuals, families, organisations and communities with the knowledge and confidence that
they can learn resilience strategies and skills. Their capacity to prelgcand confidently manage

their responses to the challenges and setbacks experienced in daily life can be significantly increased.

Defining Resilience

The American Psychological Association (APA) defines resilience in several ways that identifies a
capacity to recover from stress, resist illness, adapt to stressful situations or function above the norm
despite stress or adversity (2014).

A broad, straightforward definition of resilience that encompasses all the ways in which the term
appears in the liteature comes from an influential report on assdtased approaches to community
health in the UK:

G¢KS oAfAdle 2F AYRADGARdAzZ-f &z FrHYAftASE YR ySi3
I ROSNERAGE 2NJ aK201€é¢ 06C220( HAMHI LI npo

Increasingly soctg has progressed from a focus on survival to the desirable outcome of personal

FdzZf FAECEYSYd FyR YSEYyAya¥dAd tA0Sad 2KAES Wo2dzy OAy
Fdzy OlA2yAy3ad gKSUKSNI GKIG 06S TNRYV2ANAYREKRARSHONRDS
of superior functioning. Individuals are better able to manage stressors while life satisfaction, mental

health and wellbeing are increasdauller 1998; Smith et al. 2008)

Additionally, an economic imperative in the work plaséocused on maximising performance to
boost productivity. Providing opportunities for individuals and workplaces to increase their resilience
and even flourish results in many significant benefits for all.

The APA (2014) identifies that resilience isadtrait but involves the use of behaviours, thoughts and
actions that can be learned and developed. As people build their resilience skills they increase their
capacity to positively manage the hurdles they face and bounce back from difficult situations.

Resilience therefore is ordinary, not extraordinary. People commonly demonstrate resilience as
SOARSYOSR 068 AYRAGARdAzZ taQ OFLIOAGE (2 NBodzAf R (K
maintain their health and wellbeing while managing expereanthat may be negative, difficult or

even catastrophic.

I 02YY2y O0StASFT A& GKIG NBaAftASyd LIS2LXS oNBST S
negative emotions. The APA acknowledges that emotional pain and sadness are common in people

who have suffered major adversity or trauma in their lives and that the road to resilience is likely to
involve considerable emotional distress and transient periods of grief.

It is also important to recognise that the diversity of individuals, and cultuneans that the
development of resilience will be a personal journey and that strategies will vary as people respond
differently to stressful life events.

Resilience therefore includes:

1 A capacity to understand one self,

1 To utilise personal strengths dn

1 ¢2 ARSYGATFEe YR tSFENY o0SKI@A2d2NBR GKFd | NB 0o

w
<
w
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on spiritual, physical and mental growth.

Resilient people generally demonstrate the following:

1 A sense of purpose,

1 Clear values

i Capacity to manage and acknowledge negative emotions, while predominantly demonstrating
positive emotions

Engagement in their personal and work lives

A sense of belaging and contribution

1

1

1 Positive relationships

1 Better (than would otherwise be the case) physical health and
1

Are more mentally healthy.

Current neuroscience research demonstrates that resilience is a key human function, vital to our
capacity to surviveikaratsoreos et al. 2093t identifies the neurological and physiological link
between our brains and our capacity to build resilience, providing opportunities to apply evidence
based strategies for individual and workplace application.

Maintaining resiknce and progressing towards thriving requires an ongoing process of assessment,
learning, application and reflection. Actively working towards and achieving a balance between
physical and mental fitness, physical and mental relaxation and a senseaicgel¥erall wellbeing
contributes to the growth of resilience.

The model below (Figure 6) illustrates 31 strengths that encourage and enhance individual and
community resilience. In the context of the ADF, with strong social ties and cultural bondaspttes
may have great relevance.
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EXTERNAL
STRENGTHS

INTERNAL
STRENGTHS

Commitment to Lea™™®

FIGURE 6 THE ADULT RESILIERREMEWORKHERESILIENANITIATIVR012)

Resilience and the workplace

A resilient workplace includes the creation of a psychologically safe work environment with a focus on
wellbeing, the provisiolf support to address and even prevent mental iliness. There is recognition
that through participation in productive and satisfying work individuals benefit from a sense of
purpose and fulfillment, financial stability, collegiality and opportunities tmgfReme et al. 2015).

Through active leadership, policies, process and actions, organisations can contribute significantly to
the resilience, mental health and psychological wellbeing of their employees, reduce stress and
mental strain, while benefittinfrom increased productivity and economic outcomes.

Connectedness and Resilience

Connectedness for individuals therefore directly impacts on resilience. In the workplace it enhances
the capacity for individuals to develop shared understanding of needsyatiatins, rewards and
punishment systems, increasing the likelihood of coordinated behaviour and team work to achieve
shared goals. Opportunities for strengthening relationships, managing conflicts and embracing
diversity benefit the organisation and thedividual.

Educational psychologist Andrew Fuller (1998) conducted focus groups with young people to
determine significant factors that promote resilience in Australian adolescents. His findings were that
resilience for young people results from a sensbalbnging: to a family, an area, a friendship group

or school.
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5.4 Access to Quality Mental Health Care

The ability to access quality and appropriate care is key in reducing rates of suicide, and more broadly,
the experience of #imental health within the community. Access to care that is of high quality and

varied in service type is not always straight forward, and is highly dependent upon where one lives
(Mendoza et al. 2016%ignificant numbers of people with a mental illness do not seek or receive
approptiate treatment, and the needs of people who receive treatment are not consistently met
(McGorry et al. 2013). A central element in preventing suicide is provision of psychiatric care,
especially for mood disorders (Hegerl et al. 2013).

Integrated care habeen flagged as a tool to address the increasing demands on healthcare services
coupled with the stagnation or, in places, contraction of workforce numbers (Awan et al. 2015). In a
rapid review of integrated care systems, Rodgers et al. (2016) foundntiegrated care systems

NEIlj dzZA NER | O2f f SOU A 2 ¢f) infoAmatiprKsSariry 2ysténs;q2) shared prot&eyS y G & Y

(3) joint funding/commissioning; (4) docated services; (5) multidisciplinary teams; (6) liaison

services; (7) navigators; ®5 & S NOKT YR 60 NBRdAzOGA2Yy 2F adAavyl

integrated care is generally not available to people seeking mental health care in Australia.

Connecting health care for people presenting to hospitals with mental health disosderglentified

by the Queensland Chief Psychiatrist as fundamental to reducing suicides in that state. A significant
number of the suicides in 2015 involved persons who had been seen by a public mental health service
in the week prior to their death (20)5An estimated 280% of all suicides recorded in Australia

involve patients who have not been admitted to care on presentation or following discharge from
acute care’

¢KS blraGAz2ylf aSyidlt ISFfGK / 2YYAAaA2Yya@mordNBIASH
flexible and integrated system of mental health care in Australia to prevent iliness and keep people
gStf 6LIPHTOD® | 1Seé SEtSYSyid 2F (GKS /2YYAaaArzyQa

)
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(p-48).
Systems Responses to ED Presentations and Hospital Discharge

Presentation at Emergency Departments (ED) of suicidal patients is considered inconsistent with
people trying to get help (SANE 2014). $tachave also shown that pedischarge follow up from ED

for patients presenting with suicidal behaviour and policies on dual diagnosis does reduce suicide risk
(Luxton et al. 2013; While et al. 2012).

Alternatives to ED presentation for mental healthtipats include mobile crisis resolution teams,

acute day hospitals and crisis or safe houses (Sjoile et al. 2010; JohnsoB24t14l| et al. 2014).

Johnson and colleagues have undertaken numerous studies over the past two decades on the efficacy
of these models in terms of reducing hospital admissions and crisis presentations to ED. Suffice to say,
it is not any one of these interventions that resimtlower ED presentations, hospital admissions or
improved outcomes for patients with suicidal behaviours, but the combination or suite of alternatives
available within the overall service system in the region.

The importance of providing integrated cgvathways (or stepped care) to individuals with mental
illness, including those with suicidal behaviour, has become increasingly clear. Recent trials have
demonstrated the incidence of new cases of depression and anxiety could be halved by introducing
stepped care and providing treatment based on ghbeshold clinical staging (Hickie et al, in press).

* There are no reliable data available but discussions with colleagues at AISRAP indicate that this is probably the extent of
suicide associated with non-admission at ED and following discharge from acute psychiatric care within a 3 month period.
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In response to the continuing problems associated with both ED presentations and hospital discharge

for people with mental health problems, particularly thasih higher risk of suicide, several

programmatic or systems responses have developed.

Ly G4KS !'{= {lal{! KFra RSaZONAOSR (G4KS ySSR FT2NJ FA QD
crises: 22hour crisis observation or stabilisation; shogtrm, crisis residential stabilisation; mobile

crisis teams; crisis hotlines and web services; and peer crisis services (SAMSHA 2014). This continuum

of services for addressing the needs of people in crisis has been informed by mental health care

reforms in severalegions over the past decade (MacArthur Foundation 2007; Willging et al. 2007).

Also in the US, a guide for EDs for adult patients with suicide risk sets out-am-end process
(presentation to admisen and discharge) for all adydatients with siicide risk (Suicide Prevention
Resource Centre 2015). It includes decisitaking tools, comprehensive assessment processes, a
framework for individual care plans and guidance on sharing health care records for health
professionals (see Figure 7).

TheZEROSuicide initiative is seen as a best practice systematic and programmed response to reducing
aSyiliaySt S@Syida T2N WoSKI@A2dz2NIF £ OFNBQ LI GASYda
quality management to reduce if not eliminate, the Hipie cracks in the fragmented system of care

for people with mental health and substance abuse problems. ZEROSuicide builds on work done by
health care organisations such as the Henry Ford Health System (HFHS) in Michigan where through a
sustained wholeof-system change initiative has seen an 80% reduction in suficide.

B R SRR Provide patient-centered care v.-esrrvicsririsasisarsnnnsnnsnanaas »

Adult

patient Assess Provide
with patient Use Decision ED-Based Use -
suicidal capacity Support Tool Brief Suicide | Discharge Discharge
. . to make —_— for secondary Eravantinn Planning and
ideation or health screening Interventions  Checklist refer
suspected Il (Section2) (Section3) | (Section4)
suicide risk decisions Yes
12,3
Capacit i
l [:Jo Y Score 1+ TOuté)aart;ent
Continue with medical Use SAFE-T
assessment; Treat or (Section 2.3) .
observe as appropriate Make level Inpatient

I
Consult of care Ca_e) Admit
mental health determination

Suicide
attempt
as reason
for visit

specialist
for further
evaluation &
suicide risk
assessment

*Identification of individuals at risk may occur as a result of (1) patient disclasure; (2) reports by family, friends, or other collaterals;
(3) individual indicators such as depression, substance use or debilitating illness; or (4) primary screening.

* See Appendix C for information on primary screening,

= Consult your ED’s policies to determine how medical clearance applies to this diagram.

FIGURE 7 PROCESS FOR CARERISBHARGE OF PATEEWITH SUICIDE RFEIR EMERGENCY DERWERITE SUICIDE
PREVENTIORESOURCEENTRR2015)

® Personal correspondence with authors and Professor David Covington.
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In the UK, systerwide initiatives to develop, implemennd evaluate integrated care pathways (ICPSs)
have been underway for more than a decade in Scotland and Wales and more recently in England.

One of the most significant and robust evaluations of mental health service provision and the
prevention of suicide waundertaken in England and Wales between 12006. This crossectional
pre- and postanalysis of national suicide data in England and Wales examined the uptake and
implementation of key mental health service recommendations and their association vigidesu
rates (While et al. 2012).

The study clearly showed strong associations between the implementation of several key service
reforms and lower rates of suicide. Those mental health services that implemented more
recommendations had more significant tetions in suicide rates. The key service reforms were:

1  The provision of 24hour crisis care crisis response teams including a single point of access for
people in crisis available 24/7. These teams are intended to promptly respond to mental health
criss in the community and so prevent inpatient admission (or ED crisis presentations). They
provide only shorterm input until other services are available.

1 Local policies on patients with dual diagnasgpecifically written policy on the management of
patients with dual diagnosis

1 Multi-disciplinary review following suicidgespecifically written policy on multidisciplinary review
and information sharing with families after a suicide

1  Assertive outreaclq services include an assertive outreach team thaivates intensive support
for people with severe mental illness who are more difficult to engage in more traditional
services

1 7-day follow upc written policy on followup of patients within 7 days of psychiatric inpatient
discharge

1 Noncomplianceg written policy on responses to patients who are roompliant with treatment

1 Criminal justice sharingwritten policy on sharing of information on risk with criminal justice
agencies

1  Trainingg front-line clinical staff receive training in the managemenswoiCide risk at least every
3 years.

Similar significant and sustained reductions in suicide have been shown in other European studies
(Hegerl et al. 2013; Hubndliebermann et al. 2010; Szekely et al. 2013). In these studies the best
predictor of a redudbn in suicide rates was changes in afgpressant medication and access to
mental health care (Gusmao et al. 2013).

Key Points

1 Analogous to risk factor research, few studies can identify strong protective factors regarding
suicide and selharm

1 A broade understanding of mental wellbeing, resilience and social connection affords stronger
evidence of protective factors which are relevant to suicide andhsath

9  Social connection has been found to play a key role in increased life expectancy and eesilienc

1 Social support is negatively correlated with PTSD symptom reporting upon return from military
deployment, with fewer symptoms being reported when social support is high
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Resilience plays a key role in maintaining mental wellbeing, particularly in resfpoadeerse
life events and traumatic experiences.

Resilience is a process, rather than a personality trait. It requires thoughts, actions and
behaviours that can be learned and developed

Neurological research suggest resilience is a key human functialtovour capacity to survive

A health system wide protective factor is the ability for an individual to access quality mental
health care

Quiality care involves an integrated system with cresstor health professions working together
to deliver care ira nonstigmatised and respectful manner

Presentation and transition through and out of emergency departments for those with a mental
health condition is a critical point of contact

Successful implementation of several initiatives, such dsa2#4 crisis cee, assertive outreach,-7
day follow up front line clinical staff training have been shown to reduce suicide rates
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6. The Lived Experience in the General Population

Beyond the peereviewed literature, there is a rich and growing body of personal accodrsicidal
survival, suicide loss and bereavement. These accounts provide a rich source for understanding why
people die from suicide and the impact of suicide loss.

Many submissions were made to the Senate Inquiry into Suicide in Australia in 201@50ver

accounts from survivors of suicide and stories of loss from family members and carers were

adzYYF NAASR Ay GKS NBLER2NIIZI W{dZAOARS IyR {dzA OARS
et al. 2010).

These stories were from people who had erprced the suicide of someone close to themften

within their familiesg and included those bereaved by suicide, survivors of suicide and those who
experience suicidal ideation. While reflecting the intense pain, guilt, soul searching and aloneness
as®ciated with suicide loss, these stories also provide unigue, poignant insights into the painful inner
turmoil of the loved ones who suicide: real data, real people.

For those in the military, the emerging themes are similar, but with particular sigmifisa The
themes reflected in these personal accounts are summarised here.

Suicide can be prevented

A resounding theme in many stories from the bereaved was that they felt the suicide of a loved one
could have been prevented. A common thread was that éheho died did not really want to end

their life, but rather take away the emotional pain that they were experiencing in that moment. This is
consistent with the literature (Shneidman 1993) and an indicator of the emotional turmoil
experienced by those caidering suicide as a solution.

Expectations in the military are different from civilian life and the capacity to function, and to be
deployable are dominant. An inability to function is this context is failure, and the consequences for
career are compromsied. The operational incapacitation of a serving member of the ADF is a major
consideration for poor mental health outcomes (Bale 2014).

Shortage or deficiency of professional care for suicidal behaviour

Reports from bereaved family members indicate thaanber of health agencies let them down. All
too frequently, these stories recalled how their loved one was turned away from care, not provided
with appropriate care or follovwp care, or that they were not informed or involved in the care
planning of thesuicidal loved one.

For those serving in the military, access to timely health care is consistently provided, however there
are confounding issues (Galdas et al. 2005): in particular, the impact e$éeking on career

trajectories is an apparettarrier, and the stigma associated with mental health presentations is
persistent (Jones et al. 2013).

Rural and remote challenges

Those who wrote about their experience with suicide and living in rural and remote areas expressed
that often help is not avifable in the local town, forcing people to either travel to major centres, or
wait for a scheduled time when relevant professionals travel to a town from a major centre.
Frustration was also expressed about long waiting lists, and often having no altes&dr the

ddzA OARIFf LISNE2YyQa OF NBo®

For those in the military, the challenges of posting and generational cycling adds a layer to the
capacity to engage with local communities. This is most poignantly felt by families who are the first
line of support (€rel et al. 2008; Lester et al. 2012; Skinner and Diggins 2013).
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Misunderstanding and stigma associated with suicide

Experience of a fear of the unknown around suicide was reflected in many stories, and a resounding
recommendation from those with suicidexperience was that suicide awareness campaigns, and
education around suicide needs to be provided to the Australian community. We have a duty of care
to make it easier for future generations to discuss and address suicide, providing them with the tools
to recognise, acknowledge, and prevent suicide.

For those in the military, the stigma of mentalhi#alth is a limiting risk factor. The impact on help
seeking and perceived disengagement with unit camaraderie looms as a significant barrier (Greden et
al. 2010; Jones et al. 2013; Bale 2014).

Mental illness and suicide

Many of the personal stories also discussed a link with diagnosed mental illness, and it clear that
disabling mental health conditions were present but were unrecognised at the time. Thidteas o
recognised in retrospect by the bereaved. There was evidence in these stories that mental health
literacy in the community needs to be significantly improved to ensure people receive appropriate
treatment but also to improve opportunities for savirggs. This improvement needs to be
accompanied by improved access to mental health services. Although mental illness is not always
associated with suicidal ideation, the experiences of many individuals who were and are living with
such ilinesses was cleadpparent in many stories.

In the military, the barriers to care are often linked to career pathways. The prevalence of mental
health disorders in the military (especially anxiety, depression, and PTSD) are acknowledged risk
factors for suicide. In adddn, knowledge of pathways for support, being allowed time to seek help,
and risks to deployment were repercussions (McFarlane and Hodson 2010).

Major Life Events matter

[284Ay3 2ySQa 22062 0SAy3 dzySYLX 28 YSy étresghfmiieSE G Sy R
partner problems, death of close friends or family members, bullying or harassment, violence and

abusive relationships, natural disasterb f f 2F (KSaS WEATS S@SyitaQ 2N O
for suicidal behaviour. Thiswas NJi A Odzf + NI @ S@ARSYydG Ay (GKS ad2NRSA
mechanisms and resources were becoming overwhelmed. Problem drinking and/or gagtifieg

over an extended periodwere clearly associated with many of the suicide deaths. It featured as

contributing factor in a downward spiral of deteriorating relationships, employment difficulties and

general despair, which exacerbated loneliness and alienated key supports.

For those in the military, the risk of injury, or death is an ever presergideration. Incidences of
sexual trauma are not uncommon (Ramchand et al. 2015). Associated trauma from operational
theatres is also a risk (Litz et al. 1997; Belik et al. 2007).

Lives changed foreverFamily interventions after a suicide

It was evidentrom the stories told by the bereaved that having to rebuild their lives again was an
overwhelming prospect; to carry on and regain some sense of normalcy without the loved one who

has died by suicide. The reality is, that for many of these people, thElgenilaunted by losing a loved

2yS (G2 &adZAOARS SOSNEB RI& FT2NJ GKS NBad 2F UGKSANI
expressed that losing a loved one in this way should never happen. A striking feature of these stories

was how often those e behind had to cope with minimal informal or professional support. In some

cases, where multiple suicides occurred in a family. We know that bereavement support works.

For those in the military, the death of a serving member (es@&wing member) will ften involve
significant negotiations with the ADF or the DVA, both for support, and any entitlements (Dunt 2009).
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Responding to Suicide Risk

It was reported that hospital Emergency Departments areqilipped and inappropriate

environments to undertaksuicide risk assessment. Despite years of efforts to improve this situation,
the risks of being treated with disregard, disrespect and trivialised on presentation to a hospital ED
remains high. Alternative settings for people experiencing a personalandiat risk of suicide are

now commonplace in many developed countries. Across Australia, there are almost no alternative
settings to ED.

For those in the military, the prospect of rehabilitation has significant portent. For some it may be a
pathtorecd SNE > F2NJ 20KSNE | adr3asS Ay | WYSRAOFIEQ RAA
capacity to serve and to be supported (Dunt 2009).
The Need for Answers and Action

Many of the stories spoke to the frustration with the lack of focus on mentalthend suicide

prevention, the lack of available effective therapies and services overwhelmed. Too often our suicide
prevention efforts have been too small in scale, too short in duration and too poorly resourced to
make any difference. Such examplesadie demonstrate the need for suicide prevention strategies to
address risk at both the community and population levels, rather than just that of the individual.
These messages are also accurate for serving asdr@ing personnel.

Key Points

1 The lived &perience of someone who has survived a suicide attempt, or those bereaved by
suicide, are extremely important in informing what can be done to prevent suicide behaviour

Suicide can be prevented with appropriate action
There is a shortage of professionale for suicidal behaviour
There are significant rural and remote challenges in provision of care and support

The stigma associated with suicide is a strong risk factor

= =4 4 A -

There is a clear link between mental illness, the access to and effectiveness anhdawaicidal
behaviour

Major life events and traumatic experiences can be key indicators of suicidal behaviour

Support for family, friends and work colleagues after a suicide is imperative
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7. Suicide andzlf-Harm and theWorkplace

Workplaces are often thkast place where there is sustained contact with many of the 25000

people who died by suicide in Australia in each year. Working age men make up the majority of suicide
deaths. In workplaces where a suicide occurs, it has a disturbing impact orellekgues

(Shellenbarger 2001).

In recent years, there has been greater focus in research on the links between suicide, occupation and
G2N] LX I OS aSidAy3aad ¢KS Faaz20AtdAz2y Aa y24d a aa
g2 NJ LI I OS a Qkers,\wyrikeils brildwé& Ricomes, more precarious employment and lower
education are often also associated with these workplaces.

Nonetheless some of the known factors associated with higher suicide rates include:
1 when an occupation has a special knowledgéd/or access to lethal means of suicide

1 occupations and settings with higher levels of stress, uncertainty and isolation such as farming,
resources and construction sectors

T men or women in noftraditional occupationg that is, women working in male danmated
professions and men working in femaleminated professions may experience increased
internal occupational stress that increases risk of suicide.

(Agerbo et al. 2007; Andersen et al. 2010; Heller et al. 2007)

Several studies have shown the signffitha higher rates of suicide among the building and

construction sector. Heller et al. (2007) showed that these workers in Queensland had a suicide rate
1.46 times the national rate and that younger workers in this industry had a significantly elevated rat
of suicide (2.52 times).

The inherent nature of construction and resources sector jobs includeskmn@in risk factors:
Male dominated
Long working hours (minimum of six days up to 28 days)

Low job security

1

1

1

1 High rates of divorce and intimate partngroblems

f Cfteé AykCfteé& hdzi 2NJ 5NAGBS LYKS5NAGDS hdzi 662NJ] I NNI
1 Hard, noisy, dusty, hot and generally unpleasant work environments

1 Elevated use of alcohol and other drugs, particularly cannabis and-amefthetamine.

One study alsfound that construction workers were generally unaware that they worked in a higher
risk industry and believed that suicide could not be prevented (Edith Cowan University, 2012). The
same study found they were unlikely to seek help if feeling depressethakeld confidence in

dealing with suicidality.

Extensive research on mental health and workplace culture and climate have been undertaken
(Karklins and Mendoza 2016). Factors associated with poorer mental health outcomes include:

1 the quality of workplaceelationships; e.g. communication, counterproductive behaviours,
negative leadership behaviours

1 psychological qualitg e.g. levels of control or autonomy, demands and complexity

1 jobinsecurity and perceived career decline
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1 organisational injustice e.g. procedural injustice, unfair pay

1 poor organisational culture e.g. patterns of violations of norms, beliefs, community standards,
coercive leadership

The nature of entry into the military or a defence force can skew the population in question teward
ISySNIrtfte KSIftGKASNI AYRADGARdzZ £ X LIKeaAOlLtfte | yR
oworkers usually exhibit better health status and lower overall death rates than the general
population because severely ill and disabled people are egdlfrdm employmenrt (Nielsen and
Knardahl 2016, p. 232The nature of screening and evaluation of prospective employees for military
or defence service is designed to select those with strong physical and mental health characteristics,
which may reflecthe lower suicide rates observed in military and defence personnel compared with
the general population (McFarlane and Hodson 2010). Contention arises when investigating the
healthy worker effect amongst veteran populations, where the effect may not be@sgsas when

the individual is employed compared with when they leave the mili(Boflinger et al. 2015even

after controlling for a number of socidemographic variable@<ang et al. 2015)

7.1 Workplace Culture

Workplace culture, or organisation cultyrean have a significant impact on the mental health of
employees and contribute to suicide risk. Schein (1985), a doyen of the organisational theory field,
describes 3 fundamental levels at which culture manifests:

1 Artefactsare apparent on the surfacesdehaviour and tangible products of the group (e.qg.,
language, the group's design of its environment, enacted rituals) and beneath these forms the
climate of the organisatiorepresents the deepest level of cultural artefacts.

1 Espoused beliefs and valsare shared ideals and theories held by members of the organisation.
When they are clearly articulated they can help guide and direct action and behaVithen
well understood by all members they can be a unifying force.

1 Theunderlying assumptionshat members tend to share and take for granted, developed
through shared experiences in the organisation, are the core of the organisational cultuese
assumptions are generally unquestioned or unexamined andliffieult to discern as they exist
largely at an unconscious level (sometimes they are expressed in a management philosophy).
They provide the key to understanding why things happen the way they do.

There are several ways workplace culture can be identified and understood, and can béttinaaog
examination, including:

Observed behaviour: language, customs, traditions

Group norms: standards and values

Espoused values: published, publicly announced values.

Formal Philosophy: mission

Rules of the Game: written and unwritten

Climate: clinate of group interaction

Embedded skills

Habits of thinking, acting, paradigms: Shared knowledge for socialization.

Shared meanings of the group

= =4 4 A4 A4 A -8 -—a - -2

Metaphors or symbols
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Hofstede (1991) discussed five domains of culture, with power distance being thaofinstin: the

degree to which the society accepts there to be a difference in levels of power. The remaining four
domains include: uncertainty avoidance, which reflects the extent to which a society accepts
uncertainty and risk; individualism vs. colledini, which reflects the extent to which people are
expected to stand up for themselves, or alternatively act predominantly as a member of the group or
organisation; masculinity vs. femininity, which refers to the value placed on traditionally male or
femalevalues, such as competitiveness or assertiveness; aneiéomgvs. short term orientation,

which reflects an emphasis on values oriented towards the future, such as persistence, over those
oriented to the present or past, such as tradition.

It is import&nt that these aspects of culture work together with effective leadership in order for a
workplace to be successful. The relationship and importance of culture in the ADF and suicide
prevention is discussed in Part B.

Key Points

1 The workplace is often thlast place where there is sustained contact with someone who has
died by suicide

1 There is a link between workplace settings and increased rates of suicide including: access to
lethal weapons; occupations involving high stress environments; and wher@nveomen are
working in nontraditional occupations

1 {2YS 200dzLd GA2yas adzOK Fa GKS YAfTAGFNBXT YI @&
employed go through significant health screening to be able to be employed in such a setting

1  Workplaceculture plays a role in the mental health of a workforce

1 Building a positive and resilient workplace culture can have benefits for the wellbeing of a
workforce
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8. Suicide Prevention Strategies

8.1 An Overview

Despite considerable research and the productioswi€ide prevention programs, suicide rates

continue to increase, and there is little evidence to indicate the efficacy of routine suicide prevention
strategies (Klonsky and May 2015). Furthermore, Martin and Page (2009) describe the importance of
protectidS FIF OG2NBRZ YR (KS @FfdzS 2F WwO2yySOGSRySaaQ
Models for suicide prevention activity typically look for a balance of (a) reducing risk factors, and (b)
increasing protective factors. For any individual (or group) that requires an unddistpof the

individual, social and contextual factors, and which of these (or combinations) are modifiable. An
understanding of risk factors can usefully assist the identification of groups for whom a particular

concern has been identified (e.g. expostodrauma) (Gradus et al. 2013).

The risk for suicide is a complex balance of risk and protective factors, particularly when risk reduces
the ability to cope with difficult circumstances. Risk and protection factors can exist at three levels:

f Theindividh f Qa4 KSIf KX LISNaR2YyltAGeT IyR SELSNARSYOST
1  The social connection to family, friends, and community;
1  The contextual life events and circumstances to which an individual belongs.

Some things can be changed or modified (e.g. an understanding of health); sioge d@re fixed (e.qg.

Iy AYRAGARdZ £t Q& 3S0d wiadal A& I O02YLX SE AyidSNF O
factors (e.g. negative life events), and these will vary with individuals and with groups or identifiable
populations (Platt and Han 2000). The complexity of the interaction between risk and the
AYRAGARIZ £t Q& OANDdzvail yoSa Aa |y AYLRNIIFIYyd O2yaai
implementation of simplistic solutions.

A model that can act as a starting point forundeys@A y3 | yR NBaLRyRAy3a G2 |y
and contextual circumstances is shown in Figure ghdtvs an integrated bipsychoesocial model

based on the impact that biological, psychological, psychiatric and social risk factors may have on the
devebpment of suicidal behaviour.

Despite this complexity, the majority of suicide prevention efforts use only one or a small number of
limited reach strategies. These strategies reappear in several reviews over the past decade or more
(Mann et al. 2005; Scoand Guo 2012) and are promoted as effective prevention strategies:

9  Particular education of primary health care providemsost often GPs;

 TrainingofwellJt  OSR W3 (ST SSLISNARQ (2 Syindstip&ticBaryNI & A y i
ED staff and emsrgency services personnel;

| Restrict,ing access to the means to suicide, particularJy firgarms, prlarmaceuticals ang k,nqwn
YWK2u0alLk2o t20luA2ya O00NARISAZ OfATTAZEZ SUOPU
Structured support for individuals identified as at risk;

Structured collaboration and fole up care (especially those who attempted suicide);

School based programs

Provision of help lines or crisis support lines (such as Lifeline in Australia)
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Education of the media/responsible reporting.
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* Media * Knowledge and attitudes
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*  Access to means ®  Accessibility of mental
* lack of social support health care

* Social support
* Diagnosis and treatment

® Prevention programmes

SUICIDAL BEHAVIOUR

FIGURE 8 AN EXPLANATORY MODEISUICIDAL BEHAVROVANHEERINGEROO1)

Du Roscoat and Beck (2013) examined suicide prevention interventions in terms of efficiency. They
examined 41 evaluation studies and found the three most efficient interventions were limiting access
to lethal means, the continuation of caatt with persons discharged form an acute mental health unit
and implementation of emergency call centres. Four other intervention categories were seen as
promising but without sufficient evidenagthese were training of GPs, reorganising care, school
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programs, and general information campaigns. The authors make the point that most of the available
studies focus on people with existing psychological disorders rather than the broader population.

A recent systematic review and meta analysis (Milner etGl62assessed whether suicide prevention

provided in the primary health care setting and delivered by GPs results in fewer suicide deaths,

episodes of selfharm, attempts and lower frequency of thoughts about suicide. The findings again

challenge some ohe prevailing and accepted strategies on suicide prevention with the authors
atlrdAy3a GKFrG GKSe Olyy2id 2y (GKS olaia 2y GKS aidd:
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The difficulty in gauging the value of a number of these intetieas is the lack of specification
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assessment, on-one psychological support, teacher and/or parent education, resilience training

for students, peefed programs and so on. Few school studies examine these different approaches to

school based suicide prevention or they are within a broader pedagogical framework and those that

have are too small or too short in duration to draw strong conclusions (see SAM&EHSA | G A 2 y | f
Registry of Evideneeased Programs and Practices and Reconnecting Youth pregram

One large European studythe SEYLE projecis an exception. The study involved over 11,000

students across 164 schools in 10 countries. It testede3ventions for effect at 3and 12month

intervals. The 3 interventions wergt) Question, Persuade, and Refer (QPR), a gatekeeper training
module targeting teachers and other school personnel, (2) the Youth Aware of Mental Health Program
(YAM) targetig pupils, and (3) screening by professionals (ProfScreen) with referralisi aupils.

After 12 months, the YAM was the only intervention showing a significant reduction in student suicide
attempts and suicide ideation (Wasserman et al. 2015).

8.2 Multi-level, Complex Interventions

In the US, the CDC sets out a strategic direction for the prevention of suicidal behaviour centred on
promoting individual, family and community connectedness (CDC, accessed 27 November 2016). It
sets out a comprehensive andagrated approach to addressing suicide as a public health problem.
This expands the range and reach of potential prevention strategies from those focussed on people at
or near the point of crisis. It includes wider application of integrated models sutte 4$S Air Force
Prevention model and othersboth multi-level, integrated, whol@f-community approaches.

Recent suicide research has expanded the understanding of suicide risk and vulnerability. An
AYLRNIFYG RSOSt 2 uoaSighfrar B& 2INE . UNRRIVERA2Y SG £ & HAaw
trajectory to suicide as discrete stages (a) the development of suicide ideation, (b) the progression to

suicide attempt. The factors that surround these pathways are unique, and distinguish ideation from

attempt. These understandings will inform the recommendations for a suicide prevention strategy.

Strategies for suicide prevention vary considerably and range from awareness raising, to community
gatekeeper programs, and to broad ranging, staged strategigrams. In Australia, the National

Suicide Prevention Strategy (LIFE framework Department of Health and Ageing 2008) provides a
framework for action, but is descriptive. The individual states and territories of Australia have
developed independent, alignestrategy documents that address their particular concerns (e.g.
Department of Health and Human Services 2016).

Regrettably, despite more than two decades of governments publishing suicide prevention plans and
strategies, there is almost no evaluation datvailable. This is examined in the next section.

® See http://www.reconnectingyouth.com/research/ry-evaluation-studies/#is for information on Reconnecting Youth.
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Further, there is a lack of consistent evidence regarding the most effective strategy to prevent suicide
(Mann et al. 2005; Windfuhr 2009). While the complexity associated with the trajectories towards
suicide are acknowledged, the programs that address the known risk factors, and behaviours on
multiple levels are more highly regarded (Althaus and Hegerl 2003; Van de€CBatizlis et al. 2011).
Multi-modal for defined populations or geographical areasjehshown promise in a humber of

countries (Ono et al. 2008; Gullestrup et al. 2011; Preti et al. 2009). Less comprehensive programs lack
the sophistication to address the complex trajectories towards suicide, and attempts to simplify risk
assessment aredived (Hom et al. 2016).

A continuous study program examining a mufibdal community suicide prevention program began

AY bdzZNBYOSNHS DSNXIFYyE@ AY HAnnd Yy2@wymh &dQ GKES WY dzf
level community approach has been applied.0 European countries and Chile (Hegerl et al, 2009;

Hegerl et al. 2013). An overview of the tasks to establish a regional intervention is shown in Figure 9

Key Points

There has been an increase in the development and publication of suicide prevemétegies
Despite the increase, suicide rates remain stagnant or continue to rise

Suicide prevention models typically address a balance between reducing risk factors and
increasing protective factors

1 Ina study of 41 suicide prevention strategies, theethmost effective implementations included
reducing access to lethal means, the continuation of contact with persons discharged from an
acute mental health unit, and implementation of emergency call centres

1  There are difficulties in evaluating suicide yeation strategies as they are often population
focused which becomes difficult when considering the variability of experiences any given person
may have within an evaluation period

1  Multi-level, complex interventions seek to promote individual, family emimunity
connectedness

1 Multi-level prevention programs focus on both those at the lower risk spectrum, to those who
may be considered high risk for suicidal behaviour
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9. National and International Suicide Prevention
Frameworks

9.1 International suicide prevention frameworks

The WHO set out a public health action agenda for member nations for the prevention of suicide in

2012 (WHO 2012). It includes detailed processes on how to develop an effective suicide prevention
strategy, including the directives of setting out clear alipes, identifying risk and protective factors

that are regionally relevant, determining effective intervention strategies, targeting prevention at the

general population, at risk group and individual level, improving case registration and research and
coyUAydzr f Y2YyAG2NAY3A YR S@Ffdzk A2y 2F {Sé& 2dzido2Y
of resources; human or financiat, can no longer remain an acceptable justification for not
RSOSt2LIAY3I 2N AYLE SYSYyldAy3 |(WHO DR 2py20)f acldadzA OA RS LIN
position that suicide prevention is a significant public health issue.

9.2 National suicide prevention frameworks

Several national and jurisdictional suicide prevention strategies are worth covering for consideration
with the Austalian suicide prevention initiative.

In Scotland, the current suicide prevention plan expires in 2016. It covers several key strategic areas
across five themes: Responding to people in distress; talking about suicide; improving the NHS
response to suicidedeveloping the evidence base and supporting change and improvement. Broadly,
these themes aim to strengthen health service and individual responses to people in distress, de
stigmatise talking about suicide, collecting high quality data and evidencesapmgorting transitions

for suicide prevention services.

9y At I y RMA strategyfar suicide prevention included some clearer key areas of action
including reducing the suicide risk for those in higk groups and reducing access to the means of
suicide. However, general statements were still present including the intention to tailor approaches to
improve mental health in specific groups. In the detailed document, these specific groups included
young people, men, survivors of abuse and/or violenag eople living with longerm chronic

physical illness. The specifics of how these specific groups are to be assisted are lacking, particularly
concerning integrated care across services.

¢ KS OdzZNNBy i L NRA&K Cirnétn@Ri6r LiiE@Safiok goyiprénéndide and 3 & W
ambitious strategy than the previous two discussed. In the document, key outcomes of reducing

suicide rates overall and in specific population groups are clearly stated. Further, the strategy also

aims to reduce presentains of sekharm, again at a population level and in identified higtk

populations. Importantly, the strategy clearly details how progress will be evaluated, with defined

primary outcome measures and variables along with secondary indicators inctadaguring how

the media reports suicide; access to support services and heightened public understanding. Further to
these goals are a systematic process evaluation, not only assessing the impact of the strategy and
implemented goals, but also the processeglerpinning the strategy.

In Canada, there is currently no national suicide prevention strategy amidst fervent calls from

academics and public health representatives for the development of one (Eggertson 2015). Despite

this, the Province of Quebec hasdreleading the way in strategy formation, implementation and
4dz00Saasx aSSAy3a adzAOARS NIXaGSa Ay GKS IHMRf@AyOS RS
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Provide and consolidate essential services and put an end to the isolation of caseworkers;
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Increase professional skills;
Intervene with groups at risk;
Foster promotioRprevention programs among young people;

Reduce access to and minimize risk®asted with the means of suicide;

= =4 4 -4 -2

Counteract the trivialisation and the sensationalisation of suicide by developing a sense of
community and responsibility; and

1 Intensify and diversify research.

What is unigue about the Quebec document is its signifitewel of detail including actionable
strategies with defined time frames for delivery and the specific areas that will have responsibility in
implementation. Furthermore, specific indicators of implementation are detailed and key outcome
measures are inctled, encompassing mortality rates for suicide by sex and age, suicide method,
attempted suicide rate and hospitalisation rate following a suicide attempt. These are all clearly
defined key outcome measures. Despite the key strengths of the strategy, iraptechin 1998, there
remained significant omissions with Inuit and Indigenous populations unrepresented throughout the
document (Crawford 2015).

In the US, the Surgeon General released a national strategy in 2012 setting out 4 key strategic
directions: Foering healthy and empowered individuals, families and communities; strengthening
clinical and community preventative services; tailoring acute treatment and support services; and
outlining an agenda for high quality research and evaluation (U.S Departhelealth and Human
Services 2012). The strategy was a comprehensive directorate for suicide prevention for the next
decade.

9.3 l dza GNF £ Al Qa ! LILINBF OK (2 {dzZA OARS t NBOSyl(A:

Australia was one of the first countries to establish a specific national suicidenpi@vstrategy and
accompanying dedicated program of funding. The initial strategy 1999) focused on youth

suicide and had a budget allocation of $8illion over four years. The strategy was broadened to

address suicide across the life course. Thaddat Suicide Prevention Strategy, NSPS, has continued

since that time. The NSPS is promoted as#jeA Ay 3 A& F2NJ 9 OSNEFhESQ O[ ACS
broad elements and parameters of the LIFE Framework are:

1 Whole population interventions to:
- reduceaccess to the means of suicide;
- reduce negative stigma of suicide; and
- improve resilience of families, and communities;

1 Interventions for identified at risk groups to build resilience, and build an environment that
promotes sekhelp and access to support

Identification of signs of a person at risk of suicide and provision of relevant support;
Interventions for those showing signs of high risk for, or imminent likelihood of suicide;

Accessing early care and support when treatment and specialised cazeded

A comprehensive outline of the Australian Governmentds past and p
(Submissions section) of the Review.
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1 Integrated professional care when needed for treatment, management and recovery;
1 Long term treatment and support to prepare for a positive recovery and future, and
1 Ongoing care and muHayered support.

In 2014, the National Mental Health Commission was engaged by the Government to conduct a
wWS@ASg 2F aSydarft 1SFfGK tNRBAINrYa YR {SNBAOSa oi
Contributing Lives, Thriving Communitiess submitted to Government onllecember2014.

The Review highlighted the existing complexity, inefficiency and fragmentation of the mental health

system?. The Commission recommended a fundamental changes to the mental health system to shift

the focus of the system from crisis anduge care to community based services, primary health care,
prevention and early intervention; and to better focus services on supporting individuals and families.

The Review found that current efforts around suicide prevention were fragmented, lackesidadu
were largely unevaluated. The Review concluded that a new approach to suicide prevention was
needed, with strong national direction backed by comprehensive, coordinated planning and
implementation at a regional level.

The Australian Government suligeently responded to the Review and largely endorsed the
recommendations for reform. The Government is now in the processafieating suicide
preventions services and devolving the responsibility for implementation tot eh Primary Health
Networks (PHNs

In addition to the national government actions, most Australian states and territories have had and/or
have suicide prevention strategies or frameworks in place. While these are largely consistent with the
LiFE Framework, there are important differesdn emphasis and approach.

Recently, the NSW Mental Health Commission with the Centre for Research Excellence in Suicide
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pillars:

T Implement evidencéased suicid prevention strategies in local areas, using existing community
structures and initiatives where possible

Adopt a common evaluation framework across local areas

Engage local communities, such as health services, schools, community agencies, worlaites, rur
and remote services, and the police, in suicide prevention, and build and readiness across these
organisations within the community.

1 Establish good implementation, governance, resources and processes at central and local areas.
(NHMRC, CRESP 2(189)

Of note are the prevention strategies ranging from the individual to population levels bound to the
first key strategic focus. These include nine evidebaged practices shown to be effective in suicide
prevention. The strategies are outlined in Figure 10

8 National Mental Health Commission, Contributing Lives, Thriving Communities, 2015,
http://www.mentalhealthcommission.gov.au/our-reports/contributing-lives,-thriving-communities-review-of-mental-health-
programmes-and-services.aspx (accessed 11 November 2016)
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FIGURE 10 SUICIDE PREVENTIORATEGIESINDIVIDUAL AND PORIIONNHMRQ@NDCRESP015)

The nine suicide prevention strategies however do include areas where further evidence is required to
evaluate effectiveness in preventing suicide. At present, there igfioent evidence concerning

screening for suicide in primary care, general public awareness campaigns and media reporting
guidelines. Additionally, further investigation of gatekeeper training, education of GPs and internet
and phone line supports is raged (Zalsman et al. 2016)
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Variability exists when evaluating suicide prevention frameworks and their ability to reduce suicide
deaths and attempts. Whilst there is significant overlap and agreement across frameworks within and
outside of Australia, the effectiveness of any givemfework is highly dependent upon its
implementation(Christensen 2016Fragmented implementation can reduce effectiveness and in the
long term may not show a reduction in suicide rates. As such, prevention strategies that target specific
areas in isolatio may be ineffective and be extremely difficult to evaluate.

Thus, suicide prevention frameworks must be detailed based on a systems approach to suicide
prevention, and to be successful, must be implemented at a whbly/stem level. A successfully
implemented suicide prevention strategy can expect al¥0 reduction of suicide deaths within 3
years(National Office for Suicide Prevention 201Bese strategies must be systemic and include
approaches at individual, community and population levels. Byoauditional strategies have shown
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