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Key Definitions 

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 (ADF): The 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 well-being in 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 well-being and the effective functioning of a community (WHO, 2010).  

Mental (health) disorder / psychiatric disorder / mental illness: A mental (health) disorder or 

psychiatric disorder or diagnosable illness characterised by alterations in thinking, mood, or behavior 

(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 risk of onset, or delays the onset 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 and past suicide attempts. In this report, it includes 

warning signs, sometimes described as proximal risk factors. 

Self Harm, Deliberate Self Harm (DSH) or Intentional Self Harm (ISH): The various methods by which 

individuals injure themselves, such as self-cutting, self-battering, taking overdoses or exhibiting 

deliberate recklessness.  

Service or Serving Personnel: These 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 others. Corrigan (2004) and Thornicroft et al. (2007) map 

stigma as a problem of knowledge (ignorance), attitudes (prejudice) and behaviour (discrimination).  

Suicidal Ideation and behaviours: A 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 interacting biological, genetic, psychological, social, environmental and situational factors (Hawton 

and van Heeringen, 2009). 

{ǳƛŎƛŘŜ όƻǊ ΨŦŀǘŀƭ ǎǳƛŎƛŘŀƭ ōŜƘŀǾƛƻǳǊΩύΥ An act with a fatal outcome which the deceased, knowing or 

expecting a potentially fatal outcome, has initiated and carried out, knowing or expecting a potentially 

fatal outcome (De Leo et al., 2004). 

Veterans: In this report, veterans are any former members of the ADF or where specified, other 

military services. It includes those for have served in any capacity ς those deployed and those not 

deployed to conflict zones, peacekeeping missions and humanitarian missions.
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Executive Summary 

This literature review serves to introduce the reader to the phenomenon of suicide more broadly, and 

present a comprehensive knowledge base of suicide, self-harm and prevention within military 

populations both within Australia and worldwide. 

The terms of reference 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 members and their 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 they might be 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 members utilise services provided by other parts of 
government, ex-service organisations, the private sector or non-government organisations 

Approach  

The literature review intends to, in part, present an evidence base for the Terms of Reference. As with 

any major 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 included here. Nevertheless, 

the authors have constructed this review being mindful that the reader may be approaching the topic 

with Ψfresh eyesΩ. As such, suicide as a phenomenon in the general population serves as an 

introduction, before delving deeper into its occurrence within the ADF and ex-serving population. 

Regarding military populations, the experience of international military organisations and personnel 

are drawn upon to inform this literature review. How suicide effects serving and ex-serving 

populations of the ADF, including veterans, non-deployed ex-service personnel, peacekeepers, 

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 from many sources including: health literature databases; 

general academic databases; internet search engines; relevant State and Federal authority websites; 

materials provided by Australian State and Federal authorities; service provider websites; and 

reference lists contained within the bibliography of this review. Data 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 protocols and a high 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 language approach. Section 1 describes the methodology and contextual information. 

The Structure of the Literature  

This literature review is structured in two distinct parts. Part 1 is a comprehensive presentation of the 

phenomenon of suicide and self-harm. This includes prevalence of suicide and self-harm within the 

general population, risk and protective factors of suicide and self-harm, lived experience of suicide, 

suicide prevention strategies and methods for assessing suicide risk. It is important to remember that 



 

  11 of 137 
 

this section provides an overview of suicide and self-harm in general. Suicide and self-harm within the 

ADF may reflect elements of this discussion, but remains unique to the 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, sometimes built up over time, sometimes impulsive.  

Global prevalence for suicide is increasing, and Australian data indicate upward trends of between 5% 

and 10% per year. Self-harm, while associated with suicide on many levels, is a separate issue and 

requires special consideration. The conditions that may lead to self-harm, including affect-regulation, 

anti-dissociation, anti-suicide, interpersonal-influence, interpersonal boundaries, and self-punishment 

help to distinguish self-harm from suicide and provide opportunities for intervention. Section 2 

introduces the prevalence and contextual data around suicide and self-harm. 

The pathways to suicide and self-harm are partially explained by models of behaviour developed over 

decades of research. Increasingly the literature indicates the need for early intervention and there is a 

growing body of research that supports an Ψideation-to-actionΩ framework. A better understanding of 

the contributors to suicidal ideation are particularly poignant for serving and former members 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 psychological 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 

ŜȄŜǊŎƛǎŜŘ ƛƴ ǊŜƎŀǊŘ ǘƻ ŀ ΨŎƘŜŎƪƭƛǎǘΩ ŀǇǇǊƻŀŎƘ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ ²ƘƛƭŜ ƴǳƳŜǊƻǳǎ ŦŀŎǘƻǊǎ ƘŀǾŜ ōŜŜƴ 

identified (e.g. mental disorder, adverse childhood experiences, isolation, drug and alcohol misuse), 

ǘƘŜ ŎƻƴǎǘŜƭƭŀǘƛƻƴǎ ƻŦ ŦŀŎǘƻǊǎ ŀƴŘ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ ǾǳƭƴŜǊŀōƛƭƛǘȅ ƛƴŎǊŜŀǎŜ ŎƻƳǇƭŜȄƛǘȅΦ ¢ƘŜ Ǌƛǎƪ 

factors ŀǊŜ ƻŦǘŜƴ ŘŜǎŎǊƛōŜŘ ŀǎ ΨŘƛǎǘŀƭΩΣ ŦŀŎǘƻǊǎ ǘƘŀǘ ƳƛƎƘǘ ǇǊŜŘƛǎǇƻǎŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǘƻ ǊƛǎƪΣ ŀƴŘ 

ΨǇǊƻȄƛƳŀƭΩ, factors or stressors that may persuade an individual to consider suicide as a solution. For 

serving and former ADF personnel, the training, sometimes perilous working environments, solidarity 

within ranks, and career pathways add distinctive complexity to an understanding of risk and support 

(both in-service, and after discharge) and these are discussed at length in Section 4.  

tǊƻǘŜŎǘƛǾŜ ŦŀŎǘƻǊǎ ōƻƭǎǘŜǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎŀǇŀŎƛǘȅ ǘƻ ŦƛƴŘ ŀƭǘŜǊƴŀǘŜ ǎƻƭǳǘƛƻƴǎ ǘƻ ǇǊƻōƭŜƳǎ ƻǊ 

challenging circumstances. These factors 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 and are also, 

complex. These are discussed in Section 5.  

The Ψlived experienceΩ provides 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, 

enculturation, 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 examined. Findings 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 to organisational 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 state based 
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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 responding to suicide are outlined in Sections 9 and 10, 

including processes in emergency departments (ED), response protocols and practice guidelines.  

Part 2 of the review pertains specifically to suicide and self-harm in military organisations overseas 

and the ADF. 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 discussion of emerging neuro-scientific and 

information technology research 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 former ADF population are slightly higher. These statistics vary over time (and age-groups) but 

these trends are consistent. Key findings in the literature indicate cultural barriers to help-seeking, 

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 factors. Response to suicide in the military has been widely discussed in the literature, 

however many suicide prevention programs have been reported as having little 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.g. resilience training) and educational (e.g. de-stigmatising of mental health issues), 

ŀƴŘ ǘƘŜǎŜ ŀǳƎǳǊ ǘƻǿŀǊŘǎ ƳƻǊŜ ǇǊƻǘŜŎǘƛǾŜ ŜƴǾƛǊƻƴƳŜƴǘǎΦ {ƻƳŜ ΨƎŜƴŜǊƛŎΩ suicide prevention programs 

have not been rigorously evaluated and their impact remains unknown. Section 11 examines this data. 

Section 12 examines self-harm in the ADF. The data is however, equivocal. Nevertheless, the military 

literature identifies social isolation as a key contributor. Uncertainty in major career transition points, 

interpersonal instability and a lack of social contacts appear to be predictors of self-harm in military 

personnel, and mirror the risk factors associated with suicide ideation, attempts and deaths.  

Responding to suicide and self-harm risk in the military is complex, and while much 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 modifiable. 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 

ƛǎ ƭƛǘǘƭŜ ǎǳǇǇƻǊǘ όƻǊ ŜǾƛŘŜƴŎŜ ƻŦ ŜŦŦƛŎŀŎȅύ ŦƻǊ ΨƻŦŦ-the-ǎƘŜƭŦΩ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴtion training, however some 

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 wellbeing 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 identified as a major concern and potentially a 

point of positive intervention. The return to civilian life involves a sense of loss, removal of financial 

security, changes in social connection and the loss of identity. Section 13 describes several of these 

programs and models. 

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

screening tools and risk assessment tools. While these can contribute to an understanding of an 

ƛƴŘƛǾƛŘǳŀƭΩǎ ǊƛǎƪΣ ǘƘŜ ŜŦŦƛŎŀŎȅ ƻŦ ǎŎǊŜŜƴƛƴƎ ŀƴŘ ŀǎǎŜǎǎƳŜƴǘ ƛǎ ǳƴŎƭŜŀǊ ǇŀǊǘƛŎǳƭŀǊƭȅ ǿƛǘƘƛƴ Ƴƛƭitary 

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 bibliography of relevant literature is 

provided for the reader. 
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100 Key Points 

Part 1 

Section 2 Introduction and Suicide and Intentional Self Harm  

¶ Suicide is a complex phenomenon, and is a response to overwhelming conditions, both personal 

and contextual. 

¶ Suicide prevention and self-harm 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. 

¶ Suicide rates 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. 

¶ Self-harm should be considered a distinct behaviour separate from suicide, though the two may 

co-occur. 

¶ Stigma can be reinforced, often unintentionally, through language and thus acts as a barrier to 

prevention and help seeking behaviours 

Section 3 Pathways to Suicide and Self Harm 

¶ The phenomenon of suicide has been studied for over a century, and in such time a number of 

explanatory models have been advanced 

¶ 5ŜǎǇƛǘŜ ǘƘŜ ŀƳƻǳƴǘ ƻŦ ǊŜǎŜŀǊŎƘ ŎƻƴŘǳŎǘŜŘΣ ǎǳƛŎƛŘŜ ǊŜǎŜŀǊŎƘ ƛǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ƛƴ ŀ ΨǇǊŜ-

ǇŀǊŀŘƛƎƳ ǇƘŀǎŜΩ 

¶ Risk factors for suicide can be related to individual, social and contextual variables, for which 

ǘƘŜǊŜ ƛǎ ƴƻ ŎƭŜŀǊ ΨŎƘŜŎƪ ƭƛǎǘΩ ǘƻ ŘŜǘŜǊƳƛƴŜ ǿƘŜǘƘŜǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ƛǎ ƭƛƪŜƭȅ ǘƻ ŘƛŜ ōȅ ǎǳƛŎƛŘŜ 

¶ At present, an ideation-to-action framework may present an emerging paradigm that can explain 

the progression from consideration of suicide (based on an accumulation of risk factors) to the 

behaviour of suicide 

Section 4 An Analysis of Risk Factors 

¶ Risk factors are important for the development of suicide prevention strategies; however, the 

relative strength of a risk factor is 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 50-year meta-analysis, researchers found that papers investigating risk factors were 

not significantly better than chance at predicting suicide. 

¶ Risk factors which may pre-dispose an individual to suicidal or self-harm behaviours include: 

mental illness; stigma; adverse childhood experiences and adverse life events; the trauma that 

comes with 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 suicidal ideation and suicidal behaviours 
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Section 5 An Analysis of Protective Factors 

¶ Analogous to risk factor research, few studies can identify strong protective factors regarding 

suicide and self-harm 

¶ A broader understanding of mental wellbeing, resilience and social connection affords stronger 

evidence of protective factors which are relevant to suicide and self-harm 

¶ 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 from military 

deployment, with fewer symptoms being reported when social support is high 

¶ Resilience plays a key role in maintaining mental wellbeing, particularly in response to adverse 

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 function, vital to our capacity to survive 

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

health care 

¶ Quality care involves an integrated system with cross-sector health professions working together 

to deliver care in a non-stigmatised 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 as 24-hour crisis care, assertive outreach, 7-

day follow up front line clinical staff training have been shown to reduce suicide rates 

Section 6 The Lived Experience of the General Population 

¶ 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 suicide behaviour 

¶ 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 strong risk factor 

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

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 

Section 7 Suicide and Self Harm in the Workplace 

¶ The workplace is often the last place where there is sustained contact with someone who has 

died by suicide 

¶ There is a link between workplace settings and increased rates of suicide including: access to 

lethal weapons; occupations involving high stress environments; and where men or women are 

working in non-traditional occupations 
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¶ {ƻƳŜ ƻŎŎǳǇŀǘƛƻƴǎΣ ǎǳŎƘ ŀǎ ǘƘŜ ƳƛƭƛǘŀǊȅΣ Ƴŀȅ ƭŜŀƴ ǘƻǿŀǊŘ ŀ ΨƘŜŀƭǘƘȅ ǿƻǊƪŜǊ ŜŦŦŜŎǘΩ ǿƘŜǊŜōȅ ǘƘƻǎŜ 

employed go 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 8 Suicide Prevention Strategies 

¶ There has been an increase in the development and publication of suicide prevention strategies 

¶ 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 

¶ In a study of 41 suicide prevention strategies, the three most 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 

¶ There are difficulties in evaluating suicide prevention 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 

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

connectedness 

¶ Multi-level prevention programs focus on both those at the lower risk spectrum, to those who 

may be considered high risk for suicidal behaviour 

Section 9 National and International Suicide Prevention Frameworks 

¶ The World Health Organisation stipulates that there is no excuse for a country or jurisdiction to 

not have developed and implemented its own suicide prevention strategy and framework 

¶ Several countries have established frameworks, however, most notably Canada does not yet have 

a national suicide prevention framework 

¶ !ǳǎǘǊŀƭƛŀΩǎ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŦǊŀƳŜǿƻǊƪ ƛǎ ǘƘŜ [ƛǾƛƴƎ ƛǎ ŦƻǊ 9ǾŜǊȅƻƴŜ ό[LC9ύ CǊŀƳŜǿƻǊƪ 

¶ LIFE incorporates 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 

¶ Suicide prevention frameworks are only effective when they are implemented completely, rather 

than in a fragmented way 

Section 10 Assessing Suicide Risk 

¶ Assessing suicide risk using standardised measurement is complex 

¶ Several screening tools have been developed for various professional health services 

¶ 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 of suicide risk 

¶ 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, particularly as 

suicide risk is greatest 30 days after discharge from hospital  

Section 11 Responding to Suicide and Self Harm 

¶ Postvention is the active response and support provided to an individual after attempting suicide, 

and to those close to someone who has died 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 bereaved by suicide 

¶ 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 of digital 

interventions is required 

Part 2 

Section 12 Suicide in the ADF and Other Military Populations 

¶ The suicide rate amongst US military populations have increased significantly since the early part 

of this century 

¶ Suicide rates among ADF personnel have not followed this trend but remain constant  

¶ Between 2001 and 2014 292 ADF personnel died by suicide, comprising of 142 ex-serving 

personnel, 84 full time serving personnel and 66 reservists 

¶ For those aged 18-24 in the ADF, the suicide rate is significantly higher when compared with the 

general population 

¶ Risk factors for suicide, much like the general population, are many and complex, however 

homelessness in ex-serving personnel is a major concern 

¶ Co-morbidity of homelessness, mental illness, and drug and alcohol abuse 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 guilt and 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 consequence of this culture, personnel may feel the need to show no signs of weakness, 

which can prevent help-seeking in response to mental illness 

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

Section 13 Self Harm in the ADF and Other Military Populations 

¶ There is considerable variability in rates of self-harm in military and veteran populations 

worldwide 

¶ Social connections and support may be protective factors preventing self-harm 



 

  18 of 137 
 

¶ Self-harming behaviours not only affect the individual, but also those around them, suggesting 

support for families is also important 

¶ Family members of Australian Vietnam veterans have been shown to have a higher risk of suicidal 

ideation, planning and attempts 

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

¶ Suicide prevention programs and their effectiveness within military populations is lacking 

evidence 

¶ ΨhŦŦ ǘƘŜ ǎƘŜƭŦΩ ǇǊƻƎǊŀƳǎ Ƴŀȅ ƴƻǘ ŀŘŘǊŜǎǎ ǘƘŜ ŎƻƳǇƭŜȄƛǘȅ ƻŦ ǎǳƛŎƛŘŀƭ ƛŘŜŀǘƛƻƴ ŀƴŘ ōŜƘŀviour in 

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 ADF is a critical time to provide high quality prevention and 

intervention strategies 

¶ Returning to civilian life can be a difficult process as an individual must construct a new identity 

outside of the defence force 

¶ Adding to this pressure is the need to find further employment and maintain family relationships 

which may have been strained through their time in the Defence Force 

¶ Incidence of mental illness and alcohol and other drug abuse may make the transition process 

more difficult 

¶ ¢ƘŜ Ψ¢ƘǊƛǾƛƴƎ ¢Ǌŀƴǎƛǘƛƻƴ /ȅŎƭŜΩ ƻŦŦŜǊǎ ŀ ƳƻŘŜƭ ǘƻ ƛŘŜƴǘƛŦȅ ǿƘŜǊŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭ Ƴŀȅ ōŜ ƛƴ ǘƘŜ 

process of transitioning into civilian life and what can be done to support them through the 

experience 

¶ Several programs have been initiated within the ADF to address resilience, mental wellbeing, and 

military culture regarding mental health including BattleSMART, the Keep Your Mates Safe 

Suicide Prevention Training, ASIST Gatekeeper Training and Suicide Risk Assessment Training 

¶ Evidence for the effectiveness of these programs is lacking 

Section 15 Risk Assessment and Screening 

¶ Suicide risk screening within military populations is common practice worldwide 

¶ Evidence for the effectiveness of such screening tools varies, and often mirrors that of evidence 

related to the general population 

¶ The ADF 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 Psychological Screening 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 

¶ Risk assessment is most effective when it is properly resourced (e.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 16 Emerging Technologies and Innovation 

¶ 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. 

¶ Early studies on deployment effects on neurological functioning found that those deployed to the 

Iraq war showed signs of decreased levels of sustained attention, verbal learning and visuo-

spatial memory upon return from overseas. 

¶ 9ǾƛŘŜƴŎŜ ǎǳƎƎŜǎǘǎ ΨǇǊŜ-ǘǊŀǳƳŀǘƛŎ ŜȄǇŜǊƛŜƴŎŜǎΩ Ŏŀƴ ŀŦŦŜŎǘ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǉƻǎǘ-deployment 

experience. 

¶ Development in neuro-science 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. 

¶ Digital technologies present another area of innovation which includes the development and use 

of online and mobile technologies to promote self-agency, mental wellbeing, prevent suicide, 

monitor emotional states, intervene in a crisis and provide postvention support to individuals 

¶ 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 Reference outlined for the Review of Suicide and Self Harm Prevention for current 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 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 they might be 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 members utilise services provided by other parts of 

government, ex-service organisations, the private sector or non-government organisations 

1.1 Purpose of the Literature Review 

The purpose of this literature review is three-fold: 

¶ to identify the prevalence of self-harm, suicidal ideation and suicidal behaviour in general, in 

the Australian Defence Force (ADF) and International military populations;  

¶ to gather information on suicide prevention and evidence based best practice in regard to 

ADF and International Military personnel; and  

¶ 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 literature in suicide, and in particular as it affects 

serving populations and ex-serving populations of the Australian Defence Force. For the purposes of 

this report, this will include veterans, non-deployed ex-service personnel, serving populations, 

peacekeepers, reservists, 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 veterans, non-deployed ex-service 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: 

¶ health literature databases such as Cochrane, Medline, Cinahl, Embase, Healthstar, PubMed 

electronic databases; 

¶ General databases such as ProQuest, Ingenta, Jstor electronic, the NCVER database (VOCED) 

and Google Scholar; 

¶ Internet search engines; 
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¶ Internet sites of relevant State and Federal authorities in Australia;  

¶ Materials provided by relevant State and Federal authorities in Australia; 

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

and 

¶ References lists from articles contained 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 

Populations Categories Intervention Forms Focus Categories 

Veteran Individual Self-harm 

Peacekeeper Family Suicide 

Defence Community  Suicide ideation 

Spouse Prevention Suicidal behaviours 

Family Suicide Suicidal thoughts 

Friend Mental health NSSI 

Service personnel Post-vention  DSH 

Reservist Neuro-biology and suicide 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 

ǊŜŀŘŜǊΩǎ ŀǘǘŜƴǘƛƻƴ ƘŜǊŜ ǊŀǘƘŜǊ ǘƘŀƴ ǿƛǘƘƛƴ ǘƘŜ Ƴŀƛƴ ōƻŘȅ ƻŦ ǘƘŜ ǊŜǇƻǊǘΦ [ƛƳƛǘŀǘƛƻƴǎ ǇŜǊǘŀƛƴ ǘƻ ǘƘŜ 

correctness and completeness of suicide rate data, the rigour with 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 considered 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). Similarly, while 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. 

CǳǊǘƘŜǊƳƻǊŜΣ ƛƴ ±ƻƭǳƳŜ н ƻŦ ǘƘŜ baI/Ωǎ wŜǾƛŜǿ ƻŦ aŜƴǘŀƭ Iealth Programmes and Services (2014) 

the following areas and key statistics remain problematic and/or missing, with questions remaining 

over the rigour of suicide data in Australia: 

¶ accurate numbers of deaths by suicide or suicide attempts; 

¶ numbers of people presenting to emergency departments with suicidal thinking, plans or 

attempts; 

¶ types of support accessed by, or offered to people, with suicidal thinking or behaviours; 
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¶ types of support which people find helpful in preventing suicidal thinking or behaviour, or in 

the aftermath of an attempt; 

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

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

Evaluation of suicide prevention strategies 

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 rigour and 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 highlighted by 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 requirement for large sample sizes; 

ƭƛƳƛǘŜŘ ŀōƛƭƛǘȅ ǘƻ ƎŜƴŜǊŀƭƛǎŜ ōŜȅƻƴŘ ǘƘŜ ǎŀƳǇƭŜΤ ƛƴŎƻƴǎƛǎǘŜƴŎȅ ƻŦ ǿƘŀǘ ƛǎ ŘŜŜƳŜŘ ΨǘǊŜŀǘƳŜƴǘ ŀǎ ǳǎǳŀƭΩΤ 

and lack of consistency concerning definitions of outcomes. 

Variations in research methodology 

More recently, a major meta-analysis of suicide 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 in the 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 traumatic brain injury 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 meta-analyses. In a recent critique of 

the explosion in these two forms of peer review publication (Ioannidis (2016), Ioannidis 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 need to be careful 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)  

¶ poor methodology. 

{ƻ ŦŀǊ ŦǊƻƳ ǘƘŜǎŜ ōŜƛƴƎ ǘƘŜ ΨƎƻƭŘ ǎǘŀƴŘŀǊŘΩ ƻŦ ǊŜǎŜŀǊŎƘΣ LƻŀƴƴƛŘƛǎ ŀǊƎǳŜǎ ǘƘŀǘ ŦŜǿ systematic reviews 

and meta-ŀƴŀƭȅǎŜǎ άŀǊŜ ōƻǘƘ ƴƻƴ-ƳƛǎƭŜŀŘƛƴƎ ŀƴŘ ǳǎŜŦǳƭέ (Ioannidis 2016, p. 485).  

He is not alone in this view. Gilbert et al. (2010) argue that in healthcare decision-ƳŀƪƛƴƎΣ ΨŘŀǘŀΩ Ƴǳǎǘ 

ōŜ ƛƴǘŜƎǊŀǘŜŘ ǿƛǘƘ ŜȄǇŜǊǘ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ŎƻƴǘŜȄǘΦ ¢ƘŜ άExpert-ōŀǎŜŘ /ƻƻǇŜǊŀǘƛǾŜ !ƴŀƭȅǎƛǎέ ό9ō/!ύΣ 

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 complicated due 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 Iraq war will be unique, and distinguishable to that 

of an Australian veteran of the Vietnam 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. International 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 self-harm are significant public health issues and both have considerable 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 and self-harm is applied. Table 2 provides 

guidance on appropriate language. 

TABLE 2  APPROPRIATE SUICIDE TERMINOLOGY (BEATON ET AL. 2013) 

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 Non-fatal 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 population (Part 

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 within the ADF, along with key recommendations. 

The Review also includes a summary of systematic and meta analyses of risk and protective factors 

and assessment tools. Key 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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PART 1 

2. Suicide and Intentional Self Harm  

2.1 Introduction - What Do We Mean by Suicide and Self-harm 

{ǳƛŎƛŘŜ ƛǎ ŀ ŎƻƳǇƭŜȄ ǇǊƻōƭŜƳ ŀƴŘ ŎŀǊŜŦǳƭƭȅ ŘŜǎŎǊƛōŜŘ ŀǎ ΨΧ ŀ ŎƻƴǎŎƛƻǳǎ ŀŎǘ ƻŦ ǎŜƭŦ-induced annihilation, 

best understood as a multidimensional malaise in a needful individual who defines an issue for which 

the suicide is perceived as the best soƭǳǘƛƻƴΩ ό[ŜŜƴŀŀǊǎ мфффΣ ǇΦмррύΦ !ŘŘŜŘ ǘƻ ǘƘƛǎ ƛǎ ǘƘŜ ƛƳǇƻǊǘŀƴǘ 

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 conditions, both 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, however early intervention and prevention ought to be prioritised above crisis management. 

Suicide prevention and self-harm mitigation is an emerging global public health priority (Aleman and 

Denys 2014; WHO 2014). It is a phenomenon that is preventable and should be addressed by every 

government and civil society (WHO 2012). Public health professionals, clinicians and scientists will play 

key roles in suicide and self-harm prevention (Aleman and Denys 2014). 

2.2 Prevalence 

Global Prevalence 

Suicide is a major health problem 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 is even more common 

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 suicide are a 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 past 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 governmental policy, conflict and economic 

instability (Stuckler and Basu 2013). In Australia, the lowest rate of suicide was recorded during the 

period of the Second World War ς a period when the nation faced its greatest threat ς while the 

highest rates (age standardised death rate - ASDR) were during the period of the Great Depression 

(Doessel et al. 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) investigated suicide rates between 2000 and 2007, compared with the 

suicide rate trend post-2008 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 middle-aged men, and those countries that 

experienced higher levels of job loss and unemployment. Similar effects of unemployment were 



 

  25 of 137 
 

ƻōǎŜǊǾŜŘ ƛƴ WŀǇŀƴ ŘǳǊƛƴƎ ǘƘŜ Ψƭƻǎǘ ŘŜŎŀŘŜΩ ƻŦ ǘƘŜ мффлǎ ǿƘŜǊŜ ŜŎƻƴƻƳƛŎ ōǳǊŘŜƴ ŀƴŘ ƘƛƎƘ ƭŜǾŜƭǎ ƻŦ 

unemployment and/or insecure employment saw strong correlations with increased suicide rates 

(Chen et al. 2012). As can be seen in Figure 1, suicide rates 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 

ŦƭŜȄƛōƭŜ ŀƴŘ ǳƴǎǘŀōƭŜ ǘŜǊƳǎ ŀƴŘ ŎƻƴŘƛǘƛƻƴǎ όΨprecarious employmentΨύ ƘŀǾŜ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘǎ ƻƴ ƘŜŀƭǘƘ 

generally and mental wellbeing in particular (Kim and von 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% (OECD 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 associated with austerity measures in Greece post-

2010 (Rachiotis et al. 2015) and Ireland post-2008 (Corcoran et al. 2015). 

FIGURE 1 AGE STANDARDISED DEATH RATE FOR INTENTIONAL SELF-HARM OVER TIME BY COUNTRY (WHO MORTALITY DATABASE) 

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) 20161). Recent indicators show an escalation 

in suicide and data continue to show trends of between 5% 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 responsible for the greatest number of potential years of life lost. Suicide is now the second 

                                                      

 

1
 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 aged 45-54, 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 2006-2015 (2,476 additional deaths) can be attributed to suicide and falls ς 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. 

FIGURE 2 NUMBER OF SUICIDES OVER TIME IN AUSTRALIA (AUSTRALIAN BUREAU OF STATISTICS) 

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 are separated out, as can be seen in 

Figure 3, with males older than 85 showing increased levels of suicide. 
The ASDR for suicide from 2011-2015 in each state and territory of Australia is shown in Figure 4 

(3303.0 - Causes of Death, Australia, 2015). The Northern Territory has the highest ASDR for suicide 

whilst the suicide rate is lowest for the ACT. 
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FIGURE 3 AGE-SPECIFIC SUICIDES BY GENDER AND AGE GROUP (AUSTRALIAN BUREAU OF STATISTICS) 

FIGURE 4 AGE STANDARDISED DEATH RATE DUE TO SUICIDE BY STATE (AUSTRALIAN BUREAU OF STATISTICS) 

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 selfπharm (AIHW 2009). This data is 

difficult to aggregate (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 thoughts2 at some 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 

behaviour in the previous 12 months (Dunt 2009; Fairweather-Schmidt 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; Nock et al. 2008), 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 important 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 uncertainty within a transition 

(Knox et al. 2010). 

2.4 Intentional Self-Harm 

What we know about self-harm 

There is a growing body of literature regarding intentional self-harm and suicidal behaviour. Although 

there are links between the two behaviours, it is important that they are not viewed on a linear scale. 

Intentional self-harm is deliberate injury of body tissue without suicidal intent. While there has been 

significant literature about risk factors for self-harming (e.g. Gratz 2003; Skegg 2005; Taliaferro and 

Muehlenkamp 2015), less has been said about their function and the consequent barriers to help-

seeking). Klonsky (2007) describes seven functions of self-harm and indicators of associated pathways 

(Table 7). 

TABLE 3  FUNCTIONS OF DELIBERATE SELF-HARM (KLONSKY 2007) 

 Function Explanation 

1 Affect-regulation To alleviate negative affect / arousal 

2 Anti-dissociation ¢ƻ ŜƴŘ όǘƻ ΨƎǊƻǳƴŘΩύ ǘƘŜ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŘƛǎǎƻŎƛŀǘƛƻƴ 

3 Anti-suicide To replace, compromise, avoid the impulse to suicide 

4 Interpersonal-influence To seek help from or manipulate others 

5 Interpersonal boundaries To assert autonomy 

6 Self-punishment To derogate or express anger towards oneself 

7 Sensation-seeking To generate exhilaration or excitement 

There is also evidence of self-harm in clinical (particularly those with borderline personality 

disorder/history of childhood maltreatment/neglect) and non-clinical populations. In fact, it is a 

pervasive and elusive phenomenon that resists simplistic explanation and checklists of risk factors. 

The seven functions of self-harm are described below. 

1.  Affect-regulation is 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 learned poor coping skills, or who are less able to manage their affect, may turn to 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, affect-regulation 

strategy. The emotional pain, the distressing images or memories, and the internal 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-dissociation occurs when 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 (Gunderson 2009). 

The numbed-out state is both psychological and physiological and to break out of this condition 

requires an interruption (Ewing 2016). Self-harm, in this context, is a way to interrupt the dissociation 

(to ground the individual back in the present), and 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 dissociation 

(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-suicide in this context is a compromise with the desire to suicide. Urges to suicide are 

transient (linked to situations), and best understood as a multi-dimensional malaise in a needful 

individual who defines an issue for which the suicide is perceived as the best solution (Shneidman 

1993). In this context, self-harm can be seen as a compromise 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 self-harm (Hawton et al. 2003; Robinson et al. 2013; Plener et al. 2015) 

demonstrates that a large proportion of the population remain poorly informed regarding suicide risk. 

They are unable to talk about suicide or suicidality and cannot read-the-signs of someone who is 

suicidal and trying to communicate their sense of hopelessness. It is no surprise that help-seeking is a 

vague and stigmatised process and stigma surrounding suicide and help-seeking remains a pervasive 

barrier (Fliege et al. 2009). There is a need for broader discussion of the trajectories towards suicide 

and self-harm. Solutions will flow from a wider acceptance of mental health as a community 

responsibility. 

4. Interpersonal-influence ƛǎ ŀƴ ƻŦǘŜƴ ŘŜǎŎǊƛōŜŘ ƛƴ ǘƘŜ ǇƻǇǳƭŀǊ ƳŜŘƛŀ ŀǎ ŀ ΨŎǊȅ ŦƻǊ ƘŜƭǇΩ ƻǊ ŀǎ 

attention seeking. The manipulation of others in the environment is sometimes a functional 

component of self-harm. 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. Those who self-harm may or may not be aware of the reinforcement of the 

behaviour provided by those who respond. Help-seeking in this context is problematic with those 

needing the most support expected to be the least likely to seek support (Galdas et al. 2005; Jones et 

al. 2013). Logically there is a need to de-stigmatise help-seeking and increase awareness amongst all 

professionals. 

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

ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘ ŦƻǊ ǎŜŎǳǊŜ ƭƛnks to a significant other in their lives in order that they individuate 

successfully (to assert their own identity). Those that lack a normal sense of self may self-harm to 

affirm the distinction between themselves and others and their (constructed) identity. The barriers to 

help-seeking here are self-evident, as the affirmation of the constructed identity works against the 

acceptance of support.  Researchers agree that a strong self-concept is important to behaviour, and 

cognitive and emotional outcomes (Hines 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 help-seeking behaviour (Jones et al. 2013).  

6. Self-punishment is the self-loathing experienced by some individuals, expressed through self-

harm. This self-directed anger has the impact of assuaging the unbearable pain of self-derogation and 

can be comforting (Klonsky 2007). Self-hatred and the internal rules that have been constructed 



 

  30 of 137 
 

around the coping behaviour often lead to self-punishment; 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 of the most pervasive barriers to help-ǎŜŜƪƛƴƎ ƛǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ όŦŀƭǎŜύ ǇŜǊŎŜǇǘƛƻƴ 

ǘƘŀǘ ǘƘŜȅ ŀǊŜ ŎƻǇƛƴƎ ŀƴŘ ŘƻƴΩǘ ƴŜŜŘ ƘŜƭǇ όŀƳōƛǾŀƭŜƴŎŜύΦ CǳǊǘƘŜǊΣ ŀƴȅ ǎǳƎƎŜǎǘƛƻƴ ǘƘŀǘ ǘƘŜȅ ŀǊŜ ƴƻǘ 

coping is resented. Fierce independence, forged from the dysfunctional (albeit effective) coping 

activities. Fears that others would not take them seriously or would fail to understand why they were 

self-harming, contribute to this reluctance to seek out assistance. 

7. Sensation-seeking involves the addictive adrenalin rush of a thrill-seeking activity, in the sense 

ǘƘŀǘ Ƴŀƴȅ ΨŎƘŀǎŜ ǘƘŜ ǊǳǎƘΩΦ CƻǊ ǎƻƳŜ ƛƴŘƛǾƛŘǳŀƭǎΣ ǘƘŜ ƎŜƴŜǊŀǘƛƻƴ ƻŦ ŜȄŎƛǘŜƳŜƴǘ ƻǊ ŜȄƘƛƭŀǊŀǘƛƻƴ Ŏŀƴ ōŜ 

derived from self-harming behaviour. It is habitual dysfunction and edgy, but represents a significant 

ŦǳƴŎǘƛƻƴŀƭ ŘǊƛǾŜǊ όbƛȄƻƴ Ŝǘ ŀƭΦ нллнύΦ ¢Ƙƛǎ Ŏŀƴ ōŜŎƻƳŜ ΨŎƻƴǘŀƎƛƻǳǎΩ ŀƳƻƴƎǎǘ ǘƘƻǎŜ ǎŜŜƪƛƴƎ ǘƻ ōŜ ǇŀǊǘ ƻŦ 

the group, but persistent self-harm often reflects the deep insecurities and distress (Owens et al. 

2002). The underlying causes are often overlooked when sensation-seeking 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 self-harming behaviours within peer groups is another 

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

Issues for Self-Harm 

Like suicide, the factors that influence self-harming behaviour are complex, and the current literature 

varies significantly between sources. Furthermore, definitions concerning self-harm are continually 

under debate, with non-suicidal self-harm recently being introduced into the DSM V garnering 

proponents for and against the addition (Plener et al. 2015).  

In a systematic review of longitudinal research into NSSI and DSH Plenar (2015) and colleagues found 

that self-harming behaviours peaked around the age of 16 and then declined, with prevalence rates 

much lower in adulthood when compared with adolescents. Fliege et al. (2009) conducted an 

extensive systematic review on risk factors for deliberate self-harm and found that being female, 

having negative childhood experiences and being diagnosed with some form of psychopathology were 

all potential risk factors for self-harm. However, 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 self-harm and suicide is equally complex, however it is accepted that those who self-

harm are at a significantly higher risk of attempting suicide (Hawton et al. 2003). The most significant 

predictors of suicide after an episode of self-harm according to a meta-analysis by Chan et al. (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 self-harm, however 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 15-44, suicide is the leading cause of death, followed by accidental poisonings 

(including drug overdoses) and land transport accidents. Other forms of sudden death are also 

prominent such as hanging/asphyxiation. Within these classifications there is likely to be a significant 

number of intentional self-harm deaths (Austin et al. 2012; Large and Nielssen 2009; Tøllefsen et al. 

2012). It is generally accepted that the official number of suicides is some 20-30% below the actual 

number due to stigma, problems with data collection and the legal variations across jurisdictions (De 

Leo et al. 2010; Tøllefsen et al. 2012). 
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TABLE 4  SELECTED EXTERNAL CAUSES OF DEATH, MECHANISM BY INTENT, AUSTRALIA (ABS) 

Mechanism of death Accidental 
death 

Intentional 
self-harm 

Assault Undetermined 
intent 

Other 
intent 

Total 

Poisonings 1,224 628 1 117 0 1,970 

Hanging 172 1,611 10 27 0 1,820 

Drowning and submersion 186 53 0 22 0 261 

Firearms 3 178 31 18 0 230 

Contact with sharp object 4 80 96 7 0 187 

Falls 2,301 134 0 11 0 2,446 

Other 2,570 180 98 78 222 3,148 

Total 6,460 2,864 236 280 222 9,840 

 

Underestimation of suicide rates has also been observed in international jurisdictions. In a large-scale 

study of undetermined injury deaths in Canada between 1991 and 2001, it was 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 observations have 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 

¶ Suicide is a complex phenomenon, and is a response to overwhelming conditions, both personal 

and contextual. 

¶ Suicide prevention and self-harm 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. 

¶ Suicide rates 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. 

¶ Self-harm should be considered a distinct behaviour separate from suicide, though the two may 

co-occur. 

¶ 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  

{ǳƛŎƛŘŜ ƛǎ ŀ ǳƴƛǉǳŜƭȅ ƘǳƳŀƴ ŜȄǇŜǊƛŜƴŎŜΣ ŀ ΨŘŀǊƪ ŘƻƳŀƛƴΩ ƻŦ ǘƘŜ ƘǳƳŀƴ ŎƻƴŘƛǘƛƻƴ ό¢ŀǘȊ нлмсύΦ Lǘ ƛǎ ƭƛǘǘƭŜ 

surprise then that theories to explain the phenomena have been generated over a long period and 

from many perspectives.  

Franklin et al. provide a succinct summary of the models of suicide. They include: 

¶ The biological (e.g., Oquendo et al. 2014) 

¶ The sociological approaches (e.g., Durkheim 1897), and  

¶ The psychological theories that conceptualise suicide as a phenomenon related to the following: 

psychache (Shneidman 1993); escape from aversive self-awareness (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-

ǎǘǊŜǎǎ ƳƻŘŜƭǎ όŜΦƎΦΣ aŀƴƴ Ŝǘ ŀƭΦ мфффΤ hΩ/ƻƴƴƻǊ нлммΤ ²ŜƴȊŜƭ ŀƴŘ .ŜŎƪ нллуύΤ ŀƴŘ άƛŘŜŀǘƛƻƴ ǘƻ 

ŀŎǘƛƻƴέ ŦǊŀƳŜǿƻǊƪǎ όbƻŎƪ Ŝǘ ŀƭΦ нлмсύΦ   

These three approaches are clearly 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 18th century German writer van Goethe insisted suicide is part of human nature, while others like 

20th ŎŜƴǘǳǊȅ CǊŜƴŎƘ Ŝǎǎŀȅƛǎǘ !ƭōŜǊǘ /ŀƳǳǎ ǎŜŜ ƛǘ ΨǘƘŜ ƻƴƭȅ ǊŜŀƭƭȅ ǎŜǊƛƻǳǎ ǇƘƛƭƻǎƻǇƘƛŎŀƭ ǇǊƻōƭŜƳΩΦ  

²Ƙŀǘ ƛǎ ǎƻƳŜǿƘŀǘ ŎƻƴŎŜǊƴƛƴƎ ƛǎ ǘƘŀǘ ŀƭƭ ƻŦ ǘƘŜǎŜ ΨƳƻŘŜƭǎΩ ŀƴŘ ŀǇǇǊƻŀŎƘŜǎ ǊŜƳŀƛƴ ŀŎǘƛvely researched 

and promoted. As Franklin and colleagues (2016) point out, there is no dominant paradigm and the 

ǎǘǳŘȅ ƻŦ ǎǳƛŎƛŘŜ ƛǎ ǎǘƛƭƭ ƛƴ ŀ ΨǇǊŜ-ǇŀǊŀŘƛƎƳ ǇƘŀǎŜΩ ŀŦǘŜǊ ŀƭƳƻǎǘ мрл ȅŜŀǊǎ ƻŦ ǎŜǊƛƻǳǎ ǊŜǎŜŀǊŎƘ. Much of 

the research efforts in suicide prevention, assessment, intervention and treatment have centred on 

identified risk and protective factors.   

3.2 Risk and Protective Factors ς an overview 

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

factors. ¢ƘŜǎŜ Ŏŀƴ ōŜ ŘŜǎŎǊƛōŜŘ ŀǎ ΨŘƛǎǘŀƭΩ ŦŀŎǘƻǊǎ ǘƘŀǘ ƳƛƎƘǘ ǇǊŜŘƛǎǇƻǎŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǘƻ ǊƛǎƪΣ ŀƴŘ 

ΨǇǊƻȄƛƳŀƭΩ ŦŀŎǘƻǊǎ ǘƘŀǘ Ƴŀȅ ǇŜǊǎǳŀŘŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ǘƻ ŎƻƴǎƛŘŜǊ ǎǳƛŎƛŘŜ ŀǎ ŀ ǎƻƭǳǘƛƻƴ όaƻǎŜƛŎƪƛ мффтΤ 

Nock et al. 2008; van Heeringen 2012). Proximal factors are oftŜƴ ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ ΨǿŀǊƴƛƴƎ ǎƛƎƴǎΩ ƛƴ ǘƘŜ 

ƭƛǘŜǊŀǘǳǊŜΦ Lƴ ǘƘƛǎ ǊŜǾƛŜǿΣ ōƻǘƘ ΨǿŀǊƴƛƴƎ ǎƛƎƴǎΩ ŀƴŘ ΨǊƛǎƪ ŦŀŎǘƻǊǎΩ ŀǊŜ ŘƛǎŎǳǎǎŜŘ ŀǎ Ǌƛǎƪ ŦŀŎǘƻǊǎΦ 

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

factors (in publƛŎ ƘŜŀƭǘƘ ǘŜǊƳǎΣ ΨǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎΩύΣ όōύ ǘƘŜ ǇǊŜǎŜƴŎŜ ƻŦ ŀ ŎƭƛƴƛŎŀƭƭȅ ŘƛŀƎƴƻǎŜŘ 

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 increase the level 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 risk is 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 suicide attempt, though this was only 

the case for working-age 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 AND PROTECTIVE FACTORS FOR SUICIDE (DEPARTMENT OF HEALTH AND AGEING) 

 Risk Factors for Suicide Protective Factors for Suicide 

Individual gender (male) gender (female) 

 mental illness or disorder mental health and wellbeing 

 chronic pain or illness good physical health 

 immobility physical ability to move about freely 

 alcohol and other drug problems no alcohol or other drug problems 

 low self-esteem positive sense of self 

 little sense of control of life circumstances ǎŜƴǎŜ ƻŦ ŎƻƴǘǊƻƭ ƻǾŜǊ ƭƛŦŜΩǎ circumstances 

 lack of meaning and purpose in life sense of meaning and purpose in life 

 poor coping skills good coping skills 

 hopelessness positive outlook and attitude to life 

 guilt and shame absence of guilt and shame 

Social abuse and violence physical and emotional security 

 family dispute, conflict and dysfunction family harmony 

 separation and loss supportive and caring parents/family 

 peer rejection supportive social relationships 

 social isolation sense of social connection 

 imprisonment sense of self-determination 

 poor communication skills good communication skills 

 family history of suicide or mental illness no family history of suicide or mental illness 

Contextual neighbourhood violence and crime safe and secure living environment 

 poverty financial security 

 unemployment, economic insecurity employment 

 homelessness safe and affordable housing 

 school failure positive educational experience 

 social or cultural discrimination fair and tolerant community 

 exposure to environmental stressors little exposure to environmental stressors 

 lack of support services access to support services 

Furthermore, job loss and financial difficulties (Coope et al. 2015) and living alone (Buron et al. 2016) 

increase the risk of suicide. 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 Framework 

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 probably limited to a minority of cases and then 

within a psycho-pathological 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 reliance on screening programs based 

ƻƴ ǘƘŜ ŎƻƴǘƛƴǳǳƳ ƻŦ Ǌƛǎƪ Ŏŀƴ ǊŜǎǳƭǘ ƛƴ ŀ άǊŜƳŀǊƪŀōƭŜ ǳƴŘŜǊŜǎǘƛƳŀǘƛƻƴ ƻŦ Ǌƛǎƪέ ŀƴŘ ǿǊƻƴƎƭȅ ǊŜǎǳƭǘ ƛƴ ǘƘŜ 

withdrawal of surveillance and or support (p. 76).   

There is a growing body of research that supports an ideation-to-action framework (Joiner 2005; 

O'Connor 2011) based on a lifetime of accumulated risk. It could be argued that this forms the 

ΨŜƳŜǊƎƛƴƎ ǇŀǊŀŘƛƎƳΩ ƻƴ ǎǳƛŎƛŘŜ ŀƴŘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ  

In differentiating men who thought seriously about suicide and even planned the event, to those that 

ŀǘǘŜƳǇǘŜŘ ǎǳƛŎƛŘŜ όƳƻǾŜŘ ǘƻ ŀŎǘύΣ hΩ/ƻƴƴƻǊ όнлмрύ ƛŘŜƴǘƛŦƛŜŘ ǎƻƳŜ ƪŜȅ ŦŀŎǘƻǊǎ ǘƘŀǘ ƻǾŜǊƭŀȅŜŘ ǘƘŜ 

underlying life-time accumulation of risk. These key tipping points were intimate partner problems, 

cognitive impairment and entrapment. 

Here the 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 augur well for positive 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 (Hines et al. 2013). 

 

Key Points 

¶ The phenomenon of suicide has been studied for over a century, and in such time a number of 

explanatory models have been advanced 

¶ 5ŜǎǇƛǘŜ ǘƘŜ ŀƳƻǳƴǘ ƻŦ ǊŜǎŜŀǊŎƘ ŎƻƴŘǳŎǘŜŘΣ ǎǳƛŎƛŘŜ ǊŜǎŜŀǊŎƘ ƛǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ƛƴ ŀ ΨǇǊŜ-

paradigm ǇƘŀǎŜΩ 

¶ Risk factors for suicide can be related to individual, social and contextual variables, for which 

ǘƘŜǊŜ ƛǎ ƴƻ ŎƭŜŀǊ ΨŎƘŜŎƪ ƭƛǎǘΩ ǘƻ ŘŜǘŜǊƳƛƴŜ ǿƘŜǘƘŜǊ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ƛǎ ƭƛƪŜƭȅ ǘƻ ŘƛŜ ōȅ ǎǳƛŎƛŘŜ 

¶ At present, an ideation-to-action framework may present an emerging 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 component of research into suicide. 

The WHO (2012) has noted: 

ά¢ƘŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ Ǌƛǎƪ ŀƴŘ ǇǊƻǘŜŎǘƛǾŜ ŦŀŎǘƻǊǎ ƛǎ ŀ ƪŜȅ ŎƻƳǇƻƴŜƴǘ ƻŦ ŀ ƴŀǘƛƻƴŀƭ ǎǳƛŎƛŘŜ 

prevention strategy, and can help determine the nature of type of interventions required. Risk 

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

ǇŀǊǘƛŎǳƭŀǊƭȅ ǾǳƭƴŜǊŀōƭŜ ǘƻ ǎǳƛŎƛŘŜΦέ όǇΦ моύ 

The Australian suicide prevention strategy (known as the LiFE Framework, 2007) places a similar 

emphasis on understanding riǎƪ ŀƴŘ ǇǊƻǘŜŎǘƛǾŜ ŦŀŎǘƻǊǎ ŀƴŘ ǘƘŀǘ ŀŎǘƛƻƴ ǘƻ ǇǊŜǾŜƴǘ ǎǳƛŎƛŘŜ άƳǳǎǘ ōŜ 

ƎǊƻǳƴŘŜŘ ƻƴ ǘƘŜ ōŜǎǘ ǇƻǎǎƛōƭŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜǎŜ Ǌƛǎƪ ŦŀŎǘƻǊǎέ ό[ŜŀǊƴƛƴƎǎ ŀōƻǳǘ {ǳƛŎƛŘŜΣ ǇΦ нύΦ   

Knowing the strength or predictive value of a risk factor or group of risk factors is fundamental 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 suicidal thoughts and behaviours, a 

large team of researchers at Harvard, Boston and Vanderbilt universities, conducted a meta-analysis 

of 365 studies from the past 50 years (Franklin et al. 2016). The meta-analysis method is invaluable as 

it can reconcile many of the differences shown in individual studies in terms of the effect size of risk 

(and protective) factors. The meta-analysis reviewed over 4,000 risk/protective factors. The key 

finding from this enormous study is stark: 

άΧ ǘƘŀǘΣ ŀǘ ƭŜŀǎǘ ǿƛǘƘƛƴ ǘƘŜ ƴŀǊǊƻǿ Ƴethodological limits of the existing literature, existing risk 

factors are weak and inaccurate predictors of STBs. Analyses also revealed the following: predictive 

ŀōƛƭƛǘȅ Ƙŀǎ ƴƻǘ ƛƳǇǊƻǾŜŘ ƻǾŜǊ ǘƘŜ Ǉŀǎǘ рл ȅŜŀǊǎ Χέ (p. 27) 

To put this another way, the predictive 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 factors that may 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 generalised one. Nonetheless, there 

is value in examining here some 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 or disorder is a long acknowledged risk factor 

for suicide across all age groups, genders and a wide range of locations (McLean et al. 2008). However, 

it is important to understand that: 

¶ The relationship between mental illness and suicide is not necessarily causal and that not all 

mental illnesses have the same level of suicide risk, 

¶ The vast majority of people who experience a mental illness do not experience or show signs of 

suicidal thoughts or behaviours, and  

¶ A person does not have to have a diagnosable mental illness to have a suicide risk.  

(Mendoza et al. 2010) 

Several diagnoses of mental illness, 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. Between 60-70% of 

people who die by suicide 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 that of the general 

population (Harris et al 1997). Suicide, 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 schizophrenia. It is estimated 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 Schizophrenia). A WHO study found the most common cause of death 

for those with schizophrenia was suicide (Sartorius et al. 1986). Several risk factors for suicide 

amongst those suffering from schizophrenia have been identified: positive symptoms, co-morbidity 

with depression, lack of treatment, downgrading in level of care, chronic illness, a good educational 

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 illness (Fishbain 1999; Fuller-Thomson et al. 2016; Ratcliffe et al. 2008) also 

increases the risk of suicide (Haw and Hawton 2015).  

4.2 Stigma, Mental Illness and Suicide 

Over time stigma toward those experiencing mental illness has reduced, however public stigma is 

often dependent upon the type of illness. 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. Schomerus et al. (2015) 

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 survive a suicide 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 those close 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 unprofessionally and 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 suicide 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 excessively 

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 subsequent suicide attempts. Stigma may also be 

felt by those close to someone who has died by suicide (Peters et al. 2016). 



 

  37 of 137 
 

Beyond the public, health professionals, friends and family, the individual experiencing suicidal 

thoughts may self-stigmatise or internalise the stigma of those around them. Rimkeviciene et al. 

(2015) identified four themes from interviews with suicide attempters concerning personal stigma: 

¶ ƛƴǘŜǊƴŀƭƛǎŜŘ ōŜƭƛŜŦǎ ǘƘŀǘ ǎǳƛŎƛŘŜ ŀǘǘŜƳǇǘǎ ǿŜǊŜ ǎƛƳǇƭȅ ΨŀǘǘŜƴǘƛƻƴ ǎŜŜƪƛƴƎΩ ōŜƘŀǾƛƻǳǊǎ ǇǊŜǾŜƴǘŜŘ 

seeking or accepting treatment, 

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

¶ being perceived as bad or dangerous resulted in self-stigmatic feelings, and  

¶ distance and avoidance was another prominent theme.  

Internalised stigma, or self-stigma, 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 

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

al. 2012) and later life adulthood (Carlier et al. 2016; Sachs-Ericsson et al. 2016). Across the lifecourse, 

ACEs have been found to increase the likelihood of dying by suicide by 2-5 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 in figure 5. 

FIGURE 5 ACES INFLUENCE OVER THE LIFE COURSE (CENTERS FOR DISEASE CONTROL 2016) 

ACEs particularly linked to increased suicide risk include those of a sexual nature, with emotional 

abuse, neglectful parenting and general maltreatment heightening risk of suicide (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 factors for suicide throughout the lifespan. 

The stress-diathesis model has recently been advanced as a clear causal link between ACEs and 

ǎǳƛŎƛŘŜΦ Lƴ ǇŀǊǘƛŎǳƭŀǊΣ ǘƘŜ ƳƻŘŜƭ ǎǘǊŜǎǎŜǎ ǘƘŀǘ ΨǎǳƛŎƛŘŀƭ ōŜƘŀǾƛƻǳǊ ǊŜǎǳƭǘǎ ŦǊƻƳ ǘƘŜ ƛƴǘŜǊŀŎǘƛƻƴ ƻŦ ŀ 

behavioural and biological predisposition to act on self-destructive urges, paired with a stressor or 

ǘǊƛƎƎŜǊ ǎǳŎƘ ŀǎ ŀ ǊŜŎŜƴǘ ƭƛŦŜ ŜǾŜƴǘΩ ό.ǊƻŘƪǎȅ нлмсΣ ǇΦ урύΦ  

Carlier et al (2016) compared in a cross sectional study, suicidal and non-suicidal clients with mood, 

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

or more mood disorders, multiple diagnoses, worse functional capacity, more self-harm and greater 

childhood abuse and neglect. Consequently, they recommend routine screening and 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 deployment. Results 

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 factors that 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, occǳǇŀǘƛƻƴ ŀƴŘ ƛƴŎƻƳŜύ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭ ƻǊ ŎƻƳƳǳƴƛǘȅΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ 

suicidal behaviour (Hollingshead and Redlich 1958; Langner and Michael 1963). It is increasingly clear 

that levels of mental distress among communities need to be understood less in terms of individual 

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). Disadvantage starts before birth and accumulates throughout life. 

(WHO 2014).  

²Ƙŀǘ ǘƘŜ ƳƻǊŜ ǊŜŎŜƴǘ ǊŜǎŜŀǊŎƘ ŜƳǇƘŀǎƛǎŜǎ ƛǎ ǘƘŀǘ ƛǘΩǎ ƴƻǘ ǇƻǾŜǊǘȅ ǇŜǊ ǎŜ ōǳǘ ǊŜƭŀǘƛǾŜ ŘƛǎŀŘǾŀƴǘŀƎŜ 

that impacts adversity on the mental wellbeing of individuals, families and small communities that 

have fewer economic, social and environmental resources.    

άLǘ ƛǎ ŀōǳƴŘŀƴǘƭȅ ŎƭŜŀǊ ǘƘŀǘ ǘƘŜ ŎƘǊƻƴƛŎ ǎǘǊŜǎǎ ƻŦ ǎǘǊǳƎƎƭƛƴƎ ǿƛǘƘ ƳŀǘŜǊƛŀƭ ŘƛǎŀŘǾŀƴǘŀƎŜ ƛǎ ƛƴǘŜƴǎƛŦƛŜŘ 

to a very considerable degree by doing so in more unequal societies. An extensive body of research 

confirms the relationship between inequality and poorer outcomes, a relationship which is evident 

ŀǘ ŜǾŜǊȅ Ǉƻǎƛǘƛƻƴ ƻƴ ǘƘŜ ǎƻŎƛŀƭ ƘƛŜǊŀǊŎƘȅ ΧΦ ¢ƘŜ ŜƳƻǘƛƻƴŀƭ ŀƴŘ ŎƻƎƴƛǘƛǾŜ ŜŦŦŜŎǘǎ ƻŦ ƘƛƎƘ ƭŜǾŜƭǎ ƻŦ 

social status differentiation are profound and far reaching: greater inequality heightens status 

competition and status insecurity across all income groups and among both adults and children. It 

is the distribution of economic and social resources that explains health and other outcomes in the 

vasǘ ƳŀƧƻǊƛǘȅ ƻŦ ǎǘǳŘƛŜǎΦέ ό²Ih 9ǳǊƻǇŜΣ нллфύ  

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; Blakeley 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 homelessness. Being homeless 

ƛƴŎǊŜŀǎŜǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǌƛǎƪ ƻŦ ŘȅƛƴƎ ōȅ ǎǳƛŎƛŘŜ όbƻŜƭ et al. 2015), and alarmingly, in Australia young 

homeless females are more likely to attempt suicide than young homeless men ς a reversal of the 

general population trend (Flatau et al. 2015).  
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The combination of homelessness and veteran status is particularly potent 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 (Woznica et al. 2015) with feelings of hopelessness 

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 

30 and 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 18-40 those who were bereaved by suicide in either a direct family 

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 partner problems and domestic violence have also been found to precipitate suicide 

ό/ƻƳƛŦƻǊŘ Ŝǘ ŀƭΦ нлмсΤ [ƻƎŀƴ Ŝǘ ŀƭΦ нлмрύΦ hΩ/ƻƴƴƻǊ όнлмрύ ƳŀƪŜǎ ǘƘŜ Ǉƻƛƴǘ ǘƘŀǘ ΨƛƴǘƛƳŀǘŜ ǇŀǊǘƴŜǊ 

ǇǊƻōƭŜƳǎΩ ŀǊŜ ƻƴŜ ƻŦ ǘƘŜ ƪŜȅ ŘƛŦŦŜǊŜƴǘƛŀǘƛƻƴǎ ōŜǘǿŜŜƴ ǘƘƻǎŜ ǿƘƻ ǘƘƛƴƪ ŀƴŘ ŜǾŜn plan suicide and 

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 

ƛƳƳƛƎǊŀƴǘ ŀƴŘ ǊŜŦǳƎŜŜ ǇƻǇǳƭŀǘƛƻƴǎ όhΩ/ƻƴƴƻǊ Ŝǘ ŀƭΦ н016). 

Often associated with trauma, stress, and adverse life events is the co-morbidity 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 al. 2015). 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 Yuodelis-Flores and Ries (2015) highlight: 

ά{ŜǾŜǊŀƭ ǇǊŜŘƛǎǇƻǎƛƴƎ ŀƴŘ ǇǊŜŎƛǇƛǘŀǘƛƴƎ Ǌƛǎƪ ŦŀŎǘƻǊǎ ǎǳŎƘ ŀǎ ƳŀǊƛǘŀƭ ŀƴŘ ƛƴǘŜǊǇŜǊǎƻƴŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇ 

disruption, occupational and financial stressors, recent heavy substance use and intoxication as 

well as a history of previous suicide attempts and sexual abuse combine in an additive fashion with 

ǇŜǊǎƻƴŀƭƛǘȅ ǘǊŀƛǘǎ ŀƴŘ ƳŜƴǘŀƭ ƛƭƭƴŜǎǎŜǎ ǘƻ ƛƴǘŜƴǎƛŦȅ Ǌƛǎƪ ŦƻǊ ǎǳƛŎƛŘŀƭ ōŜƘŀǾƛƻǳǊέ όǇΦ фуύΦ 

4.6 Indigenous People 

Lǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ƴƻǘŜ ǘƘŀǘ ΨLƴŘƛƎŜƴŜƛǘȅΩ ƛǘǎŜƭŦ ƛǎ ƴƻǘ ŀ Ǌƛǎƪ ŦŀŎǘƻǊ ŦƻǊ ǎǳƛŎƛŘŜΣ ōǳǘ ǘƘŜ ŀƴŎƛƭƭŀǊy effects of 

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 suicides prior 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 for suicide (Ferguson 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, where 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 community-based solutions 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 predictor of suicide 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 symptoms 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 

adherence 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 a well-documented risk factor for serious 

suicidality. The literature often implies that a key mechanism associaǘŜŘ ǿƛǘƘ ǎǳƛŎƛŘŜ ƛǎ ŀ ΨǎǇǳǊ ƻŦ ǘƘŜ 

ƳƻƳŜƴǘΩ ŘŜŎƛǎƛƻƴ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ŀƴ ŀŘǾŜǊǎŜ ƭƛŦŜ ŜǾŜƴǘΦ IƻǿŜǾŜǊΣ ǘƘŜ ǊŜƭŀǘƛƻƴǎƘƛǇ ōŜǘǿŜŜƴ ƛƳǇǳƭǎƛǾƛǘȅ 

and suicide is complex. Thomas Joiner (2005) explains: 

άLƳǇǳƭǎƛǾƛǘȅ ƛǎ ƛƳǇƭƛŎŀǘŜŘ ƴƻǘ ǎƻ ƳǳŎƘ ŀǘ ǘƘŜ ǘƛƳŜ ƻŦ ŘŜŀǘƘΣ ōǳǘ beforehand, leading to experiences 

ǘƘŀǘ ŀƭƭƻǿ ǇŜƻǇƭŜ ǘƻ ƎŜǘ ǳǎŜŘ ǘƻ Ǉŀƛƴ ŀƴŘ ǇǊƻǾƻŎŀǘƛƻƴ Χ ¢ƘǊƻǳƎƘ ǊŜǇŜŀǘŜŘ ƛƳǇǳƭǎƛǾŜ ŀŎǘǎΣ ǎǳƛŎƛŘŀƭ 

and otherwise, impulsive people may become experienced, fearless and competent regarding 

suicide and thus capable of forminƎ Ǉƭŀƴǎ ŦƻǊ ǘƘŜƛǊ ƻǿƴ ŘŜƳƛǎŜέ όǇ мурύ 

Impulsivity is also a characteristic behaviour of people with some mental illnesses ς most notably 

Borderline Personality Disorder and Bi-Polar Affective Disorder. Unsurprisingly, research shows that 

people with these conditions and those who have died by suicide, have lower levels of serotonin ς a 

key chemical (neurotransmitter) in the brain and brain stem (Fergusson et al. 2005).   

4.8 Neurological and Genetic Factors 

Genetic and epigenetic (non-genetic influences on gene expression) risk factors for suicide have come 

under increasing investigation in recent times, and present complex understandings of how an 

ƛƴŘƛǾƛŘǳŀƭΩǎ ƎŜƴŜǎ ŀƴŘ ƘŜǊƛǘŀōƛƭƛǘȅ Ŏŀƴ ŀŦŦŜŎǘ ǎǳƛŎƛŘŜ Ǌƛǎƪ ό¸ƛƴ Ŝǘ ŀƭΦ нлмсύΦ  

Twin and family studies have shown that identical twins of suicide victims have an increased risk of 

suicide themselves, when compared with non-identical twins, suggesting that suicidality has a genetic 

component, which may be independent (although related) to the genetic predisposition for mental 

illness (Bennett 2009a; Fu et al. 2002; Glowinski 2001).   

Bennett ǇǳǊǇƻǊǘǎ ǘƘŀǘ ǎǳƛŎƛŘŀƭƛǘȅ Ƴŀȅ ƻŎŎǳǊ ŘǳŜ ǘƻ ŀ ǊŜŘǳŎǘƛƻƴ ƛƴ ǘƘŜ ōǊŀƛƴΩǎ ǎȅƴŀǇǘƛŎ ŦǳƴŎǘƛƻƴ ƛƴ ǘƘŜ 

frontal lobes ς that is, the connections between the different parts of the brain are reduced ς 

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 communication between different parts of the brain may also lead 

ǘƻ ǘƘŜ ŘƛǎƛƴǘŜƎǊŀǘƛƻƴ ƻŦ ǘƘŜ ōǊŀƛƴΩǎ ƎǊŜȅ ƳŀǘǘŜǊΣ ŎŀǳǎƛƴƎ ŦǳǊǘƘŜǊ ŘȅǎŦǳƴŎǘƛƻƴΦ ¢Ƙƛǎ ŘȅǎŦǳƴŎǘƛƻƴ ǿƛǘƘƛƴ 

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 et al. 2015)Φ ¢ƘŜ ǇƭŜǘƘƻǊŀ ƻŦ ƎŜƴŜΩǎ ōŜƛƴƎ ƛƴǾŜǎǘƛƎŀǘŜŘ ƭƛŜǎ ƻǳǘǎƛŘŜ ǘƘŜ ǎŎƻǇŜ ƻŦ 
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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 
months. Nearly one third had been physically assaulted while homeless, further highlighting the 
vulnerability of veterans who find themselves in these circumstances.  

discussion for this Review, however Lin and Tsai (2016) provide an up-to-date overview of genetic and 

neurochemical current research. 

The emergence of epigenetic research, whereby environmental 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 

investiƎŀǘŜŘ ŦƻǊ ǘƘŜƛǊ ŜŦŦŜŎǘǎ ƻƴ ƎŜƴŜ ŜȄǇǊŜǎǎƛƻƴΦ hŦ ŎǊƛǘƛŎŀƭ ƛƳǇƻǊǘŀƴŎŜ ŀǊŜ ǘƘŜ ŜŀǊƭȅ ȅŜŀǊǎ ƻŦ ŀ ŎƘƛƭŘΩǎ 

ƭƛŦŜΣ ǿƘŜǊŜōȅ άǘƘŜ ǎƻŎƛŀƭ ŀƴŘ ǇƘȅǎƛŎŀƭ ŜƴǾƛǊƻƴƳŜƴǘ ŘŜŦƛƴŜǎ ƭƛŦŜƭƻƴƎ ǘǊŀƧŜŎǘƻǊƛŜǎ ƻŦ ǇƘȅǎƛŎŀƭ ŀƴŘ ƳŜƴǘŀƭ 

ƘŜŀƭǘƘέ ό.ǊƻŘǎƪȅ нлмсΣ ǇΦ усύΦ ¢ǊŀǳƳŀ ƛƴ ǘƘŜ ŜŀǊƭȅ ȅears can impede DNA methylation (the process of 

genes adapting to their environment), and as a result, influence future suicidal behaviours (Brodsky 

2016).3  

4.9 Multiple Risk Factors 

A great deal of research focussing on risk factors in isolation can be problematic, 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 studies that assess constellations of risk factors for suicide behaviours.  

.ƻǊƎŜǎ Ŝǘ ŀƭΦ όнлмлύ ŜȄǇƭƻǊŜŘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ Ǌƛǎƪ ŦŀŎǘƻǊǎ ƛƴ ŘŜǾŜƭƻǇŜŘ ŀƴŘ ŘŜǾŜƭƻǇƛƴƎ ŎƻǳƴǘǊƛŜǎΥ άŦŜƳŀƭŜ 

sex; younger age; lower education and income; unmarried status; unemployment; parent 

psychopathology; childhood adversities; and presence of diverse 12-month DSM-L± ƳŜƴǘŀƭ ŘƛǎƻǊŘŜǊǎέ 

(p. 2) and found that taken together, prediction of suicide attempts after identifying ideation could be 

done relatively accurately. 

In a recent Australian caseςcontrol, psychological autopsy study, the suicidal characteristics of young 

males without a psychiatric diagnosis were examined. A number of indicating behaviours were more 

frequently displayed, including evidence of previous attempts, disposing of possessions and making 

statements of hopelessness. These individuals also presented with higher levels of neuroticism and 

aggression, and had experienced relationship difficulties and poorer quality of life (Ross et al. 2017).  

Combining risk factors with real-time machine learning analytics is seen as a positive step forward to 

accurate prediction of suicide attempt, an avenue which is currently being explored (Kessler et al. 

2016; Nock 2016; Tran et al, 2013). 

                                                      

 
3
 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 

¶ Risk factors are important for the development of suicide prevention strategies; however, the 

relative strength of a risk factor is 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 50-year meta-analysis, researchers found that papers investigating risk factors were 

not significantly better than chance at predicting suicide. 

¶ Risk factors which may pre-dispose an individual to suicidal or self-harm behaviours include: 

mental illness; stigma; adverse childhood experiences and adverse life events; the trauma that 

comes with 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 suicidal ideation 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 

ƛƴŘƛǾƛŘǳŀƭ ǇǊƻǘŜŎǘƛǾŜ ŦŀŎǘƻǊǎ όCǊŀƴƪƭƛƴ Ŝǘ ŀƭ нлмсύΦ ¢ƘŜ ŀǳǘƘƻǊΩǎ ǎǘŀǘŜΥ 

There were many fewer 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 expected associations with 

each outcome according to epidemiological statistics on STBs (suiŎƛŘŀƭ ǘƘƻǳƎƘǘǎ ŀƴŘ ōŜƘŀǾƛƻǳǊǎύέ 

(p. 30)  

Stronger research evidence exists in related fields of mental wellbeing, social connection and 

resilience and these are discussed here.  

5.1 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 an individual 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 

ƛƴŘƛǾƛŘǳŀƭ ǿƛǘƘ ŦŜǿ ǎƻŎƛŀƭ ŎƻƴƴŜŎǘƛƻƴǎ ƭƛǾƛƴƎ ƛƴ ŀ ŎƻƳƳǳƴƛǘȅ ǿƛǘƘ ŎƻƳǇŀǊŀǘƛǾŜƭȅ ŦŜǿ ΨŀǎǎŜǘǎΩ Ƴŀȅ ōŜ 

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 review of the literature on the mental wellbeing of young people, being a: 

¶ Socio-economic perspective 

¶ Social ecology perspective 

¶ Strengths based perspective 

¶ Mental capital perspective 

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

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

¢ƘŜ ƳƻŘŜƭ ǇǊŜǎŜƴǘŜŘ ƛƴ ǘƘŜ ǊŜǇƻǊǘ ƳŀƪŜǎ ǳǎŜ ƻŦ ǘƘŜ ƪŜȅ ǇǊƛƴŎƛǇƭŜ ǘƘŀǘ άǊŜǎƛƭƛŜƴǘ ƛƴŘƛǾƛŘǳŀƭǎ ŀǊŜ ƳƻǊŜ 

able to contribute to their communities, while resilient communities generate social environments 

ǘƘŀǘ ƴǳǊǘǳǊŜ ǊŜǎƛƭƛŜƴǘ ƛƴŘƛǾƛŘǳŀƭǎέ ό.ǳǊƴǎ Ŝǘ ŀƭΦ нлмп Ǉ. 19). This also acknowledges that culture can be 

ŀ ǎƛƎƴƛŦƛŎŀƴǘ ŦŀŎǘƻǊ ŀŘŘƛƴƎ ǘƻ ƻǊ ŘǊŀƎƎƛƴƎ ƻƴ ƛƴŘƛǾƛŘǳŀƭǎΩ ŀƴŘ ŎƻƳƳǳƴƛǘƛŜǎΩ ǊŜǎƛƭƛŜƴŎŜΦ ¢ƻ ōǳƛƭŘ 

resilience, rather than focussing on changing individuals, this approach focuses on making social and 

physical 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 healthy (National 

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 or already experiencing a mental disorder.   



 

  44 of 137 
 

5.2 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 mental ill-health (Kawachi and Berkman 2001) 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 

ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǎƘŀǇŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀōƛƭƛǘȅ ǘƻ ōŜ ƘŀǇǇȅ and healthy ς e.g. social integration (Wray et al. 

2011), social cohesion (Friedkin 2004), social capital (Portes and Vickstrom 2011) and belongingness 

(Joiner 2005).    

The first meta-analysis of social isolation and mortality showed that social isolation is at least as 

important as other well-known and researched health risk factors such as smoking, sedentary lifestyle, 

excessive drinking of alcohol and air pollution (Holt-Lunstad et al. 2015). The study examined 

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

average of 7 years. The meta-analysis revealed a significant effect of social isolation, loneliness, and 

living alone on mortality. After accounting for all other causes, the increased likelihood of death 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 challenging world with 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 military populations. 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 

and provide 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 integration are universal 

ǇǊƻǘŜŎǘƛƻƴǎ ŦƻǊ ƛƴŘƛǾƛŘǳŀƭǎ ŀƎŀƛƴǎǘ ǎǳƛŎƛŘŀƭ ōŜƘŀǾƛƻǳǊΦ aǳŜƭƭŜǊ ŀƴŘ !ōǊǳǘȅƴ όнлмсύ ŜȄŀƳƛƴŜ 5ǳǊƪŜƛƳΩǎ 

work from a group and community perspective where too much cohesion and conformity can increase 

the risks for an individual. Mueller and Abrutyn undertook an in-depth, 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, amplify the visibility of actions and attitudes, and increase 

the potential for swift sanctions.  

This combination of cultural 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. This case illustrates (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 Abrutyn 2016).  

5.3 Resilience  

Our capacity for resilience is influenced by many factors and includes many of the individual and social 

protective factors listed in Table 5 earlier (LiFE Framework 2007). The impact of our immediate and 

wider community, including personal and 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 individuals and communities 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; Pettigrew and 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 proactively and 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 literature comes from an influential report on assets-based approaches to community 

health in the UK: 

 ά¢ƘŜ ŀōƛƭƛǘȅ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΣ ŦŀƳƛƭƛŜǎ ŀƴŘ ƴŜƛƎƘōƻǳǊƘƻƻŘǎ ǘƻ ŎƻǇŜ ǇƻǎƛǘƛǾŜƭȅ ǿƛǘƘ ŎƘŀƴƎŜΣ ŎƘŀƭƭŜƴƎŜΣ 

ŀŘǾŜǊǎƛǘȅ ƻǊ ǎƘƻŎƪέ όCƻƻǘ нлмнΣ ǇΦ прύ 

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

ŦǳƭŦƛƭƭƳŜƴǘ ŀƴŘ ƳŜŀƴƛƴƎŦǳƭ ƭƛǾŜǎΦ ²ƘƛƭŜ ΨōƻǳƴŎƛƴƎ ōŀŎƪΩ ŘŜƴƻǘŜǎ ŀ ǊŜǘǳǊƴ ǘƻ ǘƘŜ ƻǊƛƎƛƴŀƭ ǎǘŀǘŜ ƻŦ 

ŦǳƴŎǘƛƻƴƛƴƎ ǿƘŜǘƘŜǊ ǘƘŀǘ ōŜ ŦǊƻƳ ƛƭƭƴŜǎǎ ƻǊ ŀŘǾŜǊǎŜ ŜǾŜƴǘǎΣ ǘƘŜ ŎŀǇŀŎƛǘȅ ǘƻ ΨŦƭƻǳǊƛǎƘΩ ŘŜǎŎǊƛōŜǎ ŀ ǎǘŀǘŜ 

of superior functioning. Individuals are better able to manage stressors while life satisfaction, mental 

health and wellbeing are increased (Fuller 1998; Smith et al. 2008). 

Additionally, an economic imperative in the work place is focused 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 is not a trait 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 

ŜǾƛŘŜƴŎŜŘ ōȅ ƛƴŘƛǾƛŘǳŀƭǎΩ ŎŀǇŀŎƛǘȅ ǘƻ ǊŜōǳƛƭŘ ǘƘŜƛǊ ƭƛǾŜǎ ŀŦǘŜǊ ŘƛǎŀǎǘǊƻǳǎ ŜǾŜƴǘǎΦ ¢ƘŜȅ ŀǊŜ ŀōƭŜ ǘƻ 

maintain their health and wellbeing while managing experiences that may be negative, difficult or 

even catastrophic.   

! ŎƻƳƳƻƴ ōŜƭƛŜŦ ƛǎ ǘƘŀǘ ǊŜǎƛƭƛŜƴǘ ǇŜƻǇƭŜ ōǊŜŜȊŜ ǘƘǊƻǳƎƘ ƭƛŦŜΩǎ ŘƛŦŦƛŎǳƭǘƛŜǎ ǿƛǘƘƻǳǘ ōŜƛƴƎ ƛƳǇŀŎǘŜŘ ōȅ 

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 cultures, means 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:  

¶ A capacity to understand one self,  

¶ To utilise personal strengths and  

¶ ¢ƻ ƛŘŜƴǘƛŦȅ ŀƴŘ ƭŜŀǊƴ ōŜƘŀǾƛƻǳǊǎ ǘƘŀǘ ŀǊŜ ōŜƴŜŦƛŎƛŀƭ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǿŜƭƭōŜƛƴƎΦ  
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Lǘ ǊŜǉǳƛǊŜǎ ŀǘǘŜƴǘƛƻƴ ǘƻ ǎŜǾŜǊŀƭ ŀǎǇŜŎǘǎ ƻŦ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǿŜƭƭōŜƛƴƎΣ ƛǎ ŀƴ ƻƴƎƻƛƴƎ ǇǊƻŎŜǎǎ ŀƴŘ ƛǎ ōŀǎŜŘ 

on spiritual, physical and mental growth. 

Resilient people generally demonstrate the following:  

¶ A sense of purpose,  

¶ Clear values 

¶ Capacity to manage and acknowledge negative emotions, while predominantly demonstrating 

positive emotions  

¶ Engagement in their personal and work lives 

¶ A sense of belonging and contribution 

¶ Positive relationships  

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

¶ Are more mentally healthy.  

Current neuroscience research demonstrates that resilience is a key human function, vital to our 

capacity to survive (Karatsoreos et al. 2013). It 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 resilience 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 sense of self and overall 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 bonds, this model 

may have great relevance. 
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FIGURE 6 THE ADULT RESILIENCE FRAMEWORK (THE RESILIENCY INITIATIVE 2012) 

 

Resilience and the workplace 

A resilient workplace includes the creation of a psychologically safe work environment with a focus on 

wellbeing, the provision of support to address and even prevent mental illness. 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 to grow (Reme 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 benefitting from 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 needs, motivations, 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 the individual. 

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 sense of belonging: 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 ill-mental 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). Significant numbers of people with a mental illness do not seek or receive 

appropriate 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 has been 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) found that integrated care systems 

ǊŜǉǳƛǊŜŘ ŀ ŎƻƭƭŜŎǘƛƻƴ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŜƭŜƳŜƴǘǎΥ ά(1) information sharing systems; (2) shared protocols; 

(3) joint funding/commissioning; (4) co-located services; (5) multidisciplinary teams; (6) liaison 

services; (7) navigators; (8) ǊŜǎŜŀǊŎƘΤ ŀƴŘ όфύ ǊŜŘǳŎǘƛƻƴ ƻŦ ǎǘƛƎƳŀέ όǇΦ ǾύΦ !ŎŎŜǎǎ ǘƻ ǎǳŎƘ ŀ ōŀǘǘŜǊȅ ƻŦ 

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 disorders was identified 

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 (2015). An estimated 20-30% of all suicides recorded in Australia 

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

acute care.4 

¢ƘŜ bŀǘƛƻƴŀƭ aŜƴǘŀƭ IŜŀƭǘƘ /ƻƳƳƛǎǎƛƻƴΩǎ ǊŜǾƛŜǿ όнлмпύ ŜƳǇƘŀǎƛǎŜŘ ǘƘŜ ƴŜŜŘ ŦƻǊ ŀ ǎǘǊƻƴƎer, more 

flexible and integrated system of mental health care in Australia to prevent illness and keep people 

ǿŜƭƭ όǇΦнтύΦ ! ƪŜȅ ŜƭŜƳŜƴǘ ƻŦ ǘƘŜ /ƻƳƳƛǎǎƛƻƴΩǎ ǇǊƻǇƻǎŜŘ ǊŜŦƻǊƳǎ ŀƴŘ άǊŜōŀƭŀƴŎƛƴƎ ǘƘŜ ǎȅǎǘŜƳέ 

ŦƻŎǳǎǎŜŘ ƻƴ άƛƴǘŜƎǊŀǘŜŘ ŎŀǊŜ ǇŀǘƘǿŀȅǎ ΧΣ ǘƻ ŜƴŎƻǳǊŀƎŜ ǘƘŜ ōŜǎǘ ŀƴŘ Ƴƻǎǘ ŜŦŦƛŎƛŜƴǘ ǳǎŜ ƻŦ ǊŜǎƻǳǊŎŜǎέ 

(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). Studies have also shown that post-discharge 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 health patients include mobile crisis resolution teams, 

acute day hospitals and crisis or safe houses (Sjoile et al. 2010; Johnson 2013, Shattell 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 result in lower 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 care pathways (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 sub-threshold clinical staging (Hickie et al, in press). 

                                                      

 
4
 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 those with higher risk of suicide, several 

programmatic or systems responses have developed.  

Lƴ ǘƘŜ ¦{Σ {!aI{! Ƙŀǎ ŘŜǎŎǊƛōŜŘ ǘƘŜ ƴŜŜŘ ŦƻǊ ŦƛǾŜ ŎƻǊŜ ǎŜǊǾƛŎŜǎ ŦƻǊ ŀŘŘǊŜǎǎƛƴƎ ΨōŜƘŀǾƛƻǳǊŀƭ ƘŜŀƭǘƘ 

crises: 23-hour crisis observation or stabilisation; short-term, 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 several regions 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 an end-to-end process 

(presentation to admission and discharge) for all adult patients with suicide risk (Suicide Prevention 

Resource Centre 2015). It includes decision-making tools, comprehensive assessment processes, a 

framework for individual care plans and guidance on sharing health care records for health 

professionals (see Figure 7).    

The ZEROSuicide initiative is seen as a best practice systematic and programmed response to reducing 

ǎŜƴǘƛƴŜƭ ŜǾŜƴǘǎ ŦƻǊ ΨōŜƘŀǾƛƻǳǊŀƭ ŎŀǊŜΩ ǇŀǘƛŜƴǘǎ ƛƴ ǘƘŜ ¦{Φ ½9wh{ǳƛŎƛŘŜ ŀǇǇƭƛŜǎ Ƴŀƴȅ ƻŦ ǘƘŜ ǇǊƛƴŎƛǇƭŜǎ ƻŦ 

quality management to reduce if not eliminate, the multiple 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 whole-of-system change initiative has seen an 80% reduction in suicide.5  

FIGURE 7  PROCESS FOR CARE AND DISCHARGE OF PATIENTS WITH SUICIDE RISK FOR EMERGENCY DEPARTMENTS (SUICIDE 

PREVENTION RESOURCE CENTRE 2015) 

                                                      

 
5
 Personal correspondence with authors and Professor David Covington.  
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In the UK, system-wide initiatives to develop, implement and evaluate integrated care pathways (ICPs) 

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 was undertaken in England and Wales between 1997-2006. This cross-sectional 

pre- and post-analysis of national suicide data in England and Wales examined the uptake and 

implementation of key mental health service recommendations and their association with suicide 

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 reductions in suicide rates. The key service reforms were: 

¶ The provision of 24-hour crisis care ς 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 

crisis in the community and so prevent inpatient admission (or ED crisis presentations). They 

provide only short-term input until other services are available. 

¶ Local policies on patients with dual diagnosis ς specifically written policy on the management of 

patients with dual diagnosis  

¶ Multi-disciplinary review following suicide ς specifically written policy on multidisciplinary review 

and information sharing with families after a suicide  

¶ Assertive outreach ς services include an assertive outreach team that provides intensive support 

for people with severe mental illness who are more difficult to engage in more traditional 

services 

¶ 7-day follow up ς written policy on follow-up of patients within 7 days of psychiatric inpatient 

discharge 

¶ Non-compliance ς written policy on responses to patients who are non-compliant with treatment  

¶ Criminal justice sharing ς written policy on sharing of information on risk with criminal justice 

agencies 

¶ Training ς front-line clinical staff receive training in the management of suicide risk at least every 

3 years. 

Similar significant and sustained reductions in suicide have been shown in other European studies 

(Hegerl et al. 2013; Hubner-Liebermann et al. 2010; Szekely et al. 2013). In these studies the best 

predictor of a reduction in suicide rates was changes in anti-depressant medication and access to 

mental health care (Gusmao et al. 2013).  

Key Points 

¶ Analogous to risk factor research, few studies can identify strong protective factors regarding 

suicide and self-harm 

¶ A broader understanding of mental wellbeing, resilience and social connection affords stronger 

evidence of protective factors which are relevant to suicide and self-harm 

¶ 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 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 response to adverse 

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 function, vital to our capacity to survive 

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

health care 

¶ Quality care involves an integrated system with cross-sector health professions working together 

to deliver care in a non-stigmatised 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 as 24-hour crisis care, 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 peer-reviewed literature, there is a rich and growing body of personal accounts of suicidal 

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 2010. Over 250 

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

ǎǳƳƳŀǊƛǎŜŘ ƛƴ ǘƘŜ ǊŜǇƻǊǘΣ Ψ{ǳƛŎƛŘŜ ŀƴŘ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ ƛƴ !ǳǎǘǊŀƭƛŀΥ .ǊŜŀƪƛƴƎ ǘƘŜ {ƛƭŜƴŎŜΩ όaŜƴŘƻȊŀ 

et al. 2010).  

These stories were from people who had experienced the suicide of someone close to them ς often 

within their families ς 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 

associated with suicide loss, these stories also provide unique, 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 significances. 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 those who 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 considering 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 compromised. 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 that a number 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 follow-up care, or that they were not informed or involved in the care 

planning of the suicidal 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 of help-seeking on career 

trajectories is an apparent barrier, 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 available 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 alternatives for the 

ǎǳƛŎƛŘŀƭ ǇŜǊǎƻƴΩǎ ŎŀǊŜΦ  

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 (Cerel 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 suicide experience 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 mental ill-health 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. This was often 

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 saving lives. 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 illnesses was clearly apparent 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 addition, 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 

[ƻǎƛƴƎ ƻƴŜΩǎ ƧƻōΣ ōŜƛƴƎ ǳƴŜƳǇƭƻȅƳŜƴǘ ƻǾŜǊ ŜȄǘŜƴŘŜŘ ǇŜǊƛƻŘǎΣ Ƨƻō ƛƴǎŜŎǳǊƛǘȅΣ ŦƛƴŀƴŎƛŀƭ stress, intimate 

partner problems, death of close friends or family members, bullying or harassment, violence and 

abusive relationships, natural disasters ς ŀƭƭ ƻŦ ǘƘŜǎŜ ΨƭƛŦŜ ŜǾŜƴǘǎΩ ƻǊ ŎƛǊŎǳƳǎǘŀƴŎŜǎ Ŏŀƴ ŀŎǘ ŀǎ ǘǊƛƎƎŜǊǎ 

for suicidal behaviour. This was pŀǊǘƛŎǳƭŀǊƭȅ ŜǾƛŘŜƴǘ ƛƴ ǘƘŜ ǎǘƻǊƛŜǎ ǿƘŜǊŜ ǘƘŜ ǇŜǊǎƻƴΩǎ ƻǿƴ ŎƻǇƛƴƎ 

mechanisms and resources were becoming overwhelmed. Problem drinking and/or gambling ς often 

over an extended period - were clearly associated with many of the suicide deaths. It featured as a 

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 present consideration. 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 forever - Family interventions after a suicide 

It was evident from 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, they will be haunted by losing a loved 

ƻƴŜ ǘƻ ǎǳƛŎƛŘŜ ŜǾŜǊȅ Řŀȅ ŦƻǊ ǘƘŜ ǊŜǎǘ ƻŦ ǘƘŜƛǊ ƭƛǾŜǎΣ ŀƴŘ ŀƭƭ ǎǘƻǊȅ ǿǊƛǘŜǊǎΩ ǿŜǊŜ ǳƴƛŦƛŜŘ ǿƘŜƴ ǘƘŜȅ 

expressed that losing a loved one in this way should never happen. A striking feature of these stories 

was how often those left 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 (or ex-serving member) will often 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 are ill-equipped and inappropriate 

environments to undertake suicide 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 personal crisis and at 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 

path to recoǾŜǊȅΣ ŦƻǊ ƻǘƘŜǊǎ ŀ ǎǘŀƎŜ ƛƴ ŀ ΨƳŜŘƛŎŀƭΩ ŘƛǎŎƘŀǊƎŜΦ .ƻǘƘ ƘŀǾŜ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 

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 mental health and 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 examples clearly 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 and ex-serving personnel. 

 

Key Points 

¶ 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 suicide behaviour 

¶ 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 strong risk factor 

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

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 and Self-Harm and the Workplace  

Workplaces are often the last place where there is sustained contact with many of the 2,500-3,000 

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 on work colleagues 

(Shellenbarger 2001). 

In recent years, there has been greater focus in research on the links between suicide, occupation and 

ǿƻǊƪǇƭŀŎŜ ǎŜǘǘƛƴƎǎΦ ¢ƘŜ ŀǎǎƻŎƛŀǘƛƻƴ ƛǎ ƴƻǘ ŀǎ ǎƛƳǇƭŜ ŀǎ ΨƘƛƎƘŜǊ ǊŀǘŜǎ ƻŎŎǳǊ ƛƴ ƳŀƭŜ ŘƻƳƛƴŀǘŜŘ 

ǿƻǊƪǇƭŀŎŜǎΩΦ ¦ƴǎƪƛƭƭŜŘ ǿƻrkers, workers on lower incomes, 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: 

¶ when an occupation has a special knowledge and/or access to lethal means of suicide  

¶ occupations and settings with higher levels of stress, uncertainty and isolation such as farming, 

resources and construction sectors  

¶ men or women in non-traditional occupations ς that is, women working in male dominated 

professions and men working in female-dominated 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 significantly 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 rate 

of suicide (2.52 times).   

The inherent nature of construction and resources sector jobs includes well-known risk factors: 

¶ Male dominated  

¶ Long working hours (minimum of six days up to 28 days) 

¶ Low job security 

¶ High rates of divorce and intimate partner problems 

¶ Cƭȅ ƛƴκCƭȅ hǳǘ ƻǊ 5ǊƛǾŜ Lƴκ5ǊƛǾŜ hǳǘ ǿƻǊƪ ŀǊǊŀƴƎŜƳŜƴǘǎ ǿƛǘƘ ŜȄǘŜƴŘŜŘ ΨǎǿƛƴƎǎΩ 

¶ Hard, noisy, dusty, hot and generally unpleasant work environments 

¶ Elevated use of alcohol and other drugs, particularly cannabis and meth-amphetamine.   

One study also found 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 depressed and lacked 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: 

¶ the quality of workplace relationships ς e.g. communication, counterproductive behaviours, 

negative leadership behaviours 

¶ psychological quality ς e.g. levels of control or autonomy, demands and complexity  

¶ job insecurity and perceived career decline 
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¶ organisational injustice ς e.g. procedural injustice, unfair pay 

¶ poor organisational culture ς 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 toward a 

ƎŜƴŜǊŀƭƭȅ ƘŜŀƭǘƘƛŜǊ ƛƴŘƛǾƛŘǳŀƭΣ ǇƘȅǎƛŎŀƭƭȅ ŀƴŘ ƳŜƴǘŀƭƭȅΦ ¢ƘŜ ΨƘŜŀƭǘƘȅ ǿƻǊƪŜǊ ŜŦŦŜŎǘΩ ŀǎǎŜǊǘǎ ǘƘŀǘ 

άworkers usually exhibit better health status and lower overall death rates than the general 

population because severely ill and disabled people are excluded from employmentέ (Nielsen and 

Knardahl 2016, p. 232). The 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 reflect the 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 as strong as when 

the individual is employed compared with when they leave the military (Bollinger et al. 2015), even 

after controlling for a number of socio-demographic variables (Kang et al. 2015). 

7.1 Workplace Culture 

Workplace culture, or organisation culture, can 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:  

¶ Artefacts are apparent on the surface as behaviour and tangible products of the group (e.g., 

language, the group's design of its environment, enacted rituals) and beneath these forms the 

climate of the organisation represents the deepest level of cultural artefacts.   

¶ Espoused beliefs and values are shared ideals and theories held by members of the organisation. 

When they are clearly articulated they can help guide and direct action and behaviour.  When 

well understood by all members they can be a unifying force. 

¶ The underlying assumptions that members tend to share and take for granted, developed 

through shared experiences in the organisation, are the core of the organisational culture.  These 

assumptions are generally unquestioned or unexamined and are difficult 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 be through direct 

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: climate of group interaction  

¶ Embedded skills 

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

¶ Shared meanings of the group  

¶ Metaphors or symbols 
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Hofstede (1991) discussed five domains of culture, with power distance being the first domain: 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. collectivism, 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 

female values, such as competitiveness or assertiveness; and long-term vs. 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 important 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 

¶ The workplace is often the last place where there is sustained contact with someone who has 

died by suicide 

¶ There is a link between workplace settings and increased rates of suicide including: access to 

lethal weapons; occupations involving high stress environments; and where men or women are 

working in non-traditional occupations 

¶ {ƻƳŜ ƻŎŎǳǇŀǘƛƻƴǎΣ ǎǳŎƘ ŀǎ ǘƘŜ ƳƛƭƛǘŀǊȅΣ Ƴŀȅ ƭŜŀƴ ǘƻǿŀǊŘ ŀ ΨƘŜŀƭǘƘȅ ǿƻǊƪŜǊ ŜŦŦŜŎǘΩ ǿƘŜǊŜōȅ ǘƘƻǎŜ 

employed go 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 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 production of suicide 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 

protectiǾŜ ŦŀŎǘƻǊǎΣ ŀƴŘ ǘƘŜ ǾŀƭǳŜ ƻŦ ΨŎƻƴƴŜŎǘŜŘƴŜǎǎΩ ǘƻ ƳƛǘƛƎŀǘŜ ǊƛǎƪΦ  

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 understanding of 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. exposure to trauma) (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: 

¶ The individuŀƭΩǎ ƘŜŀƭǘƘΣ ǇŜǊǎƻƴŀƭƛǘȅΣ ŀƴŘ ŜȄǇŜǊƛŜƴŎŜΤ 

¶ The social connection to family, friends, and community; 

¶ The contextual life events and circumstances to which an individual belongs. 

Some things can be changed or modified (e.g. an understanding of health); some things are fixed (e.g. 

ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀƎŜύΦ wƛǎƪ ƛǎ ŀ ŎƻƳǇƭŜȄ ƛƴǘŜǊŀŎǘƛƻƴ ƻŦ Řƛǎǘŀƭ ŦŀŎǘƻǊǎ όŜΦƎΦ ƛƳǇǳƭǎƛǾƛǘȅύ ŀƴŘ ǇǊƻȄƛƳŀƭ 

factors (e.g. negative life events), and these will vary with individuals and with groups or identifiable 

populations (Platt and Hawton 2000). The complexity of the interaction between risk and the 

ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ƛǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ŎƻƴǎƛŘŜǊŀǘƛƻƴΣ ŀƴŘ Ŏŀǳǘƛƻƴ ǎƘƻǳƭŘ ōŜ ŜȄŜǊŎƛǎŜŘ ƛƴ ǘƘŜ 

implementation of simplistic solutions. 

A model that can act as a starting point for understaƴŘƛƴƎ ŀƴŘ ǊŜǎǇƻƴŘƛƴƎ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ 

and contextual circumstances is shown in Figure 8. It shows an integrated bio-psycho-social model 

based on the impact that biological, psychological, psychiatric and social risk factors may have on the 

development 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; Scott and Guo 2012) and are promoted as effective prevention strategies: 

¶ Particular education of primary health care providers - most often GPs; 

¶ Training of well-ǇƭŀŎŜŘ ΨƎŀǘŜƪŜŜǇŜǊǎΩ ǘƻ ŜƴŀōƭŜ ŜŀǊƭȅ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘ ǊŜŦŜǊǊŀƭ ς most particularly 

ED staff and emergency services personnel; 

¶ Restricting access to the means to suicide, particularly firearms, pharmaceuticals and known 

ΨƘƻǘǎǇƻǘ ƭƻŎŀǘƛƻƴǎ όōǊƛŘƎŜǎΣ ŎƭƛŦŦǎΣ ŜǘŎΦύ 

¶ Structured support for individuals identified as at risk; 

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

¶ School based programs  

¶ Provision of help lines or crisis support lines (such as Lifeline in Australia) 

¶ Education of the media/responsible reporting. 
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FIGURE 8 AN EXPLANATORY MODEL OF SUICIDAL BEHAVIOUR (VAN HEERINGEN 2001) 

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 contact 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 evidence ς these 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 et al. 2016) assessed whether suicide prevention 

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

episodes of self-harm, attempts and lower frequency of thoughts about suicide. The findings again 

challenge some of the prevailing and accepted strategies on suicide prevention with the authors 

ǎǘŀǘƛƴƎ ǘƘŀǘ ǘƘŜȅ Ŏŀƴƴƻǘ ƻƴ ǘƘŜ ōŀǎƛǎ ƻƴ ǘƘŜ ǎǘǳŘȅ ǊŜŎƻƳƳŜƴŘ άǘƘŜ Ǌƻƭƭ ƻǳǘ ƻŦ Dt ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ 

ƛƴƛǘƛŀǘƛǾŜǎέΦ 

The difficulty in gauging the value of a number of these interventions is the lack of specification 

ǇǊƻǾƛŘŜŘΦ CƻǊ ŜȄŀƳǇƭŜΣ ΨǎŎƘƻƻƭ ōŀǎŜŘ ǇǊƻƎǊŀƳǎΩ ƛǎ ŀ ōǊƻŀŘ ŎŀǘŜƎƻǊȅ ǘƘŀǘ Ƴŀȅ ƛƴŎƭǳŘŜ ǇǎȅŎƘƻƭƻƎƛŎŀƭ 

assessment, one-to-one psychological support, teacher and/or parent education, resilience training 

for students, peer-led 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 SAMHSAΩǎ bŀǘƛƻƴŀƭ 

Registry of Evidence-based Programs and Practices and Reconnecting Youth program6).  

One large European study ς the SEYLE project ς is an exception. The study involved over 11,000 

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

intervals. The 3 interventions were: (1) Question, Persuade, and Refer (QPR), a gatekeeper training 

module targeting teachers and other school personnel, (2) the Youth Aware of Mental Health Program 

(YAM) targeting pupils, and (3) screening by professionals (ProfScreen) with referral of at-risk pupils. 

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 and integrated 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 such as the US Air Force 

Prevention model and others ς both multi-level, integrated, whole-of-community approaches.   

Recent suicide research has expanded the understanding of suicide risk and vulnerability. An 

ƛƳǇƻǊǘŀƴǘ ŘŜǾŜƭƻǇƳŜƴǘ ƛǎ ǘƘŜ ΨƛŘŜŀǘƛƻƴ-to action fraƳŜǿƻǊƪΩ όYƭƻƴǎƪȅ Ŝǘ ŀƭΦ нлмсύ ǘƘŀǘ ŘŜǎŎǊƛōŜǎ ǘƘŜ 

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 strategic programs. 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, aligned strategy 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 data available. This is examined in the next section. 

                                                      

 
6
 See http://www.reconnectingyouth.com/research/ry-evaluation-studies/#js for information on Reconnecting Youth. 

http://www.reconnectingyouth.com/research/ry-evaluation-studies/#js
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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 der Feltz-Cornelis et al. 2011). 

Multi-modal for defined populations or geographical areas, have shown promise in a number 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 are flawed (Hom et al. 2016). 

A continuous study program examining a multi-modal community suicide prevention program began 

ƛƴ bǳǊŜƳōŜǊƎΣ DŜǊƳŀƴȅ ƛƴ нлллΦ Yƴƻǿƴ ŀǎ ǘƘŜ Ψ!ƭƭƛŀƴŎŜǎ ŀƎŀƛƴǎǘ 5ŜǇǊŜǎǎƛƻƴ όнллл-нлмпύΩ ǘƘŜ Ƴǳƭǘƛ-

level community approach has been applied in 10 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 prevention strategies 

¶ 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 

¶ In a study of 41 suicide prevention strategies, the three most 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 

¶ There are difficulties in evaluating suicide prevention 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 

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

connectedness 

¶ 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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FIGURE 9 AN OVERVIEW OF THE TASK FOR A REGIONAL SUICIDE PREVENTION PROGRAM (HEGERL 2015) 
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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 objectives, 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 

coƴǘƛƴǳŀƭ ƳƻƴƛǘƻǊƛƴƎ ŀƴŘ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ƪŜȅ ƻǳǘŎƻƳŜǎΦ LƳǇƻǊǘŀƴǘƭȅΣ ǘƘŜ ²Ih ŀǎǎŜǊǘŜŘ ǘƘŀǘ άΧǘƘŜ ƭŀŎƪ 

of resources ς human or financial ς can no longer remain an acceptable justification for not 

ŘŜǾŜƭƻǇƛƴƎ ƻǊ ƛƳǇƭŜƳŜƴǘƛƴƎ ŀ ƴŀǘƛƻƴŀƭ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎȅέ (WHO 2012, p. 20), a clear 

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 Australian 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 suicide; developing 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 evidence and, supporting transitions 

for suicide prevention services. 

9ƴƎƭŀƴŘΩǎ нлмл-2015 strategy for suicide prevention included some clearer key areas of action 

including reducing the suicide risk for those in high-risk 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 violence and people living with long-term chronic 

physical illness. The specifics of how these specific groups are to be assisted are lacking, particularly 

concerning integrated care across services. 

¢ƘŜ ŎǳǊǊŜƴǘ LǊƛǎƘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎȅ ΨConnecting for LifeΩ presents a more comprehensive and 

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 presentations of self-harm, again at a population level and in identified high-risk 

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

primary outcome measures and variables along with secondary indicators including measuring 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 processes underpinning 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 has been leading the way in strategy formation, implementation and 

ǎǳŎŎŜǎǎΣ ǎŜŜƛƴƎ ǎǳƛŎƛŘŜ ǊŀǘŜǎ ƛƴ ǘƘŜ ǇǊƻǾƛƴŎŜ ŘŜŎƭƛƴŜ ǎǘŜŀŘƛƭȅ ƻǾŜǊ ǘƘŜ ƭŀǎǘ ŘŜŎŀŘŜ ǿƛǘƘ ǘƘŜƛǊ ΨHelp for 

LifeΩ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ǎǘǊŀǘŜƎȅΦ ¢ƘŜ ǎǘǊŀǘŜƎȅ ƻǳǘƭƛƴŜǎ ǎŜǾŜǊŀƭ ƪŜȅ ŀǊŜŀǎ ƻŦ ŀŎǘƛƻƴ ƛƴŎƭǳding: 

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 promotion-prevention programs among young people;  

¶ Reduce access to and minimize risks associated with the means of suicide; 

¶ Counteract the trivialisation and the sensationalisation of suicide by developing a sense of 

community and responsibility; and 

¶ Intensify and diversify research. 

What is unique about the Quebec document is its significant level 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 included, 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, implemented in 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: Fostering 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 Department of Health and Human 

Services 2012). The strategy was a comprehensive directorate for suicide prevention for the next 

decade. 

9.3 !ǳǎǘǊŀƭƛŀΩǎ !ǇǇǊƻŀŎƘ ǘƻ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ 

Australia was one of the first countries to establish a specific national suicide prevention strategy and 

accompanying dedicated program of funding. The initial strategy (1995-1999) focused on youth 

suicide and had a budget allocation of $31 million over four years. The strategy was broadened to 

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

since that time. The NSPS is promoted as the Ψ[ƛǾƛƴƎ ƛǎ ŦƻǊ 9ǾŜǊȅƻƴŜΩ ό[ƛC9ύ CǊŀƳŜǿƻǊƪ όнллтύ7. The 

broad elements and parameters of the LiFE Framework are: 

¶ Whole population interventions to: 

 reduce access to the means of suicide; 

 reduce negative stigma of suicide; and  

 improve resilience of families, and communities; 

¶ Interventions for identified at risk groups to build resilience, and build an environment that 

promotes self-help 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 care is needed;  

                                                      

 
7
 A comprehensive outline of the Australian Governmentôs past and present role in suicide prevention is provided in Volume 3 

(Submissions section) of the Review. 
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¶ Integrated professional care when needed for treatment, management and recovery; 

¶ Long term treatment and support to prepare for a positive recovery and future, and 

¶ Ongoing care and multi-layered support.  

In 2014, the National Mental Health Commission was engaged by the Government to conduct a 

wŜǾƛŜǿ ƻŦ aŜƴǘŀƭ IŜŀƭǘƘ tǊƻƎǊŀƳǎ ŀƴŘ {ŜǊǾƛŎŜǎ όǘƘŜ wŜǾƛŜǿύΦ  ¢ƘŜ /ƻƳƳƛǎǎƛƻƴΩǎ Ŧƛƴŀƭ ǊŜǇƻǊǘΣ 

Contributing Lives, Thriving Communities, was submitted to Government on 1 December 2014.   

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

system 8. The Commission recommended a fundamental changes to the mental health system to shift 

the focus of the system from crisis and acute 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, lacked focus and 

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 subsequently responded to the Review and largely endorsed the 

recommendations  for reform. The Government is now in the process of re-orienting 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 differences in emphasis and approach.  

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

tǊŜǾŜƴǘƛƻƴ ό/w9{tύ ƘŀǾŜ ŘŜǾŜƭƻǇŜŘ ŀ ΨǎȅǎǘŜƳǎ ŀǇǇǊƻŀŎƘΩ ǇǊŜǾŜƴǘƛƻƴ ŦǊŀƳŜǿƻǊƪ ŘǊƛǾŜƴ ōȅ п ƪŜȅ 

pillars: 

¶ Implement evidence-based suicide 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, worksites, rural 

and remote services, and the police, in suicide prevention, and build and readiness across these 

organisations within the community. 

¶ Establish good implementation, governance, resources and processes at central and local areas. 

(NHMRC, CRESP 2015 p. 9) 

Of note are the prevention strategies ranging from the individual to population levels bound to the 

first key strategic focus. These include nine evidence-based 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) 

http://www.mentalhealthcommission.gov.au/our-reports/contributing-lives,-thriving-communities-review-of-mental-health-programmes-and-services.aspx
http://www.mentalhealthcommission.gov.au/our-reports/contributing-lives,-thriving-communities-review-of-mental-health-programmes-and-services.aspx
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FIGURE 10 SUICIDE PREVENTION STRATEGIES ς INDIVIDUAL AND POPULATION (NHMRC AND CRESP 2015) 

The nine suicide prevention strategies however do include areas where further evidence is required to 

evaluate effectiveness in preventing suicide. At present, there is insufficient 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 required (Zalsman et al. 2016). 

9.4 5ƻ Ψbŀǘƛƻƴŀƭ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ CǊŀƳŜǿƻǊƪǎΩ ƳŀƪŜ ŀ ŘƛŦŦŜǊŜƴŎŜΚ 

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 given framework is highly dependent upon its 

implementation (Christensen 2016). Fragmented 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 isolation 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 whole-of-system level. A successfully 

implemented suicide prevention strategy can expect a 10-17% reduction of suicide deaths within 3 

years (National Office for Suicide Prevention 2015). These strategies must be systemic and include 

approaches at individual, community and population levels. Broadly, national strategies have shown 




































































































