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Introduction

This submission considers available data in relation to completed suicides in
the NT, current and potential suicide prevention strategies and funding
sources, and the information needed to effectively target scarce resources to
reduce youth suicide.

The information presenied in the body of this document is summarised, with
greater detail provided in attachments in Section A. The Committee may wish
to make all or part of this section public. To protect communities and families,
some confidential information has been included in Section B, Confidential
Atfachments. This information is provided to assist the Committee’s
deliberations but is not suitable for publication or wider distribution.
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Combining suicide data over a 5-year period provides a more reliable picture
of differences across the States and Territories due to the relatively small
number of suicides in some States and Territories in any one year.

The most recent figures published by the Australian Bureau of Statistics {ABS)
indicate that over the five year period 2005-2009, the Northern Territory had
the highest standardised death rates by suicide (20.1 per 100 000), followed
by Tasmania (15 per 100 000) and South Australia (12.1 per 100 000). in
contrast, New South Wales (7.9 per 100 000) and Victoria (8.3 per 100 000)
had the lowest rates of suicide (3303.0 — ABS Causes of Death, Australia,
2009).

Suicide results from the interaction of a complex range of factors including
issues such as mental health problems, drug and alcohol misuse, inadequate
education, lack of meaningful or any employment, cultural or sexual identity
issues, poverty, sexual and physical abuse and problems with family and the
law. Factors such as the grief, loss and trauma experienced by many
Aboriginal people and communities, can also have a significant impact on an
individual’'s vulnerability. There is strong evidence which identifies a
background of childhood neglect and abuse as a major contributor to the risk
of suicide.

The decision to suicide can be influenced by one or more of these and other
factors, occurring in a specific and individual context. Consequently, there is
no guaranteed method of predicting suicides and no single approach to
prevent them, nor are there simple solutions or explanations. Research




suggests effective suicide prevention needs to combine a broad range of
strategies and approaches that are sustained over many years.

These sustained approaches target the whole population, specific groups and
individuals at risk and require a whole of government and community
partnership approach. Early child development and health programs and
targeted home visiting programs have strong evidence for preventing the child
abuse and neglect which is associated with poor health and social outcomes
which are manifested later in life including during adolescence. Such an
approach needs to be appropriately resourced, supported and coordinated in
order o ensure its effectiveness.

Population level approaches become less effective when targeting particular
communities and individuals at elevated risk. At a local level, families,
schools, workplaces and other organisations require knowledge to assist with
identifying individuals in need of assistance and to guide them to support or
freatment.

Local welfare workers and clinicians need the skills and support to provide
assistance where needed and to refer to specialised services where local
services are either ill-equipped or insufficient. Specialised services need the
necessary resources to treat individuals with complex needs and the ability to
assist primary care and other front line community based workers to enhance
their skills and maintain people safely in local communities.

In relation to suicide prevention activities for youth, sport, cultural and artistic
activity based programs are better accepted than discussion groups overtly
addressing problems with living. Organised activities can be utilised as the
basis for ongoing relationships with mentors and provide opportunities for
modelling teamwork and other adaptive responses to difficulties. NT initiatives
include targeting at-risk youth for inclusion in activity based programs,
complimented by the addition of problem-solving, resilience enhancing and
suicide prevention elements.

The method used for the majority of youth suicides, in common with all age
groups in the NT, is hanging (around 80%). This is different from other
jurisdictions and complicates prevention efforts. Removing the means of
suicide is considered an effective prevention technique in many situations;
although it is not known how often another means are substituted.
Unfortunately, restricting means to hanging is virtually impossible.

In the event of a completed suicide, sensitive support is required to assist
those affected by the loss and protect others who are at increased risk as a
consequence. This is particularly important when a young person completes
suicide.

This submission makes frequent use of data based on confirmed and more
recent unconfirmed suicides in the NT. This data is collated from notifications
received from the Coroner's Office. The NT data should be interpreted with
caution as the relatively small numbers result in significant fluctuations from
year to year, obscuring meaningful trends. For this reason averages over a
number of years are used where possible.

Analysis of unconfirmed suicides in the NT between 2006 and 2011 (YTD)
indicates the highest risk population for suicide is young Indigenous males




aged between 15 and 24 years. A worrying trend is the recent increase in the
number in suicide of young Indigenocus females. Section B, Confidential
Attachment 1 contains data around a recent spike in suicide among young
people. The most common contextual factors appear to be alcohol (and/or
substance use) and relationship problems. Although the largest numbers of
suicides occur in the Darwin Urban Region, the most vulnerable communities
(rate per 100 000 populations) appear to be in the Darwin Rural, East Arnhem
and Barkley Health Regions.

Reports of suspected completed suicides from sources in the NT other than
the Coroner's Office have been found to be misleading. It should be noted
there may be minor differences between yearly statistics compiled by the
Mental Health Program of unconfirmed suicide deaths (from notifications
provided directly by the Coroner's Office) and the statistics published by the
ABS.

Additional Suicide Prevention Funding

In the 2011/12 budget, a further $2.4M was committed by the NT Government
over three years to build on the work that has already been done. $600 000
was allocated in 2011/12, $880 000 in 2012/13 and $1M in 2013/14 and
recurrent. Initiatives to be funded include training for frontline workers,
increased education in schools and targeted intervention for young people at
risk. The strategies will also include improved data collection and research
and targeting of ‘hot spots’ (communities and groups with high suicide and self
harm rates).

Brief Overview of Suicide Data Issues

Caution should be exercised in reporting and interpreting suicide and self-
harm data.

In the past, the reliability of suicide statistics was affected by a number of
factors including differences in reporting methods across Australia, and delays
in the processing of possible suicides by Coroners. The ABS has instituted a
significant quality assurance process to improve the quality of coding of
deaths data.

[n order to further improve the accuracy of the data on suicide deaths, in
2010, the ABS commenced a new approach of revising the Causes of Death
data each year. Consequently the previously released data for 2007 and
2008 have been revised to include additional information about deaths being
examined by the Coroners in each State and Territory since the release of
preliminary data.

However, the review by the ABS on the accuracy and consistency of suicide
reporting across jurisdictions resuited in little change to the NT statistics.

Data on suicides can be reported in different ways, including as the number of
people who died by suicide, as an age-standardised suicide rate per 100 000
people (which allows for the comparison of groups with different age
structures and sizes) or as a percentage of deaths from all causes which were
due to suicide.




Overview of Suicide in the Northern Territory

In Australia those at the highest risk of suicide are those who are young, male,
Indigenous and live in remote communities. The high suicide rate in the NT is
significantly influenced by the fact that a large proportion of the population in
the NT are in this population subgroup. Suicide rates in Non-Indigenous
males are also higher in the NT than in other jurisdictions. Conversely, the
overwhelming majority of Territorians in these high risk groups do not suicide.

Consequently, interventions must have widespread application and appeal in
order to reach the people who may be contemplating suicide at any given
time.

Data in relation to suicide in the NT is presented in the following Attachments:

Section A Attachment 1, provides comparative data of the NT Suicide rate
within the Australian Context published by the ABS over time.

Section A Attachment 2, presents figures compiled by the Mental Health
Program between 2005 — 2011. The data refers to unconfirmed suicides from
information routinely provided to the Mental Health Program by the NT
Coroner’'s Office.

Section B, Confidential Aftachments 1 and 2, presents in confidence
information regarding unconfirmed NT suicide deaths in the NT for the
Committee’s reference. This data is collected locally and may not necessarily -
align with ABS published figures.

Common contextual and risk factors associated with
completed suicides in the NT

A file audit of completed suicides in the NT undertaken by the Department of
Health Suicide Prevention Coordinator revealed a number of common
contextual and risk factors in relation to suicide activity in the NT. Factors
include alcohol and other substance abuse, cyber bullying, recent loss or
bereavement, relationship difficulties, mental illness and learned behaviour.

Section A Attachment 3, outlines the range of static, dynamic and situational
risk factors for suicide which might be considered in assessing an individuals
level of risk.

A further element requiring more detailed examination are the social
determinants of health and the range of protective factors which may influence
a particular community, family or individual to not engage in suicide. Section
A Aftachment 4 outlines some of the important early intervention options and
protective factors mentioned in the literature.

Enhanced data collection and further targeted research on these factors
(contextual, risk and protective) would assist with the development of future
prevention plans. Recommendations for research are addressed later in this
submission, see pages 22 and 23,

Overview of Suicide Prevention Frameworks and Action Plans
Living Is For Everyone (LIFE) Framework




The Living Is For Everyone (LIFE) Framework is Australia’s national
framework for suicide prevention. The LIFE Framework is the latest in a
series of national suicide prevention initiatives that began in the early 1990s.
It provides national strategy for action based on the best available evidence to
guide activities aimed at reducing the rate at which people take their own
lives.

The materials aim to support population health approaches and activities that
will assist in reducing the loss of life through suicide in Australia. The LIFE
Framework is at Section A Aftachment 5.

Northern Territory Strategic Framework for Suicide Prevention (NTSFSP)

The NTSFSP was released in October 2003. The framework was developed
to provide a platform to guide planning and development of initiatives with a
focus on life promotion and the prevention of suicide and self harm in the NT.
The document is based on a whole of government and community approach.
No funding specific was attached to the Framework. The NTSFSP is at
Section A Attachment 6.

The NT Framework aligns closely with the revised National Life Framework
but retains a specific focus on Indigenous Suicide Prevention.

Northern Territory Suicide Prevention Action Plan 2009 —- 2011 (NTSPAP)

The NTSPAP is a 3 year Action Plan for Suicide Prevention, based on the
NTSFSP, and was deveioped by a Cross Government Co-ordinating
Committee for Suicide Prevention. Section A Attachment 7.

This committee included representatives from the Depariments of Health and
Families, Police, Justice, Education & Training, Chief Ministers, National
Resources, Environment, The Arts and Sports and the Commonwealth
Departments of Health and Ageing and Families, Housing, Community
Services & Indigenous Affairs.

The Action Plan was developed as a whole-of-Government response
representing the specific actions and initiatives aimed at reducing suicide and
fostering individual and community resilience and capacity. It effectively
translated the NT Strategic Framework for Suicide Prevention into measurable
actions.

The Plan also recognised the Australian Government as a key pariner and
reflects the links between the key directions of both the NT and Australian
Suicide Prevention Frameworks.

A progress report compiled in 2010, reporting on the first year of the plan
(2009), provides information on initiatives undertaken across the Departiments
represented on the Commitiee. This document is at Section A Attachment 8.

The NT Suicide Prevention Action Plan 2009-2011 expires this year and is
under review. A final report on progress over the three years of the plan is
currently being compiled. Nevertheless, the fundamental principles




underpinning this plan are well established: whole of government, whole of
community responses including broad-scale and targeted programs.

The Department of Health (DoH) committed funding of $330 000 for the first
eighteen months of the Action Plan and a further $200 000 for the second
year to sustain existing initiatives and progress a small number of new
initiatives. These included a range of suicide intervention training initiatives
which targeted both Indigenous and non-Indigenous populations and also
young people over the age of 15. Other initiatives implemented included the
provision of training workshops to address non-fatal self-harming behaviour
amongst young people and the facilitation of a range of forums focusing on
mental health and suicide prevention.

As can be seen from the Action Plan, the existing stakeholders encompass a
wide range of government departments, all of whom have direct input into
factors that contribute to suicide prevention. However, there was no
dedicated funding allocated to commit to new initiatives under the Action Plan
in any other Department.

In the 2011/12 budget, a further $2.4M was committed by the NT Government
over the next three years (and recurrently) to build on the work that has
already been done. Initiatives to be funded include training for frontline
workers, increased education in schools and targeted intervention for young
people at risk. The strategies will also include improved data collection and
research and targeting of ‘hot spots’ (communities and groups with high
suicide and self harm rates).

Consultation has commenced with stakeholders and it is anticipated a revised
Action Plan for 2012-2014 will be developed. The findings and
recommendations of the Northern Territory Select Committee on Youth
Suicides will be used to inform the development of the revised Action Plan.

Evaluation of the Northern Territory Whole of Government Approach to
Suicide Prevention 2007 - 2011

An evaluation of the effectiveness of whole of government approaches
utilising suicide prevention as an example was supported by the Mental
Health Program and undertaken under the auspice of the Menzies School of
Health Research by Megan Lawrance (Phd Student). Ms l.awrance provided
an interim summary of her findings to the Mental Heaith Program and has
indicated she intends to make a submission directly to the Youth Suicide
Select Committee in relation to her research findings.

Exploratory Study of Child and Youth Suicide in the Northern Territory

Menzies School of Health Research was commissioned by the Child Death
Review Committee, established under section 209 of the NT Care and
Protection of Children’s Act, to undertake exploratory research focussing on
child and youth suicide within the NT. This work was led by Professor Gary
Robinson.

The Mental Health Program understands a submission containing the key
findings of this study will also be submitted to the Northern Territory Select
Committee on Youth Suicide.




The Department of Children and Families (DCF)

DCF core services work across the broad spectrum of social elements which
can be considered key risk and protective factors in the context of suicide
prevention work inciuding:

e Child Protection

» Homelessness / Supporied Accommodation Assistance under the
National Affordable Housing Agreement

e Family and Parenting Support
e Youth

e Domestic and Family Violence

DCF services are often called upon to intervene in times of crisis (i.e child
protection and family violence) or at poinis where there is great potential for
preventative measures to be taken (i.e. family and parenting support, youth,
homelessness and supported accommodation assistance).

Family factors such as abuse and neglect, family violence and substance
abuse amplify the risk of child and youth suicide, as underscored in the
abovementioned Child Death Committee research. DCF services present
opportunities to intervene at this stage of the suicide risk spectrum.

DCF services work to build the capacity of the social and other networks that
support young people from a whole-life perspeciive.

DCF have implemented a number of programs to address children, youth and
families at risk and continue to work to strengthen many of the relationship
factors that may contribute to risk factors for suicide both individually and in
communities, including Mobile Qutreach Service Plus (MOSPIus), Men’s and
Women’s Safehouses, the Mobile Child Protection Team and the Remote
Aboriginal Family and Child Protection Workers.

DCF are making a submission to the Northern Territory Select Committee on
Youth Suicide and will provide further details of these services. The DoH and
DCF are committed to working closely together to share information and
target those programs which have the most influence in reducing self harm
and suicide and in strengthening mental health and wellbeing.

Northern Territory Department of Education and Training (NTDET)

A range of mental health and social emotional wellbeing programs well placed
to contribute to suicide prevention amongst young Territorians are currenily in
place within NTDET. Programs include ‘Mindmatters’ (a program delivered in
secondary schools) and ‘Kidsmatter' (a program delivered in primary schools).
NTDET also fund and support a comprehensive network of school counsellors
throughout the NT.

A Summary of NTDET Programs and Activity in the context of these programs
is at Section A in Attachment 9.




Northern Territory Police

NT Police are a vital front line service in suicide prevention. Police are ofien
the first on the scene and also respond to threats of suicide in both urban and
remote communities. Police work closely with mental health services in
response 1o crises in the community.

Police have indicated they intend to submit a response directly to the Select
Committee on Youth Suicide.

Department of Housing, Local Government and Regional Services
(DHLGRS)

DHLGRS delivers social housing programs and related infrastructure across
the Territory, and seeks to build stronger regions and communities through
sustainable economic development and effective local government.

DHLGRS provides a range of programs relevant to suicide prevention
approaches including services to address housing and homelessness, local
government, regional and community services and remoie service delivery
coordination.

A Summary of DHL.GRS Programs is at Section A in Attachment 10.

Targeted Suicide Prevention Programs currently funded
through the NT Department of Health Mental Health Program

The NT Mental Health Program first identified suicide as a major concern in
the early 1990s and since this time has been working with limited resources fo
raise the profile of this area and establish services and programs to address
this issue.

Life Promotion Program, Central Australia

In Central Australia, the Life Promotion Program (LPP) provides suicide
prevention, education and training and a coordinated response to suicide in
the region.

The program is based in both Alice Springs and Tennant Creek and is
coordinated by the Mental Health Association of Central Australia (MHACA).
This approach works well in this region as the population and agencies are
small and know each other well. The group meets to coordinate support post-
completed suicide.

MHACA Life Promotion Program also formulated the highly regarded “Suicide
Story”, in collaboration with indigenous communities. Suicide Story is an
Indigenous-specific training tool to help create suicide safer communities and
families. It includes a DVD comprised of short films that feature the voices of
Indigenous people. Animation, art work and music combined with these
voices focuses on nine issues relevant to suicide, and the DVD accompanies
a full 3-day program.




The aim of Suicide Story is to provide an Indigenous specific training resource
to contribute to an increased level of understanding about suicide and the
skills necessary to intervene when someone is a risk.

Accidental Counsellor, Central Australia

“Accidental Counsellor’ was developed by Lifeline Central Australia for people
who do not have training in counselling but might find themselves in situations
where they are placed in the counselling role i.e. reception staff. The two day
workshops are delivered to school teachers, support staff, youth workers, and
staff in mental health services in Central Australia. The Sixth 2 day workshop
since the program’s introduction is currently underway.

Applied Suicide Intervention Skills Training” (ASIST)

The LivingWorks “Applied Suicide Intervention Skills Training (ASIST) is
delivered by Mental Health Services, Anglicare NT, and Lifeline Central
Australia. The ASIST model provides practical help for caregivers seeking to
prevent the immediate risk of suicide and is the most well regarded suicide-
prevention training program across Australia.

Participanis learn to recognise and review suicide risk and develop
intervention skills. The emphasis is on suicide “first aid” — helping a person at
risk, to stay safe, and seek further help. The program enables participants to
make an initial response and become a link to ongoing community help for a
person at risk of suicide.

There are continual requests from organisations such as Justice, Police,
Health, Education, and NGOs within the NT to train front line workers in this
program as well as general community members.

Safetalk, Central Australia and Top End

Safetalk is a half day training program, which can run either as a stand-alone
or precursor to ASIST. The program focuses on teaching participants to
recognise and engage people who might be having thoughts of suicide, and
then to connect them with community or other professional resources trained
in suicide intervention. It is an appropriate training program for front-line
workers and community members interested in broadening their knowledge in
this area. It can also be used with young people over the age of 15.

Safetalk has been delivered to 33 communities in the Top End by AngliCare
NT, with further workshops delivered in 2011 in Wadeye, Maningrida, Darwin
and Howard Springs. AngliCare are also funding an Indigenous trainer in the
East Arnhem region to deliver this program in language within communities
that have been experiencing high rates of self harming behaviour. In Central
Australia, Safetalik has been delivered in three communities to 402 individuals
by Lifeline Central Australia since 2010.

Response to Suicide in the Top End

In the Top End, suicide prevention and response services are provided
through a range of Government and non-Government agencies including Top
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End Mental Health Services (TEMHS), Anglicare, and the NT Division of
General Practice. However, unlike Central Australia, no one agency can
provide a coordinated response across the Top End as the environment is
much more complex. TEMHS provide support to the primary health centres
as requested when a completed suicide occurs. Networks to address the
issue of suicide in regional areas in the Top End are emerging. However,
these require additional support to enable more effective coordination.

The true measure of all these programs is their effectiveness in preserving life
however anecdotal feedback about acceptance, uptake and relevance of
programs is currently the best guide to their strengths and weaknesses.
Scientific factor analysis is almost impossible, due to multiple coexisting
strategies and statistically small counts and the need to sustain the factor
analysis over many years.

Both national and international evidence suggests that suicide prevention
training programs have a significant impact on reducing rates of suicide within
a community. The existing training programs in the NT, including ASIST,
Suicide Story, Safe Talk and Accidental Counsellor have generated very
positive feedback.

CounterPunch

CounterPunch is a new initiative funded by the NT Government through the
Mental Health Program from 2011/12. Using the appeal of sport to youth,
CounterPunch targets the physical and mental wellbeing of young people
aged 10 to 25, combining the physical medium of amateur boxing with a
psychological intervention and life skills program.

Referrals to the program come through schools, organisations servicing youth
such as Mission Australia and headspace and through self referrals.
CounterPunch shows particular promise for maintaining engagement of at-risk
youth for sufficient duration to instil knowledge and provide avenues for
personal development through sport and the relationships across age-groups
and social divides built during training.

The program will initially be delivered in Darwin. A number of remote
communities have expressed interest in the program and expansion of the
program will be piloted. A train the trainer model is also being established and
it is anticipated that participants will share knowledge with peers, ultimately
benefiting many other young people.

CounterPunch will compliment more universal programs such as the Clontarf,
as it will target young people who may be disengaged from school, and those
who would benefit from more intensive individual or group participation.
Strong interest has been expressed by local schools and other organisations
and referrals of young people have been received. Services have
commenced on a part-time basis, however these will be ramped up when the
program moves to dedicated facilities in November 2011. Evaluation of the
program will commence at this time.

For more detail on the policy context and historical funding for suicide
prevention initiatives in the NT refer Section A Attachment 11.
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Current Commonwealth Funded Programs in the NT

Commonwealth funded programs active in the NT that are relevant to the
Committee’s Terms of Reference are as follows:

headspace NT

Headspace services have been established in both Palmerston and Alice
Springs.

The aim of these services is to improve access to mental health and wellbeing
services for young people aged 12 to 25 years by bringing together local
youth mental health, drug and alcohol, primary care and education, training
and support agencies. Each headspace service has been established by a
consortium of local agencies working in partnership to facilitate provision of
more coordinated, integrated and holistic care for young people.

Anglicare NT is the lead agency for headspace Top End. The consortium aiso
includes the Department of Health (DoH) Mental Health Program, the General
Practice Network of the NT (GPNNT) and Danila Dilba Aboriginal Medical
Service.

Central Australian Aboriginal Congress is the lead agency for headspace
Central Australia. The consortium includes the DoH Mental Health Program,
the Mental Health Association of Central Australia, GPNNT and Alice Springs
Youth Accommodation and Support Services.

Both headspace sites have now received confirmation of on going funding
from the National Youth Mental Health Foundation for a further three years
until 2014.

The new funding agreement is $450 000 per site with some discretionary
funding for sites that incur additional oncosts such as rent. headspace Top
End will receive an addition $174 000 in discretionary funding per annum to
2014. headspace Central Australia will receive discretionary funding of $144
000 per annum until 2014.

Since opening in June 2008 headspace Top End has seen over 1150 young
people and provided over 8000 occasions of service (an occasion of service is
any contact in relation to the young persons care).

58% of the total number of young people seen is female with 42% male.

The most common presenting issue is recorded as depression, anxiety,
behavioural problems and substance use.

OzHelp

OzHelp provides a range of activities and awareness sessions that promote
mental health wellbeing in male dominated workplaces, specifically
tradespeople and apprentices.

Activities include ‘OzConnect’ promotional barbeques. In 2010, OzHelp
conducted 529 support visits on and off site, post OzConnect. They conduct
20 minute health screens on-site, suicide awareness and prevention training
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and alcohol and drug awareness training. A Graduate Development
Programme re diet/budget/health for white collar workers, is also being
developed and will be taken to the Top End in 2012,

OzHelp Programmes 2010-2011

OzHelp run a 20 minute “Tradies Tune Up” health screen with a nurse and
Ozhelp Field Officer. 45 individuals participated in this initiative in 2010 with
more expected in 2011. Other training provided in 2010 consisted of:

¢ General Awareness Training (GAT) — one hour suicide awareness
training delivered to 524 tradespeople in 2010 and 528 (YTD) in 2011.

o Safetalk — 3 hour Livingworks Suicide Prevention Workshop — In 2011
there have been 87 participants in this program (including managers,
workers and apprentices and 41 CDU trades lecturers).

e Other courses provided are Mental Health in the Workplace, Resilience
and Assertiveness, Conflict Resolution, Communication in the
Workplace and Workplace Bullying.

o QOzhelp trained 35 apprentices in Gove in Safetalk, Mental Health at
Work and some Drug and Alcohol awareness training in 2011.

e ALERT training (1 hour awareness fraining) suicide awareness for
Managers and Occupational Health has also been provided.

ATAPS Suicide Prevention Service in Darwin, GPNNT

The General Practice Network NT (GPNNT) administers the Access to Allied
Psychological Services (ATAPS) Suicide Prevention Service as part of the
Commonwealth Befter Outcomes in Mental Health Care program. This
suicide prevention service enables GPs 1o refer consumers at risk of suicide
to private sector allied health professionals remunerated by the program.
Phone referrals are triaged according to the urgency of the problem.

The psychologist contacts the client within 24 hours and makes a face to face
appointment within 72 hours. Once clients are referred, they can also utilise
after hours support. Currently the program is only offered in Darwin, by one
psychology service.

It is envisaged this program will expand to Alice Springs in the transition
phase to the NT Medicare Local and later be expanded to include a range of
allied health providers over a broader area. Further detail about this program
is available on the GPNNT website.

FAHCSIA Youth in Communities program

Funded under the Closing the Gap in the NT - Youth in Communities program
maintains and strengthens youth services in the NT. See Section A in
Attachment 12 for program details.

Save a Mate (SAM)

An initiative of the Australian Red Cross, the Save-a-mate (SAM) program
provides education, training, first aid services, and support to young people on
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health issues with a particular emphasis on mental heaith and alcohol and
other drug use. The SAM program has three major components:

1. education and training - aimed at young people and those who
work with youths. The following training courses are offered
through SAM: the alcohol and other drugs emergencies course;
alcohol and other drugs peer education; mental health peer
education; and SAM 'our way';

2. festivals and evenis - volunteers attend festivals and events to
provide health related services to young people; and

3. health promotion and advocacy - using public relations, the
internet, and activities with young people, SAM seeks to promote
health behaviours among youths. SAM is also involved in
advocacy, participating in steering and advisory bodies.

The SAM program recruits young people, usually aged 18-30 years, to the
deliver its services to other young people aged 12-25 years. The program has
been designed to target a broad range of youth groups, including (but not
limited to) at-risk youths, Indigenous groups, rural and remote youths, and
injecting drug users.

With regard to Indigenous youths, a pilot program, Save-a-mate ‘our way’, is
underway with Indigenous youth in the NT. This program is primarily aimed at
young Indigenous people and focuses on issues of health and wellbeing. The
emphasis is on delivering the program in a culturally appropriate and relevant
way.

In the NT SAM-our way is a program jointly funded by Beyondblue and Red
Cross, delivered by Red Cross in some NT Indigenous communities. The
program engages young people and uses a yarn style to build trusting
relationships which then leads to specific training on: building the resilience
and skills of young people to support themselves and each other, mential
health issues, alcohol and other drug issues, youth leadership and peer skills.

New Commonwealth Funding for Mental Health
The Commonwealth Government announced an additional $1.5 billion over 5

years, o deliver on its commitment to make mental heaith a national priority.
Initiatives in the 2011/12 Budget included:

¢ $571M over 5 years to expand services and improve coordination for
people with severe mental illness;

¢ $343.8M for coordinated Care for people with severe, persistent mental
illness through employment of Care facilitators.

o $492M over five years for prevention and early intervention mental
health services for children and young people; and

o $419.7M to expand mental health services for teenagers and young
adults.
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The proportion of the new funding and services that will be available to
Territorians is not clear at this stage. Most of the funding will be allocated o
NGOs, most likely through a competitive tender process.

It is likely the Territory will receive some additional funding for headspace
services, Personal Helpers and Meniors and other existing NGO programs
already funded by the Commonwealth under the COAG National Action Plan
on Mental Health 2006-2011.

Some new initiatives will require matched contributions from States and
Territories, inciuding Early Psychosis Prevention intervention Centres (EPPIC)
and services implemented under the new National Partnership on Mental
Health. States and Territories will be required to tender for funding for these
services on a competitive basis.

Additional ATAPS funding for psychological services has also been allocated
to assist people who are currently unable to access private psychological
services on a fee for service basis through Medicare.

Commonwealth Funding announced in 2011

e $197.3M has been allocated for an additional 30 new headspace sites
and to reduce current waiting times. headspace provides early
intervention services fo 12 — 25 year olds. In the NT it does not make
sense to establish a new headspace site, rather expand the capacity of
the existing sites in Darwin and Alice Springs;

o $222.4M has been allocated for an additional 12 Early Psychosis
Prevention and Intervention Cenires (EPPIC), bringing the total
number of new centres funded to 16. Early psychosis services focus
on providing service to young people between the ages of 16 and 25
years who are experiencing a first episode of psychosis. Services aim
to intervene earlier and provide more intensive treatment and support
to improve outcomes and minimise long term psychiatric disability
associated with chronic psychosis and the accompanying
distress/trauma experienced by the young person and their family. This
cohort is also at high risk of suicide

Unlike other health conditions, the highest burden of mental illness is
experienced in this age group, and health services are ill equipped to
respond.

Implementation of this initiative will require matched coniributions from
States and Territories. When the initial four sites were announced a
60% Commonwealth and 40% States/Territory funding split was
proposed. The cost of each site was estimated to be a total of $2.5M,
thereby requiring a $1M State/Territory contribution. The costs of
establishing a centre has been revised to between $5M for a population
of 350 000, up to $10M for a population of 1 million. States and
Territories will be required to contribute a minimum of 50% of the
operational costs and 100% of capital costs. Strict adherence to the
EPPIC model is required.
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The Commonwealth has indicated it may consider a more flexible,
scaled down version in the NT.

The Commonwealth has commenced negotiating a new National
Partnership on Mental Health. $201.3M over five years for incentives
to states and territories to address major service gaps in mental health
services including accommodation, emergency departments and
community-based crisis support has been allocated. There will be no
guaranteed allocation for each State and Territory. States and
Territories will access this funding pool through a competitive process.
The Commonwealth will seek co-investments from the States and
Territories to leverage greater investment. There is no guaranteed
allocation for each State and Territory.

$11M over 5 years in building strong and healthy kids, to help build
resilience and identify emerging mental health problems early. This will
include development of Mental Health and Wellbeing Check to be
included in the Healthy Kids Check for children three and four years
old.

$1.5M for a Social Engagement and Emotional Development
(SEED) survey for 8 to 14 year olds.

$61M to double the number of Family Mental Health Support
Services (from 40 to 80). These services provide a way for families to
get help for their children who are showing early signs of problems, or
at risk of mental iliness, outside of the clinical mental health system.

$220M over 5 years to improve access in the primary health care
system for people with mental iliness; and

$205.9M to expand the Access to Allied Psychological Services
(ATAPS) program to better ensure mental health services are targeted
to those who need them most, including children, Indigenous
communities and socio-economically disadvantaged communities.
ATAPS is currently administered through Divisions of General Practice.
This should increase access to psychological services in the NT,
although access will still be limited by where these services can be
provided.

$14.4M to establish a single mental health on-line portal. This will
provide easy, “One Stop” access to evidence-based online
psychological therapy. Online mental health therapy provides an
alternative means off accessing services for people who can’t, or don'’t
want to, access a service provider face-to face.

$32M to establish a National Mental Health Commission to increase
accountability and transparency, including $12 million in new funding.
The National Mental Health Commission will be established within the
Prime Minister’s portfolio, and will report back to the Parliament.
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e $2.4M to increase employment participation for people with a mental
illness to build the capacity of employment services providers to identify
and better assist people with mental iliness to secure employment, and
is in addition fo the new Building Australia’s future Workforce Package,
also announced in the Budget.

New Commonwealth Funded Suicide Prevention Initiatives

The Australian Government announced as part of the broader $1.5 Billion
dollar investment to make mental health a priority, including a targeted
package of initiatives aimed af tackling suicide.

Boosting the capacity of crisis hotlines, including Lifeline ($18.1m)

This funding will be provided to Lifeline Australia to increase the capacity of
their support hotlines. Lifeline currently receives around 450 000 per year.
Almost 6 per cent of these calls involve a high risk of suicide. This additional
funding will enable Lifeline to increase their call capacity by around 60 per
cent to around 700 0C0 over time.

The additional funding will also enable calls to Lifeline from mobiles to be toll-
free. More than half of all callers to Lifeline are from mobile phones, which
frequently attract higher call costs. High call costs can be a real barrier to
people seeking crisis counselling services.

Lifeline will also be provided with funding to establish dedicated lines at
suicide ‘hotspots’ so that people who are actively contemplating suicide and
have taken the step of going to a destination where they could commit suicide,
have help at hand.

Mental health first aid’ training: for frontline community workers ($6.1M)

Under this initiative, funding will be provided to train front fine community
workers, such as financial, legal and relationship counsellors, and healthcare
workers, to better identify and respond to the needs of people at risk of suicide
or who have attempted suicide in around 40 regions around Australia.

Improving safety at ‘hotspots’ ($9.0M)

To reduce access to common means of suicide, capital funding will be
provided to local governments to improve safety and infrastructure at notable
suicide ‘hotspots’, for example by improving fencing barriers, night lighting,
and closed circuit television monitors.

This is in addition to the funding which will be provided to Lifeline to establish
dedicated phone counselling lines from ‘hotspots’.  This funding is not
relevant to the NT context given the specific criteria to be met in order to
access the funds.
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Outreach teams to schools ($18.7M)

An estimated 2 to 3 high school aged young people die by suicide each week
in Australia. This measure will fund a nationwide network of mental health
promotion officers, to provide outreach services from local headspace sites or
psychology services, to work with government and non-government school-
based mental health workers and provide counselling and other support to
school communities in the event of a school student suiciding.

Supporting communities to reduce risk of suicide ($22.4M)

This initiative will provide funding to support community-led suicide prevention
activities fargeted at groups and communities which are at high risk of suicide,
including Indigenous people, men, gay, lesbian and bisexual people, and
families and colleagues recently bereaved by suicide.

Activities funded under this initiative could include training community leaders
to better identify and respond to suicide, and activities to better build resilience
and positive mental health. For example, in Indigenous communities,
brokering visits by elders from communities that have successfully responded
to suicide clusters in the past to communities currently experiencing a spate of
suicides, to help these communities build their own responses to their
community circumstances.

Expanding the National Workplace Program ($11.0M)

runding will be provided for the National Workplace Program currently
delivered by Beyondblue, which helps workplaces identify and support
workers with depression who are not receiving treatment.

An additional 350 workplaces each year will benefit from being assisted to
identify and support workers with depression. The expanded program would
target particular sectors (such as blue collar work and trades) and subsidise
increased participation by small businesses.

Increasing the capacity of helplines for men ($2.8M)

Beyondblue will be provided with funding to increase the capacity of their
helpline to provide information and assistance to up to 30 000 more men each
year. Helplines can be the first place that people in crisis will approach, with
many men not having seen a doctor for their depression and not being in
receipt of any medical treatment or support. Help lines provide an anonymous
way to seek information and advice.

Targeted campaigns for men’s mental health ($9.0M)

Funding will also be provided with funding for targeted campaigns on mental
illness for men to reduce stigma associated with mental ifiness and encourage
more men to seek help for depression and mental illness. Stigma associated
with mental illness is one of the major reasons men who have depression or
other mental health problems don’t seek help. These campaigns will target
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high risk groups, including single men, fathers, older men, men who are
unemployed, men in rural areas, and Indigenous men.

Kidsmatter expansion ($19.6M)

Under this initiative, around 1 700 additional primary schools will be provided
with funding to promote good mental healith and improve children’s resilience
through the Kidsmatter program. This program provides participating schools
with professional development for teachers to promote resilience and identify
and respond to mental health problems; training for teachers and parent
associations; and resources for teachers, parents and carers.

As note previously, Kidsmatter is being provided in NT primary schools.

Services for children with mental health and developmental issues
($24.0M)

Additional services for around 26 000 children with severe behavioural
problems and fraining of frontline health and community workers to better
identify and support children with serious mental health, developmental and
behavioural issues. Medicare Locals will be supported to work with local GPs,
child and maternal health clinics, schools and other social services to develop
linkages and support networks with local mental health providers. Funding
will also be provided to new Medicare Locals to purchase setvices, such as
psychological services, for parents and children.

Expanding online mental health and counselling services ($22.3M)

To provide more avenues through which people with mental health problems,
particularly young people, can access mental health services,

it is estimated about 40 000 people, particularly young people and people who
are reluctant or unable to access face-to-face mental health services, will
access expanded online mental health and counselling services.

$6M brought forward under the ‘Taking Action to Tackle Suicide
package’ — Indigenous Specific Initiatives

On 14 April 2011, Ministers Builer and Snowdon jointly announced that
funding of more than $6M will be brought forward to support new projects from
the Taking Action to Tackle Suicide package in the 2011-12 financial year to
target those Indigenous Australians who are at high risk of suicide.

The NT has commenced discussions with the Commonwealth regarding these
initiatives and will also liaise with Western Australia regarding the applicability
of projects funded through these funds in that jurisdiction to the NT context.

Indigenous Suicide Prevention Strategy

In its response to the Senate Inquiry into Suicide in Australia, the
Commonwealith Government indicated its support for the development of an
Indigenous specific Suicide Prevention strategy.
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The Department of Health and Aging (DoHA) is close to finalising a process to
engage the services of a consultant to develop the Strategy. There will be a
requirement for the consultant to conduct an extensive consultation process
with key stakeholders and communities to seek views on the appropriate
mental health and well being approaches for Aboriginal and Torres Strait
Islander communities. DoHA is also close to finalising the establishment of an
Indigenous Suicide Prevention Working Group to guide the development of
the Indigenous specific suicide prevention strategy.

National Suicide Prevention Program (NSPP)

The NSPP is the Australian Government funding program dedicated fo suicide
prevention activities. The funding allocation covers two streams of activities:

e Community-based Projects, impacting on issues at a local level; and

e National investment, largely taking a population health approach and
supporting infrastructure and research.

The NSPP has made Aboriginal and Torres Stirait Islander Australians a
priority target group for funding. For the period 2009 -10 to 2010-11, $11.6M
(or 25% of NSPP funding) has been provided under the NSPP to 13 projects
that provide services specifically targeted towards Aboriginal and Torres Strait
Islander communities.

Case Study - Maningrida

There is currently some concern over an increased rate of completed suicides
in Maningrida and an increase in self harm attempts. The DoH Mental Health
Program has been liaising closely with the local reference group to identify
concerns and plan a coordinated approach to these matters.

A report on the current situation in Maningrida is attached in the Section B
Confidential Attachment 3.

The local reference group have also advised they intend to develop a local
submission to refer to the Select Committee on Youth Suicide.

Summary of Tiwi Intervention

The Tiwi Islands had the highest suicide rate in Australia in 2002, with 10
completed suicides recorded. With a strong community response and support
from government in a number of areas, this figure has been substantially
reduced and the community is now thriving. Refer Section A, Attachment 13
for a report outlining the actions taken.

Dr Robert Parker, Director of Psychiatry provided information for this report

and has indicated that he intends to provide a separate submission to the
Select Committee on Youth Suicide.
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Reporting and Research

There are substantial differences in suicide statistics between Australia as a
whole and the NT and further differences in suicide profiles between various
communities in the NT. Interventions need to be based on the best available
evidence from Australia and overseas together with local responses based on
research of local factors.

Reliable reporting of numbers of suspected and confirmed suicides is
achieved by the Coroner's Office. However, the coronial process resuits in a
time lag between reports of suspected suicide and determination of the cause
of death, which may not be suicide. This time lag can be in excess of a year if
the death is subject to a full Coronial inquest. Thus there is not only a
potential discrepancy between suspecied and confirmed cases of suicide, but
also a discrepancy between the year of the event and the year of the Coronial
finding.

This explains, in part, minor differences in the year to year statistics from the
Australian Bureau of Statistics (ABS) and the NT Coroner. Coroners around
Australia are working towards uniform reporting but differences remain
between jurisdictions. As stated previously, a reworking of data from previous
years by the ABS resulted in little revision of NT statistics but markedly
increased suicide rates for some jurisdictions, notably Queensland.

As in other jurisdictions around the world, there is debate about including
deaths caused by risk taking, such as many single vehicle motor accidents, in
suicide data. There is also a general reluctance by Coroners to make findings
of suicide when any doubt exists as to a person’s intent, so some findings of
accidental death may, in other analysis, be counted as suicide. Reports of
suspected suicides from unofficial sources have been found to be misleading
and are not utilised. These caveats apply to all jurisdictions.

Attempted suicide data

Reporting and recording of attempted suicide is complex and unreliable and
not currently undertaken in the NT or any other jurisdiction in a coordinated
manner (with the possible exception of WA). Reports from multiple sources
can easily include multiple counts of one event unless the identity of the
person is able to be recorded accurately within confidentiality boundaries.

A further complication is the difficulty of defining what to include in a spectrum
ranging from suicide threats to near-death requiring hospitalisation. For
example, information from police about call-outs for suicide covers a great
range of severity, and would overlap with information provided by hospitals
about patients seen in Emergency Departments classified with suicide risk.

There has been initial inter-agency discussion about the potential benefit of
information sharing and collation to aid in identification of those at elevated
risk to enable targeted intervention. If confidentiality, technical and resource
limitations are overcome, data from this source could enhance both research
and service planning.

A feasibility study will be commissioned by the Mental Health Program in
2012/13, funded through the recent NT Government allocation. The study will

21




consider current recording of suicide atiempts across the various systems
collecting this information to develop and coordinate a framework for suicide
related information management and analysis better equipped to inform
suicide prevention activity.

Inter-Departmental Cooperation

The effectiveness of the interventions of individual agencies is hindered by a
lack of collaboration between agencies and programs, despite any willingness
of agencies to engage with each other. Barriers to collaboration include the
proliferation of small programs consequential to short-term fragmented
funding, confidentiality impediments, and incompatible information systems.
Information sharing would help to compile individual risk profiles. However,
the risk factors are often of a sensitive nature. Examples include history of
sexual abuse, involvement of child welfare, legal problems, substance misuse,
and mental health history.

Complete information from all sources is collated following a suicide, and
when viewed in entirety, the convergence of risk factors becomes clear. If the
lead agency working with a young person had access to such collated data,
they would be better able to develop a comprehensive support plan. Relaxing
confidentiality requirements is a serious matter and a cost-benefit analysis is
indicated before there is further consideration of this. It is recommended that
this be undertaken as part of a project investigating suicide information
management.

Recommendations
The Mental Health Branch makes the following recommendations:

1) That Suicide Prevention is included as a standing item on a high level
interdepartmental committee (for example, the Community Safety Working
Group).

2) That ongoing funding is committed to existing programs funded under the
NT Emergency Response that are aligned with suicide prevention. Owing
to the importance of sustained interventions, and the long-term nature of
changes needed to reduce suicide rates, existing programs that are
demonstrating evidence of effectiveness or even just promise shouid be
sustained.

For example, if sporting and diversionary projects funded under the NTER
Closing the Gap in the NT Youth in Communities (YiC) Program are
discontinued, not only will youth be without the recently introduced
supports, they will also feel devalued by their activities being discontinued.
These programs require recurrent funding. See Section A Attachment 10
for information on YiC projects.

3) That a six month project is commissioned to develop and coordinate a
framework for suicide information management, including information
about at-risk individuals and information for improved statistics following
completed suicides. This can be undertaken within the additional Mental
Health funding for Suicide Prevention.
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4)

5)

6)

7)

8)

9)

That capacity io share/report information across systems to enable
information exchange within and across departments is scoped.

The current inability of various computer systems to talk to each other
inhibits the timely exchange of relevant clinical information. In contrast,
the changes made to the Community Care Information System (CCIS)
database recenitly enable DCF, Alcohol and Other Drugs, Aged and
Disability and Mental Health programs to see when each has an active
case and who to contact if exchange of limited information is justified. It is
suggested that this be expanded to include the Primary Care Information
System database, and that CCIS is included in the scope for the E Health
initiative.

That the Mental Health Program liaise with agencies in Western Australia
who are working on similar issues, particularly in the Kimberley region, to
exchange information on strategies and interventions found helpful
(including Commonwealth funded suicide prevention initiatives).

That further analysis of adult suicides on the coronial database similar to
that undertaken on child suicides by Menzies School of Health Research
for the Suicide of Children and Youth in the NT 2006-2010 report is
commissioned utilising the additional NTG Suicide Prevention Funding.

That the Mental Health Program work with research organisations like the
NT Child Development and Education at the Menzies School of Health
Research to access funding such as that provided by the National Health
and Medical Research Council and Australian Research Council through
partnership or linkage grants which match the cash and in- kind
contribution of applicants to undertake research.

That funding is increased for ASSIST training. There is an unmet need for
training that cannot be fulfilled within the capacity of existing ASSIST
trainers.

That a response to any emergence of clusters of suicide or suicidal
behaviours in communities builds on established relationships within the
community and supports existing community structures. The nature of
additional resources offered should be negotiated with the community and
in collaboration with agencies providing existing programs in the
community.

10)Develop and Coordinate services in partnership with other organisations to

respond to spikes in suicide and self harm in particular communities or
populations.

11)That further place-based mapping of services be undertaken to assist in

the coordination of appropriate suicide prevention activities and response.
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12)That support for emerging suicide networks in the Top End is increased o
enable more effective suicide prevention and response in regional areas.
In Darwin, the Darwin Regional Indigenous Suicide Prevention Network
(DRISPN) has recently been established. $5000 seed funding was
provided by Wesley Mission. More financial assistance is currently being
sought by DRISPN to establish a website and provide resources.

13)That a Telepsychiatry Service to Growth Towns is established.
Establishing a clinical Telepsychiatry Service, utilising Digital Regions
Initiative infrastructure, would enable increased support to remote primary
health services and individuals in remote communities. This would expand
access to specialist mental health services, at a reduced cost, and
increase capacity to treat more people when they are in crisis.

Public mental health services in the NT see a higher proportion of the
population than public mental health services in any other jurisdiction.
However, the number of contacts each individual receives is the lowest of
all jurisdictions, largely due to the dispersal of the population.

Videoconferencing is a cost effective way of delivering more immediate
specialist mental health assessment, consultation and follow up services to
individuals in remote communities, and would reduce the number of
evacuations {o acute units.

The service would complement the existing visiting specialist services,
facilitate increased access o sub-speciality services, such as forensic
services and services for young people in regional cenires and remote
communities, and provide increased suppori, education and training
opportunities for remote staff.

To compliment the establishment of the remote Telepsychiatry service, it is
also proposed to progressively increase the number of Aboriginal Mental
Health Workers based in remote communities to provide day to day
support to people with a mental illness and undertake suicide prevention
activities.

Many of the Territory Growth Towns identified increased mental health
services as a priority in their Local Implementation Plans (LIPS}, and
additional Aboriginal Mental Health Workers would be based in these
communities.

14)Consideration be given to expanding the scope of existing safe houses
established in a number of communities to provide a safe environment for
individuals at immediate risk of suicide. This model would need to
consider also including off-site support from mental health services
(through the 1800NTCAT 24 hour telephone triage and crisis response
service.

15)Develop and submit a tender to partner with the Commonwealth
Government to establish an EPPIC centre in the NT that is adapted to suit
the local context and service environment.
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16)Develop and submit a tender to partner with the Commonwealth
Government under the National Parinership on Mental Health Reform to
address service gaps in the NT including services for young people who
present in crisis to emergency depariments or other relevant services.

17)That the Mental Health Program and other non-government organisations
participate in implementation strategies which will flow from the NT Early
Childhood Plan currently being developed under the leadership of the
Department of Education.

Links and References

A number of helpful weblinks and references relevant to suicide prevention in
Australia and the NT have been provided at Section A Attachment 14 for the
Committee’s consideration.
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Section A - Attachment 1

REVIEW OF NT SUICIDES WITHIN AUSTRALIAN CONTEXT

Suicide is a significant issue for the NT. It occurs across all demographics and
in a range of locations from urban Darwin to remote regions of Central
Australia. The highest rates are noted in young Indigenous males and older
non-Indigenous males.

The differing time-periods for the data highlighted in this submission is due to
the differing information available for these periods.

In the NT the annual number of deaths from suicide has increased
substantially from the mid 1990s and reached a high in 2002. Since 2002
rates have continued to fluctuate with no sustained decrease.

Suicide age-adjusted death rate NT and Australia 1998-2007
(per 100,000)
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This trend has gone against currently reported national rates and although
additional care in interpreting data does need to be taken in smaller
jurisdictions where significant yearly fluctuations can be observed due to the
relatively small number of suicide deaths, combined data for the period 2003-
2007 suggested an NT suicide rate 22.8 per 100 000 compared to national
rate of 9.8 per 100 000 for the same period (ABS 2009).

Although more recent ABS data indicates a slight decrease in the suicide rate,
estimated to be 20.1 per 100 000 in the NT in the five year period 2005-2009,
the NT rate is still double the National average
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The differing rates of suicide in the NT compared to the rest of Australia have
to be viewed in the context of the number of different issues that affect the NT
population.

Indigenous Suicide

Suicides amongst Indigenous people in the NT occur in a range of contexts
and can vary greatly between regions. In some areas there have been no
reported deaths from suicide, or deaths are rare and occur in isolation. There
are other regions which experience high rates of suicide and self-harming
behaviours.

Significantly more research is required to determine why this occurs and
whether there are differences in risk factors and protective factors between
communities with high rates of self-harm and those where suicidal behaviour
is rare or occurs in isolation.

The highest rates of suicide generally occur amongst younger Indigenous
males, are often impulsive with strong links to alcohol and other drug abuse
and occur in the context of relationship breakdown. (Measey, Li SQ & Parker,
2005).

Anecdotal reports also suggest that rates of attempted suicide and suicidal
threats, particularly in some remote Indigenous communities, are
exceptionally high, although there is currently limited data to support this.



Suicide Deaths by Indigenous Status total for the period
2002-2006 (per 100,000)
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The four Jurisdictions in the table are the only Jurisdictions with reliable Indigenous status data.

Non-Indigenous Suicide

The difference between the proportion of deaths due to suicide amongst
Indigenous and non-Indigenous people varies by State and Territory. In 2006,
the biggest difference was observed for South Australia, where 7.3% of
deaths of Indigenous people were due to suicide compared with 1.3% of non-
Indigenous deaths. In contrast, in the NT 3.3% of deaths of Indigenous people
were due to suicide, compared to 4.4% of deaths of non-Indigenous people
(ABS 2008).

In 2006 the rates of suicide for the non-Indigenous population in the NT was
higher than both the national average and rates in all other States and
Territories (ABS 2008). Although significantly more research is required to
understand why this is the case and to identify contributing factors, these
rates should be viewed in the context of a higher male to female ratio, regional
isolation and high rates of alcohol abuse.

Current information suggests that the majority of non-Indigenous deaths occur
in males aged between 30-55 years old, residing in urban areas in the Top
End region of the NT, often in the context of alcohol abuse and relationship
breakdown.

Youth

The NT experiences higher rates of suicide in younger people than those
experienced in many other parts of Australia. This is generally attributable to
the high rate of suicide in the NT’s Indigenous population in this age group. In
contrast, among non-Indigenous males in the NT, the risk of suicide appears
to increase with age (Measey, Li SQ, Parker 2005).



Suicide death rate 15-24yrs total for the period
2002-2006 (per 100,000)
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Anecdotal reports also suggest higher rates of self injury and other self
harming behaviours in younger age groups. This issue also requires further
investigation and research.



Section A - Attachment 2

Unconfirmed Suicide Data Sourced from notifications from the
Coroner’s Office 2005 — 2011 (August 2011 YTD actual
estimated to full-year on a pro-rata basis)

Table One: Number of Unconfirmed Suicide Deaths by Region 2005 — 2011 (YTD -
Estimated)
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Table Two: Number of Unconfirmed Suicide Death Rates by Health Region per year

5 year average 2006-2010
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Table Three: Unconfirmed Suicide Death Rates by Health Region per year
per 100 000 population 2005 — 2011 (estimated)

Unconfirmed Suicide Deaths by Health Region per 100,000 population
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Table Four: Unconfirmed Suicide Death Rates by Health Region per 100 000 population
5 year average 2006-2010
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Table Five: Unconfirmed Suicide Deaths by Sex - 5 year average 2006-2010 per
100 000 population.

Unconfirmed Suicide Deaths by Sex per 100,000 population
40

30.‘\ i 9 I e

20 ) A &
s r's A
10 o__/\——o—/M
0 ; T T - T .
2005 2006 2007 2008 2009 2010 *2011 Est.

I:-o—Fema!e—D—Ma[e N NTAve.‘




Table Six: Unconfirmed Suicide Deaths by Sex - 5 year average
2006-2010 per 100 000 population

Unconfirmed Suicide Deaths by Sex, 5-yr Ave 2006-2010 per 100,000 population
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Table Seven: Unconfirmed Suicide Deaths by Indigenous Indicator

per year per 100 000 population
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Table Eight: Unconfirmed Suicide Deaths by Indigenous Indicator, 5 year average
2006-2010 per 100 000 population

Unconfirmed Suicide Deaths by Indigenous Indicator, 5-yr Ave 2006-2010 per 100,000
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Table Nine: Unconfirmed Suicide Deaths by Top End and Central Regions
per year per 100 000 population
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Table Ten: Unconfirmed Suicide Deaths by Age Group

per year per 100 000 population
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Table Eleven: Unconfirmed Suicide Deaths by Age Group - 5 year average

2006-2010 per 100 000 population

35

30

25

20

Unconfirmed Suicide Deaths by Age Group, 5-yr Ave 2006-2010 per 100,000 population

84

10-14 165-24 25-44 45 - 64 65+

NT Ave.

10



Section A - Attachment 3

Risk Factors for Suicide

Risk factors for suicide

Static Family violence

Sexual abuse

Physical health issues

Low educational attainment
Mental iliness

Substance abuse

History of family suicide
Previous self harming behaviour
Inadequate housing

Cultural issues

Dynamic Current suicidal ideation

Feelings of desperation,
abandonment, hopelessness

Current substance abuse

Current diagnosis of depression or
other mood disorder

Other psychiatric iliness

Situational Isolation and loneliness
Recent suicide of family or friend

Recent loss, bereavement,
relationship

Recent stressful event

In young people an identifiable
stressful event precedes 75% of all
suicides
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Section A - Attachment 4

Early Intervention

Clear-cut evidence for effective prevention in young people has proven
difficult to establish. Nevertheless, there is increasing international evidence
supporting an integrated approach covering many areas that includes the
mental health of the individual to their family, their school and the wider
community.

It is worthwhile studying the recommendations of the recently published
Improving the Transition: Reducing social and psychological morbidity during
adolescence - A report from the (NZ) Prime Minister's Chief Science Advisor
{(May 2011), which devotes a chapter to reviewing the best availabie evidence
in regard to youth suicide (pages 207-186). This report identifies that:

“It is a waste of resources to engage in programmes whose effectiveness
cannot be evaluated, unless strong international evidence of benefit already
exists ... evaluation is often difficult, but this is not a reason not to attempt it.”

The Report further cautions against relying on untested claims concerning
suicide prevention, noting: “some proposals can be potentially harmful, no
matter how intuitive they may sound. The recent suggestion that increased
coverage of suicide in the media will reduce suicide is a good example. There
is no evidence at all to support this theory, and much evidence that it would
actually do harm.”

Significantly, it is acknowledged that “young people who die by suicide are
more likely than others to come from a troubled family background. This
includes having parents who are no longer together or have a poor
relationship or a history of psychiatric disorder. In a study of suicides under
the age of 15, the picture was of “a disadvantaged, vulnerable and distressed
group of adolescents growing up in exiremely difficult circumstances”. A
family history of completed or attempted suicide is also a risk factor ...
Childhood physical, emotional and sexual abuse are linked with self-harm,
perhaps indirectly ... Social connectedness is protective for young people.”

In addition to the strategies addressing the known proximal risk factors for
youth suicide described in the rest of this submission, greater attention needs
to be paid to addressing more effectively these earlier, significant
determinants of youth suicide and mental illness (described above). This
imperative becomes more urgent when it is recognised how difficult it
continues to be to demonstrate that these adolescent-focussed interventions
are actually effective in preventing youth suicide.

To reduce the likelihood that children grow into adolescents with increased
predisposition to youth suicide, it is necessary to ensure the provision of a
comprehensive suite of more effective early child development programs in
NT. These would need to include:

12



* A universal and standard early child development platform, such as
“Healthy Under 5 Kids” Program to identify vulnerable children growing
up in families with additional needs.

= More effective targeted early childhood development interventions to
improve caregiving in vulnerable families with identified additional
stressors and other needs.

= Maintained effort in the provision of more specialised treatment
services for children who have a specific health or developmental
problem identified.

While clinical treatment remains (and will continue to remain) a key element of
early childhood services, it is clear that the more established that the problem
in the child becomes and that the older the child is there will be diminished
benefit from most interventions. This is especially marked in problems that
disrupt normal child growth and development. In a community with such
disturbingly elevated rates of child maltreatment these considerations take on
added significance.

The provision of these kinds of services would need to engage with both
primary heaithcare services, as with the more specialised paediatric and child/
youth mental health services. However, rather than relying on screening and
child health checks, program emphasis would need to be on completeness of
coverage, and the coherence of the programs themselves, with the main
focus being on program support for caregivers to provide more effective
parenting and care to their children.

Primary health care teams in remote communities provide assessment and
treatment for acute illness ranging from minor iliness to serious life threatening
conditions. They also provide comprehensive programs across the life span in
collaboration with outreach services. These include maternal health programs
for pregnant women and their families, child health programs and chronic
disease prevention and management. There is increased recognition of the
impact of mental health conditions at all ages. The DoH is currently
introducing the Edinburgh screening tool for depression into routine antenatal
and postnatal practice. Menzies School of Health research and DoH are
leading a research project examining the issues around routine screening in
primary care for anxiety and depression in remote PHGC centres. Aboriginal
community workers are being trained to screen young people, those with
chronic disease as well as preghant women. The project has identified
appropriate referral pathways drawing on both community resources as well
as professional support.

DoH has designated Rural Medical Practitioners with a focus on youth health.
They are working closely with headspace to raise awareness, train primary
health care staff and develop more effective guidelines. They are currently
collaborating with Aboriginal health services in NT and other jurisdictions to
deveiop a youth health check, and an audit tool to monitor implementation.
The main focus on this check would be social and emotional well being as
well as substance abuse. The recent Chronic Disease Network conference
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held in September 2011, focused on the common co- existence of mental
health problems and chronic physical conditions such as diabetes and heart
disease. The conference was attended by 250 people, with a high proportion
of participants being Aboriginal and Torres Strait Islander health
professionals. NT Aboriginal PHC services are actively engaged in continuous
quality improvement, and all the clinical audits including a component focusing
on mental health screening and referral which is contributing to further
awareness and skills development amongst the PHC teams.

Protective factors

A number of factors which appear to reduce the probability of suicidal
behavior have been identified in the literature. In general, health and security
and a sense of connection to others seem to be important in the prevention of
suicide.

The following protective factors have been suggested:

« Connectedness - a sense of connection with family, school or the
community;

» Significant other - the presence of a caring adult to provide support for
a young person, or the presence of a caring partner or family member
for an adult;

« Responsibility for children - for adults, having the responsibility for
children or for family communication is protective;

« Personal resilience - some personal atiributes enhance resilience, such
as problem solving skills and positive coping styles;

« Spirituality and beliefs - protective factors may include a strong spiritual
or religious faith, a sense of higher meaning or purpose in life, or a
belief that suicide is wrong;

« Economic security - economic security is protective, particularly in older
people;

» Good health - good physical and mental health is a protective factor;

» Effective treatment - the early identification and effective treatment of

mental health problems such as depression is important in protection
from suicide; and

« Restricted access - lack of access to a means of suicide can help to
reduce suicide risk, such as restricting the presence or accessibility of
guns or certain medications.

14
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Using the Living Is For
Everyone (LIFE) resources

Which LIFE (2007) resource is most useful to you?

What do you want to know?

You want to know about the latest
understanding of sulcide and suicide
prevention.

You want to know that your suicide
prevention activities are well foundecl
and well informed.

You want to know zbout the overall
purpose, structure, principles and
priorities for sulcide prevention

in Australia.

You want something that explains
more about suicide, why people
suicide, and tells you what you can
do or say to help prevent suicioe,
or o help people bereaved by
suicide.

The Living Is For Everyone website: livingisforeveryone.com.au has up-to-date information on suicide
prevention activities in Australia and links to a wide range of resources, guidelines and fact sheets,

Which document matches your needs?

Who are you?

Living Is For Everyone: Research and
| Evidence in Suicide Prevention sats
the context for suicide prevention
activity, summarising current theories,
research, evidence and statistics
relating to suicide and suicide
prevention in Australia.

You may be an
academic, researcher,
policy maker, member
of parliament, health
or community services
professional, service
provider or community
organisation.

Living Is For Everyone: A Framework
for Prevention of Suicide in
Australia provides a summary of
current understandings of suicide

and outlines the vision, purpose,

| principles, Action Areas, planned

~ outcomes and strategies for

suicide prevention in Australia.

You may be a
community member,
professional carer,
service provider,
employer, friend, family,
work colleague or

associate of someone
you think is suicidal, or
of people affected by a
suicide — or you
yourself may be at risk
of suicide.

Living Is For Everyone: A Framework for Prevention of Suicide in Australia

livingisforeveryone.com.au
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Living Is For
Everyone
(LIFE) materials

Living Is For Everyone (LIFE) Framawork (2007) is the
latest in a series of national suicide prevention intiatives
in Australia that began in the early 1990s. It provides
national policy for action based on the best available
evidence to guide activities aimed at reducing the rate
at which people take their own lives. The materials aim
to support population health approaches and prevention
activities that will assist in reducing the loss of life
through suicide in Australia.

The LIFE (2007) package of materials includes:

This document, Living Is For Everyone: A Framework
for Prevention of Suicide in Australia (°007), outlines the
vision, purpose, principles, action areas, and proposad
outcomes for suicide prevention in Australia. It replaces
the Living Is For Everyone (LIFE) Framework (2000).

The LIFE Framewaork is basad on the understanding that:

* suicide prevention activities will do no harm

¢ there will be community ownership and responsibility for
action to prevent suicide; and

* service delivery will be client-centred.

Living Is For Everyone: Research and Evidence

in Suicide Prevention sets the context for suicide
prevention activity, summarising current theories,
research, evidence and statistics relating to suicide
and suicide prevention in Australia.

Living Is For Everyone: Practical Resources for Suicide
Prevention is a set of fact sheets, arranged by topic areas,
providing practical information about suicide prevention.

The LIFE (2007) package of materials is located at
livingisforeveryone.com.au
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Audience for the LIFE (2007)
materials

The LIFE (2007) materials have been produced for use
by people across the Australian community who are
involved in suicide prevention activities. The materials
aim to improve understanding about suicide, of
appropriate ways of respending to people considering
taking their own life or who have been affected by
suicige, and of the role that people can play in reducing
the tragic loss of life to suicids in Australia.

The two documents, Living Is For Everyone: Research
and Evidence in Suicide Prevention and Living Is For
Everyone: A Framework for Prevention of Suicide

in Australia are particularly aimed at academics,
researchers, policy makers, health or community
services professionals, service providers and
community organisations.

Living Is For Everyone: Practical Resources for Suicide
Prevention is primarily aimed at community members,
carers, service providers, employers, friends, family,
work colleagues or associates of someone who may
be suicidal, or who has been affected by a suicide.

How the LIFE (2007) materials
were developed

In 2000, the Living Is For Everyone: A Framework

for Prevention of Suicide and Self-harm in Australia

(the LIFE Framework) was released. That framework
provided a strategic plan for national action to address
the tragedy cf suicide, to prevent suicide, and promots
mental health and resilience across the Australian
population. It has played an important role in providing
research, evidence and information about suicide and
suicide prevention internationally and within Australia,
and it remains an important source document.

In early 2008, an independent review and consultation
with key stakeholders on the LIFE Framework was
commissioned. It became apparent that a set of more
practical documents and resources was needed 1o assist
the wider community in suicide prevention. As a result of
that review a redevelopment of the LIFE Framewark was
commissioned in 2007,

The new framework was developed after extensive
consultations from November 2006 to June 2007,
These consultations involved the wider Australian
community and included representatives from national
and state government departments, academics and
researchers; health and community service professionals;
peak bodies and service providers in the public and

non government sectors; local communities, services
and recreation clubs; special interest groups; people
pereaved by suicide; and families, friends and individuals.
The ccnsultations were supplemented by a wider
canvassing of the most recent international and

naticnal research.

The new LIFE Framework suite of resources was
developed in 2007 from these consultations and is a
revision and replacement of the earlier LIFE Framework.

[=]
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Suicide Prevention

N Australia

Background

Australian govemments, communities and organisations
have supported suicide prevention efforts for more than ten
years, and these efforts have contributed to a decrease in
the age standardised rate of suicide from a peak of 14.7
suicides per 100,000 people in 1997 to 10.3 per 100,000
pecple in 2005, The LIFE Framework (2007) is the latest in
a series of national suicide prevention initiatives in Australia
that began in the mid 1990s.

Australia was cne of the first countries to develop a national
strategic approach to suicide prevention. The initial focus
was primarily on youth suicide. In the 1995 - 1996 Federal
Budget, $13 milion was allocated over four years to davelop
and implement a national plan for youth in distress. In the
following year, a further $18 milion was allocated to expand
the National Youth Suicide Prevention Strategy, with a total
of $31 million allocated between 1995 and 1999.

In 2000, Living Is For Everyone: A Framework for Prevention
of Suicide and Self-harm in Australia provided a strategic
framework for national action to prevent suicide and
promote mental health and reslience across the Australian
population.

In 2006-07, a redevelopment of the LIFE Framework
was commissioned, and these resources are designed
to replace the original LIFE Framewaork,

The Council of Australian
Governments (COAG)
Agreement July 2006

In July 2008, COAG agreed to a National Action Plan
on Mental Health 2006-2011 invalving a joint package
of measures and significant new investment by all
governments over five years to promote better mental
health and provide additional support to pecple with
mental ilness, their families and their carers.

'COAG is the peak intergovernmental forum in Australia, comprising the
Prime Minister, State Premiers, Territory Chief Ministers and the President
of the Australian Local Government Association (ALGA).

The National Action Plan on Mental Heafth 2006-2011
focuses on promotion, prevention and early intervention;
improving mental health services; providing opportunities
for increased recovery and participation in the community
through employment and stable accommodation:
better-coordinated care; and building workforce capacity.

This National Action Plan sets out agreed funding
commitments, outcomes, and most importantly,
specific policy directions for action that emphasise
coordination and collaboration between govermment,
private and non-govemment providers. The COAG
statement emphasised the need for a more seamless
and connected care system.

A key element of the National Action Plan is the commitment
from the Australian Govermment to doule funding for the
National Suicide Prevention Strategy (rom $61 million to
$123 million) to enable the expansion of suicide prevention
programs, particularty those targeting groups at high risk in
the community.

A COAG Mental Health Group in each State and
Territory has been established. These groups involve the
Commonwealth and the States and Teritories working
together to coordinate implementation. In some cases,
such as Queensland, it includes community sector and
other non-govemment representatives.

The Plan will also be monitored against nationally agreed
progress measures over a five-year period and will be
subject to an independent review at the end of this period.

Government and non-government
suicide prevention and related
activities

Contact details for further information on these initiatives
can be found at Appendix A.
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VWhat is known about suicide
and suicide prevention”?

Around two thousand Australians take their own lives
every year with impacts on families, friends, workplaces
and communities.

People of all ages and from all walks of life in Australia
take their own life and the causes often appear to

be a complex mix of adverse life events, social and
geographical isolation, cultural and family background,
socio-economic disadvantage, genetic makeup,
mental and physical health, the extent of support of
family and friends, and the ability of a person to
manage life events and bounce back from adversity.

In 2005, 2,101 deaths by suicide were registered in
Australia (Australian Bureau of Statistics, 2007):

* This is an age-standardised rate of 10.3 per 100,000
peopleli. This rate has been dropping steadily since
a peak of 14.7 suicides per 100,000 people in 1897.

* Males accounted for nearly 80% of these deaths.

* This compares with 1,638 deaths by motor vehicle
accidents in the same period.

* Suicide accounted for almost a quarter of all deaths
amongst young men aged 20 to 34.

* Suicide rates are fairly similar for females of all ages
with the highest age-specific rate in the 35-38 years
age group (8.9 per 100,000) and the lowest in the
15-19 years age group (3.6 per 100,000).

* The age-spacific suicide death rates for males shows
significant variations between age groups, with the
highest being in the 30-34 years age group (27.5 per
100,000) and the lowest in the 15-19 years age group
(9.5 per 100,000}, and in men aged over 75 the rate
was 21.6 per 100,000.

Reducing the rate at which people take their own
lives is the responsibility of all Australians and this is
best achieved by a coordinated response across
the community.

 The age-standardised rate accounts for the changing age structure
of the Australian population over time.

Risk and protective factors
for suicide

The many factors that influence whether someone is
likely to be suicidal are known as:

* risk factors, sometimes called vulnerability factors
because they increase the likelinood of suicidal
behaviour; and

* protective factors, which reduce the likelihood of
suicidal behaviour and work to improve a person's
ability to cope with difficult circumstances.

Risk and protective factors are often at opposite ends
of the same continuum. For example, social isolation
(risk factor) and social connectedness (protective factor)
are both extremes of social support.

Risk and protective factors can exist at three levels:

¢ the individual or personal level which includes mental
and physical health, self-esteem, and ability to deal
with difficult circumstances, manage emotions,
or cope with stress;

¢ the social level, which includes relationships and
involvernent with others such as family, friends,
waorkmates, the wider community and the person’s
sense of belonging; and

* the contextual level or the broader life environment
which includes the social, palitical, enviranmental,
cultural and economic factors that contribute to
available options and quality of life.

Risk and protective factors may be:
= modifiable - things we can change; and

* hon-modifiable - things we cannot change.

For example, in some areas of Australia isolated older
men may be more likely, according to statistics, fo take
their own life. Nothing can be done about their age or
gender (non-madifiable factors that increase risk),

but it is possible to change their social isolation
{modifiable factors),



Suicidal behaviours, both fatal and non-fatal, result from
interactions between risk factors across a person's life
span. Risk factors for people taking their own life —

that is, the characteristics that increase the likelihood
that a person will become suicidal can be divided into
two broad groups (Moscicki, 1999). These are:

= distal risk factors (further away in time from becoming
suicidal) are those that expose a person to the risk of
taking their own life or are likely to increase the person's
vulnerability. They include, for example, genetic factors
and psychopathology; and

= proximal risk factors (closer to the time of bacoming
suicidal) can be viewed as triggars for a person to
take their own life. However, they are not sufficient in
themselves, nor are they a necessary precursor for
a person to take their own life. Proximal risk factors
include negative recent life events, or & crisis.

In each person, it is the action of distal and proximal risk
factors together that might result in suicidal behaviours.

In assessing the risk of someone taking their own life,
it is Important not to assume that an individual in a
particular group or population necessarily shares the
characteristics and risks of that group or population
(Platt & Hawton, 2000). For example, based on
research, it might be assumed - incorrectly - that
every male or every elderly person is autcmatically at
increased risk. Similarly, because suicide and mental
ilness are linked, It may be assumed - again, wrongly
- that everyone who engages in suicidal behaviour is
mentally ill. This is one of the common myths about
suicide (De Leo & Krysinska, 2008).

Equally, it cannot be assumed that low risk means

no risk. Risk factors are indicators only and it is incorrect
to assume that suicide in a person with one risk factor
is less likely than suicide in ancther person with several
risk factors.

Influencing risk and protective
factors

People who attempt to take their own life usually have
many risk factors and few protective factors. But risk and
protective factors don't explain everything about suicide.
Maost people with multiple risk factors do not attempt to
take their own life, and some who do take their lives have
few risk factors and many protective factors.

Particular risk factors are more important for some groups
than others. For example, the factors that may put a
young man at risk are generally quite different to those
that increase the risk for a refired, older man. Applying an
understanding of risk factors to prevent suicide involves
identifying:
= the risk factors (individual, social, contextual) that are
present for a particular person or group of people;

¢ individuals who are most likely to be badly affected by
these risk factors, and those who are most likely to be
resilient; and

= which of the risk factors can be changed (modifiable)
1o reduce the level of risk.

There is not a straight one-to-one relationship between
reduced risk and the presence of protective and/or risk
factors, which may be for a number of reasons:

» The same life event can have very different impacts
on individuals, depending on what else is happening
in a person’s life at the time, and their ability to grow
and learn from life's challenges. To assist someone
who is feeling suicidal it is critical to understand their
sense of salf, thair abllity to cope and their personal
competence.

* Pecple vary widely in their beliefs about what makes
lite worth living, and these views may also change over
time. Despite many years of research, researchers
have not yet been able to explain how and why these
differences occur.

-
-

livingisforeveryone.com.au
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A further challenge lies in the strong relationship between
socio-economic factors and health. At present in Australia,
there is a strong link batween geographic location
{regional, rural and remote), socio-economic disadvantage
{low socio-economic status) and il health. This relationship
also exists for suicide - suicide rates tend to be much
higher in regional, rural and remote locations and in areas
of higher soclo-aeconomic disadvantage.

Applying our knowledge of risk
and protective factors in suicide
prevention

The most recent research suggests that an understanding
of risk factors in suicide is best used to identify populations
or specific socio-economic groups that might be at risk,
rather than attempting to identify indivicuals at risk. The main
reason is that the majority of people who can be categorised
as at risk do not and will not ever take their own lfe. ftis
extremely difficult to determing from risk factors alone which
individuals within an at risk group are more or less likely to
pbecome suicidal.

Most researchers recocmmend that suicide prevention
initiatives should focus on constellations of risk and
protective factors. Activiies may include:

* reducing exposure to social and contextual risk through
structural changes that target specific at risk groups
such as remote Indigenous communities, socially or
geographically isolated older men or people with a
mental iiness. For example, developing social support
networks, improved employment prospects or access
to affordable housing.

* increasing individual protective factors through activities
that help to build self-esteem, psychological strength
and personal competence. For example, teaching
young people social and emotional skills, fostering
positive peer relationships and relationships with
teachers and other adults, and encouraging
help-seeking behaviours.

* providing easler access to appropriate care and
support that is in the right place, at the right time,
using the right approach. For example, non-
judgemental assistance for pecple bereaved by
suicide, provided by their peers, in the places they
frequent and where they fesl most comfortable.

* reducing risk and increasing protection for people who
are in current crisis. Such groups might include those
who have attempted to take their own life, or who have
been recently discharged from mental health care.

What assists in protecting people
against suicide?

Everyone experiences stress and difficult circumstances
during their life. Most people can handle these tough
times and may even be able to make something good
from a difficult situation. There are others however

who may resgpond negatively when faced with difficult
or traumatic evants and may become discouraged or
defeated and become more vulnerable. One of the main
aims of suicide prevention activities is to build resilience
in individuals, their families and in whole communities,
to increase their capacity to respond to life’'s events,
whatever they may be.

Many factors shape how each person develops self-
image, life skills and the ability to manage and survive
under pressure or when faced with life changing events.
Some of these factors are genetic, some are linked to
current and past physical or mental health, some are
the result of previous life or family experiences, some
are cultural or gender-related, and some relate to the
person’s social support systems.



What is resilience?

Resilience is the ability to bounce back after experiencing
trauma or stress, to adapt to changing circumstances
and respond pasitively to difficult situations. It is the
ability to learn and grow through the positive and the
negative experiences of Iife, turning potentially traumatic
experiences into constructive ones. Being resilient
involves engaging with friends and family for support,

and using coping strategies and problem-salving skills
effectively to work through difficulies.

The same circumstance may contribute either to
vulnerability or to resilience. For instance a family
environment that is supportive and caring will enhance
resilience, while lack of family support or exposure to
abuse or trauma in a family may make a person more
vulnerable and less able to cope in the future with
potentially traumatic incidents.

FIGURE 1: Factors that centribute to individual health
and wellbeing.

Individual health and wellbeing

Health; physical energy; and
physical capacity.

i
Self- | Sense of saff includes:
image 1 Self-esteem; secure identity; ability to cope;
i and mental health and wellbeing.
Behaviour Social skills include:
i Life skills; communication; flexibility:
i and caring.
Spirit ; Sense of purpose includes:
i Motivation; purpose in life; spirituality; beliefs;
i and mearing.
_______________ G LT EE U PP EEEERTRP
Heart i Emoticnal stability includes:
i Emoticnal skills; humour; and empathy.
Mind E Problem solving skills includes:
i Planning; problem sohving; help-sesking; and
1 critical and creative thinking.
Body i Physical health includes:

There have been many theories about how individuals
develop and how they build their resilience, welloeing

and attituce to life. Figure 1 summarises the main internal

building blocks of individual health and welloeing that
are regarded as contributing to resllience and building
strengths and capacities to prepare individuals for their
life's events and stresses, and support them through
those experiences.

However, individual health and welloeing described in
Figure 1 is just one of the four main factors that work
together to build individual resilience and increase the
capacity to manage when placed in difficult or anxiety-
provoking situations. Other external factors that impact
on the individual's ability to manage the range of events
that can occur throughout their life include family life,
social interactions and accumulated experiences from
the past (cuttural, social, family), and anticipation of the
future (expsctations, hopes, dreams and fears).

Figure 2 summarises these factors that together
work to influence a person's reaction to life events
(Commonwealth of Australia, 2007).

FIGURE 2: The four main groups of factors that
influence a person’s ability to respond positively
to adverse life events.

and secure support environments; and
availability of sensitive professionals/
carers and mental health practitioners.

Individual i Sense of self; social skills; sense of
health and : purpose; emotional stability; problem
wellbeing i solving skills; and physical health.
Predisposing ! Genes; gender and gender identity;
or individual E persondlity; ethnicity/culture; socio-
factors 1 economic background; and social/

E geographic inclusion or isolation.
Life history E Family history and context; previous
and E physical and mental health; exposure
experience 1 1o trauma; past soclal and cultural

E experiences; and history of coping.
Social and | Support and understanding from amily,
community ‘E friends, local doctor, local community,
support i school; level of connectedness; safe

(Adapted from Beautrais, 1998; Kumpfer, 1999; Maslow, 1943,
Rudd, 2000)
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Vulnerability and suicide risk

Despite many years of research into suicide and suicide
prevention in Australia and ovearsess, it is still not possible
to predict reliably whether a person is likely to take their
own life; or to be sure which interventions are the most
effective to prevent people from taking their own lifa.

For some, suicide may bs an impulsive and irational
act. For others it may be a carefully considered choice

- particularty where the parson believes that his ar her
death will benefit others. Some people take their own

life or harm themselves apparently without warming.
Some give an indicaticn of suicidal intent, especially to
friends and loved ones and to professionals. The most
recent theories about the different motivations for pecple
to take their own life suggest that it may be any one or
combination of:

¢ a direct result of a mental iiness, such as clinical
depression or schizophrenia. However, many people
with a mental iiness are not affected by suicidal
thoughts or behaviour, and not everyone who takes
their own life is mentally disturbed or mentally ill.

= an outcome of reckless behaviour. Suicide is, for
example, often associated with alcohal or other drugs,
or it may result from dangercus or life threatening
activities. Such behaviour is sometimes referred to
as a death wish.

¢ an attempt to end unmanageable pain. This may
be psychological pain and despair, stermming from
humiliation, guilt, shame, or loss; or it may be chronic
physical pain or debilitating iliness.

* an attempt to send a message or gain a particular
outcome such as notoriety, vengeance, defiance,
or to leave a particular legacy or impact.

= an altruistic or heroic act, relieving others of a burden,
dying to save another, or dying for a cause; or

* an expression of the person's right to choose the
manner of their death. In some circumstances, the
specific means or place of taking their own life has
particular symbolic significance to the person.

Tipping points

Many people who are thinking of taking their own life

do not want to die, but can't see any other way out of
their situation. They are likely to be desply ambivalent

or confused about their suicidal thoughts or intentions.
Their state of mind may change rapidly in a short period
of ime. People take their own life usually as the result of
a complex range of factors, but it is often just one or two
things that can trigger actions such as making a plan or
finding a2 means to take their own life.

The point at which a parson’s risk of taking their own life
increases due to the occurrence of some precipitating
event may be called a tipping point. Tipping points vary
for every individual, but there are some indicators of
times at which pecple may be under particular stress.
The waming signs and tipping points can be likened

to signposts that give early waming of the potential for
someone to take their own life. Sometimes referred to
as triggers or precipitating events, they include mental
disorders or physical ilinesses, alcohol and/or other
substance abuse, feelings of interpersonal loss or
rejection, or the experience of potentially fraumatic life
events (Unexpected changas in life circumstances).
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FIGURE 3: Examples of typical triggers and precipitating svents to suicide.

Risk factors Warning signs

* hopelessness

= feeling trapped — like
there’s no way out

* increasing alcohal or
drug use

¢ withdrawing from
friends, family or society

* mental health problems
* gender — male

s family discord, viclence
or abuse

= family history of suicide
= alcohol or other

substance abuse
= social or gecgraphical ® no reason for Ilvmg, no
isolation sense of purpose in life

* uncharacteristic or
impaired judgement or
behaviour

» financial stress
* bereavement
* prior suicide attempt

Warning signs

For families, friends and work colleagues, knowing the
main waming signs and responding to them quickly
and effectivaly may save a person’s life. This is the main
component of indicated interventions that are outlined
in the following section. However, it should be noted
that in many cases of somecne taking their own life,
there appear to be no warning signals that are obvious
and even the most skilled professionals may miss them.

A wamning sign indicates that a person might be at a
heightened risk, is having sericus thoughts about
taking their own life, and may be planning or taking
actions towards this. Warning signs may be a cry for
help, and they can provide a chance for family, friends,
associates and professionals to intervene and potentially
prevent the person from dying or injuring themself.
The following behaviours are more common amaong
people who are feeling like taking their own life,
although many people show some of these signs at
some point in their lives, especially when they are
tired, stressed or upsst:

e threatening to hurt themselves or take their own life;

* looking for ways to take their own life, or talking about
their plan to do so;

* talking or writing about death, dying or taking their life
(especially when this is out of character or unusual for
the person);

Tipping point

= relationship ending

= loss of status or respect

= debilitating physical
ilness or accident

* death or suicide of
relative or friend

* suicide of someone
famous or member of
peer group

= argument at home

* being abused or bullied

= media report on suicide
or suicide methods

Imminent risk

* expressed intent to die
= has plan in mind
* has access o
lethal means
* impulsive, aggressive
or anti-soclal behaviour

* expressing feelings of hopelessness;

* using expressions of rage, anger or seeking revenge;

= engaging in reckless or risky behaviours,

seesmingly without thinking;

* expressing feelings of being trapped, like there's

no way out;

* increased use of alcohal or other drugs;

* withdrawing from friends, family or the community;

* anxiety or agitation;

* abnormal sleep pattems - not sleeping or sleeping

all the time;

* dramatic changes in mood, such as sudden
feelings of happiness after a long period of sadness

or depression;

* giving away possessions or saying goodbye to family

and/or friends; and/or

* saying they have no reason for living or no sense of

purpose in life.
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The Living Is For Everyone
(LIFE) Framework for Suicide

Prevention

Context

Traditionally, approaches to care in the health sector were
based on the concepts of orimary, secondary and tertiary
prevention. Primary prevention aims to prevent the onset
of a particular disorder. Secondary prevention aims to
identify and treat persons who have no symptoms,

but have developed risk factors or preclinical disease.
Tertiary prevention aims to minimise the effects of

an established disorder, and prevent complications

(U.S. Preventative Sarvices Task Force, 1996).

In the 1980s, with increasing awareness of the
complexity of the factors (risk, protective, contextual,
personal) that influence any illness, the traditional model
was replaced by the universal, selective and indicated
prevention model, introduced by Gordon (1983).

This model focussed on different groups of clients rather
than on the treatment mechanisms. Universal measures
can be applied to everybody, a whole population or a
whole community; selective preventative measures can
be applied to a sub-group at known increasad risk; and
indicated measures target individuals who are at hign risk.
This approach is now the basis of suicide prevention in
the United States.

Mrazek and Haggerty (1994) adapted Gordon's model
to include the whole spectrum of interventionsii
{prevention, treatment, mantenance, recovary),

This model has been widely used, and has been adapted
for use in the Australian National Mental Health Strategy
(Raphael, 2000) and the 2000 version of the Australian
National Suicide Prevention Strategy (Commonwealth of
Australia, 2005).

* Intervention - To take action or provide a service so as to produce an
outcome or modify a situation. Any action taken to improve health or
change the course of, or treat a disease or dysfunctional behaviour.

The LIFE (2007) model

In light of recent research and consultations, the Mrazek
and Haggerty (1994) medel was adapted further in 2007
for the LIFE Framework to focus on the following

key featuras:

* The individual's health, welloeing and responses 1o life
events are at the centre of the model, recognising that
people respond and cope differently, and vary in their
vulnerability and resilience;

* The new model uses more everyday language,
to make it accessible to a wider audience;

= Community-tased safety nets to support pecple as
they move from one treatment setting to another, or are
discharged back into the community. There is strong
evidence - both from health systems generally, and in
relation to suicide in particular - that paople are most
exposed to risk at these handover points between
interventions. This is when things are most likely to go
wrong and when support is most critical; and

* The model recognises that individuals respond
differently when faced with adverse svents. They do
not always follow a logical or linear decline in health —
from risk, to waming sign, to tipping points, to the
need for specialised care. A person may move,
with no apparent warning, from apparent good
health directly into distress and despair and a need
for immediate specialised care.



LIFE Framework continuum
of suicide prevention activities

The LIFE (2007) mogel is based on the premise that:

* the responsibllity for suicide prevention rests with
individuals, professional groups and services across
the community and that interventions should be provided
in & coordinated and integrated way according to the
needs of the individual and community;

= in order to reduce the loss of life through suicide,
activities will accur across eight overlapping domains
of care and support {see Figure 4); and

» safety nets should be provided to support people
moving between treatment options, and back into
the community through:

community-based services to support and foster
recovery after discharge from clinical care;

effective client hand-over practices betwaen services
and back into the community; and

- cooperation and communication between health
professionals, community suppaort services, families,
workplaces, and community groups.

The eight domains are:

1. Universal interventions aim to engage the whole of a
population or populations to reduce access to means
of suicide, reduce inappropriate media coverage of
suicide, and to create stronger and more supportive
families, schools and communities.

2. Selective interventions entall working with groups
and communities who are identified as at risk to build
resilience, strength and capacity and an environment
that promotes self-help and support. This might
include, for instance, working with families of those
who have taken their own life to respond to their grief
and loss and their elevated risk of suicide; or working
with children who are survivors of child abuse to build
strength and resilience.

3. Indicated interventions target peoole who are showing
signs of suicide risk ar present symptoms of an iliness
known to heighten the risk of suicide (eg severe
depression). These people can be helped to manage
thelr current situation by solving some of the problems
that have caused the iiness. Altematively, referral can
e given to doctors or psychologists, or family and
community members can be educated to recognise
waming signs and take appropriate action to support
people at-risk.

4, Symptom Identification - knowing and being alert to

signs of high or imminent risk, adverse circumstances
and potential tipping points by providing support and
care when vulnerability and exposure 1o risk are high.

5. Finding and accessing early care and support when
treatment and specialised care is nesded. This is the
first point of professional contact that provides targeted
and integrated support and care, and monitors
interventions to ensure client's access to further
information and care as needed.

8. Standard treatment when specialised care is needed.
Integrated, professional care to manage suicidal
behaviours and comprehensively treat and manage
any underlying conditions, improve wellbeing and
assist recovery.

7. Longer-term treatment and support 1o assist in
preparing for a positive future. This entalls continuing
integrated care to consclidate recovery and reduce the
risk of adverse health effects. In particular, this may be
a time teo directly focus on distal or background risks
for suicide to remove them or to reduce their impact
in the future. Alongside this, efforts can be made
o improve protective factors for the individual, their
immediate family and their local community.

jry
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8. Ongoing care and support involving professionals,
workplaces, community organisations, friends and
family to support people to adapt, cope, and build
strength and resilience within an environment of
seff-help. This may be the opportunity to increase
broader community education about the issues
and build awareness of the strategies that may be
needed to prevent recurences.

Suicide prevention interventions that are represented
across these domains include:

* assisting people to help themselvas and creating an
environment that supports self-help (promoting self-
help);

* recognising early warning signs and providing early
intervention to assist people to resolve issues and/or
access appropriate help (responding to help-seeking
behaviours);

* increasing understanding of suicide and suicide
prevention and the capacity for individuals and local
communities 1o recognise and respond to early waming
signs and to take appropriate steps to make people
safe (promoting local understanding and support);

* building the capacity for meeting the needs
of individuals who might be feeling suicidal
(targeted support and care);

* providing access to specialist care and integrated
local support for those who are feeling chronically
suicidal or are exposed to greater risk of suicide
(specialised care); and

® maintaining an environment where individuals, families
and communities can build resilience and improve
their general health and welloeing during times of
adversity (individual, family and community growth
and development).

Figure 4 provides a summary of the range of types of
suicide prevention activities and interventions that are
essential for a whole of community response to reducing
the rate of suicide in Australia, and the risk of suicide, of
suicide attempts and of suicidal behaviours

in individuals. For each activity/intervention the following
is defined: the target group; the proposed outcomes;
and who might be involved in the activity/intervention.




FIGURE 4: LIFE Framework continuum cf suicide prevention activities.

Universal
intervention

Selective
intervention

Indicated
intervention

Symptom
identification

Early
treatment

Standard
treatment

Longer-term
treatment
and support

Ongoing
care and
support

S
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Target
groups
Activities

that apply to
everyone (whole
populations)

For communities
and groups
potentially

at risk

For individuals at
high risk

When
vulnerabllity and
exposure 1o risk
are high

Finding and
accessing
early care and
support

When
specialised care
is needed

Preparing for a
positive future

Getting back
into life
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Outcomes

Reducing access to means of suicide, altering
media coverage of suicide, providing community
education about suicide prevention and creating
stronger and more supportive families, schocls
and communities.

Building resilience, strength and capacity and an
environment that promotes self-help and help-
seeking and provides support.

Building strength, resllience, local understanding,
capacity and support; being alert to early signs of
risk; and taking action to reduce problems

and symptoms.

Being alert to signs of high risk, adverse health
effects and potential tipping points; and providing
support and care.

Providing first point of professional contact;
targeted and integrated support and care;
and monitoring and ensuring access to further
information and care.

Providing integrated professional care to manage
suicidal behaviours and improve wellbeing as a
step in recovery.

Providing ongoing integrated care to consclidate
recovery and reduce the risk of adverse health
effects.

Building strength, resilience, and adaptation and
coping skills, and an environment that supports
sel-help and help-seeking.

Who is involved?

Invalving: individuals, families, consumer and
carer organisations, multicultural organisations,
local councils, sporting and recreational clubs,
workplaces, media, educational organisations,
providers of education and information on mental
healtn and suicide prevention, service clubs

and pubs.

Involving: individuals, families, consumer and
carer organisations, multicultural organisations,
local councils, sporting and recreational clubs,
workplaces, media, educational organisations,
Divisions of GP. service clubs and pubs.

Involving: individuals, families, consumer and carer
organisations, multicultural crganisations, GPs,
police, gerontologists, rehabilitation providers,
emergency workers, specialist physicians, sporting
and recreational clubs, workplaces, educational
organisations, service clubs and pubs.

Involving: GPs, help lines, police, gerontologlsts,
rehabilitation providers, emergency workers,
specialist physicians, teachers, pharmacists,
workplaces family and friends and other
gatekeepers.

Involving: GPs, psychologists, allied mental
health professionals, Aboriginal Health Warkers,
emergency departments, police, gerontologists,
emergency workers, specialist physicians,
community health services, help lines, crisis
teams, school counseliors.

Involving: psychiatrists, psychologists, GPs,
allied mental health professionals, Aboriginal
Health Workers.

Involving: psychiatrists, psychologists, GPs, allied
mental health professionals, families, workplaces,
local community organisations and clubs,
rehabilitation services, Aboriginal Health Workers,
help lines.

Involving: GPs, allied mental health professionals,
Aboriginal Health Workers, community

senvice providers, families, local community
organisations, workplaces and clubs.

Safety Nets for people moving between treatment options, and back inte the community. These include:

» community-based services to support and foster recovery after discharge from clinical care

« effective client hand-over practices between services and back into the community; and

» effective cooperation and communication between health professionals, community suppaort services, schoals, families, workplaces and
community groups.
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The LIFE Framework for Action

Strategic directions

The LIFE Framework reflects a vision that suicide
prevention activities will reduce suicide attempts and
the loss of life through suicide by providing individuals,
families and communities with access to support so
that no-one in crisis or experiencing personal adversity
sees suicide as their only option.

The purpese of the LIFE (2007) materials is to provide
information, resource materials and strategies that

will support population health approaches and suicide
prevention activities undertaken across the Australian
community and thereby contribute to a reduction in
suicide and suicide attempts.

The central goal of the LIFE Framework is to reduce
suicide attempts, the loss of life through suicide and

the impact of suicidal behaviour in Australia. This requires
a number of interlinked and coordinated strategies that
reflect universal, selective and indicated approaches.

Suicide prevention activities, programs and interventions
will aim to build:

e stronger individuals, families and communities

* individual and group resllience to traumatic events

e community capacity to identify need and respond

* the capability for communities and individuals to
respond guickly and appropriately; and

= a coordinated response, and provide smooth
transitions to and between care.

Principles underpinning the LIFE
Framework for Action

There are a set of binding principles underpinning the
LIFE Framework. They are:

1. Suicide prevention activities should first do no harm.
Some activities that aim to protect against suicide
have the potential to increase suicide risk amongst
vulnerable groups. Activities need to respect the
context, health, receptivity and needs of the person
who Is feeling suicidal.

2. Suicide prevention is a shared responsibility across
the community, families and friends, professional
groups, and non-government and government
agencies.

3. Activities should be designed and implemented
to target and involve:

- the whole population

- specific communities and groups who are known
to be at risk of suicide; and

~ individuals at risk.

4. Activities need to include access to clinical or
professional treatment for those in crisis and support
for people who are recovering and getting back
into life.

5. Activities must be appropriate to the social and
cultural needs of the groups or populations being
served.

6. Information, service and support need to be provided
at the right time, when it can best be received,
understood and applied.

7. Activities need to be located at places and in
environments where the target groups are
comfortable, and where the activities will reach
and be accessible to those who most need them.

8. Local suicide prevention activities must be
sustainable to ensure continuity and consistency
of service.

9. Suicide prevention activities should either be, or aim
to become, evidence-based, cutcome focused and
independently evaluated.



10. Activities need to be sensitive to the broader factors
that may influence suicide risk — the many social,
environmental, cultural and economic factors that
contribute to quality of life and the opportunities life
offers — and how these vary across different culiures,
interest groups, individuals, families and communities.

11. Services for people who are recognised as suicidal
should reflect a multi-disciplinary approach and aim
to provide a safe, secure and caring environment.

Considerations in implementing
the LIFE Framework for Action

In designing activities, actions and programs,
the following must be taken into account:

» Care and support must match people's different
needs. In particular, whether the path towards suicide
is gradual and visible, or rapid with no outward sign
of distress, specialised care needs to be readily and
rapidly available when it is neaeded.

There should be a focus on:

- reducing exposure 1o risk of suicide;

— reducing access to the means of suicide;
improving protective factors;

- providing individuals who are feeling suicidal with
access to a range of support - from the farmily and
community, in the workplace, from professional
carers and health services;
identifying the individual's particular needs and providing
the right support, in the right place, at the right time;
improving community understanding of the needs of
those who are mentally ill, grieving, profoundly distressed
or fraumatised; and
education for the immediate family, friends, social
networks, the local doctor and wark colleagues of
people at risk.
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Summary of Action Areas

Action Area 1
Improving the evidence base and understanding of
suicicle prevention.

Improving the quality of the evidence for suicide and
suicide prevention is fundamental to the development,
implementation and review of effective suicide prevention
policies and practices. A sound evidence base will
assist in:

* Improving understanding about the prevalence and
causes of suicide;

* increasing understanding about interventions that are
likely to be the most effective;

* determining what services and interventions are
needed, for which specific groups;

* evaluating interventions and services provided; and

* providing reliable information to the community
about suicide and suicide prevention,

Action Area 2

Building individual resilience and the capacity for self-help.

Protecting against suicidal behaviour includes
implementing preventative measures such as providing
environments where appropriate support is accessible
as well as implementing programs that promote and
support wellbeing, optimism and social connactedness.

Action Area 3
Improving community strength, resilience and capacity
in suicide prevention.

Improving individual, family and community awarsness
and understanding of suicide and suicide prevention
will increase the capacity of communities to prevent
and respond to suicide.

Action Area 4
Taking a coordinated approach to suicide prevention.

Effective suicide prevention relies on communities,
organisations and all levels of government working
together using sound evidence, with a careful
assessment of cutcomes.

Action Area 5
Providing targeted suicide prevention activities.

To address the needs of individuals and prevent suicide,
there are a number of key elements:

* early identification and intervention:

* bullding individual resilience and the capacity
for self-help:

* oreating environments that encourage and
support help-seeking;

® creating environments where it is acceptable to express
emotions and suicidal thoughts without a fear of
acrimony, personal weakness or stigmatisation: and

* ensuring access to the range of required support and
care for people feeling suicidal,

Action Area 6
Implementing standards and quality in suicide prevention.

Suicide prevention programs need to reflect evidence
of what works and does not work, and to communicate
it effectively to the point of need.

The importance of evaluating
suicide prevention activities

Systemnatic evaluation of all suicide prevention projects,
activities and programs Is essential for the continued
development of best practice. It will ensure that
interventions are based on a solid foundation of evidencs,
that resources and effort are allocated appropriately

and that the required outcomes and impacts can be
achieved.

For an evaluation to be effective it must be planned,

built into all activities and measure the significant outputs
and outcomes that wil show how well a program is waorking.
Measures relevant to suicide pravention may include:

= reductions in suicide attempts and/or suicidal thinking;

= reductions in risk factors and vulnerabilities
to suicidal behaviours (eg mental iliness, feelings
of hopelessness);

* increase in individual and/or community awareness
of appropriate suicide prevention;

* changes in behaviours and response to suicide
prevention strategies;

* improvements in individual protective or resiliency
factors (eg improved coping skills, more help-seeking
behavicurs, better social connectedness,
better understanding of mental ilness); and



s improvements in service models or practices to reduce
the adverse impact of the system on individuals.

The type(s) of evaluation used will depend on the

size, scope and intent of each project. For instance,
evaluation of a prototype or an innovative idea will focus
largely on what can be learnt from its development and
implementation (process evaluation). In projects of this
type, evaluation is often fed back into the project as it
unfolds, to improve and refine the development of the
project (practice or process improvement).

On the other hand, where a project that is known to work,
has been funded or sponsored by an outside agency,
the evaluation will usually focus on whether the project
has made & difference or achieved its stated objectives
(impact) or delivered on its contractual obligations
(accountability).

It is assumed that all suicide prevention activities arising
from the action areas defined on the following pages will
be systematically evaluated.

Evaluations of suicide prevention activities may focus on
indicators of:

= effectiveness

® program quality

» efficiency; and

* guantity.

Figure 5 sets out eleven categories of measures

that may be useful in evaluating and reporting suicide
prevention activities against these indicators.

FIGURE 5: Indicators for evaluation of suicide prevention activities.

Effectiveness
indicators

Program quality
indicators

1. Policy and program 4. Quality of process

objectives outcomes met » conforms to

* policy objectives requirements

® program objectives * qualty of activities and

* project/service methodologies

objectives ® ongagement of key

stakeholders

2. Stakeholder satisfaction 5. Quality of products

® Sponsocring agency ® adeguacy

® key stakeholders * right type, mix, range

* project partners ® appropriate to need

® customers/consumers ® target market covered

3. Sustainability 6. Quality of service

® outcome is relevant and ® accessible

applicable * equitable

® outcome is easily
understood and adopted

¢ professional

® gompetence/
knowledge and
understanding

® outcome is sustainable

Ty G QY
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Efficiency indicators Quantity indicators

7. Allocative efficiency 11, Quantity delivered

* best use of available in terme of:

resources in addressing * policy

the issue of suicide * need

revention

RRRee ® agreed targets
® Dest retun on ) .

) * inputs to project

investment for

this outcome

8. Resource efficiency
* staffing
¢ infrastructure

® consumables

9. Cost efficiency
* absolute cost
® recurrent cost

¢ value for money

10. Time efficiency
® responsiveness

® meets agreed timelines
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The Living Is For Everyone
(LIFE) Action Areas

Action Area 1

Improving the evidence base and
understanding of suicide prevention

Improving the quality of the evidence for suicide and
suicide prevention is fundamental to the development,
implementation and review of effective suicide
prevention policies and practices. A sound evidence
pase will assist in:

* improving understanding about the prevalence
and causes of suicide;

* increasing understanding about interventions that
are likely to be the most effective:

* determining what services and interventions are
needed, for which specific groups;

* evaluating interventions and services provided; and

* providing rellable information to the community
about suicide and suicide prevention.



Action Area 1

Outcomes

Qutcome 1.1.
Understanding of imminent risk and
how best to intervene

OQuticome 1.2.
Understanding of whole of
community risk and protective
factors, and how best to build
resilience of communities

and individuals

Outcome 1.3.

Application and continued
development of the evidence base
for suicide prevention among high
risk populations

Outcome 1.4.

Improved access to suicide
prevention resources

and information

e B e e e o o o 0 i 0 G S B e s st sl e s

Strategies

i, ldentify and clarify the link between suicide prevention activities and interventions and their

impact on, and relevance to, the incidence of suicidal behaviours.

i. Improve the evidence base for the identification and differentiation of warning signs,

tipping points and imminent risk factors.

. Develop a better understanding of the positive and negative impacts of economic,

social and environmental influences on suicide and suicidal behaviours.

i. Improve the evidence base for the impact of community capacity and resilience

building in the long-term prevention of suicide, including in rural and remote
communities and/or those adversely affected by climate change or natural disasters.

iit. Research the influence and impact on suicidal behaviours of new technologies/multi-media

communication (eg media, intemet, MySpace, YouTube, chat rooms, instant messaging).

. Improve understanding of the cultural significance of suicide and how suicide can be

prevented across different cultural and at-risk groups

. Synthesise and strengthen understanding of suicide through incorporation

in relevant systematic, longitudinal, multi-disciplinary, multi-site studies.
Apply and develop the research and evidence of interventions that work
for Aboriginal and Torres Strait Islander communities.

i. Apply and develop the evidence base to identify and address the needs of people

bereaved by suicide.

iil. Apply and develop the evidence base of interventions to encourage men's help-seeking

behaviour and emotional openness.

Measure the effectiveness of management and care options for people who have
previously attempted suicide or engage in self-harming behaviours.

Contribute to a centre for the collection and dissemination of quality information and
resources in suicide prevention.

i. Progress a national standardised recording system relating to deaths

through suicide.

~l
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Action Area 2

Building individual resilience and the capacity
for self-help

Protecting against suicidal behaviour includes
implementing preventative measures such as providing
environments where appropriate support is accessible
as wel as implementing programs that promote and
support welloeing, optimism and sacial connectedness.

Action Area 2

Outcomes

Strategies

i. Develop and promote universal programs to support the acquisition of life skills that
enhance individual and community resilience (eg social competence, communication,
problem-solving, community development skills),

Outcome 2.1.
Improved individual reslience and
wellbeing

i. Develop and promote mental health and wellbeing programs for the whole community,
including those designed to support particular high risk groups or populations

(eg culturally appropriate programs for diverse communities, initiatives for children
whose parents have a mental ilness, etc).

iii. Provide support to professions that have a key role in suicide prevention or trauma
response, to safeguard mental health and wellbeing, enhance service delivery, improve staff
retention and minimise the likelihcod of suicide (eg health professionals, law enforcament
officers, emergency services personnel, education and social service professionals).

iv. Foster environments (eg families, schools, workplaces) where it is acceptable
to express emotions (anxiety, stress, sadness, grief) without a fear of stigmatisation.

Outcome 2.2,

An environment that encourages and
supperts help-seeking

i. Develop and promote programs that raise awareness of the importance of social
and emotional wellbeing, mental disorders and suicide prevention (eg via the media,
schools and workplaces).

i. Develop and promote programs to enhance help-seeking behaviour among high-risk
groups and in people that are known to be least likely to seek help including young
people, men, Aboriginal and Torres Strait Islander communities and people from some
culturally and linguistically diverse communities.

iii. Work to destigmatise conditions that contribute to suicide risk (eg mental iiness,
homelessness, financial hardship) with a view to encouraging help-seeking behaviour.

e e e e e e




fr nteitung aganct

Switided behaviowr uncludes
Implementung pragams
that promate. wedlbeing,
optumem and swpport
Sotiad (onnectednesss—gh




3

newoo suofienaioysibuing

BIRISTY U1 BPIDING JO UCHUSASIH 10 HOMBLLIEL] \/ :0U0KioAT 10 5| BUAT

[=]

Action Area 3

Improving community strength, resilience and
capacity in suicide prevention

Improving individual, family and community awareness
and understanding of suicide and suicide prevention
will increase the capacity of communities to prevent
and respond to suicide.

Action Area 3
Outcomes Strategies
Qutcome 3.1. i. Raise awareness of the characteristics of healtny and resilient communities,

Improved community strength
and resllience

and support their development.

i. Use mentoring and leadership development programs to promote the development and
sharing of good practice in local communities.

iii. Develop and promote strategies that enable and support groups within local communities
1o work together on suicide prevention.

Outcome 3.2.
Increased community awarensss of
what is needed to prevent suicide

i. Educate communities to identify and respond to warning signs, tipping points and
imminent risk factors associated with suicide.

ii. Work with the mainstream and multiingual media to improve community knowledge and
understanding of suicide and suicide prevention and encourage responsible coverage of
these issues.

i. Reduce the stigma and myths surrounding suicide by actively communicating the range
and complexity of factars that contribute to suicidal behaviours.

iv. Develop and promote strategies that enable organisations to work together to reduce risk
factors and strengthen protective factors in individuals and communities.

i. Enable locally based networks and cooperative partnerships to respond effectively to traumatic
incidents or significant changes in local circumstances (eg drought, industry closuras).

Outcome 3.3.
Improved capability to respond at
potential tipping points and points
of imminent risk

ii. Develop materials and provide locally based support to assist staff and volunteers in
organisations such as pubs, clubs, cultural and religious centres and recreational and
sporting groups, to identify potential suicidal behaviour and to respond effectively.

. Expand and resource the capacity of schools, workplaces and other relevant settings,
10 identlfy and provide support to those at risk.

=

Use the media and other strategies to raise awareness of the risk factors, warming signs
and tipping points for suicide.

v. Develop and disseminate resources that recognise and support the important role of and
impact on family, friends, colleagues and peers in suicide prevention.
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Action Area 4

Taking a coordinated approach to
suicidle prevention

Effective suicide prevention relies on communities,
organisations and all levels of government working
together using sound evidence, with a careful
assessment of outcomes.

Action Area 4

Outcomes

Strategies

Outcome 4.1.

Local services linking effectively so
that people experience a seamless
senvice

i. Encourage and resource integrated, cross-functional, cross-agency solutions
to locally based suicide prevention activities.

ii. Develop an understanding of people’s joumeys to find services in order to inform and
improve service responses.

jii. Develop and promote client-centred, shared case-management approaches
1o suicide prevention in local communities.

iv. Strengthen the capacity for families, schools, workplaces, pubs, clubs and sports,
recreational and social groups to identify guickly and respond effectively to indicators
of potential suicidal behaviour.

v. Develop practical tools for information sharing, including shared service agreements,
dealing with privacy and confidentiality requirements and barriers, developing local data
and cutcome measures, and joint service/client protocols.

vi. Promote and support linkages between community based and clinical initiatives in
suicide prevention.

Outcome 4.2.

Program and policy coordination and
cooperation, through partnerships
between governments, peak and
professicnal bodles and non-
government organisations

i. Develop cross-govemment mechanisms to improve the integration of health, housing,
community, justice, employment and other policy and programs, for better suicide
prevention.

i. Support and improve linkages and cooperation between governments, academic
Institutions, non-government organisations (NGOs), peak and professional bodies,
to support information sharing and reduce duplication of effort.

iil. Design and implement resources and tools {eg shared care guidelines, protocols and
evaluation tools for professionals, multidisciplinary teams and service providers) to support
coordinated community service provision.

iv. Address the information needs of different professional and community groups concemed
with suicide prevention.

Outcome 4.3.
Regionally integrated approaches

i. Promote natural catchment approaches, including reducing jurisdictional barriers,
to support better regional cooperation in suicide prevention activities.

ii. Increase cooperation within regions to improve sulcide prevention activities.
iil. Actively engage local government in suicide prevention.

iv. Strengthen local capacity by supporting sharing of practice and experience across
agencies involved in community and emergency services.

v. Develop shared service agreements, local data and service metrics, joint service
protocels and joint client assessments.

e
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Action Area 5

Providing targeted suicide prevention activities * creating environments where it is acceptable to express
_ N emotions and suicidal thoughts without a fear of
To address the needs of individuals and prevent suicide, acrimony, personal weakness or stigmatisation; and

there are a number of key elements: . ‘
* ensuring access to the range of required support and

* garly identification and intervention: care for people feeling suicidal.

* building individual resilience and the capacity for
seff-help;

* creating environments that encourage and
support help-seeking;

Action Area 5

Outcomes | Strategies

Outcome 5.1. E i. Develop and promate innovative programs to reach those in high-risk populations who traditionally do not
]

Improved accessto | access health services.

arange of support 1 ii. Make services highly visible and approachable.

and care for people |

feeling suicidal E iii. Develop support systems for individuals who have attempted suicide and their families.
E iv. Support people with mental illness and related problems wha are at risk of suicide.

Outcome 5.2,
Systemic, long-
term, structural
interventions in
areas of greatest
need

Outcome 5.3.
Reduced incidence
of suicide and
suicidal behaviour
in the groups at

i. Identify communtties in which suicide and suicidal behaviour is prevalent, and proactively develop
strategies and services that address the underlying causes and contributing factors.

ii. Provide and resource mentoring and support for high risk groups and communities, to enable them
to undertake effective suicide prevention activities.

i. Support interventions for groups identified as high risk. This includas men aged 20-54 and over 75, men
in Aboriginal and Torres Strait Islander communities, people with a mental iiness, people with substance
use problems, people in contact with the justice system, people who attempt suicide, people in rural and
remote communities, gay and lesbian communities, and people bereaved by suicide.

i. Develop effective and sustainable interventions for groups and communities where suicidal behaviours are

highest risk prevalent, by encouraging ownership and active involvernent.
iil. Develop and promote mental health and wellbeing programs in occupational groups whose members are
iv. Provide support to the caring professicns to minimise the likelihood of suicide amongst carers and
clinical professionals.
Qutcome 5.4. i. Implement guidelines and support tools to improve the understanding and skills of front-line workers who
Improved routinely interact with high risk groups, to identify and respond rapidly to suicide warning signs, tipping

understanding, skills
and capacity of
front-line workers,
families and carers

points and imminent risk factors.

ii. Provide education and information for consumers and carers involved with at-risk individuals and groups
1o enable them to identify and respond rapidly to suicidal behaviour.

ii. Develop and resource discharge planning, clinical handover and transition to community
care and support that recognises the increased risk to individuals at and after discharge.

=

Educate and inform professionals, service providers, families and community organisations
in the provision of safe and secure care environments for pecple at risk.

v. Provide access to training programs at undergraduate, post-graduate and vocational levels.

1
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E subject to frequent traumatic events {eg Police, Emergency Services).
i
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i Wherever possible, these should be multidisciplinary and cross-agency.
1




Action Area 6

Imolementing standards and quality in
suicide prevention

Suicide prevention programs need to reflect evidence
of what works and does not work, and to communicate
it effectively to the point of need.

Action Area 6

Outcomes Strategies
Outcome 6.1. i. Develop and promoate national standards specific to suicide pravention.
Improved practice, national ii. Disseminate evidence to underpin practice.
standards and shared learning
iii. l[dentify the skills and training required to wark effectively in suicide prevention.
Outcome 6.2. i. Promote systematic evaluation of suicide prevention initiatives.
Improved capalb;ht\les B p{rc:moﬂon ii. Promote the role of evaluation and research in expanding the evidence base
afsound prectins ineualsation of suicide prevention and assist in continuously improving practices.
ii. Develop and promote robust and accountable evaluation models and processes.
iv. Improve the capacity to undertake sound evaluations.

Outcome 6.3.

Systemic improvements in the
quality, guantity, access and
response to information about
suicide prevention programs
and services

i. Develop and maintain timely, robust and transparent reporting systems
to ensure that information on suicide programs is available.

ii. Enable access to information about suicide prevention programs, so that new
programs can build on past experience.

ii. Encourage and support shared learnings to reduce duplication and promote
good practice.

iv. Promote and provide funding arrangements to enable and facilitate flexible
community respansas to emerging practice 2nd identified and demonstrable needs.

R G L e L L S i e L e e v
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Appendix A:

Relevant government and
non-government policies,
orograms and activities

Australian Government

National Suicide Prevention Strategy
ivingisforeveryone.com.au

Department of Health and Ageing
www.health.gov.au and www.mentalhealth.gov.au

National Drug Strategy 2004-2009
www.nationaldrugstrategy.gov.au

National Alcohel Strategy 2006-2009
www.alcohol.gov.au

National Palicy Framework for Indigenous people
www.indigenous.gov.au

Department of Families, Housing, Community
Services and Indigencous Affairs’ Community Mental
Health Programs

www.facsla.gov.au

Family Court of Australia Mental Health Support Program
www. familycourt.gov.au

Department of Vieterans' Affairs
wwwwy.dva.gov.au

State and Territory Government

Western Australia
WA Ministerial Council on Suicide Prevention
WWW.MCSP.org.au

WA Suicide Prevention Plan
WWW.MCSP.org.au/prevention/prevention_glan

South Australia
Government of South Australia Department of Health
www.health.sa.gov.au

Mental Health
www.health.sa.gov.au/mentalhealth

New South Wales

NSW Health
www.health.nsw.gov.au

Centre for Mental Health
www.health.nsw.gov.au/palicy/cmh

Victoria

Victoria Health
www.health.vic.gov.au

Mental Health
www. health.vic.gov.au/mentalhealth

Tasmania

Department of Health and Human Services
Tasmanian Suicide Prevention Steering
Committee (TSPSC)

www.dhhs.tas.gov.au

Mental Health
www.dhhs.tas.gov.au/health__and_ welloeing/
mental_health

Queensland

Department of Communities
www.communities.gld.gov.au

Suicide Prevention
www.communities.qld.gov.au/community,
suicide_prevention



Northers Territory
BPepartment of Heaith and Families
www.health.nt.gov.au

Mental Heaith
www.health.nt.gov.au/Mental_Health

Australian Capital Territory

ACT Health
www.health.act.gov.au

Mental Health
www.health.act.gov.au/mentalhealth
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Glossary of terms

Aboriginal and/or Torres Strait Islander: A person
who is of Aboriginal or Torres Strait Islander descent;
and identifies as an Australian Aboriginal or Torres
Strait Islander parson; and is accepted as such by
the community in which s/he lives or has lived.

Adverse life event: An incident within one’s life that
has the potential to cause emotional upset, disruption,
or negative health outcomes.

Bereavement: The period after a loss (usually through
death) during which grief is experienced and mouming
occurs (Rephael, 1984).

Best practice: The use of methods (often evidence-
based) that achieve improvements and/or optimal
outcomes.

Capacity building:
Individual - Enhancing and/or developing personal
aptitude, strength, coping and/or independence.

Community - The ability of a community’s organisations,
groups and individuals (collectively) to build their
structures, systems, people and skills, so they are
better able to define, implemeant, manage and achieve
their shared cbjectives.

Client-centred: Client-centred therapy or the person-
centred approach is a movement associated with
humanistic psychology that emphasises 'the capacity
of each individual to arrive at a personal understanding
of his or her destiny, using feelings and intuition rather
than being guided by doctrine and reason. Rather than
focusing on the origins of client problems in childhood
events (psychodynamic) or the achievement of new
patterns of behaviour in the future (oehavioural). ..
concentrate on the here and now experiencing of the
client’ (MclLeod, 2003, p. 157).

Clinical paradigm: This paradigm focuses on repairing
damage within a disease or medical model of human
functioning.

Cognitive: Mental processas and conscious intellectual
activities such as planning, reasoning, problem solving,
thinking, remembering, reasoning, learning new words
or imagining.

Common factors (therapy): Features of therapy
that are common to success, despite the differing
thecretical position of each therapist and the specific
techniques used.

Community ownership: A community takes
responsivility for an issue, such as suicide, and agrees
to work together to develop effective and sustainable
solutions.

Connectedness: Enguiry into protective factors for
suicide has focused on the capacities within people
fresilience factors) and on external protective factors
(Seifer et al. 1992), including a person's sense of
belonging and connectedness with others. There is
evidence that connections with family, school or a
significant adult can reduce risk of suicide for young
people. Feelings of connectedness to a partner or
parent or responsibility for care of children appear to
be protective factors, and connectedness within a
community has been linked to health and wellbsing.

Content: The quality and the proportion or quantity of
information adequately matched to the need.

Continuing care: Engagement with longer-term
treatment, support and care where needed.

Data: Statistics that inform on specific aspects of suicide,
such as rates and trends of suicide and suicide attempts.
Data collection can also be a means of monitoring
service arrangements, such as post-discharge follow-up
or outcomes.



Glossary of terms (continued)

Deliberate self-harm: Any behaviours causing
destruction or alteration of body tissues, with or
without the intent to die, including self-injury.

Distal factors: see risk factors.

Effectiveness: Whether there is the capacity to bring
about an effect or cutcome.

Efficacy: The capacity of a service to deliver a desired
result or outcome.

Efficiency: The production of an agreed output with
a minimum of waste and the minimum consumption
of resources (time, cost, labour).

Evaluation: The continuous process of asking
questions, reflecting on the answers to these
questions and reviewing ongoing strategy and action’
(Commenwealth of Australia, 2001, p.4).

Evidence-based: Approaches that use and are based
on clear evidence from existing literature.

Gatekeeper: A person who holds an influsntial position in
elther an organisation or a community who coordinates or
oversees the actions of others. This could be an informal
local opinion leader or a specifically designated person,
such as a primary-care provider, who coordinates patient
care and provides referrals to specialists, hospitals,
laboratories, and other medical services.

Help-seeking: The procass of an individual asking for
help or suppart in order to cope with adverse life events
or other difficult circumstances.

Holding environment: Refers to a therapeutic setting
that permits the client to experience safety, and thus
enhances therapeutic work.

Imminent risk: The point at which suicide is extremely
likely in the near future; intervention may be necessary.

Indicated Intervention: Work with individuals who are
showing early signs of risk for health problems, with the
aim of preventing a condition from arising.

Indigenous Australians: A perscn who is of Aboriginal
or Torres Strait Islander descent; and identifies as an
Australian Aboriginal or Torres Stralt Islander person; and
is accepted as such by the community in which s/he
lives or has lived.

Integrated response: Interventions that respond to
arange of issues using a multi-faceted approach.

Intervention: To take action or provide a service so as
to produce an outcome or modify a situation. Any action
taken to improve health or change the course of or treat
a disease or dysfunctional behaviour (Moore, 2004).

Jurisdiction: The area for which a particular government
(Commonwealth, State or Territory) is responsible.

Loss: Loss is produced by an incident which is
percelved to be negative by those involved and results
in long-term change.

Medium: The mode, means or carrier (person or
resource) through which information or support is
provided.

Mental disorder: A recognised, medically diagnosable
iiness or disorder that results in significant impairment of
an individual's thinking and emational abilities and may
require intervention. There are many different mental
disorders.

Mental health problem: A situation in which a person
experiences some disturbance or impairment of normal
emotions and/or thinking.

w
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Glossary of terms (continued)

Mental health promotion: Action to maximise mental
health and wellbeing among populations and individuals.

Multi-faceted: Having many aspects or facets.

Multi-sector, multi-disciplinary approach: Approaches
that involve a combination of expertise from a range

of disciplines and professions, involving agencies,
organisations, and persons from a range of distinct

parts or branches of enterprise and/or society.

Peer education: The use of identfied and trained peers
1o provide information aimed at increasing awareness or
influencing behaviour change.

Population-based interventions: Interventions targeting
populations rather than individuals. They include activities
fargeting the whole population as well as activities
targeting population subgroups such as rural or
Aboriginal and Torres Strait Islander peoples.

Post Traumatic Stress Disorder (PTSD):

A psychological disorder affecting individuals who
have experienced or witnessed profoundly traumatic
events, such as torture, murder, rape, or wartime
combat, characterised by recurrent flashbacks of the
traumetic event, nightmares, irritability, anxiety, fatigue,
forgetfulness, and social withdrawal (Edgerton, 1994).

Postvention: Interventions to support and assist the
bereaved after a suicide has occurred.

Predisposing factors: Non-modifiable factors that may
increase a person’s susceptibility to suicidal behaviours,
such as genetic and neurobiclogical factors, gender,
personality, culture, socio-economic background and
level of isolation.

Prevention: Preventing conditions of ill health from
anising.

Primary care: The care system that forms the first point
of contact for those in the community sesking assistance.
it includes community-based care from generalist
services such as general practitioners, Aboriginal medical
services, school counsellors and community-based
health and welfare services.

Protective factors: Capacities, qualities, environmental
and personal resources that drive individuals towards
growth, stability, and health.

Proximal factors: see risk factors.

Receptivity of client: The capacity and wilingness of the
person to receive and absorb information and support.

Recovery: Recovery Is the process of a gradual
restoration of a satisfying, hopeful and meaningful
way of life.

Resilience: Capacities within a person that promote
positive outcomes, such as mental health and wellbeing,
and provide protection from factors that might otherwise
place that person &t risk of suicide. Resilience is often
described as the ability to bounce back from adversity.
fFactors that contribute to resilience include personal
coping skills and strategies for dealing with adversity,
such as problem-solving, cognitive and emotional skills,
communication skills and help-seeking behaviours.

Risk factors: Factors such as biclogical, psychological,
social and cultural agents that are associated with
suicide/suicide ideation and increase their probability.
Risk factors can be defined as either distal factors, such
as genetic or neurochemical factors, or proximal factors,
such as life events or the availability of lethal means -
factors which can ‘trigger’ a suicide or suicidal behaviour.

Selective intervention: Activities that target population
or community groups at higher risk for a particular
problem, rather than the whole pcpulation or particular
individuals. This might include working with the families

of those bereaved through suicide or, for instance
children who have been traumatised or abused over time.

Self-injury: Deliberate damage of body tissue, often in
response o psychosocial distress, without the intent to
die. Sometimes called non-suicidal self-injury,
self-inflicted injuries or self-harm.

Suicide: The act of purposely ending one's life.

Suicidal behaviour: Includes the spectrum of activities
related to suicide and self-harm including suicidal
thinking, self-harming behaviours not aimed at causing
death and suicide attempts. Some writers also include
deliberate recklessness and risk-taking behaviours as
suicidal behaviours.

Suicidal ideation: Thoughts about attempting or
completing suicide.

Suicide prevention: Actions or initiatives to reduce
the risk of suicide among populations or specific target
groups.

Support: To assist with the burdan or the weight of an
issue, problem or adversity. Support can take many
forms, including information provision, services and
face-to-face counseling.



Glossary of terms (continuad)

Sustainability: The ability of a program to function
over ihe long-term.

Timeliness of service: Provision of information,
service or support at the most eppropriate or
opportune moment for it to be received, undersiood
and meaningfully applied.

Tipping peint: The point at which a person's risk of
suicide increases due to the occumence of some
precipitating event, such as a negative life event or
an increase in symptoms of a mental disorder,

Universal intervention: interventions that target

the whole of a population or populations. In suicide
prevention, these include activities to reduce access
to means of suicide, or to creste stronger and more
supportive families, schools and communities.

Warning signs: Behaviours that indicate a possible
increased risk of suicide, such as giving away
possessions, falking about suicide or the withdrawal
fram famity, friends and nonmal activities.

()
0

livingisioreveryona.com.au

Livirgy Is For Everyone: A Framaework lor Prevention of Suicide in Australia



4

ne'woo suokienaiopsiBuial

BIRASIY Ul 8PN JO LOIUSASIE 10) SHOMBLULY Y/ :8U0ABAT 104 8| BuiAr|

o

References

Australian Bureau of Statistics (2007). Suicides 2005,
Cat. No. 3309.0. ABS: Canberra.

Beautrais AL (1998). Risk factors for suicicle and
attempted suicide amongst young peaple. National
Health and Medical Research Council: Canberra.

Commanwealth of Australia (2000). Living is for everyone
LIFE (2000): A framework for prevention of suicide and
self-harm in Australia. Department of Health and Aged
Care: Canberra.

Commonwealth of Australia (2001). Evaluation: A Guide
to Good Practice. Promation and Prevention Section,
Mental Health and Special Programs Branch,
Department of Health and Aged Care: Canberra,

Commonwealth of Australia (2005). A Framework
for Effective Community-Based Suicide Prevention
(Draft for Consultation). Australian Government's
Community Life Project: Adelaide.

Cemmonwealth of Australia (2007). Living Is For
Everyone: Research and Evidence In Suicide Prevention.
Department of Health and Ageing: Canberra.

De Leo D, Krysinska K (2008). Suicide and self-directed
violence. In International Encyclopaedia of Public Health
(ed. K. Heggenhougen), pp. 267-275. Academic Prass:
San Diego.

Edgerton JE (1994). American Psychiatric Glossary,
7th edn. American Psychiatric Press: Washington DC.

Gordon RS Jr (1883). An operaticnal classification of
disease prevention, Public Heaith Reports 98, 107-100.

Kumpfer KL (1999). Factors and processes contributing
to resilience: The resilience framework. In Resilience and
development: Fositive life adaptations (eds. MD Glantz
and JL Johnson), pp. 179-224. Kluwer Academic/
Plenum Publishars: New York.

Maslow AH (1843). A theory of human motivation.
Psychological Review 50, 370-398.

MclLeod J (2003). An infroduction to counselling,
3rd edn. Open University Press: Maidenhead.

Moore B (ed.) (2004). The Australian Oxford Dictionary.
Oxfard University Press: Melbourne.

Moscicki E (1999). Epidemiclogy of suicide. In Harvard
Medical School guide to suicide assessment and
intervention (ed. DJ Jacobs), pp. 40-51,

Jossey-Bass Publishers: San Francisco.

Mrazek PJ, Haggerty RJ (1994). Reducing the risks

for mental health disorders. Frontiers for preventive
intervention research. National Academy Prass Institute
of Medicine: Washington.

Platt S, Hawton K (2000). Suicidal behaviour and
the labour market. In The international handbook of
suicide and attempted suicide (eds. K Hawton and
K van Heeringen), pp. 309-384. John Wiley & Sons:
Chichester.

Raphael B (1984). The Anatomy of Bereavement:
A handbaook for the Caring Professions.
Hutchinson: London.



References (continued)

Raphael B (2000). A pooulation health mode! for the
provision of mental heafth care, National Mental Health
Strategy, Commonweaith of Australia, Canberra.

Rudd MD (2000). Tre suicidal mode: A cognitive-
behavioural mode! of suicidality. Suicide and
Life-Threalening Behaviour 31, 18-33,

Seifer R, Sameroff AJ, Baldwin CP, Baldwin A (1892).
Child and family factors that ameliorate risk between

4 and 13 years of age. Journal of the American Acadermy
of Chitd and Adoiescent Psychialry 31, 8§83-903.

U.S. Preventative Services Task Force (1996). Guide fo
clinical preventative services, 2nd edn. Willams & Wilkins:
Baitimore.

-
fary

livingistaraveryone.com.au

Livirg Is For Everyone: A Framework lor Prevention of Suiclde in Australia



B
n

NE"WoS"aU0AIBAGI0LSIBLIA|

BEASITy U} SPIONG JO UGHUSASI 10) SHOMELLIEL  :BUOAIBAT 0 5| BuiAr]

Acknowledgements

The LIFE (2007) suite of documents have been prepared
for the Australian Government Department of Health and
Ageing by a consortium of organisations supported by

a wide network of specialist consultants, advisers and
community consultations.

The lead consultants were Corporate Diagnostics Pty Lid,
United Synergies Ltd, Professor Graham Martin and

Dr. Judith Murray (University of Queensland) and
Greengage Research and Communications.

Additional editing and review was provided by NOVA
Public Policy Pty Ltd.

The main sub-consultants were Professor John
Mendoza, Associate Professor Nicholas Procter, Sunrise
Solutions, GKY Intemet, Aussinet, the Australian Institute
for Suicide Research and Prevention (AISRAP, Griffith
University), Oxygen Kiosk, DDSN Interactive and the
Four Design Group.

Specialist advisers who commented on and assisted
with various drafts during the project included Professor
Beverley Raphael, Professor Diego De Leo, Professor
lan Webster, Trevor Hazell, Professor Don Zoeliner,
Professor Edward White, Professor Ermest Hunter,

Dr. Karolina Krysinska, Lorraine Wheeler, Dr. Angela
Kirsner, Susan Beaton, Dr. Michas! Dudley, Dr. Don
Spencer and John Arms (NSW Central Coast Coroner).

A

h

The diversity reference group to the project were

Jill Fisher (Chalr), Mick Adams, Melba Townsend,
Travis Shorey, Nooria Mehraby, Julian Krieg,

Gerald Wyatt, Hilary Knack and Samantha Harrison.

The following three Australian Government advisory
committees contributed to the development of the
LIFE (2007) resources:

The National Advisory Council on Suicide Prevention;
The Community and Expert Advisory Forum; and
The Indigenous Strategies Working Group.

There were many hundreds of people who attended
the community consultations.

!
W

3‘
I

W
'!l

Ju

W

iy



UBIsep UYEG-N AQ PolBaID)




LIFE

ﬁvinjisfwmym.m.m




S—a:.c..:‘c’.o Y

NORTHERN TERRITORY STRATEGIC FRAMEWORK
FOR SUICIDE PREVENTION

A framework for the prevention of suicide and
self-harm in the Northern Territory 2003



Table of Contents

FO@WOT.... ... e e a e e s r s e st e res s 3
EXECULIVE SUMIMANY ... et et e e e et ene e e ene e vamees 4
INErodUCHion........ ..ottt ea 7
POLICY CONBEXE.......cooi i s et e ane 7
Prevalence of Suicide inthe NT..............cccooiciiin s 7
What Influences SUIcide?..............ccooviie e 11
A Framework for ACHiON..............ccoviininice e e e 12
ACHION ATEA L .ottt et et a s mr e e s et a e aesbe s s aessata st senena 14
ACHION AFBE 2. ittt ettt st e e e e e s e arne e ra s rae s eaess s eae b arbeetesaesbaniaeas 16
ACHION ATEA 3. ettt s e et a e e e b peeasee e atnanbenans 18
ACHION ATBA uuiniiiiiec e e s e et s ettt e s e et et e n e s s mr e e e aeas 20
ACHON AFBE D..oiriiiiii et e s e s st b s e e enree s 22
ACHION AFEA B...eiviiciiiiii it et e e et s ne e se e araeeneren s 24
REFBIEICES. ...t et s rn et sen e bessn e e as 26
LISE OF FIQUEES.... ...ttt e eee e v eaee s rse a1 en e s manraas 28



FOREWORD

This Northern Territory Strategic Framework for Suicide Prevention acknowledges and
builds on existing initiatives responding to suicide and self-harm, as well as confirming
key directions and pathways for future activities supported by government and non-
government sectors, communities and individuals across the Territory. It responds to
widespread concern about the high rates of suicide and self-harming behaviour among
some age groups and populations, and presents the evidence on actions that can help
address this tragedy.

The Framework reflects Government’s priorities, including a commitment to improving
mental health care and is linked to a number of related national initiatives, including the
National Suicide Prevention Strategy and the National Mental Health Strategy.

I would like to take this opportunity to thank all those people who contributed to the
development of the Framework. It has been informed by consultation with community
groups and individuals through intersectoral and public forums across the Northern
Territory (NT). It has been developed with considerable assistance from the Suicide
Prevention Interdepartmental Committee (SPIDC) and members are thanked for their
valuable contribution in ensuring the document refiects key concerns and directions. The
Committee comprised senior representatives from the Departments of Health and
Community Services (Chair); Employment, Education and Training; Chief Minister (Office
of Youth Affairs); Community Development, Sport and Cultural Affairs; Justice; Police,
Fire and Emergency Services; and the Commonwealth Department of Health and Ageing.

I also want to specifically acknowledge the valuable contribution and support provided by
the NT Coroner’s Office in compiling this Framework.

/w dfyc.,wc

The Hon. Jane Aagaard MLA
Minister for Health and Community Services

October 2003



EXECUTIVE SUMMARY

Background

Suicide is a tragedy that affects many Australian families and communities each year.
There is nation-wide concern, with action being undertaken across all levels of
government and the community. Suicide is complex and related to an accumulation of
risk and protective factors. It intersects with a range of problems across society
including mental health, drugs and alcohol, family issues, employment, cultural identity,
law enforcement, criminal justice, education and poverty.

This Strategic Framework for Suicide Prevention 2003 provides a platform to guide
planning and development of initiatives with a focus on life promotion and the prevention
of suicide and self-harm in the Northern Territory (NT). It is based on a whole-of-
government and community approach that supports action across all levels of
government, cavers the entire lifespan, includes a spectrum of interventions and builds
on existing services and supports. It provides key directions and pathways for future
activities undertaken by sectors and communities with an interest in suicide prevention.
It is a significant effort that is consistent with Government’s priorities and good practice
across a spectrum of approaches.

Key related initiatives include: Living is for Everyone (LIFE): A framework for prevention
of suicide and self-harm in Australia {Commonwealth Department of Health and Aged
Care CDHAC 2000a), the cornerstone of the National Suicide Prevention Strategy (NSPS);
the National Mental Health Strategy; National Drug Strategic Framewocrk 1998-99 to
2002-03; and National Anti-Crime Strategic Framework; the NT Government’s
Supporting Families and Building A Safer Community: Tough on Drugs policies and
Domestic and Aboriginal Family Violence Strategies; and the NT Aboriginal Emotional and
Saocial Wellbeing Strategic Plan (under development).

Trends in suicide rates

Extra care needs to be taken when interpreting suicide rates in the NT because of the
relatively small number of suicide deaths and yearly fluctuations. However, it is clear
that there are some significant differences between NT and national suicide rates and
trends. The suicide rate for the NT has been higher than the national rate for the past
decade and continues to rise. Whilst the national suicide rate has remained relatively
constant, suicide deaths in the Northern Territory have increased over the past decade.
In 2000, the NT rate was approximately 45-50% higher than the national rate (20 per
100,000 compared to 13 per 100,000) (ABS Information Paper: Suicides 2001).

Indigenous suicide rates have increased significantly. Until the early 1990s, reported
suicide rates amongst Indigenous peaple in the Territory were significantly lower than for
non-Indigenous Territorians. In 1990, no suicide deaths were recorded amongst
Indigenous people. Whilst the relatively small numbers overall make it difficult to
identify significant trend changes, 18 Indigenous people were recorded as having
completed suicide in 1999 (ABS 2000), reflecting a substantial increase over a relatively
short period of time. The suicide rate for NT Indigenous males has significantly increased
in the 15-24 year age group since 1995, whilst there was a slight increase in suicide
rates in the same non-Indigenous cohort over this period (ABS Death Registration Data).

The high and increasing national suicide rate for men aged 2544 years is consistent
with NT trends. There has been an increase in suicide rates for both Indigenous and
non-Indigenous NT males in this age group over the past decade (ABS 2000). The rate
amongst non-Indigenocus NT males is comparable to the national average. Indigenous
males in the NT within this age cohort experience significantly higher rates of suicide
than the national average (ABS 2000).



What influences suicide?

While there is debate about the relative importance of different risk and protective
factors related to suicide, some studies indicate that the most significant risk factors are:
a history of mental iliness; mental iliness combined with harmful drug use; prior suicide
attempt or deliberate self harm; and a family history of suicide or suicidal behaviour
(CDHAC 2000b; Hilman et al 2000).

While comparatively little research has been conducted on the relationship between
individual protective factors and suicide, the available evidence suggests that
connectedness to family and community, relationships, personal resilience and economic
security all play a part (CDHAC 2000b).

Effective responses to suicide

There is no single route to a reduction in suicide rates. It is nationally and internationally
recognised that effective suicide prevention should combine population strategies with
those aimed at high-risk groups. Prevention efforts need to minimise risk and enhance
protective factors using a range of approaches targeting the whole population, specific
groups and individuals ‘at risk’. This means responsibility and ownership of suicide
prevention initiatives is broad and must involve all levels of government, the non-
government sector, local communities and individuals,

Areas for Action

The six areas for action in this Strategic Framework are based on the LIFE framework
and include supporting rationales, evidence base and strategies for each action area:

Rationale Sets out the reasons which support the choice of action.

Evidence Presents the available evidence for the most effective
approaches in each action area. Examples of existing
approaches and projects, which have demonstrated
effectiveness, are also provided.

Suggested Strategies | Identifies a broad range of tasks that will make a difference
when implemented.

Assessing Progress Provides a check list to track progress foward the anticipated
outcomes and benefits arising from the implementation of
each strategy.

Action Area 1 — Promoting wellbeing, resilience and community capacity
across the NT. Enhance protection against suicide by strengthening wellbeing,
optimism, connectedness, resilience, health and capacity across the entire community,
with a particular focus on young people and their families.

Action Area 2 — Enhancing protective factors and reducing risk factors for
suicide and self-harm across the NT. Support initiatives that reduce risk factors and
promote protective factors for suicide and self-harm, giving increasing attention to
‘critical periods’ or transition points through the life course where interventions have the
potential to be most effective.

Action Area 3 — Services and support within the community for groups at
increased risk. Improve the ability of a wide range of services, systems and support
networks to meet the needs of groups at increased risk of suicide and self-harm, through
prevention, recognition and response.

Action Area 4 — Services for individuals at high risk. Strengthen effective
responses to individuals at particular risk to reduce and respond to suicidal behaviour.




Action Area 5 — Partnerships with Indigenous people. Provide culturally
appropriate programs that support community responses to high rates of suicide in
Indigenous communities.

Action Area 6 — Progressing the evidence base for suicide prevention and
good practice. Ensure that programs have the greatest chance of benefit and minimum
risk of harm by building the evidence base, sharing good practice and providing
education and training.



INTRODUCTION

Suicide is complex. It results from an accumulation of risk factors and intersects with
problems across society that include mental heaith, drugs and alcohol, family issues,
employment, cultural identity, law enforcement, criminal justice, education and poverty.
Cross-government and community partnerships are critical to strengthen the ability of
individuals, communities and agencies to tackle the high rates of suicide and self-harm in
the Territory.

There is increasing evidence about interventions which help to prevent suicide and self-
harm, and provide alternative life-affirming choices for individuals and communities
impacted by the loss and grief that accompanies a suicide. This Strategic Framework
aims to provide a conceptual and policy platform for effective suicide prevention in the
NT. It explores the size and scope of the problem; including who is affected, which
groups are at higher risk and what factors influence suicide risk. It also recognises that
whilst mental health problems and disorders are a risk factor for suicide, and the health
sector is a crucial player, effective suicide prevention approaches are dependent on a
collaborative effort across all levels of government and the community. Responsibility
and ownership of initiatives rests with all sectors where risk and protective factors are
present.

POLICY CONTEXT

Suicide prevention activities in Australia are taking place in the context of worldwide
concern about increasing rates of suicide, particularly among young males. Australia is
recognised as one of the first countries to have developed a comprehensive approach to
suicide prevention: Living is for Everyone (LIFE): A framework for prevention of suicide
and self-harm in Australia is the cornerstone of the National Suicide Prevention Strategy
(NSPS).

In fine with the LIFE framework, the NT Strategic Framework identifies six areas for
action with correlating strategies and indicators for assessing progress. It builds on
existing services and supports that promote life and respond to suicide and self-harm, as
well as confirming key directions and pathways for future activities supported by
government and non-government sectors and communities across the Territory.
Strategies are underpinned by a whole-of-government and community approach that
supports action across all levels of government, covers the entire lifespan, and includes a
spectrum of interventions. It is a significant effort that is consistent with Government’s
priorities and evidence based practice.

Key related initiatives include: the National Mental Health Strategy; National Drug
Strategic Framework 1998-99 to 2002-03; and National Anti-Crime Strategic Framework
which forms the empirical and policy basis for crime prevention in all jurisdictions; the NT
Government’s Supporting Families and Building A Safer Community: Tough on Drugs
policies and Domestic and Aboriginal Family Violence Strategies; and the NT Aboriginal
Emotional and Social Wellbeing Strategic Plan (under development).

PREVALENCE OF SUICIDE IN THE NT

Several sources of data informed the development of this Strategic Framework including
the Australian Bureau of Statistics (ABS), Northern Territory hospital and Coroner's
records and the National Coroner’s Information System (NCIS). Other sources included
national and international studies, evidence-based reviews and reports. An analysis of
the most recent published ABS data up to 1999, and evidence from unpublished sources
indicates a humber of significant trends.

The Northern Territory has high rates of suicide. Whilst the national suicide rates
have remained relatively constant, suicide deaths in the Northern Territory have



increased over the past decade. In 1999, the NT rate was 28% higher than the national
rate (16.6 per 100,000 compared to 13.0 per 100,000).

Indigenous suicide has significantly increased. Until the early 1990s, reported
suicide rates amongst Indigenous people in the Territory were significantly lower than for
non-Indigenous Territorians. In 1990, no suicide deaths were recorded amongst
Indigenous people. Whilst the relatively small numbers overall make it difficult to identify
significant trend changes, 18 Indigenous people were recorded as having completed
suicide in 1999, reflecting a substantial increase over a relatively short period of time.
The adjusted suicide death rate of Indigenous people in the NT of 32 per 100,000

—@— NT Indigenous
—a— NT non-Indigenous
—an— Australia

Data source: ABS Death Registration Data.

Indigenous men have increasing rates of suicide. NT Indigenous males had much
lower suicide death rates in the early 1990s but have experienced a significant increase
over the last ten years. The suicide death rate amongst Indigenous men in the NT has
increased rapidly since 1997 to a point where in 1999, it was substantially higher than
both the NT non-Indigenous male rate and the overall national rate (Figure 2).

Data Source: ABS Death Registration Data



Indigenous females have increasing rates of suicide. NT Indigenous females had
much lower suicide death rates in the early 1990s. There has been a consistent increase
in the suicide rate over the last decade. There has been a rapid increase in suicide rates
among Indigenous females in the NT since 1995 to a point where in 1999 the rate was
substantially higher than both the NT non-Indigenous female rate and the national rate
(Figure 3).

—&— NT Indigenous females
—i— NT Non-Indigenous females
. Australian females

Data Source: ABS Death Registration Data

Young men have high and increasing rates of suicide death. Of particular
concern is the trend in suicide rates amongst NT males, which have increased over the
past decade. Young Indigenous males have recorded a rapid increase since 1997. The
suicide rate for NT Indigenous males significantly increased in the 15-24 year age group
from zero per 100,000 in 1992 to approximately 120 per 100,000 in 1999. There has also
been an increase in the suicide rate for non-Indigenous males in the 15-24 year age
group from 20 per 100,000 in 1992 to approximately 40 per 100,000 in 1999 (Figure 4).
; Gl S e ? R R T e T ——NT lndigenous males |

—&— NT Non-Indigenous males
—=— Australian males

Data Source: ABS Death Registration Data



High rates of suicide by men aged 25-44 years. The high and increasing national
suicide rate for men aged 25-44 years is consistent with NT trends. There has been an
increase in suicide rates for both Indigenous and non-Indigenous NT males in this age
group over the past decade (ABS 2000). The rate amongst non-Indigenous NT males is
comparable to the national average, however, Indigenous males in the NT within this
age cohort experience significantly higher rates of suicide than the national average (ABS
2000) (Figure 5).

—&— NT Indigenous males
=& NT Non-Indigenous males
stralian males

Data Source: ABS Death Registration Data
Attempted suicide and deliberate self-harm is a serious problem. Evidence from
international studies suggest that the ratio of attempted suicide to suicide ranges from

4:1 to around 200:1. Women are also thought to be more likely to attempt suicide than
men (CDHAC 2000b).

Data regarding intentional self-harm and attempted suicide is collected in NT public
hospital records but needs to be treated with caution as:

= not all people who attempt suicide present at hospital or places where this data
could be registered;

= not all attempts are recognisable and may lead to misclassification eg single
motor vehicle accidents; and

= self reporting measures for suicide attempts may not be reliable.

In addition, many incidents of intentional self-harm may not feature deliberate intent to
commit suicide. Self-inflicted injury may occur in the context of cultural practices or risk-
taking behaviours where there is no suicidal intent. Nevertheless, available data
indicates the incidence of these behaviours presents a serious problem in the NT.
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WHAT INFLUENCES SUICIDE?

A number of researchers have developed models on pathways to suicide and the
complex interplay of factors involved. A model of risk factors for suicide and suicide
attempts developed by Beautrais (1998) has been adapted for inclusion in the LIFE
framework and is presented in Figure 1,

Figure 6: Risk pathway for suicide and suicide attempts

#  GENETIC & BIOLOGICAL
EACTORS ENVIRONMENTAL FACTORS
Life events, other precipitating
factors, madia Influasces, a to
SOCIAL & DEMOGRAPHIC mmr:ds, imitative and conctggisgus
(o FACTORS factors
Age, gender, SE:S status, educationat
achlevement SUICIDE AND
SUICIDE
ATTEMPT
FAMILY CHARACTERISTICS MENTAL HEALTH
& CHILDHOOD PROBLEMS
k} EXPERIENCES Harmfui drug use, previous suicide
Parental mental health problems, attempls, mental iliness, previous
abuse & neglect, family discord, psychiatric care
family problems, parental loss

P PERSONALITY & BELIEFS
i

Source: Commonwealth Department of Health and Aged Care 2000 - Learnings Abaut Suicide, p39.
Risk factors

The LIFE framework provides a detailed analysis of the available evidence on factors that
influence suicidal behaviour. Most notable risk factors are: a history of mental illness;
mental illness combined with harmful drug use; prior suicide attempt or deliberate seif-
harm; and a family history of suicide or suicidal behaviour (CDHAC 2000b; Hilman et al
2000). Other important factors include:

* socio-economic disadvantage, including low educational achievement and
unemployment;

« legal problems, imprisonment or behaviour that brings the person into conflict
with the law or society;

e sexual orientation, with studies showing gay, lesbian and bisexual people,
particularly adolescents and young adults are at increased risk of suicidal
behaviours and thinking;

» family adversity and child abuse and neglect;
» availability of means of suicide;

» stress, crises and losses, including loss of employment or physical health,
relationship breakdown, death and other interpersonal loss; and

» cultural and social factors, including in particular those related to grief, loss and
trauma experienced by Aboriginal people and community (COHAC 2000b).

Limited research on suicide has been undertaken in the NT, however, a recent study of
factors related to suicide by Parker and Ben-Tovim (2002) in the Top End found:

e mental illness prior to suicide;

» the most common stresses experienced by individuals prior to their death were
relationship breakdown, trouble with family and friends and medical illness

11



(ranging from upper respiratory infections and mild diarrhoea to terminal cancer
and HIV); significant alcoho! abuse prior to suicide, particularly amongst males;

e in 60% of cases, families and friends described the victim as showing signs of a
and

e 65% of people who died by suicide did not seek help prior to their death.
Protective factors

Comparatively little research has been conducted on the relationship between protective
factors for individuals and suicide, however, the available evidence suggests they may
include:

» connectedness to family and school;

« responsibility for children, family communication patterns;

¢ the presence of a significant other, an adult for a young person, a spouse or
partner;

+ personal resilience and problem-solving skills;

s good physical and mental health;

s economic security in older age;

» strong spiritual or religious faith;

e community and social integration; and

» early identification and treatment of mental disorders (CDHAC 2000b).

A FRAMEWORK FOR ACTION

Whilst mental disorders and substance abuse are key factors that make the health sector
a crucial player, many risk and protective factors for suicide also operate across other
social outcomes, including violence, crime and school achievement (Resnick et al 1997).
Broad preventive strategies need to be built upon what is known about the shared
determinants and interventions across these domains, to harness synergies across
programs, sectors and government portfolios including education, employment, family
and community welfare, health, crime prevention and substance misuse. Responsibility
and ownership of suicide prevention initiatives is broad and must involve all levels of
government, the non-government sector, and include action by local communities and
individuals.

It is nationally and internationally recognised that effective suicide prevention should
combine population strategies with those aimed at high risk groups. Prevention efforts
need to minimise risk and enhance protective factors with a diversity of approaches
targeting the whole population, specific groups and individuals ‘at risk’ (See Figure 7).

The six areas for action described in this Strategic Framework address these different
levels of suicide prevention, including:

1. Promoting wellbeing, resilience and community capacity across the Northern
Territory.

2. Enhancing protective factors and reducing risk factors for suicide and self-harm
across the Northern Territory.

Services and support within the community for groups at increased risk.
Services for individuals at high risk.
Partnerships with Aboriginal and Torres Strait Islander people.

o un AW

Progressing the evidence base for suicide prevention and good practice.
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Figure 7: Three levels of suicide prevention interventions
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EVALUATION AND MONITORING

EVALUATION OF PROMOTION AND PREVENTION INITIATIVES
MONITORING TRENDS IN SUICIDE AND SELF-HARMING BEHAVIOURS

The six action areas cover the following aspects:

Rationale Sets out the reasons, which support the choice of action.

Evidence Sets out the available evidence for the most effective actions
in the area. Examples of existing approaches and projects,
which have demonstrated effectiveness, are provided.

Suggested Strategies | Identifies a broad range of tasks that will make a difference
when implemented.

Assessing Progress Intended to provide a check list of the anticipated outcomes
and benefits resulting from the implementation of strategies.

Responsibility for Action and Evaluation

Evaluation is critical to increasing the evidence base for future planning, monitoring
trends and measuring the impact of action. As a lead agency, the Department of Health
and Community Services will assume responsibility for coordinating a final review of the
Framework that will include major achievements and progress by all relevant
Departments.
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ACTION AREA ONE
Promoting wellbeing, resilience and community capacity across the NT.

Enhance protection against suicide by strengthening wellbeing, optimism, connectedness,
resilience, health and capacity across the entire community, with a particular focus on young
people and their families.

Rationale

Increased personal resources such as resilience, self esteem and life skills as well as a
sense of connectedness to others and belonging within family and the community may
mediate life stresses or events and protect at risk groups from suicide. These strengths
are best applied universally across the population and are most achievable through shifts
in public policy which prioritises them as fundamental to the delivery of services to the
community.

Evidence

‘Happy, healthy, successful individuals with good social supports don‘t suicide, do they?’
(Martin 2002, p.250). Traditionally, suicide prevention programs have largely focused on
the prevention or reduction of risk factors and are vet to fully encompass the concept of
enhancing health, particularly mental health. There is widespread belief that suicide does
not occur in those who have good mental health, good interpersonal relationships, and
family and community support. Martin (2002) suggests that to prevent suicide ‘our best
opportunity may be to increase the level of mental health in Australia, so that suicide
hever crosses anyone’s mind’,

The concept of ‘connectedness’ as a protective factor against a range of ill health
outcomes, including suicide and mental health problems, has received much literary
attention in recent years. Research into the social determinants of health has
convincingly demonstrated that social support and good social relations make an
important contribution to health (Wilkinson and Marmot 1998).

Childhood and adolescence are particularly important periods for strengthening wellbeing
and resilience. Evidence suggests that young people who are emotionally connected to
their families, schools and community are less likely than their peers to suffer emotional
distress, have suicidal thoughts and behaviours, be violent, drunk, smoke cigarettes or
use cannabis (Roche 1999},

Examples of existing broad based strategies in
the NT include expanded recreation and
sporting programs sponsored by the
Department of Community Development,
Sport and Cultural Affairs, a range of
programs  promoting  self-esteem by
recognising and celebrating achievements of
young people, recreational and developmental
activities including National Youth Week
funded by the Office of Youth Affairs,
community based crime prevention initiatives,
the Juvenile Diversion Program, universal
parenting programs and family support
services funded through the Department of
Health and Community Services, and an

14

A Mental Health Promotion
Resoturce for Secondary Schools

MindMatters is an innovative national
mental health promotion pragram, which
is being implemented in NT secondary
schools following a successful
professional development program for
principals and teachers. MindMatters
endeavours to  strengthen  young
people’s life skills and resilience whilst

fostering a supportive school
environment and a culture which
encourages partnerships between

school, family and the community.




increased focus on prevention and early intervention in the Mental Health and Alcohol
and Other Drugs Pragrams.

Strategies

Assessing Progress

Implement and evaluate evidence
based population approaches to
improve mental health in settings and
across the lifespan eg programs in
childhood, schools, families, workplaces
and community organisations.

Cross program resourcing for the
implementation and evaluation of
mental health promotion programs in
primary and secondary schools,

Identify, review and adapt safe,
accurate and appropriate community
education materials that address
stigma and discrimination.

Establish partnerships in mental health
promotion and suicide prevention
across government and community
organisations including Health,
Education, Justice, Sport and
Recreation and Local Government,

Increased number of programs
based on primary prevention
approaches to mental health (see
National Action Plan for Promaotion,
Prevention and Early Intervention
for Mental Health 2000).

Increased number of schools
adopting a health-promoting
schools approach.

Increased number of community
education materials disseminated
and extent of dissemination.

Increased number of formal and
informal partnerships that support
population approaches across
sectors eg MoUs and Agreements.
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ACTION AREA TWO
Enhancing protective factors and reducing risk factors for suicide and self-
harm across the NT.

Support initiatives that reduce risk factors and promote protective factors for suicide and self-
harm, giving increasing attention to ‘critical periods’ or transition points through the life course
where interventions have the potential to be most effective.

Rationale

International and national data highlight key social and individual factors that are known
to be associated, in a cumulative way, with higher rates of suicide. These include mental
disorders, drug and alcohol problems, family adversity, child abuse and neglect and
involvement in the justice system. These factors do not cause suicide, however, it has
been suggested that they culminate in a constellation of stresses which undermine a
person’s capacity to cope. A coordinated whole-of-government and community approach
is required to address these factors and develop personal skills and social structures to
mediate their impact.

There is accumulating evidence and support for introducing strategies at particular
developmental transitional points or ‘critical periods’ throughout the lifecourse when
individuals tend to be more receptive to advice, support and learning opportunities that
will help them successfully move into the next phase of life. Transitional periods include
changing from primary to secondary school, leaving the family home, job insecurity, the
transition to parenthood and events involving major change or loss.

Evidence

Given the strong association between mental health disorders and suicidal behaviour,
suicide risk could potentially be reduced by increasing the general population’s
understanding of early signs of mental health problems and disorders and the availability
of advice and effective treatment.

The use of peer support and peer based models can provide interventions at timely points
and in settings where many services and professionals have limited opportunities to
intervene. Research shows that peers are often the first points of contact when young
people are seeking support, help and advice. Research also shows that peer models can
stem the flow of inaccurate and inappropriate information being shared amongst peers
and peer groups.

There is evidence to suggest that media and public presentations of suicide can increase
rates of suicide, Similarly, the negative portrayal of mental iliness further marginalises
population subgroups and potentially affects help-seeking behaviour, particularly amongst
young people. The Commonwealth Department of Health and Ageing has funded the
develcpment of a media resource kit, ‘MindFrame’, to encourage the responsible
reporting and portrayal of suicide and mental disorders.

There is also growing consensus that school-based suicide awareness programs may
encourage, rather than prevent, suicidal behaviour amongst young people. It is therefore
recommended that general mental health issues are incorporated into school curricula
and not suicide specific programs. ‘MindMatters’, a mental health promotion resource for
secondary schools, and the ‘Peer Skills Program’ are examples of initiatives operating in
some NT secondary schools.
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Strong parental attachment, effective parenting skills and positive role modelling have
consistently been identified as protective factors against a range of social problfems.
Roche (1999) argues that a strong relationship with a caring, capable adult (usually a
parent) is the single most important protective influence on normal psychosocial
development. This supports a focus on parents but also suggests that mentoring and
extended family involvement should be fostered where parental participation is not
possible.

Strategies

Assessing Progress

Work in partnership with other
government departments and non-
government agencies to address
issues, which can increase risk of child
abuse and neglect, drug and alcohol
problems and involvement with the
criminal justice system.

Develop and introduce a range of
initiatives to support Territory families
eg Triple P parenting program.

Disseminate information throughout
the community about early signs and
symptoms of mental health problems
and help-seeking behaviour.

Implement early intervention initiatives
targeting groups at risk of suicide
identifted in the National Action Plan for
Promotion, Prevention and Early
Intervention for Mental Health 2000 eg
education and training activities for
youngd people, families and service
providers on recognising depression.

Disseminate and support the
*MindFrame’ project and media
guidelines for reporting suicide and
mental illness.

Identify and promote good practice in
reporting suicide and mental illness.

Increased number of joint
initiatives and intersectoral action
plans that address drug and alcohol
problems, child abuse, criminal and
juvenile justice issues,

Increased number of programs that
address protective factors, eg
increased number of programs that
foster positive parenting skills.

Increased availability of information
on the early signs and symptoms of
mental health problems and
disorders with particular reference
to young people, eg range of
appropriate materials, education
and training that provide
information on mental health
problems and where to get help.

Increased opportunities for mental
health practitioners and other
frontline workers to improve their
skills in assessment of young
people who have or are at risk of
developing mental health probiems.

Decreased number of inappropriate
portrayals of suicide and mental
disorders in the media.

Increased availability of information
to support media when reporting
suicide and mental iliness,
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ACTION AREA THREE
Services and support within the community for groups at increased risk.

Improve the ability of a wide range of services, systems and support networks to meet the
needs of groups at increased risk of suicide and self-harm, through prevention, recognition
and response.

Rationale

Stand alone services for suicide prevention are neither practical nor effective in the
Northern Territory context. Prevention is best achieved by reorienting and focusing
existing services and by enhancing the effectiveness of services that support individuals
wheo are most at risk.

Mainstream services and agencies need to have an awareness of suicide issues, seif-harm
and associated risk factors and be equipped to act and refer appropriately. Primary
health care and community based service providers are important contact points for
people in crisis. It is therefore important to provide accessible and effective support, care
and referral through these services.

Remote and rural communities face particular challenges. Suicide rates are often higher
in these regions and access to services is limited.

Evidence

The majority of young people enjoy good health and the very young rarely present with
suicidal behaviour. However, adolescence and young adulthoed is a time when the
individual is engaged in developmental tasks involved in establishing an adult identity
separate from their parents. During this period, individuals are particularly vulnerable to
substance related harm, development of mental health problems, and involvement in the
justice system. The individual may also find it difficult to ask for and accept protective
support from family or other care-givers. Prevention efforts need to be considered in the
context of the young person’s developmental processes, their peer relations and respond
to the broad range of causal and contributory factors, including the promotion of
protective factors such as resiliency, life skills and feelings of belonging.

It is understood that the process leading to suicide is often not an impulsive act but
rather a continuum, beginning with suicidal thinking, suicide attempts and ending with
completed suicide. A recent national survey found that, while more than one in five adults
meet the criteria for a mental health disorder, 62% do not seek professional help
(Andrews et al 1999). A recent study conducted in the Top End of the Northern Territory,
indicated that nearly two-thirds of individuals who died by suicide had not sought help
prior to their death (Parker and Ben-Tovim
2002). Applied Suicide Intervention
Skills Training (ASIST

The Living Works - Applied

However, most people contemplating suicide do
give some signs of their intention. The people Suicide Intervention Skills
most likely to observe indications of suicidal | T aining (ASIST program is a
tendencies are those close to the individual, such | pywo day intensive participatory
as their family, friends, teachers and colleagues. | coyrse  designed  to help
These people are also likely to know about any participants recognise and assess
precipitating events and adverse factors in the | persons at risk of suicide and
individual's local environment and be useful | master a model for effective
resources for responding to the situation. suicide intervention. A support
network for trainers who complete
a five day program has also been
established in the NT.
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The evidence indicates that building the capacity of workers and organisations is crucial.
Training programs for workers to identify, refer and work effectively with individuals at
risk of suicide, may improve care and reduce suicide rates. The Living Works — Applied
Suicide Intervention Skills Training (ASIST) program has been implemented across the
Territory, including a significant number of remote communities. ASIST is a two day
intensive participatory course designed to help participants recognise and assess persons
at risk of suicide and master a model for effective suicide intervention. Participants are
employed in a wide range of government, non-government and private organisations. A
support network for trainers who compiete a five day program has also been established
in the NT. The Department of Health and Community Services has funded training on
co-occurring mental health and substance abuse problems for clinicians and remote
community workers,

Strategies Assessing Progress

e Implement and evaluate education and * Increased training opportunities for
training, support materials and policies workers to improve their capacity to
in issues relating to suicide that are recognise, respond to and refer
culturally appropriate for people who individuals from a range of groups
work in a broad range of sectors who are at increased risk of suicide,
including health, police, teachers, with particular reference to young
council workers and youth workers, people, Indigenous people and

¢ Develop systems for help seeking, men.
advice and referral with a range of * Increased number of service
access points including local services providers who have received
(eg school counsellors, clergy, appropriate and quality suicide
community health). prevention training.

e Ensure the availability of suicide ¢ Increased number of rural and
prevention and mental health remote communities that have
materials, support, resources and implemented suicide prevention
training that are culturally appropriate initiatives.
to workers in rural and remote
communities,
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ACTION AREA FOUR
Services for individuals at high risk.

Strengthen effective responses to individuals at particular risk to reduce and respond to
suicidal behaviour.

Rationale

Efforts to prevent suicide must focus on those identified as high risk through targeted
strategies and coordinated responses to suicidal behaviour. Health care providers are
one of the main contact points for people with suicidal or self-harming behaviour, with
many individuals considered ‘high risk’ presenting at emergency services and others
seeking assistance from the primary care sector including community controlied
organizations and General Practitioners. People who have mental heailth problems or
mental disorders, misuse alcohol and other drugs, or have been exposed to forms of
abuse and neglect are at particular risk.

Action Area Four selectively targets improvements in suicide prevention and intervention
toward those individuals demonstrating disproportionate increases in risk of death by
suicide, specifically Indigenous people, young people and men,

Evidence

One of the strongest indicators of suicide risk is a previous suicide attempt or deliberate
self-harm and a history of mental illness. There is accumulating evidence from clinical
and population studies indicating that harmful levels of alcohol and other drug use is also
over-represented among those who die by suicide (Hillman et al 2000). Harm
minimisation strategies that target substance misuse may also help reduce the incidence
of suicide and self harm. Examples of strategies in place in the NT include liquor
restrictions, complementary measures that support individuals affected by substance
abuse, and the development of alcohol plans in remote communities.

Government’s Supporting Families and Building A
Safer Community: Tough on Drugs policies and | The Bereavement Support
Domestic and Aboriginal Family Violence | Contact Card and Care and
Strategies identify risk and protective factors that | Support Pack offers a referral
are also linked to suicide and self-harm. | point for family, friends, peers,
Implementation of these policies will, in addition | communities and other relevant
to preventing violence, criminal and antisocial | people affected by suicide. Itis a
behaviour, also contribute to the prevention of | collaborative venture between
suicide and self-harm in the NT. the Life Promotion Program and
the Coroner’s Department of the
The potentially contagious impact of suicide | Northern Territory. NT Coroner’s

death, particularly on vyoung people and | Constables and Accident and
Aboriginal communities, can be more effectively Emergency Department staff

managed if workers have access to good practice | distribute the card.

guidelines, and bereavement and support services
are available for family members and friends following a death by suicide. Postvention
strategies for families, schools, workplaces and communities are also part of a suite of
interventions required to respond to ‘at risk’ populations.

Life Promotion Officers have facilitated the establishment of suicide response task groups
in some Top End and Central Australian communities. These groups work collaboratively
with NT Coroner’s Constables to provide follow-up support to people who attempt
suicide, and postvention support and referral for bereavement counselling for these who
have lost a loved one through suicide.
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Strategies

Assessing Progress

Build effective links between services
responding to incidents of attempted
suicide and self-harm including
emergency departments, ambulance
services, police, community mental
health, GPs, community heaith, general
hospital, drug and alcohol treatment
and prevention services.

Provide appropriate training and
support to staff responding to suicide,
self-harm, drug harm or mental health
crises.

Incorporate policies and practices that
support suicide prevention initiatives
and respond to attempted or
completed suicides within emergency
services, mental health services,
schools, workplaces and juvenile and
adult correctional facilities.

Establish partnerships between police,
ambulance, heospitals, schools and
community organisations to improve
support in the community for people
bereaved or affected by suicide.

Evidence of agreed protocols and
guidelines in departments/agencies
providing emergency response to
suicide and self-harm.

Evidence of compliance with agreed
protocols/guidelines on responding to
suicide and self-harm.

Evidence of links and collaborative
practice approaches between key
programs and agencies including
mental health and alcohol and drugs
services.

Increased numbers of government and
non-government service providers who
have received training on effective
interventions for people who are at
high risk of suicide,

Increased suicide prevention initiatives
focusing on Indigenous people and
men aged 2544 years.

Evidence of protocols for responding to
attempted and completed suicides
within emergency services, mental
health services, schools, workplaces
and juvenile and adult correctional
facilities.

Evidence of protocols in hospitals and
community health settings for staff on
the use of risk assessments and
notification of persons who are
considered at risk.

Increased initiatives to respond to,
and support people bereaved or
directly affected by suicide.
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ACTION AREA FIVE
Partnerships with Indigenous people.

Provide culturally appropriate programs that support community responses to high rates of
suicide in Indigenous communities.

Rationale

Although traditional culture protects against suicide in some communities, it is recognised
that Aboriginal people may be at increased risk because they experience a greater
burden of social problems and stresses which may be exacerbated by a lack of access to
health and social support services. Despite such adversity, Aboriginal people have shown
tremendous strength and resiliency. Connectedness to country, culture and community,
and relationships with extended families are important sources of strength and offer
some protection from the effects of racism,

Community involvement and control is essential in any efforts that aim to break the cycle
of suicide, self-harm, grief, loss and trauma. The National Aboriginal Community
Controfled Health Organisation (NACCHO) defines Aboriginal community control as ‘a
process which allows the local Aboriginal community to be involved in its affairs in
accordance with whatever protocols or procedures are determined by the community’
{NACCHO 1997).

Specific prevention strategies for Indigenous people need to be integrated with
culturally effective health services and community capacity building to facilitate action on
a range of social issues including self-harm. This approach acknowledges the
relationship between suicide risk and other health and social issues and is consistent with
a community development approach.

Evidence

Renowned for his contribution to an increased understanding of Aboriginal suicide, Colin
Tatz (2001) identified a number of risk factors specifically relevant for Aboriginal
populations, including:

* no sense of purpose in life;

+ few role models and
mentors;

ineffective parenting;
sexual assault;

alechol and other drugs;
animosity and jealously;
grief cycles; and
illiteracy.

2 & & & 9

The Ways Forward report highlighted
the critical importance of Aboriginal
community control and community
participation in the development,
implementation and evaluation of
programs (Swan and Raphael 1995).
Examples of successful community
initiated  action includes ‘Strong
Men's’ and 'Strong Women's' groups

Based on community development principles, Crisis
Intervention Committees promote physical,
emotional, spiritual and cultural well being of people,
families and communities by facilitating community
responsibility through community owned and
developed initiatives. It aims to heal and empower
Indigenous communities to reduce self-harm and
suicide by providing options to move to a healthier
lifestyle through culturally relevant initiatives.
Committees have been established in some Top End
and Central Australian communities, In communities
with existing structures and processes, for example,
preventable chronic disease networks and the night
patrol networks, the Life Promotion Team build the
capacity of these committees to address suicide
prevention and related issues. Committees are
coordinated by local government community councils
and include representatives from different language
and skin groups, and service providers.

established in many remote communities.
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The groups facilitate community discussion on issues of concern and identify local
solutions to problems, Some communities have also established a Crisis Intervention
Committee based on community development principles, to provide a coordinated,
community response to crisis events. These Committees are often coordinated by local
government community councils and include representatives from different language and
skin groups and service providers. Many people in remote communities have also
participated in the Applied Suicide Intervention Skills Training (ASIST), which has
increased their ability to respond to crisis situations.

International and national evidence indicates that Indigenous health and welfare services
are most effective when delivered by Indigenous professionals. Greater emphasis needs
be placed on the unique expertise and understanding of Aboriginal emotional and social
wellbeing that Aboriginal health and mental health workers, traditional healers and other
community members possess (RANZCP 2002),

The Top End Division of General Practice (TEDGP) manages a program that enables
remote communities to engage, train and support Aboriginal Mental Health Workers
(AMHWSs) to work in partnership with General Practitioners (GPs). A Partnership
Agreement has been developed to formalise cooperative arrangements between the
TEDGP, Top End Mental Health Service, Batchelor Institute of Tertiary Indigenous
Education and Charles Darwin University to support AMHWSs, GPs and visiting teams in
addressing mental health needs in remote communities in a culturally appropriate service
delivery model.

Strategies Assessing Progress

s Increased number of initiatives that
effectively address issues such as
substance abuse, viclence and
relationship breakdown as social issues
contributing to self-harm and suicide in
Aboriginal communities.

e Ensure information and training
support is available to mainstream and
Indigenous heaith and community
agencies on suicide prevention
throughout the NT.

e Increase the input of Indigenous s Increased opportunities for remote
people into policy, program and service community members to participate in
development. training on suicide prevention eg ASIST.

* Support the implementation of linked s Evidence of Indigenous organisations
initiatives including the NT Emoctional and communities’ invclvement in the
and Social Wellbeing Strategic Plan and design, implementation and evaluation
the NT Domestic and Aboriginal Family of policies, planning and service
Violence Strategies. development.

» Fvidence of the implementation and
monitoring of the NT Emotional and
Social Wellbeing Strategic Plan and the

culturally appropriate and relevant for NT Domestic and Aboriginal Family

Indigenous people’s wishes, stage in Viole‘nce Strateg:eij‘,. . .
life, education background and state of | ® Continued resourcing for life promotion
health. and suicide prevention programs

grounded in the culture of Indigenous
people.

¢ Increase access to effective life
promotion and suicide prevention
initiatives and activities that are
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ACTION AREA SIX
Progressing the evidence base for suicide prevention and good practice.

Ensure that programs have the greatest chance of benefit and minimum risk of harm by
building the evidence base, sharing good practice and providing education and training.

Rationale

A strong evidence base is needed to guide planning and funding for effective
interventions in resource challenged environments. The complexity of suicide as a social
problem and the considerable investment in prevention efforts across Australia, require a
commitment to continued development, implementation and evaluation of best practice
models as well as a skilled workforce. This process is integral to ensuring the
effectiveness of prograrns and developing a knowledge base about what works.

Evidence
Data on suicide and suicidal behaviour is available from several sources and is important
to determine the size and scope of suicide and associated problems. Ensuring this
information is presented in an accurate, timely and useful manner presents a significant
challenge. There are lengthy delays in the release of official data from the Australian
Bureau of Statistics (ABS) due to a range of

factors including complex validation | The Department of Health and
processes. However, enhancements to the | €ommunity Services has commissioned
National ~Coronial Information System | the Cooperative Research Centre for

Aboriginal Health to undertake_a review
of health promotion strategies that
are effective in improving

Indigenous mental health to guide
future planning.

(NCIS) will enable more accurate, timely
and comprehensive data on suicides.
Effective links between key agencies such
as the Department of Health and
Community Services and the Coroner's

Office will also improve the quality of data
collection and analysis.

Suicide prevention programs need to be
based on good practice and the best
available evidence. This requires systematic
and appropriate evaluation of intervention
and prevention programs, research info a
range of issues related to suicidal behaviour

This authoritative evidence based
document will be a key resource to
inform action across a range of sectors,
including workers and planners with an
interest in violence, suicide prevention,
crime prevention and social
development.

and suicide prevention and regular reviews of literature to determine effective suicide
prevention programs. Research and evaluation results need to be widely disseminated to

inform future action.

Strategies

Assessing Progress

e FEstablish and support partnerships °

between coronial and health
information systems, and population
and mental health surveillance
systems, including mental health
services, GPs, private psychiatrists and
Aboriginal medical services.

¢ Investigate the development of data
systems to underpin suicide prevention
activities across health, welfare, justice
and education sectors.

Evidence of up-to-date information
being maintained on suicide and self-
harm data, trends and emerging issues
to inform research, policy and service
delivery.

Evidence of formal partnerships and
agreements between key agencies with
an interest in research, information and
evidence-based practice in suicide
prevention.
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Support research that builds the
evidence on what helps reduce risk
factors for suicide and self-harm, and
enhances protective factors for good
mental health.

Support development and
dissemination of good practice
guidelines for responding to suicide,
self-harm and mental health problems
and disorders.

Support evaluation of suicide
prevention initiatives through
publication, dissemination of evaluation
resources and, where appropriate,
education and training.

Evidence of research that builds the
evidence base for good practice in
preventive approaches in the NT.

Evidence and implementation of
guidelines and protocols consistent
with good practice identified through
research, evaluation, consumer
consultation and expert consensus.

Increased numbers of workers
participating in suicide prevention
training in urban, rural and remote
areas.

Dissemination of evaluation resources
to service providers and community
agencies.

Evidence of suicide prevention related
programs being evaluated.
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