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Self-inflicted injury and suicide 
As hospitalisation data only record cases where self-inflicted injury resulted in hospitalisation, it is 

difficult to ascertain an accurate number of suicide attempts. Clinical case notes need to outline 

whether it was considered that the patient’s intent was to end their life, as opposed to inflicting non-

lethal harm. Evidence indicates that a significant proportion of suicide attempts do not come to 

medical attention.34

Western Australian hospitalisation data indicates that in 2006, 3,182 people were admitted to public 

and private hospitals following self-inflicted injury (2,014 females and 1,168 males). The highest 

admissions for both men and women occurred in people aged 15-24 years. The increasing frequency 

of self-inflicted injuries in 10-14-year-olds in recent years is an emerging concern.35

Between 1986 and 2006, 31% of men and over half of women who completed suicide had previously 

been hospitalised for self-inflicted injuries. The proportion of men who completed suicide with a previous 

history of hospitalisation for self-inflicted injury has increased in recent years—particularly among those 

aged 30-34 years. Another Western Australian study36 found that 25% of men and over 50% of women 

had previously recorded hospitalisations for self-inflicted injury prior to the self-injury that resulted in their 

death. The study also found that people admitted to hospital for such self-injury were 20 times more 

likely than the general population to eventually die by suicide.

Alcohol and other drugs
Increased alcohol and other drug use frequently occur in the weeks and months before suicide. The 

proportion of Western Australian men and women who had a substance abuse problem at the time 

of taking their own lives has increased substantially from 35.9% in 2002, to 44.8% in 2006. Between 

1986 and 2006, 32% of men and 25% of women had experienced harmful substance use within three 

months before their death. Alcohol and cannabis were the most commonly used substances among 

men who had substance misuse issues at the time of their death. For women, the most commonly 

used substances were alcohol and amphetamines. 

In the period 1986 and 2006, positive blood alcohol readings were present in 41% of men and 27% 

of women who completed suicide. In over 70% of these cases, the reading was equal to or greater 

than 0.05. 

The increased risk of suicide from alcohol and other drug use is linked to changes in behaviour such 

as disinhibition and the triggering of acute psychiatric reactions. Long-term use and/or dependency is 

also associated with increasing stress that may trigger or intensify existing mental health disorders.37

Socio-economic status
The Coroner’s Database38 illustrates that the overall occurrence of suicide extends across socio-

economic groupings. Suicide rates are higher for disadvantaged socio-economic groups and for 

women in the highest 20% of socio-economic advantage. These results highlight a distinct need for a 

range of preventative strategies that target all sectors of society.



Section 3: A framework  
for prevention
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Suicide and suicide 
attempt

Understanding Prevention 

Our present understanding of suicidal behaviour recognises the importance of two sets of risk factors 

associated with suicide and suicide behaviour. The first are proximal or immediate factors, which are 

events that often act as precipitants to suicide, such as severe depression, loss of a job or a loved 

one and drug or alcohol intoxication. The second are longer term or distal factors, which have a 

cumulative effect and often stem from early childhood and are thought to represent the foundation 

on which immediate risk factors are either managed successfully or unsuccessfully. These include 

childhood neglect and trauma, home environment, family history of suicide and impulsivity and a lack 

of interpersonal support. 

Figure 4: Risk factors associated with suicide and suicide behaviour39

Determining which individuals will become suicidal as a result of either immediate or longer term 

factors is extremely difficult. Therefore, wide-ranging prevention strategies and interventions 

are needed to counter the effects of both sets of risks. Population-based approaches, targeted 

interventions for high-risk groups and initiatives that respond to people in crises are all required to 

reduce the rate of suicide. 

Personality and beliefs

Environmental factors

Life events, precipitating factors, 
imitative and contagious factors, 

media influences, access to 
methods.

Mental health illness problems

Mental health problems, mental 
illness, harmful drug use, previous 

suicide attempts, previous 
psychiatric care.

Genetic and biological  
factors

Social and  
demographic factors

Age, gender, economic status, 
educational achievement

Family characteristics and 
childhood experiences

Parental mental health problems, 
discord, parental loss, parental 
care characteristics, abusive 

experiences, other family problems 
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Table 3: Examples of Risk and Protective Factors40

Risk Factors for Suicide Protective factors for suicide

Individual Gender (male)

Mental illness or disorder

Chronic pain or illness

Immobility

Alcohol and other drug problems

Low self-esteem

Little sense of control over life 

circumstances

Lack of meaning and purpose in life

Poor coping skills

Hopelessness

Guilt and shame

Gender (female)

Mental health and wellbeing

Good physical health

Physical ability to move about freely

No alcohol or other drug problems

Positive sense of self

Sense of control over life is circumstances

Sense of meaning and purpose in life

Good coping skills

Positive outlook and attitude to life

Absence of guilt and shame

Social Abuse and violence

Family dispute, conflict and dysfunction

Separation and loss

Peer rejection

Social isolation

Imprisonment

Poor communication skills

Family history of suicide or mental illness

Physical and emotional security

Family harmony

Supportive and caring parents/family

Supportive social relationships

Sense of social connection sense of self-

determination

Good communication skills

No family history of suicide or mental 

illness

Contextual Neighbourhood violence and crime

Poverty

Unemployment, economic insecurity

Homelessness

School failure

Social or cultural discrimination

Exposure to environmental stressors

Lack of support services

Safe and secure living environment

Financial security

Employment

Safe and affordable housing

Positive educational experience

Fair and tolerant community

Little exposure to environmental stressors

Access to support services

Population-based approaches to suicide prevention are premised on an understanding that mental 

health is influenced by a range of environmental and bio-psychosocial influences. Population-based 

strategies aim to strengthen protective factors in the family and community and, therefore, decrease 

the likelihood that an individual will respond to adverse life circumstances with suicidal behaviour. 

Activities that help build self-esteem, psychological strength and personal competence are necessary 

components of this approach. Robust public policy that promotes the critical importance of early 

childhood and adolescent well-being is also required.
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Interventions for high-risk groups focus on engaging and supporting individuals and communities who 

may be at higher risk. Such interventions may involve outreach services that directly engage those 

individuals or communities that often do not relate effectively with mainstream services. 

Preventative interventions for people in crises tend to be more clinical and individual in their focus and 

consist of initiatives that directly prevent people from attempting suicide. These interventions aim to 

improve access to assessment and specialist care, by ensuring that services are available at the right 

place, at the right time and use the right approach. 

Mrazek and Haggerty’s model41 provides a useful way to conceptualise suicide prevention. Within this 

model interventions range from prevention strategies through to treatment, rehabilitation and longer 

term care.

Figure 5: The spectrum of interventions for mental health problems and mental disorders42
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Universal prevention strategies promote strong, resilient communities and focus on improving the 

mental health of the population. These strategies may include primary preventative activities that 

affect the whole population such as reducing access to the means of suicide.

Selective prevention strategies target at risk groups such as Aboriginal youth, children of parents who 

have suicided or had a substance abuse problem and/or children growing up with domestic violence.

Indicated prevention strategies target individuals who have symptoms of or are at the highest risk of 

suicide, such as young people experiencing depression or people who have attempted suicide.

Case identification/early treatment strategies involve the early recognition and response to people 

who are currently at risk of suicide.

Standard treatment strategies provide access to services for people exhibiting suicidal behaviour or 

who have attempted suicide, including those who are hospitalised.

Relapse prevention and longer term treatment strategies aim to prevent recurring suicidal 

behaviour and hospitalisation by engaging with people who are at chronic risk of suicide or who 

repetitively self-harm.

Prevention strategies can be targeted universally at the general population, they can focus on 

selective at-risk groups or they can be directed to those at risk as required. 

This strategy is focused on the prevention aspects of this model. However the Ministerial Council for 

Suicide Prevention will advocate for greater accountability from all agencies and service providers who 

have a role to play in reducing suicide.

The complex nature of suicide means  

there is no one simple solution.  

It requires concerted action on many  

fronts and a strategic framework  

to integrate these efforts. 



Section 4: The way forward  
in Western Australia

The National Suicide Prevention Strategy: Living is for Everyone (LIFE) offers a 
framework from which new suicide prevention initiatives will be developed and 
delivered in Western Australia. 
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Guiding principles

1. 	 Suicide prevention is a shared responsibility across:

	 government and non-government agencies;

	 the private sector; 

	 professional groups; and 

	 the wider community (including families and friends).

2. 	 Information, service and support should be provided at the right time and when 

these elements can best be received, understood and applied. 

3. 	 Activities should include access to clinical or professional treatment for those in 

crisis and support for people who are recovering and returning to community life.

4. 	 Activities must be appropriate to the social and cultural needs of the individuals, 

groups or populations being served.

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

	 the whole community; 

	 communities and groups that are most at risk of suicide; and

	 individuals at risk of suicide.

6. 	 Activities need to be located at places and in environments where the target groups 

are comfortable and at ease and where activities will be accessible and within reach 

to those who need them most.

7. 	 Local suicide prevention activities must become sustainable to ensure continuity and 

consistency of services.

8. 	 Suicide prevention activities should aim to be evidence based, outcome focused and 

independently evaluated.

9. 	 Suicide prevention activities must not be harmful. A small number of activities that 

aim to protect against suicide have the potential to increase suicide risk among 

vulnerable groups. Therefore, activities need to address and respect the context, 

health, receptivity and needs of the person at risk.

10. 	 Activities need to be sensitive to the broad factors that influence suicide risk—the 

social, environmental, cultural and economic factors that contribute to quality of life 

and its opportunities—and how these factors vary across cultures, interest groups, 

individuals, families and communities.

11. 	 Services for people who are recognised as at risk should reflect a multi-disciplinary 

approach and provide a safe, caring and understanding environment.
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Implementing the Western Australian  
Suicide Prevention Strategy

Effective suicide prevention in Western Australia requires a coordinated whole of government and 

whole of community response. 

To achieve and maximise effective and positive outcomes in suicide prevention, the issue will be 

prioritised by all government departments to ensure that suicide prevention is given the whole of 

government support and the strategic coordination that is required. Through Cabinet, the Minister for 

Mental Health will ensure that government departments work collaboratively to improve the integration 

of policy, programs and immediate responses for improved suicide prevention.

Ministerial Council for Suicide Prevention 

The Minister for Mental Health will give new direction and responsibility to the suicide prevention 

experts, community and corporate leaders, government departments, professionals and people 

impacted by suicide who constitute the revised Ministerial Council for Suicide Prevention. 

The Ministerial Council for Suicide Prevention will oversee initiatives to improve individual strength 

and resilience, extend community knowledge and understanding of suicide and suicide behaviour 

and identify communities that require additional support to build capacity in suicide prevention. The 

Ministerial Council for Suicide Prevention will also:

	 advise on the development of targeted suicide prevention activities for high-risk populations;

	 promote suicide prevention information and resources; and

	 recommend research priorities, standards and quality measurements in suicide prevention across 

departments and agencies.

Using existing recurrent resources, a non-government organisation will be appointed to undertake the 

day to day work of the Ministerial Council for Suicide Prevention. This work will include developing and 

delivering innovative approaches to increase public awareness, and, overseeing research, evaluation, 

education and training in suicide prevention.

The non-government organisation will provide leadership and coordination in response to emerging 

clusters of suicides. If a suicide cluster occurs in an Aboriginal community, the non-government 

organisation will lead culturally sensitive community and agency responses that support and respect 

the differences between specific Aboriginal groups. This critical work will be undertaken with support 

from agencies such as the Department of Indigenous Affairs.

The appointed non-government organisation will also work across communities and agencies to 

improve community strength and individual capacity in preventing suicide. From within the non-

government organisation, a Network Coordinator will contract individual communities to play a part in 

implementing the Strategy and an Agency Coordinator will engage government, non-government and 

corporate agencies to establish organisation-wide suicide prevention strategies, mobilise resources to 

produce sustainable strategies and create agency wide commitment for prevention initiatives.
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Workplaces have a vital role to play in providing supportive environments that promote wellbeing and 

resilience. With support from the Agency Coordinator, industry, business and government agencies 

will implement suicide prevention initiatives and resilience building programs for employees. In additon 

the Agency Coordinator will encourage and support government and corporate agencies to contribute 

to the development and implementation of Community Action Plans.

Community Coordinators
Employed by a local agency, a network of Community Coordinators will work within communities to 

identify and map existing suicide prevention activities and determine the need for new initiatives.

Community Coordinators reporting to and supported by the appointed non-government organisation 

on agreed program and financial performance measures will lead the development, implementation 

and sustainability of a Community Action Plan. 

Each Community Action Plan will: 
	 be sustainable and align with the Action Areas of the Strategy;

	 map existing suicide prevention activities and determine the need for new initiatives;

	 identify high-risk groups in the community and outline strategies for intervention that are 

acceptable to and address their particular needs;

	 raise awareness of the risk factors associated with suicidal behaviour;

	 promote mental health literacy and help-seeking;

	 outline how individuals, groups and organisations can work more collaboratively to reduce the 

suicide rate;

	 address the needs of specific groups for example, Aboriginal communities, hospitals, universities 

and prisons;

	 improve knowledge of and access to appropriate support services; and

	 have an agreed evaluation framework.

The non-government organisation will work with each community to ensure that their Community 

Action Plan is evidence based and aligned with the Action Areas of the Strategy. The non-government 

organisation will consider each Community Action Plan and make recommendations to the Ministerial 

Council for Suicide Prevention regarding funding for suicide prevention initiatives.
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Section 5: Action Areas
The LIFE framework comprises six Action Areas that provide the parameters 
within which future initiatives and programs will be developed to reduce the 
suicide rate.
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Action Area 1. Improving the evidence base 
and understanding of suicide prevention

The complexity and changing nature of suicidal behaviour necessitates that up-to-date research and 

evaluation measures inform and direct prevention strategies and training. 

The Commonwealth Government Department of Health and Ageing recently commissioned a national 

review of the research on suicide prevention. One of the recommendations of this review suggested 

extending the scope of research beyond epidemiological surveillance to include a stronger focus 

on evaluating the effectiveness of suicide prevention interventions. In Western Australia, several 

major projects funded as part of the National Suicide Prevention Strategy are due for completion 

in 2009 (See Appendix B). Findings from the evaluation of these activities must be used to inform 

future initiatives. 

Action Area 1 will be achieved through:
	 undertaking targeted research and evaluation on suicide and suicide prevention;

	 developing the evidence base to better understanding the warning signs, tipping points and 

risk factors for suicide;

	 improving the evidence base regarding community capacity and resilience-building for the 

prevention of suicide; and

	 improving the understanding of the most effective interventions for Aboriginal communities.
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Action Area 2. Building individual resilience 
and the capacity for self help

A comprehensive approach to reducing suicidal behaviour needs to include strategies that foster 

individual resilience and promote community, family, school and workplace environments as avenues of 

social support. 

Peer support programs improve protective factors and are based on the premise that people with 

similar experiences can provide empathy, validation and practical advice to others. These programs 

are particularly beneficial in schools and universities to develop young people’s social and emotional 

skills; foster positive peer relationships; and encourage help-seeking behaviours. 

In recent years, a number of industries have adopted peer support programs to enhance the resilience 

of apprentices and other workers. In Western Australia, peer-based programs are currently being 

delivered in the construction industry and some primary and secondary schools. These programs can 

provide intervention at timely points and in accessible settings where other services or professionals 

may have limited opportunities to intervene.

Action Area 2 will be achieved through:
	 adopting and promoting universal programs to support the acquisition of life skills that 

enhance individual and community resilience;

	 adopting and promoting mental health and wellbeing programs for the whole community as 

well as high-risk groups;

	 fostering environments (e.g. families, schools, workplaces) where the expression of emotions 

such as anxiety, stress, sadness and grief is met without fear or stigmatisation; 

	 adopting and promoting programs that raise awareness of mental disorders and the 

importance of wellbeing and suicide prevention;

	 adopting and promoting programs to enhance help-seeking behaviour among high-risk groups 

and those who are least likely to seek help (e.g. young people, men, people from Aboriginal 

communities and people from culturally and linguistically diverse backgrounds); and

	 work to destigmatise conditions that contribute to suicide risk (e.g. mental illness, 

homelessness, financial hardship) with a view to encouraging help-seeking behaviour.
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Action Area 3. Improving community strength, 
resilience and capacity in suicide prevention

Research indicates that a sense of belonging is an important protective factor against suicide. 

Significant attention has been given to the idea of developing community networks, also referred to 

as community capacity building. Although there is broad support for community capacity building, the 

evidence base of successful practice in this area is currently under-developed. 

Action Area 3 promotes strategies that engage with people who are neither professionals in suicide 

prevention nor part of a formally organised group. This includes family members, carers and peers who 

are often closest to someone at risk and are therefore a major asset in suicide prevention. 

Action Area 3 will be achieved through:
	 raising awareness of the characteristics of healthy and resilient communities and supporting 

their development;

	 strengthening the capacity of families, schools, workplaces, religious groups and recreational 

and social groups to quickly identify and respond to indicators of potential suicidal behaviour;

	 developing and disseminating resources that recognise and support the important role of 

family, friends, colleagues and peers in suicide prevention;

	 educating communities to identify and respond to warning signs and risk factors for suicide;

	 working with mainstream, community and multilingual media to raise awareness about suicide 

prevention and how to responsibly cover related issues;

	 reducing the stigma and myths surrounding suicide by encouraging people to talk more openly 

about mental health problems and seek help early; and

	 supporting local groups and agencies to work together to reduce individual and community 

risks, strengthen protective factors and respond to crisis situations or major changes  

(e.g. drought and industry closures).
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Action Area 4. Taking a coordinated approach 
to suicide prevention 

Effective suicide prevention depends on open communication, consistent collaboration and strategic 

coordination between communities, agencies and all levels of government. 

In certain circumstances people at risk may be known to a number of different people, sectors and 

departments. This Action Area focuses on the role of key agencies, and addresses the broader issues 

that may hinder effective suicide prevention. 

In regional areas, working relationships are embedded in key agencies such as education, health 

and police. However, significant improvements in care coordination are essential, particularly among 

Aboriginal communities, in order to heighten and enhance the efficacy of suicide prevention initiatives. 

Action Area 4 will be achieved through:
	 coordinating suicide prevention initiatives across local, state and Commonwealth governments 

and between government, non-government and private sectors;

	 encouraging and resourcing integrated solutions to local suicide prevention needs;

	 developing practical tools for information sharing, including shared service agreements;

	 developing local data, outcome measures and joint service/client protocols;

	 improving information sharing and reducing duplication of services between governments, 

academic institutions, non-government organisations, and peak and professional bodies;

	 implementing a critical response model for communities experiencing early signs of crisis and 

the potential for an increase in suicide;

	 developing cross-government mechanisms to improve the integration of health, housing, 

community, justice, employment and other policies and programs for suicide prevention;

	 addressing the information and training needs of professional and community groups 

concerned with suicide prevention;

	 actively engaging local government in suicide prevention; and

	 strengthening local capacity by supporting the shared expertise of community and emergency 

services involved in suicide prevention.
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Action Area 5. Providing targeted suicide 
prevention activities for high-risk groups 

Comprehensive research data and analysis has improved the ways in which specific high-risk groups 

are identified and examined. However, further improvements are essential in specifically targeting 

high-risk groups.

Aboriginal people 
The exceptional circumstances of Aboriginal people in Western Australia require a specific focus 

and attention.

Suicide can be seen as a direct result of the disadvantage faced by many Aboriginal people and is 

often exacerbated by broader underlying social, economic and health issues.

The breakdown of the family and the community, “skin” and kinship systems and Aboriginal law 

as well as entrenched poverty, continuing exposure to racism, alcohol and drug misuse and the 

effects of institutionalisation have profoundly disrupted and dislocated traditional Aboriginal ways 

of life. This situation has impacted on every dimension of Aboriginal life, including employment, 

housing, education and law and justice. In many Aboriginal communities there have been devastating 

intergenerational consequences on the mental health and wellbeing of children and young people. 

Furthermore, the development of functional Aboriginal male roles, the notion of status and individual 

and collective hopes for the future have been dramatically destabilised. 43

Addressing the complex and problematic issue of suicide and deliberate self-harm in both metropolitan 

and rural Aboriginal communities is crucial. Aboriginal communities have identified the need for 

stronger relationships between mainstream and community-controlled services, improvements in 

sharing cultural and other expertise and the creation of culturally safe spaces within both sectors.

Given the national thrust towards improving the capacity of mainstream services to address Aboriginal 

peoples’ needs, a key priority for the State Government is respectful collaboration between Aboriginal 

and non-Aboriginal service providers in the delivery of culturally secure services. Aboriginal suicide 

prevention demands policies and interventions that immediately respond to people in crisis and 

address longer-term social and community problems such as family violence and addiction.

Effective suicide prevention strategies for Aboriginal people must:

	 be based on consultation;

	 respect cultural beliefs and attitudes around suicide and mental health, and provide holistic, 

culturally secure responses; and

	 ensure ownership and involvement by local community members.
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Men
Contributing factors to male suicide include emotional, interpersonal and social components that result 

in isolation, desperation and a loss of hope and optimism. Research indicates that the lower rate of 

help-seeking among men is a significant issue44 and is due to:

	 low awareness of mental health issues and of available services;

	 negative preconceptions of services; and

	 concepts of masculinity that devalue help-seeking.

Programs aimed at encouraging help-seeking actions in men need to overcome powerful barriers that 

are deeply embedded in ideological notions of masculinity. Suicide prevention activities should support 

men to understand a number of key stressors and a range of emotions, including grief, anger and 

stress, as well as emphasising that asking for help from a professional or developing self-help skills 

is a courageous and acceptable means to solve problems. An understanding and knowledge of how 

men are socially and culturally positioned, can enhance men’s independence, confidence, abilities and 

thereby improve their emotional health and wellbeing. 

Youth
While youth suicide has generally declined in recent years, continued vigilance and attention is 

required in this area. Particular sub-groups, such as young males aged 15–24 years in rural and 

remote areas, have recorded increased rates of suicide over the same period. A combination of 

harsh economic circumstances, social isolation, a culture of stoicism, lower levels of access to 

services and higher access to lethal means present distinct challenges to suicide prevention efforts 

in that population. Raising awareness in rural and remote communities and encouraging a culture 

of appropriate help-seeking and mutual support is essential. However, improving access to sparse 

services and geographic isolation continues to present complex and ongoing challenges.

Intentional self-harm is a recognised risk factor for suicide, and while reports indicate that self-harming 

behaviours among school-age populations have increased, a significant number of people who 

self-harm go unnoticed by the health system. Therefore, enhancements in the integration between 

hospital-based services and community based supports are integral to improve this problem. 

Migrants
The rates of suicide among migrant communities tends to reflect the rates of suicide in a person’s 

country of origin rather than in the country of resettlement. 

Community education and awareness programs need to be mindful of these different views regarding 

suicide and provide multifaceted strategies that are culturally and linguistically appropriate in 

communities or sub-groups with high-risk. Indeed, some cultures may view suicide as acceptable 

and preferable to losing face or honour, while other cultures may consider suicide as a grave sin that 

brings shame and disgrace to the family. 
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Clients discharged from mental health services
A significant number of people who suicide have experienced mental health problems and many of 

these have had contact with mental health services. A particularly high-risk time for suicide is after 

a person has been discharged from an inpatient mental health service. Therefore, careful discharge 

planning and continuity of care for people with mental health problems who are returning to the 

community is critical. 

Correctional settings
Over the past five years, a significant body of research has been developed in relation to the Western 

Australian prison system. The suicide risk factors in relation to people in custody are well documented, 

with the risk of suicide elevated during the remand and post-release periods, at the loss of appeal and 

at the denial of parole period. As a result of these indicators, careful monitoring is needed across the 

corrective services system.

Child protection services
If a child experiences abuse and/or neglect, he or she is at an increased risk of suicide. The levels 

of self-harm are notably higher in this population and present significant challenges for the care and 

management of children and young people in child protection settings. The transition out of care and 

into adult life is often an extremely difficult time. Therefore consistent and ongoing support is central to 

establishing their emotional health and wellbeing. 

Individuals and families bereaved by suicide

Intense feelings of grief and a sense of loss are the most common emotions felt by those bereaved by 

suicide. These feelings are often compounded by a sense of shame, guilt and the stigma associated 

with suicide. Appropriate and practical support services for the bereaved and training for health 

professionals who work in this area are essential in preventing further suicides, and form part of the 

postvention aspect of suicide prevention. 

Same-sex attracted young people
Research indicates that same-sex attracted young people may be up to six times more likely to 

attempt suicide than the general population, with young people in rural areas particularly at risk. 

Higher rates of suicide are also associated with transgender youth.45
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Action Area 5 will be achieved through:
	 developing Community Action Plans for communities within communities such as an isolated 

Aboriginal community or an institution such as a prison;

	 developing and promoting innovative programs and supports for high-risk populations who 

traditionally do not access health services;

	 making services more accessible and culturally secure;

	 developing support systems for people who have attempted suicide and for their families;

	 improving supports for people with mental health problems or mental illness who are at risk 

of suicide;

	 supporting interventions that target high-risk groups;

	 implementing guidelines, training and supports for frontline workers who routinely interact with 

high-risk groups;

	 providing education and information for consumers and carers to identify and respond to 

suicidal behaviour;

	 improving the emotional health of women and their families during pregnancy and the first 

postpartum year; 

	 implementing awareness-raising strategies to combat bullying and homophobia in schools;

	 developing and promoting confidential peer support opportunities; 

	 educating and informing professionals, service providers, families and community 

organisations in the provision of safe and secure care environments for people at risk; and

	 providing access to training in suicide prevention.
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Action Area 6. Implementing standards and 
quality measures in suicide prevention

The Strategy recognises the importance of evaluation as an essential component of implementation. 

Evaluation has several purposes in this context: it builds the evidence base to support planning; 

ensures that interventions align with best practice and have achieved their objectives; describes 

outcomes at individual and population levels; and demonstrates accountability of taxpayer funds.

The implementation of standards is also critical when developing suicide prevention policy and 

interventions as they support program development, help measure effectiveness and assist 

quality improvement. 

Action Area 6 will be achieved through:
	 developing and promoting standards for suicide prevention;

	 developing and promoting systematic evaluation models;

	 promoting evaluation and research which builds the evidence base of suicide prevention and 

enhances practice;

	 identifying the skills and training required to work effectively in suicide prevention;

	 developing and maintaining timely, robust and transparent reporting systems to ensure that 

information on suicide programs is readily available;

	 increasing information sharing on suicide prevention initiatives, to reduce duplication and 

promote good practice; and

	 promoting and providing funding arrangements to support community responses to 

emerging needs.



48

Everyone can help prevent suicide. It is 

people working together with a shared vision 

that will make the difference.



Appendices
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Appendix A – Western Australian 
Suicide Prevention Strategy Consultation 

In partnership with the Department of Health’s Mental Health Network, the Ministerial Council for 

Suicide Prevention organised a series of community forums across Western Australia. These forums 

were designed to obtain feedback and further input from consumers, carers, service providers and 

other stakeholders to support the planning process. 

Summary of participants in consultation process by area 2007 

(Available: http://www.mcsp.org.au/prevention/prevention_plan - 24 March 2009) 

Albany
	 Public Health
	 Silver Chain
	 Headspace
	 WA Police
	 Men’s Resource Centre
	 Great Southern Mental Health
	 The Lighthouse
	 City of Albany
	 Youth City of Albany
	 Manager Men’s Resource Centre
	 Great Southern Grammar School
	 Great Southern Local Community Partnership
	 Commonwealth Respite & Carelink Centre
	 Great Southern General Practice Network
	 Great Southern Anglicare
	 Rural Financial Counselling Service WA
	 Southern Agcare
	 Housing Services Southern Region
	 Department for Community Development
	 Office for Children and Youth
	 WA Department for Health and Aging
	 Community Justice Services
	 Non Government Schools Psychology Service
	 Young House

Geraldton – 17 members not listed
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Bunbury 
	 Aboriginal Health Council
	 Agencies for South West Accommodation Inc: Reconnect
	 Bunbury Mental Health
	 Consumer Advisory Group
	 Busselton Working Group
	 Resilience Project
	 Consumer Advisory Group
	 City of Bunbury
	 Community Safety & Crime
	 Prevention Liaison
	 Department of Education and Training
	 Department for Communities
	 Disability Services Commission
	 Edith Cowan University Student Social Work
	 Greater Bunbury Division of General Practice
	 Injury Control Council WA
	 Investing In Our Youth
	 LAMP Inc
	 Manjimup Collie Aboriginal Health Service/GP Downsouth
	 Magumarri WA
	 Mental Health Consumer
	 Advocate
	 Police (South West Crime Prevention)
	 Regional Catholic Education Office.
	 Northcliffe Family Centre
	 Registered Nurse South West
	 Relationships Australia – Bunbury
	 Shire of Dardanup
	 Strong Families – Department for Child Protection
	 Support Officer – Edith Cowan University
	 South West Aboriginal Medical Service
	 South West Carelink & Carer Respite Centre
	 South West Community Mental Health
	 Val Lishman Foundation
	 WA Count
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Rockingham
	 Adult Mental Health
	 Care Options
	 Rockingham Hospital Emergency Department 
	 City of Rockingham
	 Eudoria St Centre
	 Department for Child Protection
	 District Office of Education
	 Compassionate Friends
	 Division of General Practice
	 EIC
	 Jacaranda House
	 June O’Connor Centre
	 Mandurah Community Drugs Service Team
	 Meade Centre
	 Mental Illness Fellowship Inc.
	 Ministries for Communities
	 Multicultural Centre. Fremantle
	 Murdoch Counselling
	 Rockingham Kwinana Adults Mental Health Services 
	 Rockingham Kwinana Child and Adolescent Mental Health Services
	 Rockingham City Council
	 Rockingham Juvenile Justice
	 Rockingham Kwinana Mental Health
	 Peel Rockingham Kwinana Mental Health
	 Brightwater Care Group
	 Ruah Community Services
	 Rockingham Senior High School
	 St John of God
	 Station Co-ordinator Rockingham
	 Streetnet
	 Youth Focus
	 Youth Services Rockingham

Karratha
	 Department of Health
	 Department of Education & Training
	 Department of Corrective Services
	 Perth Division of General Practice
	 Shire of Roebourne
	 Youth Involvement Council
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North Metro
	 Carer
	 Centrecare Joondalup
	 City of Wanneroo
	 Community Member
	 Department of Education & Training WA
	 GROW
	 ARAFMI
	 Mental Health Division
	 Mercy Reconnect
	 Non Government Schools Psychology Service
	 Perth & Hills Division of General Practice
	 Reach Out
	 South Metro Mental Health Service
	 Youth Focus

Derbarl Yerrigan
	 Yorgum
	 Aboriginal Alcohol and Drug Service
	 Youthlink
	 South Metropolitan Public Health Unit

Northam
	 Anglican Church
	 Community Member
	 Department of Health & Ageing
	 Mental Health Network
	 Mentally Healthy WA
	 Northam Over 60’s Group
	 Northam Residential College
	 Student Nurse
	 WA Country Health Service – York District Hospital
	 WA Country Health Service Wheatbelt
	 Waminda House
	 WA Police Service
	 Wheatbelt Aboriginal Health Service
	 Wheatbelt General Practice Network
	 Wheatbelt PHU
	 Wheatbelt Policy
	 Department of Education & Training
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	 Wheatbelt Public Health Unit
	 Wheatbelt Resilience
	 WMB – Safer Northam
	 WMHA
	 Wheatbelt Coordinated Response to Family and Domestic Violence Committee
	 WSS

Metro Central
	 Cambridge Youth Service
	 Canning Community Education Centre Support
	 City of Cockburn
	 City of Fremantle
	 Communicare Inc
	 Department for Child Protection
	 Joondalup Community Mental Health
	 Lifeline
	 Men’s Advisory Network
	 Mental Health Division
	 Office for Children and Youth
	 Office for Seniors Interests
	 Royal Perth Hospital – Emergency Department Mental Health
	 Salvation Army
	 Child Death Review Committee
	 Shire of Kalamunda
	 South metropolitan CAMHS
	 St John of God Health Care
	 UWA Student Council
	 WA AIDS Council
	 Youth Reach South

Derbarl Yerrigan
	 Aboriginal Alcohol & Drug Service
	 City of Melville
	 Department for Child Protection Aboriginal Support Worker
	 Derbarl Yerrigan Health Service
	 DHYS
	 Outcare Inc.
	 Yorgum – Building Solid families
	 Kalgoorlie
	 Community Mental Health Service
	 Community Member
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	 Community Mental Health
	 CRS Australia
	 Department of Indigenous Affairs
	 Department for Education &Training
	 Eastern Goldfield Sexual Assault Referral Centre
	 FACommunity Services Indigenous Affairs
	 General Practice Network
	 Goldfields Drug Service Team
	 Goldfields Suicide Prevention
	 Goldfields Woman’s Health Care Centre
	 Investing in Our Community
	 KAAP
	 Kalgoorlie Hospital Aged Care Unit
	 Mental Health Support
	 Mission Australia
	 WA Country Health Service

Broome
	 Broome Region Aboriginal Medical Service
	 Centrelink
	 Kimberly Aboriginal Medical Service
	 Shire of Broome
	 Regional Centre for Social and
	 Emotional Centre
	 Kimberley Adult Mental Health Service – live life, stay solid
	 Kimberley Population Health Unit
	 WA Police
	 Kinway
	 Department of Indigenous Affairs
	 Kimberley Mental Health
	 Burdekin Youth in Action
	 Men’s Outreach Service
	 Kimberley Development Commission
	 Kimberley Community Drug Service Team

Derby
	 Social, Emotional Wellbeing
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Appendix B – Initiatives of the National 
Suicide Prevention Strategy 

To date, national projects funded under the National Suicide Prevention Strategy have included both 

population-based and community-based approaches to suicide prevention at the local level. During 

2008-09, the Department of Health and Ageing will ensure that both streams better complement and 

enhance each other to reach high-risk individuals, groups and the geographic areas in need.

To enable this, the National Suicide Prevention Strategy will focus its activities in 2008–09 on:

1.	 Augmenting existing population-based approaches by focusing on specific target groups and 

regions with an increased or systemic prevalence of suicide risk factors.

2.	 Strengthening local activities by emphasising coordination and better use of existing resources, 

services and organisational capacity.

A national demonstration project launched in June 2008 and developed in close consultation with 

state and territory mental health departments will provide additional Access to Allied Psychological 

Services (ATAPS) support for patients at risk of suicide and self-harm. The project is currently being 

implemented in 15 Divisions of General Practice, including the Divisions of Rockingham and Canning 

with further divisions currently under review.

The Commonwealth Government is providing $20.6 million to the National Suicide Prevention 

Strategy in 2008–09 to implement these activities. The Commonwealth Government will continue 

to work closely with states and territories on the strategic coordination of the National Suicide 

Prevention Strategy.

National projects include projects which focus on mental health promotion, prevention and early 

intervention initiatives in Australian primary and secondary schools, pre-service secondary school 

teachers, Mental Health First Aid with adolescents, apprentices within the construction industry, crisis 

support through call-back service and bereavement support group standards and practice.

A variety of community-based projects have been funded in each state and territory including Western 

Australia in 2008–09. These projects contribute to outcomes specified in the National Suicide 

Prevention Strategy: Living is for Everyone (LIFE) and support high-risk groups including Aboriginal 

and Torres Strait Islander communities, people bereaved by suicide, men (particularly in rural and 

remote settings) and rural and remote communities.

The formation and membership of the new Australian Suicide Prevention Advisory Council was 

announced on 12 September 2008. The Australian Suicide Prevention Advisory Council will provide 

advice on strategic directions and priorities to support the implementation of the National Suicide 

Prevention Strategy. Its members are working collaboratively both to identify priorities for the 2009–10 

National Suicide Prevention Strategy Workplan and to provide the Minister for Health and Ageing with 

advice regarding objectives beyond June 2009.
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The term Aboriginal is used throughout the Strategy and refers to both Aboriginal and Torres 

Strait Islander people as Indigenous Australians. The Capital ‘A’ in Australian Aboriginal 

distinguishes them from other aboriginal peoples.1 The authors acknowledge the considerable 

cultural diversity throughout Western Australia and the term Aboriginal is not intended to 

imply cultural homogeneity. 
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