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Background

In Australia, approximately 2,000 people die from suicide each year. Approximately 500 Victorians die by suicide each year. Suicide is the leading cause of death for males under 44 and females under 34. Suicide and suicide attempts are not only devastating for the individual, they have devastating and lasting impacts on friends, family and the community.

Mental illness is a major risk factor for suicide. In 2009–10 approximately 50 per cent of males and 70 per cent of women who died by suicide had a diagnosed mental illness (mood disorders are the most common). Of those with no diagnosed mental illness, 35 per cent had contact with a health service for a mental health related issue within 12 months of their death.

However not all people who die by suicide have mental illness. Other risk factors include physical illness, substance misuse, financial and work-related pressures, social isolation (rural areas in particular) and personal relationship breakdown.

Higher rates of suicide are also seen among some population groups, due to experiences of abuse, exposure to trauma, discrimination or disadvantage. Vulnerable groups include Aboriginal and Torres Strait Islander peoples, gay, lesbian, bisexual, transgender and intersex people, refugees and asylum seekers, emergency workers and defence force personnel. 

Approximately three times as many males than females die from suicide in Australia. However, women are more likely to make multiple suicide attempts. This has been the case  for several decades. 
Protective factors that can serve as buffers to suicide include social inclusion, cultural identity, education, employment, financial security, quality healthcare (including mental health) as well as learnt skills such as problem solving. 

Understanding risk factors and protective factors can assist in developing suicide prevention interventions – both universal (whole-of-population) and selective (targeted to high risk groups or individuals). 

Challenges and opportunities

Suicide is a preventable, yet complex (and relatively unpredictable) public health issue.

Over the past 15 years the suicide rate in Australia has been dropping (from 23.4 males and 6.1 females per 100,000 in 1997, down to 14.9 males and 4.4 females per 100,000 in 2001). However looking at trends over previous decades, rates are shown to fluctuate. 

Key gaps in the current Victorian approach to suicide prevention include:

· not enough collection and use of accurate, timely and comprehensive data

· not enough intensive follow-up support for people who have attempted suicide

· insufficient capacity (capability and/or resources) for emergency workers, such as emergency department, Victoria Police and Ambulance workforce, to respond to presentations relating to suicide and self-harm

· insufficient capacity for gatekeeper workforce to identify and respond to suicide risk or attempts (general practitioners, teachers, nurses)

· lack of access to quality mental health services for rural populations

· a lack of a coordinated approach to suicide prevention across government and non-government services.

Policy and program options

There is evidence for the effectiveness of some suicide prevention interventions. There is strong evidence that the following interventions are effective:

· restricting access to means, for example removal of hanging points, rail/bridge barriers, gun regulation (noting that although the mode of suicide may be impacted, the suicide rate, or a person’s suicidally, may not)

· gatekeeper training, for example screening and response training for general practitioners, nurses, teachers, police

· quality mental healthcare, for example general practitioner and community-based mental health

· clinical mental health treatment, for example pharmacotherapy,  and cognitive behavioural therapy.

There is moderate evidence that the following interventions are effective:

· school-based programs, for example social and emotional wellbeing programs

· public awareness and responsible media, for example media guidelines, stigma reduction, awareness and help-seeking campaigns. The opportunity to use social media and online resources has been identified, in particular for young men, young people in general, and geographically isolated people. 

· crisis support and counselling, for example telephone counselling

· bereavement support, for example postvention support for family, peers and communities such as counselling, responsible media, information and guidance.

There is a committed effort underway to reduce the incidence of suicide in Victoria. For the purpose of this paper, the government’s current policy and programs can be broadly grouped into five domains:

· building resilience – promoting diversity and equality, providing safe and quality education and healthcare, building prosperity in regional and rural Victoria, as well as targeted health and wellbeing programs for vulnerable populations such as Aboriginal and gay, lesbian, bisexual, transgender and intersex communities

· prevention – information provision, awareness campaigns, restricting access to means

· early help – phone-based and online counselling services, gatekeeper training and community resources

· treatment and support – provision of quality clinical mental health and community-based care

· evidence – investment in mental health and suicide related research, program evaluations, quality and monitoring systems. Coroners reports contain very detailed information on persons who have died by suicide, and this data could be used to identify common pathways and potential points of intervention. 

We know that it is common for people who have died by suicide to have contact with mental health, or other services such as general practitioners, in the lead up to their death. There is an opportunity to leverage these contacts to provide more intensive support for people identified as at risk of suicide.

The World Health Organization’s Preventing suicide report (2014) states that: ‘Countries that already have a relatively comprehensive national response should focus on evaluation and improvement, updating their knowledge with new data and emphasizing effectiveness and efficiency’.
Questions for consultation 

1. Are important details or way of understanding suicide prevention missing?

2. Are the gaps and opportunities listed above accurate and relevant? Is there anything missing? Should these guide the future direction of suicide prevention activity?

3. What is your view on the WHO’s recommendations to focus on evaluation, data, effectiveness and 
efficiency. Should this guide the future direction of suicide prevention activity?

4. We know that it is common for those who have died by suicide to have contact with mental health, or other services such as general practitioners, in the lead up to their death. Is there an opportunity to leverage these contacts to identify and provide more intensive support to people identified as at risk of suicide? 

5. Are there specific solutions that have worked here or interstate or overseas that should be considered?

6. What would success look like in terms of evaluating suicide prevention efforts? A reduction in the number of suicides? A reduction in attempts? Bereavement support outcomes? 

7. Who else could be involved in thinking through this subject and strategic responses?
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