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Suicide prevention 
the issue 
headspace recognises that suicide is the leading cause of death among young people—higher than road traffic 
accidents. In 2008, the year for which the most recent data are available, suicide accounted for one in four deaths 
among young people aged 12-24 years [1]. Whilst it is acknowledged that suicide is complex and has multiple 
causes, research consistently indicates that most young people who die by suicide or make a serious attempt are 
suffering from a recognisable psychiatric disorder at the time of their attempt [2], but that few are receiving mental 
health care [3-4].  

Early intervention is warranted for young people experiencing, or at-risk of experiencing, suicidal behaviour [5], 
however, it remains the exception rather than the rule. This situation is unacceptable given the prevalence of 
suicidal behaviour among young people in Australia.   

There is much more to be done and much more that we can do. 

Evidence 
Rates and risk factors: 

 Suicide is the leading cause of death among young people—higher than road traffic accidents.  In 2008, the 
year for which most recent data are available, suicide accounted for 281 deaths, representing one in four 
deaths among those aged 12-24 years [1]. Despite a reduction in the youth suicide rate in Australia since 
1997 [6], it remains the leading cause of death. 

 Research consistently indicates that suicidal behaviour in young people is complex and has multiple causes 
[7]. 

 Young women are more likely to attempt suicide than young men, but young men are three times more likely 
to complete suicide as they often use more fatal means [6] and are less likely to seek help for personal and 
emotional problems.   

 Suicide attempts are more common than completed suicides. A suicide attempt is an important warning sign 
or ‗red flag‘, as a past suicide attempt is one of the strongest risk factors of later dying by suicide [8], among 
both general and clinical populations [9-12]. 

 It is estimated that 30% of adolescents aged 12-20 have thought about suicide at some point in their lives and 
24% do so in any year [13].  While the vast majority will not go on to take their lives, suicidal ideation is a 
strong indicator of significant psychological distress and possible clinical depression [14].  

 Research on youth suicide consistently indicates that most (but not all) young people who die by suicide or 
make a serious attempt are suffering from a recognisable mental illness at the time of their attempt (e.g. 
depression, anxiety or a substance use disorder). Most are not receiving mental health care at the time of 
their death [3].  

 At-risk youth are often reluctant to seek help, in particular from professionals [15]. 

 High risk periods for youth suicide include early in the period of specialist care and immediately following 
discharge from services [16-18]. 

 Several marginalised groups of young people have been identified as being at particularly high risk of 
attempting or completing suicide, including: 

 Indigenous young people: the rates of completed suicide among Aboriginal and Torres Strait Islander males 
and females are over twice the rate for other Australian males and almost twice the rate for other Australian 
females [19].

 
 

 Same sex attracted young people [20] 

 Young people living in rural areas [21-22], and 

 Young people experiencing a mental illness [23-24]. 

Interventions:  

 There are opportunities to intervene when a young person is at risk of suicide, as a suicide attempt is often 
(although not always) preceded by warning signs [24]. Parents, health professionals and others working with 
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young people (e.g. teachers, youth workers, sport coaches) need to be aware of these warning signs as they 
are well-placed to detect risk. See Mental Health First Aid Guidelines on Suicidal Thoughts and Behaviours at 
www.mhfa.com.au/documents/guidelines/8191_MHFA_suicide_guidelines.pdf 

 The most effective way to assess suicide risk is to ask a young person directly whether they are experiencing 
suicidal thoughts or engaging in suicidal behaviours. If the topic is approached sensitively, only a small 
minority of people will deny suicidal intent when asked about it directly [25].  

 Asking a young person directly about suicidal thoughts and feelings, if risk is suspected, is not harmful [26-
27]. This is particularly important if the young person is self-harming, as the combination of self-harm and 
suicidal intent carries a high risk of completing suicide (see www.headspace.org.au/what-works/resources/-
mythbusters)  [28]. 

The evidence regarding effective interventions is limited, however, it is building in the following areas: 

 Population-based prevention programs: These programs usually take the form of curriculum-based 
approaches to suicide prevention. They aim to deliver interventions to whole school populations via the school 
curriculum, with the aim of reducing risk factors and enhancing protective factors across the entire student 
population regardless of risk. Their focus is generally to enhance awareness regarding suicide among 
students; to educate students to recognise possible signs of suicidal behaviour for one‘s own safety and that 
of others, and to provide students with information about available school and community resources [29]. 

 Overall these types of interventions can lead to benefits in terms of increased levels of knowledge of the risk 
factors and warning signs for suicide, with all those that measured knowledge as a study outcome reporting 
positive effects.  Some benefits regarding self reported likelihood of help-seeking, and improved attitudes 
towards suicidal behaviour and suicidal peers were reported, and some reduction in suicide related outcomes, 
including self-reported risk of suicide, suicide-related thoughts and suicide attempt (maybe reference our 
headspace report). 

 However, there are disadvantages. Firstly, concerns exist regarding the potential for unintentional adverse 
effects. Indeed, suicidality is complex and talking with young people about suicide is often not a benign process, 
leading some to argue that when working with large groups, there may be no way of knowing which young 
people in the group are already vulnerable and, therefore, may be adversely affected by the content of the 
program. Thus some young people may be left more vulnerable than before [30].  

 They have also been criticised for normalising suicidal behaviour, for underplaying the relationship between 
suicidal behaviour and mental illness, and because they are not always evidence-based and can be hard to 
subject to rigorous evaluation [31-33]. 

  ―There is a tension between a need for increased awareness and knowledge about suicidal behaviour, and a 
need to maintain duty of care in the way suicide is reported, discussed and communicated to minimize risk to 
vulnerable individuals‖ [34]. 

  Conceptually, it is argued that improving mental health literacy and help-seeking, and reducing stigma should 
contribute to reduced suicide risk, to date the effectiveness of programs targeting such factors on reducing 
suicide risk is unknown [35].  

 Gatekeeper training:  The term ‗gatekeeper‘ refers to professionals who are likely to come in to contact with 
at-risk youth, and may include religious leaders, youth workers, sports coaches and school staff. The rationale 
behind gatekeeper training is to better equip these professionals to identify young people at risk and better 
enable them to provide front-line support while referring the young person on for thorough assessment and 
treatment. Training programs among General Practitioners have been shown to be effective in reducing 
suicide rates [36-37]. Research has also demonstrated increased knowledge, improved attitudes and 
increased levels of confidence and perceived skill among school welfare staff following specific training in 
managing at-risk youth [5, 38].  Other commonly used programs include Applied Suicide Intervention Skills 
Training (ASIST) (www.livingworks.org.au) and Mental Health First Aid (www.mhfa.com.au). However, the 
effects of such programs upon actual suicide-related behaviour or help-seeking in secondary school students 
or for young people remain unknown. 

 Early detection programs: These programs aim to identify people who may be at risk, but who have not 
sought help or been identified by professionals as needing support. Such programs may focus purely on 
identifying people already showing suicide risk, although they may also seek to identify people at risk of other 
difficulties that place them at elevated risk of suicide, such as depression, anxiety or substance misuse.  
Schools are an ideal and accepted setting for implementing screening programs, and these can be 

http://www.mhfa.com.au/documents/guidelines/8191_MHFA_suicide_guidelines.pdf
http://www.headspace.org.au/what-works/resources/-mythbusters
http://www.headspace.org.au/what-works/resources/-mythbusters
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implemented using paper or computerised assessment tools [39-40] Screening programs have been shown to 
be both acceptable [26] and effective in identifying young people at risk and engaging them in treatment [27]. 

 Psychological therapy: A range of psychological approaches have been tested among suicidal young people, 
including: dialectical behavioural therapy [41]; group therapy [42-43]; problem-solving therapy [44-46]; 
attachment based family therapy and cognitive behavioural therapy (CBT) [47-48]. A recent review found CBT 
to be the most effective therapy among adolescents and young adults [49]. 

position statements 
 headspace recognises that although there has been a reduction in youth suicide rates in Australia since 

1997, these rates remain unacceptably high.  

 Reducing suicide is everybody‘s business. As such, a broad response is required at every level of the 
community from social (e.g. addressing social exclusion and inequalities) and health policies (e.g. ensuring 
access to care), to the education system (e.g. school-based prevention programs, support for schools 
affected by suicide).  

 Young people experiencing mental illness, particularly mood disorders and substance abuse, are at high risk 
of attempting or completing suicide. It is vital that young people who are experiencing mental ill-health are 
better supported to access timely support from youth-appropriate services. 

 There is an urgent need to address the high suicide rates among marginalised youth, in particular, Indigenous 
youth, young people who are same-sex attracted, or living in rural areas. 

 The high suicide rate among Indigenous people requires urgent attention. 

 There must be continued efforts to reduce the stigma associated with mental illness and suicide to encourage 
early help-seeking. 

 Integrated early intervention models such as headspace are required to provide appropriate services when 
and where they are needed.  

 headspace advocates for responsible media reporting of suicide, consistent with Mindframe‘s evidence 
review which concludes that irresponsible presentations of suicide in the media can influence ‗copycat‘ acts 
[50].   

headspace recommends 
 Improved education and training for those in frequent contact with young people (including teachers, youth 

workers, coaches and health professionals, as well as parents and friends) to improve identification of and 
responsiveness to suicidal young people.  

 Continued efforts to reassure parents and those working with young people that asking a young person 
directly about suicidal thoughts and feelings, if risk is suspected, is not harmful.  

 Increased awareness of available support, resources and services to effectively address the issue of youth 
suicide. These include community-based support services, crisis intervention services, and mental health 
services. Service availability, awareness and responsiveness is particularly important if community awareness 
is raised regarding suicide risk.  

 Further investment into understanding the risk factors and help seeking pathways of Indigenous young people 
and testing the usefulness of interventions to effectively reduce the suicide rate. 

 Development of online and e-health options to extend the reach and timeliness of mental health services to 
young people, particularly those who have more difficulty accessing face-to-face services, such as young 
people in rural areas. 

 A comprehensive evaluation of current suicide prevention programs, to inform the development of a 
coordinated national response to the issue, including interventions provided within schools.   

 Development of guidelines around the impact of social networking in following a completed suicide (e.g. how 
to minimise the risks associated with developing ‗tribute pages‘). 

 Streamlining of State and Territory-based suicide data collection systems to more accurately assess 
Australia‘s suicide rates. 
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headspace will 
advocate strongly for the development of evidence-based suicide prevention interventions at all levels of the 
community, and ensure that its services are responsive and effective for young people at risk of suicide. 

 

 

references 
1. Australian Bureau of Statistics, 3303.0 - Causes of Death, Australia, 2008. 2010, Australian Bureau of 

Statistics: Canberra. 
2. Cash, S.J. and J.A. Bridge, Epidemiology of youth suicide and suicidal behavior. Current Opinion in 

Pediatrics, 2009. 21(5): p. 613-619. 
3. Crowley, P., Kilroe, J. & Burke, S. , Youth suicide prevention: an evidence briefing. 2004, Dublin: Health 

Development Agency. 
4. Hawton, K., Townsend, E., Arensman, E., Gunnell, D., Hazell, P., House, A., et al. , Psychosocial and 

pharmacological treatments for deliberate self harm (DSH), in Cochrane Database of Systematic Reviews 
No 1. 2003, Health Development Agency: London. 

5. Robinson, J., et al., Managing deliberate self-harm in young people: An evaluation of a training program 
developed for school welfare staff using a longitudinal research design. BMC Psychiatry, 2008. 8(1): p. 
75. 

6. Australian Institute of Health and Welfare, Young Australians: Their health and wellbeing 2007. Cat. no. 
PHE 87. 2007, AIHW: Canberra. 

7. Beautrais, A.L., A review of evidence: In our hands: the New Zealand Youth Suicide Prevention Strategy. 
1998, Ministry of Health, New Zealand: Auckland. 

8. Jacobs, D., The Harvard Medical School guide to suicide assessment and intervention. 1999, San 
Francisco: Jossey-Bass. 

9. Hawton, K., D. Zahl, and R. Weatherall, Suicide following deliberate self-harm: long-term follow-up of 
patients who presented to a general hospital.[see comment]. British Journal of Psychiatry. 2003 
Jun;182:537-42, 2003. 

10. Robinson, J., et al., Prevalence and predictors of suicide attempt in an incidence cohort of 661 young 
people with first-episode psychosis. Australian & New Zealand Journal of Psychiatry, 2009. 43(2): p. 149-
157. 

11. Robinson, J., et al., Suicide attempt in first-episode psychosis: A 7.4 year follow-up study. Schizophrenia 
Research, 2010. 116(1): p. 1-8. 

12. Suominen, K., et al., Completed suicide after a suicide attempt: a 37-year follow-up study. Am J 
Psychiatry, 2004. 161(3): p. 562-3. 

13. Nock, M.K., Borges, G., Bromet, E.J., Cha, C.B., Kessler, R.C., & Lee, S. , Suicide and suicidal behavior. 
Epidemiologic Reviews, 2008. 30(1): p. 133-154. 

14. Evans, E., Hawton, K., Rodham, K., & Deeks, J., The prevalence of suicidal phenomena in adolescents: a 
systematic review of population-based studies. Suicide and Life-Threatening Behavior 2005. 35(3): p. 
239-250. 

15. Rickwood, D.J., Deane, F.P., & Wilson, C., When and how do young people seek professional help for 
mental health problems? Medical Journal of Australia, 2007. 187(7): p. S35–39. 

16. Rossau, C.D. and P.B. Mortensen, Risk factors for suicide in patients with schizophrenia: nested case-
control study. British Journal of Psychiatry. Oct;171:355-9, 1997. 

17. Mortensen, P.B. and K. Juel, Mortality and Causes of Death in First Admitted Schizophrenic Patients. 
British Journal of Psychiatry, 1993. 163: p. 183-189. 

18. Meehan, J., et al., Suicide in mental health in-patients and within 3 months of discharge. The British 
Journal of Psychiatry, 2006. 188(2): p. 129-134. 

19. Baume, P.J.M., Cantor, C.H., & McTaggart, P.G., Suicides in Queensland: a comprehensive study 1990–
1995 2007, Australian Institute for Suicide Research and Prevention: Brisbane. 

20. King, M., Semlyen, J., See Tai, S., Killaspy, H., Osborn, D., Popelyuk, C., & Nazareth, I., A systematic 
review of mental disorder, suicide, and deliberate self harm in lesbian, gay and bisexual people. BMC 
Psychiatry, 2008. 8: p. 70. 

21. Suicide Prevention  Australia, Position Statement – Suicide in rural Australia. 2008, SPA. 
22. Cantour, C., & Neulinger, K., The epidemiology of suicide and attempted suicide among young 

Australians. Australian and New Zealand Journal of Psychiatry, 2000. 34: p. 370–387. 
23. Suicide Prevention Australia, Position Statement – Mental illness and suicide. 2009, SPA. 
24. Hider, P., Youth suicide prevention by primary healthcare professionals: A critical appraisal of the 

literature. 1998, New Zealand Health Technology Assessment Clearing House (NZHTA): Christchurch. 



Page 6 Position paper suicide prevention 

 

25. Gask, L.M., R., Assessment and immediate management of people at risk of harming themselves. 
Psychiatry, 2009. 8(7): p. 241-245. 

26. Robinson, J., Yuen, H.P., Martin, C., Hughes, A., Baksheev, G., Bapat, S., Dodd, S.W., Schwass, W., 
McGorry, P.D., & Yung, A.R. , Does screening high school students for psychological distress, deliberate 
self-harm or suicidal ideation cause distress and is it acceptable? An Australian based study. Crisis, 2011. 
32(5): p. 254-263. 

27. Gould, M.S., Marrocco, F,A., Hoagwood, K., Kleinman, M., Amakawa, L., & Altschuler, E., Service use by 
at-risk youths after school-based suicide screening. Journal of the American Academy of Child and 
Adolescent Psychiatry, 2009. 48(12): p. 1193-1201. 

28. Bridge, J.A., Goldstein, T.R., Brent, D.A., Adolescent suicide and suicidal behaviour. Journal of Clinical 
Psychology and Psychiatry, 2006. 47: p. 372-394. 

29. Shaffer, D., et al.,, Preventing Teenage Suicide: A Critical Review. Journal of the American Academy of 
Child & Adolescent Psychiatry, 1988. 27(6): p. 675-687. 

30. Shaffer, D., et al.,, The International Handbook of Suicide and Attempted Suicide. 2000, Chichester: John 
Wiley & Sons. 

31. Gould, M.S., et al.,, Youth suicide risk and preventive interventions: a review of the past 10 years. Journal 
of the American Academy of Child & Adolescent Psychiatry, 2003. 42(4): p. 386-405. 

32. Mann, J., et al.,, Suicide Prevention Strategies: A systematic review. JAMA. 294: p. 2064-2074. 
33. Beautrais, A., et al.,, Effective strategies for suicide prevention in New Zealand: a review of the evidence. 

New Zealand Medical Journal, 2007. 120: p. U2459. 
34. Commonwealth of Australia, Commonwealth response to 'The Hidden Toll: Suicide in Australia Report of 

the Senate Community Affairs Reference Committee'. 2010, Commonwealth of Australia: Canberra. 
35. Mann, J.J., et al., Suicide prevention strategies: a systematic review. JAMA, 2005. 294(16): p. 2064-74. 
36. Rutz, W., von Knorring,  L., & Walinder, J., Long-term effects of an educational program for general 

practitioners given by the Swedish Committee for the prevention and treatment of depression. Acta 
Psychiatrica Scandinavica, 1992. 85(1): p. 83-88. 

37. Appleby, L., Morriss, R., Gask, L., Roland, M., Perry, B., Lewis, A., Battersby, L., Colbert, N., Green, G., 
Amos, T., Davies, L., & Faragher, B., An educational intervention for front-line health professionals in the 
assessment and management of suicidal patients (The STORM Project). Psychological Medicine, 2000. 
30(4): p. 805-812. 

38. Wyman, P.A., Brown, C.H., Inman, J., Cross, W., Schmeelk-Cone, K., Guo, J., & Pena, J.B., Randomized 
trial of a gatekeeper program for suicide prevention: 1-year, impact on secondary school staff. Journal of 
Consulting and Clinical Psychology, 2008. 76(1): p. 104-115. 

39. Nemeroff, R., Levitt, J.M., Faul, L., Wonpat-Borja, A., Bufferd, S., Setterberg, S., & Jensen, P.S., 
Establishing ongoing, early identification programs for mental health problems in our schools: A feasibility 
study. Journal of the American Academy of Child and Adolescent Psychiatry, 2008. 47(3): p. 328-338. 

40. Shaffer, D., Scott, M., Wilcox, H., Maslow, C., Hicks, R., Lucas, C.P., Garfinkel, R., & Greenwald, S., The 
Columbia SuicideScreen: Validity and reliability of a screen for youth suicide and depression. Journal of 
the American Academy of Child and Adolescent Psychiatry, 2004. 43(1): p. 71-79. 

41. Turner, R.M., Naturalistic evaluation of Dialectical Behavior Therapy-Oriented Treatment for borderline 
personality disorder. Cognitive and Behavioral Practice, 2000. 7: p. 413-419. 

42. Wood, A., Trainor, G., Rothwell, J., Moore, A., & Harrington, R., Randomized trial of group therapy for 
repeated deliberate self-harm in adolescents. Journal of the American Academy of Child and Adolescent 
Psychiatry, 2001. 40(11): p. 1246-1253. 

43. Hazell, P.L., Martin, G., Mcgill, K., Kay, T., Wood, A., Trainor, G., & Harrington, R., Group therapy for 
repeated deliberate self-harm in adolescents: Failure of replication of a randomized trial. Journal of the 
American Academy of Child and Adolescent Psychiatry, 2009. 48(6): p. 662-670. 

44. McLeavey, B., Daly, R.J., Ludgate, J.W., & Murray, C.M. , Interpersonal problem-solving skills training in 
the treatment of self-poisoning patients. Suicide and Life Threatening Behavior, 1994. 24(4): p. 382-394. 

45. Donaldson, D., Spirito, A., & Esposito-Smythers, C., Treatment for adolescents following a suicide 
attempt: results of a pilot trial. Journal of the American Academy of Child & Adolescent Psychiatry, 2005. 
44(2): p. 113-120. 

46. Eskin, M., Ertekin, K., & Demir, H., Efficacy of a problem-solving therapy for depression and suicide 
potential in adolescents and young adults. Cognitive Therapy and Research, 2008. 32: p. 227-245. 

47. Power, P.J.R., Bell, R.J., Mills, R., Herrman-Doig, T., Davern, M., Henry, L., Yuen, H.P., Khademy-Deljo, 
A., & McGorry, P.D., Suicide prevention in first episode psychosis: The development of a randomised 
controlled trial of cognitive therapy for acutely suicidal patients with early psychosis. Australian and New 
Zealand Journal of Psychiatry, 2003. 37(4): p. 414-420. 



Page 7 Position paper suicide prevention 

 

48. Slee, N., Garnefski, N., van der Leeden, R., Arensman, E., & Spinhoven, P., Cognitive-behavioural 
intervention for self-harm: Randomised controlled trial. British Journal of Psychiatry, 2008. 192(3): p. 202-
211. 

49. Robinson, J., Hetrick, S.E., & Martin, C., Preventing suicide in young people: systematic review. 
Australian and New Zealand Journal of Psychiatry, 2011. 45(1): p. 3-26. 

50. Pirkis J, B., R.W., Francis, C., & McCallum, K., A review of the literature regarding fictional film and 
television portrayals of suicide. 2005, Program Evaluation Unit, University of Melbourne: Melbourne. 

 

  

 
 


