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Needing help? 

 

If you or someone you know are having thoughts of suicide please seek help. 

In the first instance you should contact a General Practitioner. However if this is not possible 

or you think this matter is more urgent we suggest you make contact through the following 

numbers: 

In an emergency call for an ambulance on 000 

Queensland Health 24 hour 
Mental Health Triage Line 

1300 64 2255 
1300 MH CALL 

 

Life Line 13 11 14 www.lifeline.org.au 

Kids Help Line 1800 551 800 www.kidshelpline.com 

Mensline 1300 78 99 78 www.mensline.org.au 

Beyond Blue 1300 2246 36 www.beyondblue.org.au 

Suicide Call Back Service 1300 659 467 www.suicide.callbackservice.org.au 

SANE Australia 1800 187 263 https://www.sane.org/get-help 

ADIS (Alcohol, Drug, Information 
Service) 

1800 177 833 www.australia.gov.au/drugs 

You may also be able to get assistance from other services that assist people who are having 
thoughts of suicide, this includes 

Headspace (for young people) 1800 650 890 www.eheadspace.org.au 

QLife  (LGBTI) 1800 184 527 www.qlife.org.ai 

If you are bereaved by suicide and need help the following services are able to provide 
assistance 

STANDBY Central Qld 0407 766 961 http://standbysupport.com.au/ 

STANDBY Emerald 0407 766 961 http://standbysupport.com.au/ 

Life Line 13 11 14 https://www.lifeline.org.au/ 

Suicide Call Back Service 1300 659 467 www.suicide.callbackservice.org.au 

CQ Community Suicide 
Prevention Network 

 cqcspn@gmail.com 

 

  

http://www.mensline.org.au/
http://www.beyondblue.org.au/
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Central Queensland Rural Health acknowledges the Australian Aboriginal and Torres Strait 

Islander peoples of this nation. We acknowledge the traditional custodians of the Central 

Queensland lands on which our company is located and where we conduct our business. We 

pay our respects to ancestors and Elders, past and present. Central Queensland Rural Health 

is committed to honouring Australian Aboriginal and Torres Strait Islander peoples’ unique 

cultural and spiritual relationships to the land, waters and seas and their rich contribution to 

society. 

 

In Memory 

The Central Queensland Suicide Prevention Plan (the Plan) is dedicated to the memory of 

those was have lost to suicide and the suffering the suicide brings to our lives. We are 

brought together by those experiences and are united in hope. We also acknowledge the 

inclusion of attempt survivors and those living with suicidal ideation. 

Condolences 

Suicide is devastating and the effects of suicide on family members and loved ones of the 

person who has died by suicide can be severe and far-reaching. Suicide is one of the leading 

causes of death for Australians aged between 14 and 45. In Australia more than 2,500 

people die from suicide every year. Every year over 65,000 Australians make a suicide 

attempt.1 

 

We would like to acknowledge the pain and anguish felt for the residents of Central 

Queensland who have lost a loved one to suicide and thank you for sharing your stories. The 

voice of people with lived experience has been essential in the development of the Plan. 

These voices are a valued contribution to the ongoing body of work.   

Appreciation 

Thank you to the many community members, government and non-government 

organisations and service providers throughout the communities of  Central Queensland 

who have shared their views, knowledge, expertise and  stories to help us shape the Plan. 

We appreciate your communication and involvement to ensure the Plan is for people of 

Central Queensland. To the individuals who are part of our Leadership Groups across 

Central Queensland, we know the Plan is in good hands. 

The Plan has been funded by the Central Queensland, Wide Bay and Sunshine Coast PHN as 

part of the Australian Government’s response to the National Mental Health Commission’s 

Review of Mental Health Programs and Services 

                                                           
1
 http://www.blackdoginstitute.org.au/clinical-resources/suicide-self-harm/facts-about-suicide-in-australia 

http://www.blackdoginstitute.org.au/clinical-resources/suicide-self-harm/facts-about-suicide-in-australia
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1.0 Introduction 

Suicide is a complex issue involving biological, psychological, social, cultural, spiritual, 

economic and other factors, as well as the physical environment in which people live. These 

factors can interact and lead a person to have thoughts of suicide or suicide-related 

behaviour. The stigma associated with suicide and mental illness may discourage many 

people from seeking the help they need. 2 

Stressful experiences, such as exposure to trauma, the death of a loved one, job loss, 

change in physical health or relationships and individual characteristics and behaviours are 

also associated with suicide.  

To reduce suicide rates in our community, there has to be a holistic approach from all 

stakeholders involved including the community in the planning, execution and 

implementation of the Suicide Prevention Action Plan. 2 

In response to the National Mental Health Commission’s Review of Mental Health Programs 

and Services, the Australian Government outlined a renewed approach to suicide 

prevention to be implemented through a new National Suicide Prevention Strategy. The 

Strategy is focused on person-centred care, funded on the basis of need, using a regional 

approach to service planning and integration, early intervention across the lifespan and 

strengthening national leadership. 

 

In implementing the Strategy, the Government recognises that people at risk of suicide are 

better supported through the implementation of evidence based and community focussed 

approaches to suicide prevention. 

The Central Queensland Suicide Prevention Action Plan will be implemented and in line with 

the Australian Government’s National Suicide Prevention Strategy. 3  

                                                           
2
 
http://www.who.int/mental_health/suicide-prevention/world_report_2014/en/

 
3 http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-nsps

 

http://www.who.int/mental_health/suicide-prevention/world_report_2014/en/
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2.0 Background 

Central Queensland Rural Health (CQRH) has received funding from the Central Queensland 

Wide Bay Sunshine Coast PHN to lead the planning of community based suicide prevention 

activities in partnership with the PHN, Central Queensland Hospital and Health Services 

(HHSs) and other local organisations in the Banana, Central Highlands, Gladstone, 

Livingstone, Rockhampton and Woorabinda local government areas (LGAs). 

CQRH will lead in planning of community based suicide prevention activities, through an 

integrated and system based approach in partnership with Hospital and Health Services 

(HHSs) and other local organisations.  

The overall aim of the Plan is to reduce the rate of suicide across Central Queensland Local 

Government Areas by achieving two main outcomes: 

1. Improve the coordination of suicide prevention services in Central Queensland in 

the next three years. 

2. Improve the care and support of people experiencing suicidality in Central 

Queensland in the next five years. 

2.1 About the Primary Health Network (PHN) 
The Central Queensland, Wide Bay and Sunshine Coast Public Health Network (PHN) is a 

not-for-profit commissioning organisation funded by the Commonwealth Department of 

Health to improve health outcomes for the region. It has been tasked to create a Suicide 

Prevention Action Plan for the sub-region in response to the new Suicide Prevention 

Strategy (the Strategy) outlined by the Australian Government. The task and the funding has 

been outsourced by the PHN to Central Queensland Rural Health (CQRH) to establish and 

operationalise a comprehensive suicide prevention plan that will be aligned to the Black Dog 

Institute Suicide Prevention Framework. 

2.2 About Central Queensland Rural Health (CQRH) 
Central Queensland Rural Health has been an advocate for collaboration and integration 

across health services for many years. As the lead agency in the suicide planning process, we 

will work to establish strategic suicide prevention partnerships which will enable ongoing 

collaboration across health services and communities.  

These partnerships will ensure there is capacity to deliver the service priorities that may be 

identified in locally owned plans. 
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3.0 Central Queensland Suicide Prevention Plan Geographical Area  

The area of the Central Queensland, Wide Bay, Sunshine Coast PHN Region and defined as 

Central Queensland (CQ) is depicted below and includes six local Government areas namely 

Banana Shire, Central Highlands Regional Council, Gladstone Regional Council, Livingstone 

Shire, Rockhampton Regional Council and Woorabinda Shire. The area covers 117,812 km2 

with a population of 226,314 people. 

Within Central Queensland, there are vast differences in local demographics and service 

capacity across each LGA and their communities. The area includes the urban centres of 

Gladstone, Rockhampton, Yeppon and Emerald. There are many small yet dynamic 

townships in the area as well as Woorabinda which is a stand-alone, self-governing 

Aboriginal community, the only Deed of Grant in Trust community in Central Queensland. 

The region's economy is diverse with income generated from coal mining, energy 

production, meat works, cattle grazing and crop farming to fishing, tourism and hospitality 

and a major aluminium smelter is located in Gladstone. Rockhampton is the most populated 

towns and manages most of Queensland’s beef export business and conducts the largest 

sales of stud and commercial cattle in the Southern Hemisphere.  

 

  

https://en.wikipedia.org/wiki/Aluminium
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4.0 Suicide in Central Queensland  

Over the past decade suicide rates in Queensland remain higher than the national average. 

The standardised death rate by suicide in 2015 was 15.7 deaths per 100,000 people in 

Queensland, compared to a national average of 12.6 deaths per 100,000 people. 4 

In 2013, the Central Queensland HHS had a population of 223,221 people. During the period 

2011–2013, there were 89 suicides in this region representing an age-standardised suicide 

rate of 14.0 per 100,000 people. This rate was comparable to the Queensland age-

standardised rate. Males accounted for 68 cases (76.4%) in this region.  

Table 1 below shows suicide rates within the PHN for the different LGAs. Compared to 

Queensland, both Banana and Rockhampton have high age-standardised rates (ASR). In 

terms of numbers, over half of all deaths due to suicide in the PHN take place in the 

Sunshine Coast and Rockhampton LGAs. 5 

LOCAL GOVERNMENT 
AREA ESTIMATES 
(PHIDU 2015 & 
2016) 

SUICIDE RATES 2010/14 SUICIDE RATES 2008/12 

Number Suicide 
numbers 
as % of 
PHN 

ASR per 
100,000 

Number Suicide 
number
s as % 
of PHN 

ASR per 
100,000 

CENTRAL 
QUEENSLAND PHN 

140 29% - 135 29% - 

Banana LGA 11 2% 17.68 7 1% 10.2 

Central Highlands 
LGA 

11 2% 7.51 14 3% 10.0 

Gladstone LGA 35 7% 12.03 35 7% 12.7 

Livingstone LGA * 
 
  
 
 

- - - - - - 

Rockhampton LGA 83 17% 15.81 80 17% 15.7 

Woorabinda LGA** - - - - - - 

*Not a local government area at the time 

** Could lead to identification due to small numbers 

Table 2 below (over the page) provides a summary of the age distribution of suicide cases 

for the regions. Among males, the highest suicide rate was seen in the 35–44 age group 

(36.9 per 100,000) and 45–54 year olds (32.1 per 100,000). Among females, reliable rates 

could not be calculated for all age groups due to small numbers. Taken together, the highest 

rate for all persons was observed in the 35–44 age group, 24.5 per 100,000 (Australian 

Institute for Suicide Research and Prevention p48). 

                                                           
4 Statistics ABS. Causes of Death, Australia, 2016. Canberra2017. 

5
 
Potts B, Kőlves K, O’Gorman J, De Leo D. Suicide in Queensland: Mortality Rates and

 
Related Data 2011–2013. Brisbane: Australian Institute for Suicide Research and 

Prevention 2016.
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On average, 41.5% of suicides in the whole of Queensland occurred in the age group 35–54 

years, with this percentage highest in Central Queensland HHS (47.2%), and lowest in 

Darling Downs HHS (32.7%). For the oldest age group (55+ year olds), the highest 

proportions were seen in the Sunshine Coast (47.4%), and the Wide Bay HHS (44.4%). The 

lowest proportion was observed in the Greater Western Queensland region (8.5%). 

Table 2    Broad age distribution of suicide incidence by geographic region, Queensland, 

2011–2013 

REGION <35 years (%) 35–54 years 
(%) 

55+ years (%) 

Cairns & Cape* 35.3 39.6 25.2 

Townsville 36.7 39.8 23.5 

Mackay 32.6 39.3 28.1 

Greater Western 
Queensland* 

55.9 35.6 8.5 

Central Queensland 33.7 47.2 19.1 
Wide Bay 21.2 34.3 44.4 
Sunshine Coast 16.4 36.2 47.4 

Metro North 30.7 43.6 25.7 

Metro South 33.2 42.4 24.3 
Gold Coast 24.9 47.1 28.0 

West Moreton 31.8 43.9 24.2 
Darling Downs 43.9 32.7 23.5 

Total Queensland 31.3 41.5 27.2 
*Cairns & Cape region consists of Torres & Cape HHS and Cairns & Hinterland HHS. Greater 

Western Queensland consists of North West HHS, Central West HHS and South West HHS. 

The impacts of suicide are immediate, far-reaching and long-lasting. This creates a ripple 

effect resulting in many people being impacted by, or exposed to, suicide and the pain it 

brings. The impacts are felt by families, friends, work colleagues and the broader 

community, who may struggle to support a person experiencing suicidal behaviour or to 

cope with the aftermath of a suicide. The number of people impacted by suicide is difficult 

to quantify, with one study finding that for every suicide six people identify as being 

bereaved by suicide. There are also significant impacts on service providers, particularly 

those providing support and treatment, and first responders such as police and ambulance 

officers. 6

                                                           
6
 Queensland Suicide Prevention Plan, Action Plan 2015-17. retrieved online 10 August 2018, https://www.qmhc.qld.gov.au/sites/default/files/wp-

content/uploads/2015/09/Queensland-Suicide-Prevention-Action-Plan-2015-17_WEB.pdf  
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5.0 Setting the scene 

The Central Queensland Suicide Prevention Plan will support the Central Queensland, Wide 

Bay, Sunshine Coast PHN in their role to commission community-based suicide prevention 

activities integrated with drug and alcohol services, mental health services and social and 

emotional wellbeing services. 

CQRH is well aware that within Central Queensland, each community and each local 

government area (LGA) has differing needs and capacity to support at risk members of the 

community and to respond to suicide or suicide ideation. Each of the six LGAs has their own 

suicide prevention plans, customised and tailored to the local context. A Steering 

Committee and Leadership Groups have been established. As the project lead, CQRH will 

work with the Steering Committee and Leadership Groups to evaluate and monitor progress 

during the implementation of the Plan to determine whether the actions we are taking are 

delivering the desired outcomes. CQRH will continue to adapt and improve our actions, 

taking into account any lessons learned through the monitoring and evaluation process. As a 

result, the medium to long term actions outlined in the Plan may need to be revised, in the 

context of evaluation outcomes and future investment priorities. 

6.0 Framework for Suicide Prevention 

Suicide is a significant issue globally and understanding of effective suicide prevention 

interventions has expanded considerably in the past few years. Strong evidence from 

overseas has demonstrated the benefits of combining effective strategies into an 

integrated, simultaneous approach to suicide prevention. 

The Australian Government has recognised that the people at risk of suicide are better 

supported through the implementation of evidence based and community focussed 

approaches to suicide prevention.  

LifeSpan involves the implementation of nine evidence-based strategies simultaneously 

within a localised area. This integrated systems approach is predicted to prevent 21% of 

suicide deaths and 30% of suicide attempts. 

6.1 The nine LifeSpan strategies 
LifeSpan involves the implementation of nine evidence-based strategies from population 

level to the individual, implemented simultaneously within a localised region. For successful 

delivery, all strategies require a thorough consultation and review process to ensure their 

relevance and tailoring to the local context and community. 

Recognising that multiple strategies implemented at the same time are likely to generate 

more successful outcomes due to synergistic effects. LifeSpan offers a data driven, 

evidence-based approach, setting it apart from current practise and raising the bar in 

suicide prevention. 
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The nine LifeSpan strategies are: 

1. Improving emergency and follow-up 

care for suicidal crisis. 

2. Using evidence-based treatment for 

suicidality. 

3. Equipping primary care to identify 

and support people in distress. 

4. Improving the competency and 

confidence of frontline workers to 

deal with suicidal crisis. 

5. Promoting help-seeking, mental 

health and resilience. 

6. Training the community to recognise 

and respond to suicidality. 

7. Engaging the community and 

providing opportunities to be part of 

the change. 

8. Encouraging safe and purposeful media reporting. 

9. Improving safety and reducing access to means of suicide. 
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7.0 Community Engagement Activities 

CQRH’s engagement activities have been based around the Black Dog Institute’ LifeSpan 

system approach to suicide prevention. More than 250 people have been directly involved 

in consultation activities to develop the plan. The activities have included ongoing face to 

face and email communication as well as attendance at meetings and workshops. A 

summary of the key activities is outlined below.  

 

•In November 2017, a 
desktop audit was 
instigated to identify 
existing suicide prevention 
programs/ groups in 
Central Queensland. 

•The scan included 
community groups, non 
government organisations, 
Government funded 
services and  professionals 
involved with suicide 
prevention. 

Environmental  

Scan 

•Consultations (email, 
telephone amd face-to-
face) with staff and key 
stakeholders working at 
organisations providing 
suicide prevention 
services.  

Consultation 

•In December 2017, an online 
survey tool was developed, 
based upon the Life Span 
Principles. 

•An email link was sent to all 
organisations collected during 
the environmental scan. 

•More than 150 responses were 
received from the survey. The 
results were shared at 
community meetings and the 
Co-Design workshops. 

Survey 

•In February 2018, service 
providers, consumers, 
local government and non-
government organisations 
in each LGA were 
encouraged to attend a 
meeting to discuss the 
development of the 
Suicide Prevention Plan. 

•59 participants attended 
the meetings representing 
50 organisations.  

Key stakeholder 
meetings 

•In April 2018, Co-Design 
workshops were held 
Biloela, Rockhampton, 
Yeppoon, Gladstone, 
Mount Morgan and 
Emerald.  

•134 participants attended 
representing 77 
organisations and separate 
community members 
attended. 

•Participants worked 
together to determine 
outcomes, actions and 
priorities for each LifeSpan 
strategy.  

•This information was used 
to prepare the action plans 
for each of the local 
government areas. 

Co-Design  

workshop 

•During community engagement 
activities, individuals and 
organisations nominated to be 
part of the Leadership Groups in 
each of the LGAs. 

•The Leadership Groups will ensure 
the activities identified in each of 
the LGA’s Suicide Prevention Plans 
are effectively implemented.  

•The Steering Group contains 
representation from each of the 
Leadership Groups, the Central 
Queensland, Wide Bay, Sunshine 
Coast PHN, Central Queensland 
Hospital and Health Services, 
General Practice, Lived Experience 
and non-government 
organisations. 

Steering Committee and 
Leadership Groups 
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8.0 Building Blocks for LifeSpan 
 Six components work alongside the implementation of the Life Span Principles. The six building 

blocks outlined below are the structures and processes put in place to enable implementation of 

LifeSpan strategies. The Central Queensland Community Suicide Prevention Action Plan’s objectives 

and actions incorporate the building blocks. 

 

Workforce 
information 

and 
development 

•Training 

•Mentoring  

•Innovative services 

Lived 
Experience 
inclusion at 
every level 

•Consultation and 
representation   

•Inclusion in service  
models 

•Awareness and 
promotion 

Cultural 
governance 

and inclusion 

•Leadership Group and 
Steering Committee 

•Broad local 
representation  

•Multidisciplinary 
networks 

Data driven 
decision 
making 

•Evidence based practice 

•Local suicide audit 
template 

•Annual reviews to 
compare regional data 

Local 
ownership 

and 
adaptation 

•Self-nomination for Local 
Leadership Groups  

•Collaboration 

•Genuine partnerships  

Community 
Engagement 

•Local training 

•Enhancing gatekeepers 

•Proactive media 

•Representation at 
community events 
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9.0 Central Queensland Suicide Prevention Action Plan 

 

CENTRAL QUEENSLAND SUICIDE PREVENTION ACTION PLAN 

 

STRATEGY 1 – IMPROVING EMERGENCY AND FOLLOW-UP CARE FOR SUICIDE CRISIS 
One of the strongest predictors of suicide attempt or death is a previous suicide attempt7. This suggests that it is vital to offer effective medical and 

psychological care when a person identifies as at-risk of suicide or post suicide attempt.   Available evidence demonstrates that access to high quality 

crisis care and follow up is a protective factor against further suicidal behaviour8. A recent review estimated that co-ordinated assertive after care has 

the capacity to decrease suicide attempts by 19.8% and suicide deaths by 1.1%.9 

Emergency care or crisis care for suicide related presentations (thoughts and attempts) occurs after the immediate medical response and stabilisation. 

Effective emergency care for suicidal crisis includes the provision of a comprehensive psychosocial assessment. The assessment includes establishing a 

person’s level of ongoing risk for suicide (risk assessment), conducting a comprehensive interview with the person gaining  a thorough understanding of the 

person’s life circumstances, and working  with the person to link them to appropriate ongoing care. 

                                                           
7
Christian E, Jensen BF. Risk of Repetition of suicide attempt, suicide or all deaths after an episode of attempted suicide, Australian Journal of Psychiatry 2001: 41:257-265 

8
 Kapur N, House A, Dodgson K, May C, Creed F. Effect of General Hospital Management on repeat episodes of deliberate self harm cohort study. BMJ 2002; 325:866-867 

9
 Krysinka K, Batterham PJ, Tye M, et al, Best Strategies for reducing Suicide Rates in Australia, Australian and New Zealand Journal of Psychiatry. 2011; 41(1):41-19 

Objective 1.1 : Best practice guidelines and training to emergency department (ED) and hospital staff are fully implemented 

Actions/Activities 
(How we will do it?) Lead Support 

Outcome measure 
(How we will  know when it has been achieved?) 

1.1.1 Monitor ED training in identifying suicidal patients and 
referral pathways to access mental health services. 

Steering 
Committee 

CQHHS Annual update on training provided and 
attendance by discipline and as a percentage of 
staff for each LGA shows above 80% of ED staff 
are trained in all disciplines. 

1.1.2 Advocate increasing a mental health presence within 
emergency departments   to provide appropriate expertise 
in assessment, treatment, referral and follow-up  

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

EDs have in place a list of providers accepting 
direct referral from ED departments for patients 
and families of those experiencing suicide ideation 
or requiring post-vention support. 
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Follow up care is essential for anyone who is at-risk of suicide. The evidence suggests that it is crucial to establish good therapeutic alliance and work with 
the person to choose the ongoing care they receive, and ensure the referral is established10. Establishing the referral includes the staff at the hospital clearly 
communicating with the follow up service and setting up an appointment within 24-72 hours of discharge from hospital.11Objective 2: A dedicated 
aftercare service to provide follow-up care for those who have made a suicide attempt is accessible across the region. This includes providing continuity 

                                                           
10

 NHMRC Centre of Research Excellence in Suicide Prevention(CRESP). Care after a suicide attempt. 2015 
11

 Hill NTM, Halliday L, Reavley NJ. Guidelines for Integrated suicide-related crisis and follow-up care in Emergency Departments and other acute settings. Sydney: Black Dog 
Institute; 2017 

1.1.3 Investigate the opportunity to extend access to emergency 
response training for GPs and other frontline support 
providers. 

Steering 
Committee 

CQHHS / PHN An education program is adapted from the current 
SRAM-ED program and available for GPs and other 
frontline support providers and provided at least 
once in each LGA. 

1.1.4 Monitor uptake of refresher training  for mental health 
workers based on local network/support. 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Amount of training provided 
 
Attendance by discipline for each LGA  is greater 
than 60% of staff attending refresher training 
annually 
 
 

1.1.5 Promote a positive culture focussed on establishing 
therapeutic relationships within emergency department 
environments. 
 

Steering 
Committee 

CQHHS An annual review of patient feedback is 
undertaken (with the patient’s consent) with pro-
active contact with those affected by suicide 
ideation suicide crisis, through an independent 
organisation. Note – Not sure how permissions 
are obtained from the consumer regarding this, 
needs a consent. 

1.1.6 Undertake benchmarking exercise to ascertain the use of 
peer support programs within emergency departments 
nationally. 
 
 

Steering 
Committee 

CQHHS Peer support programs are available and  
incorporated  within Emergency Departments in 
each LGA. 
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of care, coordination across services and strong follows up. 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

2.1.1 Review current levels of aftercare services across 
Central Queensland. 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Baseline is established for all services currently 
providing aftercare services. 

2.1.2 Develop and implement models of aftercare support 
across the region. 

Leadership 
Groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Each LGA has access to aftercare services which meet 
the needs of the local population 
 

2.1.3 Quarterly reporting on number of consumers 
supported through ISF follow up across districts 
 

Steering 
Committee 

CQHHS Quarterly collation and reporting on of ISF activity 
across districts 
 

2.1.4 Quarterly reporting on follow-up appointments and 
referrals post ED presentation 
 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Indicators reflect consumers have scheduled follow up 
appointments booked on discharge from ED 
Follow up is within 24 hours post discharge 
 

2.1.5 Include NGOs and people with lived experience in 
after care model (including a 24 hours rosters). 

Leadership 
Groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

An annual review shows each LGA has  inclusion of NGO 
and individuals   with Lived Experience  
Evidence of 24-hour access to support  

2.1.6 Develop training and resource programs to allow 
increased access to local after care services. 

Steering 
Committee 

CQHHS / PHN / CQU Training programs are accessible locally. Funding is 
available on an annual basis to support increasing the 
capacity of the aftercare workforce. 

 

Research has shown that care co-ordination and continuity of care provide significantly improved outcomes for the individual. To support this  systems are 

required  to enable the effective and efficient sharing of information in a timely manner .  The establishment of clinical networks  has shown effectiveness 

in  supporting change in clinical practice areas and responding to referrals.  (Not quite sure I’ve interpreted the language correctly) 

Objective 3: Meaningful information sharing between care providers is part of routine care. 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

1.3.1 Encourage the development of local multidisciplinary Leadership CQHHS / PHN / Each LGA establishes clinical networks, with a role in 
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networks and support professional development 
events. 

Groups Private and NGO 
Mental Health 
Service Providers 

local service planning and a calendar of professional 
development events focusing on Mental Health (these 
may be part of a broader clinical network). 

1.3.2 Encourage the development of local referral 
pathways and sharing of information between 
providers (including clarifying procedures following 
an attempt, in accordance with privacy legislation). 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Local referral pathways are developed which include 
access to all levels of care with sharing of information 
across all providers with patient consent. 

1.3.3 Provide locally developed resource packs to patients, 
family and carers who have been in contact with 
crisis care. 

Leadership 
Groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Resource packs are developed and available with 
information specific for each LGA. 

1.3.4 Support and promote the Central Queensland 
Community Suicide Prevention Network (CQSPN) 
which aims to reduce suicide and its impact in 
Central Queensland through education, conversation 
and collaboration. 

Leadership 
Groups 

CQSPN The CQSPN is supported and continues to develop its 
role across Central Queensland. 
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STRATEGY 2 – USING EVIDENCE-BASED TREATMENT FOR SUICIDALITY 
People living with Mental Illness are 30 times more likely to die by suicide than the general population.12 Although not all people who die by suicide have a 

mental health problem, and not all people with a mental illness are affected by suicidal behaviour, access to excellent mental health treatment represents 

an important strategy for suicide prevention. Psychological therapies have been shown to significantly reduce suicidal thoughts and behaviours.13 

Objective 2.1 : Evidence based interventions for suicidality are available across the region 
Actions/Activities 

(How we will do it?) 
Lead Support Outcome measure 

 (How we will know when it has been achieved?) 

2.1.1 Review current evidence based practice and develop 
and implement locally tailored actions to improve 
evidence based response. 

Steering 
Committee 

CQHHS / PHN Training in evidence based practice and resources 
to support evidence based practice are available to 
CQ based clinicians. 

2.1.2 Provide training in suicide prevention across health 
disciplines. 

Leadership 
Groups 

CQHHS / PHN Prevention of Suicide training is delivered across 
districts 
 

2.1.3 Ensure f evidence-based training packages such as 
ASIST/CALM are available within each LGA. 

Leadership 
Groups 

CQHHS / PHN / 
Training Providers 

Training packages and trainers for evidence based 
packages such as ASIST/CALM are available in each 
LGA. 

2.1.4 Partner with Central Queensland University to ensure 
mental health professionals are kept up to date via 
webinars/access to research. 

Steering 
Committee 

CQU Evidence that Local clinicians have access to training 
through webinars and research opportunities. 

2.1.5 Implement guidelines and resources (e.g, evidence-
based guidelines for the most effective treatments). 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

Review access to evidence-based guidelines and 
resources within all organisations providing 
psychological support or therapies completed. 

2.1.6 Develop access to 24 hours shared on-call to 
psychological support services for managing suicide 
ideations and suicide crisis. 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

l LGA’s have access to 24  hour on-call psychological 
support services. 

2.1.7 Encourage the use of proven telehealth and e-Mental Steering CQHHS / PHN / Resources are  developed and available to service 

                                                           
12

 Pompili M, Innamorati M, Raja M et al Suicide risk in depression and bipolar disorder: Do impulsiveness-aggressiveness and pharmacotherapy predict suicidal intent? 
Neuropsychiatric disease and treatment. 2008; 4(1):247-255 
13

 Hawton K, Witt G, Salisbury TLT, et al. Psychosocial interventions following self-harm in adults: a systematic review and meta-analysis. The Lancet Psychiatry. 2016; 
3(8):740-750 
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Health tools. Committee Private and NGO 
Mental Health 
Service Providers 

providers and community organisations supporting  
access to telehealth and e-Mental Health  

2.1.8 Implement  consent tools to enable better sharing of 
information between health services and  other support 
people (eg, family and friends). 

Steering 
Committee 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

An audit of consent procedures within all 
psychological service providers shows a process for 
informed consent which includes  health  providers, 
support organisations and support people (eg family 
or friends) 

2.1.9 Develop a referral listing, build and support local 
multidisciplinary networks (i.e. closing the gaps 
between primary care, allied health and the hospital 
system within each LGA).  

Leadership 
groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

A referral list (tool or website) is available for each 
LGA. Each LGA has a multidisciplinary clinical 
network. 

2.1.10 Develop a database of suicide prevention 
courses/training; train the trainers, online programs 
available within the region. 

Steering 
Committee 

PHN / CQU / 
Training providers 

 Database of available training, trainers and costs 
are available to all service providers and community 
groups within each LGA. 

2.1.11 Coordinate collaborative/integrated/multidisciplinary 
training programs across the region.  
Develop a Central Queensland suicide prevention 
training calendar.  

Steering 
Committee 

PHN / CQU / 
Training providers 

 CQ Suicide Prevention training calendar is 
developed. 
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STRATEGY 3 – GENERAL PRACTITIONER (GP) CAPACITY AND SUPPORT 
Many people experiencing suicidal thoughts or behaviours visit their GP in the weeks or days before suicide14. This means the GPs can play a vital role in 

suicide prevention. The aim of GP capacity building and support strategy is to help expand the skills, resources and networks for the GPs to identify and care 

for patients who are suicidal or may be at risk of suicide. 

Objective 3.1 : Primary care providers have access to skills, resources and support networks to help people in distress. 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

3.1.1 Deliver evidence-based training in Suicide Prevention to 
GPs. 

Steering 
Committee 

PHN, UQ Rural 
Clinical School, 
CQHHS, CQ Rural 
Health and other 
training providers 

GPs and Practice Nurses in all LGA’s have access to 
Suicide Prevention Training at least every second 
year. GP Registrars have suicide prevention training 
incorporated  into mandatory training. 

3.1.2 Encourage the use of e-Mental Health resources by 
linking GPs in with the e-Mental Health in Practice 
websites. 

Steering 
Committee 

PHN / General 
Practices 

A 12 month review shows more than  80% of GPs 
and practice staff are aware of available e-Mental 
Health resources and service providers. 

3.1.3 Lobby to increase Medicare rebate to psychological 
services for Mental Health Nurses. 

Steering 
Committee 

Mental Health 
Nurses, PHN, CQ 
Rural Health 

The Commonwealth is aware of the Suicide 
Prevention role and support Mental Health Nurses 
provide to patients with severe and persistent 
Mental Illness and other psychological disorders. 

3.1.4 Provide training to GP Practice staff/frontline staff (eg, 
ASIST, CALM) in recognising and identifying at risk of 
suicide. 

Leadership 
Groups 

PHN / CQHHS and 
Training Providers 

Training packages and trainers for evidence based 
packages such as ASIST/CALM are available in each 
LGA. 

3.1.5 Promote use of HealthPathways for referrals. Steering 
Committee 

PHN / General 
Practices 

 General practitioners and practice staff utilise 
HealthPathways  

3.1.6 Develop local services directories for each LGA (link to 
HealthPathways and Stepped Care). 

Leadership 
Groups 

PHN / CQHHS / 
Private and NGO 
Mental Health 
Service Providers 

Local Service Directories are available for each LGA. 
 

3.1.7 Support co-location of Mental Health Services, 
particularly within General Practice. 

Steering 
Committee 

PHN / CQHHS / 
Private and NGO 

General Practices have access to clinical providers 
willing to provide services from with the General 

                                                           
14

 De Leo D, Draper BM, Snowden J, Kolves K. Contacts with health professionals before suicide; missed opportunities for prevention? Compr Psychiatry. 2013; 54(7): 1117-
1123 
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Mental Health 
Service Providers / 
General Practice 

Practice or provide a shared care model for patients 
with mental health conditions. 

3.1.8 Inform primary care providers to the  value of and have 
access to Lived Experience practitioners locally. 

Leadership 
Groups 

PHN / General 
Practice and Lived 
Experience 
Practitioners 

General Practitioners and Practice staff have access 
to local lived experience practitioners who provide 
education and support. 
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STRATEGY 4 – TRAINING FRONTLINE STAFF TO BE COMPETENT AND CONFIDENT WHEN DEALING WITH 

SUICIDE CRISIS 
Frontline workers, such as police, emergency telephone operators, paramedics, and firefighters are often the first to respond when someone is in suicidal 

crisis. Australian statistics show high numbers of suicide deaths among emergency service personnel. 15 The World Health Organisation (WHO) recommends 

frontline workers should be able to recognise when someone is at risk of suicide, and have skills to de-escalate a mental health crisis.16 Effective 

communication in a suicidal crisis can ease confusion, depression, helplessness and hopelessness.17 

Objective 4.1: Front line workers have access to the training programs and support required to be competent and confident when dealing with suicide 
crisis. 

Actions/Activities 
(How we will do it?) Lead Support 

Outcome measure 
(How we will know when it has been achieved?) 

4.1.1 Advocate for policy changes to ensure suicide 
prevention/response training is mandatory  

Steering 
Committee 

Senior Managers of 
QAS / Police / Fire 
Brigade / SES / 
Mines Rescue and 
other First 
Responders 

Suicide prevention training is mandatory  for frontline 
service providers. 

4.1.2 QAS mentor education programs and implementations 
of Clinical Practice Guidelines for the management of 
suicidal patients and acute behavioural disturbances 
are addressed throughout the region. 

Steering 
Committee 

QAS Annual survey shows more than 85% of QAS staff are 
confident in the Clinical Practice Guidelines for 
management of suicidal patients. 

4.1.3 Offer evidence-based training to frontline staff. This 
will provide an opportunity to refresh or learn 
knowledge and skills e.g., provide ASIST and SafeTALK 
training to frontline workers. 

Leadership 
Groups 

QAS / Police / Fire 
Brigade / SES / 
Mines Rescue and 
other First 
Responders 

An annual review shows local front line staff have 
access to, and attend training programs and refresher 
programs. 

4.1.4 Representatives from local frontline workforce Leadership QAS / Police / Fire Local multi-disciplinary training and events includes 

                                                           
15

 NCIS. International Self-Harm fact Sheet: Emergency Services Personnel. http://www.ncis.org.au/wp-content/uploads/2017/11/Intentional-Self-Harm-Emergency-
Services-Personnel.pdf National Coronial Information System 
16

 WHO. Preventing Suicide : a resource for police, firefighters, and other first line responders. Geneva, Switzerland: World Health Organisation; 2009. 
17

 Lancaster PG, Moore JT, Putter SE, et al. Feasibility of web-based gate keeper training : Implications for suicide prevention. Suicide and life-threatening behaviour. 2014 
;44(5):510-523 

http://www.ncis.org.au/wp-content/uploads/2017/11/Intentional-Self-Harm-Emergency-Services-Personnel.pdf
http://www.ncis.org.au/wp-content/uploads/2017/11/Intentional-Self-Harm-Emergency-Services-Personnel.pdf
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participate in multidisciplinary events such as Experts 
Insight Forum. 

Groups Brigade / SES / 
Mines Rescue and 
other First 
Responders 

frontline workers. 

4.1.5 Provide access to culturally appropriate training 
programs. 

Steering 
Committee 
Leadership 
groups 

Training Providers 
CALD service 
providers 
Indigenous service 
providers 

A resource of culturally appropriate suicide 
prevention and mental health awareness is 
developed. 

4.1.6 Provide supervision and support/care to frontline 
workers. 

Steering 
Committee 

QAS / Police / Fire 
Brigade / SES / 
Mines Rescue and 
other First 
Responders 

An annual feedback shows frontline workers have 
access to local supervision and support/care. 

4.1.7 Monitor access to peer support programs including 
debriefing, and self-care. 

Steering 
Committee 

QAS / Police / Fire 
Brigade / SES / 
Mines Rescue and 
other First 
Responders 

An annual review shows the frontline services have 
access to peer support programs. 

 

In addition to individual skills the WHO also emphasise the need for strong links between frontline workers and other support services for facilitating care18. 

Indeed research shows that the most powerful tools for keeping someone safe in a suicidal crisis are compassionate listening and empathy.19 

Objective 4.2: Front line workers have access to professional networks to support competence and confidence when dealing with suicide crisis. 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

4.2.1 Investigate a co-responder model for mental health 
workers to support frontline workers dealing with 
mental health crisis. 

Steering 
Committee 

QAS / Police / PHN / 
CQHHS / Private and 
NGO Mental Health 
Service Providers 

A co-responder model is developed which will meet 
the needs of frontline service providers throughout 
the CQ Region. 

4.2.2 Local representatives from frontline organisations Leadership QAS / Police / Fire Networks are developed with Emergency Services 

                                                           
18

 WHO. Preventing Suicide : a resource for police, firefighters, and other first line responders. Geneva, Switzerland: World Health Organisation; 2009. 
19

 Smith AR, Silva C, Covington DW, Joiner Jr TE. An assessment of suicide-related knowledge and skills among health professionals. Health Psychology. 2014;33(2):110 
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are actively involved in the local suicide prevention 
working groups,   identifying emerging concerns or 
issues encountered by their colleagues. 

Groups Brigade / SES / Mines 
Rescue and other First 
Responders 

and frontline organisations in each LGA. 

4.2.3 Encourage feedback to frontline workers promoting 
empathy and evidence –based responses. 

Steering 
Committee 

QAS / Police / Fire 
Brigade / SES / Mines 
Rescue and other First 
Responders 

An annual review of patient feedback is undertaken 
with pro-active contact with those affected by suicide 
ideation suicide crisis, through an independent 
organisation. 

4.2.4 Develop localised information cards with support 
contact numbers for staff and consumers. 

Leadership 
Groups 

CQHHS / PHN / Private 
and NGO Mental 
Health Service 
Providers 

Information cards are available to staff and 
consumers. 
 

4.2.5 Ensure postvention referral service are accessible 
within 24 hours  

Leadership 
Groups 

CQHHS / PHN / Private 
and 
NGO/STANDBY/Mental 
Health Service 
Providers 

Postvention services are included in local referral 
pathways. A referral list (tool or website) is available 
for each LGA. 
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STRATEGY 5 – PROMOTING HELP-SEEKING MENTAL HEALTH AND RESILIENCE IN SCHOOLS 
Schools provide an effective way of reaching young people to prevent suicide and suicide attempts through the delivery of structured, evidence based 

programs. Some school based programs have been shown to reduce suicidal ideation and suicide attempts.20 Help seeking is an important factor in suicide 

prevention. As such, many school-based programs focus on increasing help-seeking behaviour and mental health literacy, and improving the knowledge of 

suicidal warning signs and help strategies.21 

Objective 5.1 : Schools delivering programs promoting help seeking and resilience 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

5.1.1 Map current help seeking and resilience programs 
provided and gaps within the region. 

Steering 
Committee 

Ed Qld (CQ)/ CQU/ 
PHN 

A resource is developed which provides information, 
resources and local training options for school based 
prevention programs. 

5.1.2 Provide training in suicide prevention to all school 
staff. 

Leadership 
Groups 

Schools/ Training 
Providers/ CQHHS 
PHN / Private and 
NGO Mental Health 
Service Providers 

An annual review shows all school staff has access to 
suicide prevention training and more than 70%  of 
staff have received training after 3 years. 

5.1.3 Encourage opportunities for Headspace to provide 
training and support to schools. 

Leadership 
Groups 

Headspace / 
Schools/Australian 
Rotary 

An annual review shows all schools have access to 
Headspace supported training programs. 

5.1.4 Monitor and support linkages between schools and 
public mental health services (CYMHS) through the 
use of Ed-LinQ positions and other partnerships. 

Leadership 
Groups 

Schools / CYMHS / 
Ed-LinQ 

An annual review shows all schools have access to 
linkages with Ed-LinQ programs. 

5.1.5 Ensure schools have up to date referral pathways so 
students at risk can be connected with appropriate 
professional care. 

Leadership 
Groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

A referral list (tool or website) is available for each 
LGA. 

5.1.6 Encourage peer skills school based peer support 
programs, SafeTALK to be taught to high school 

Leadership 
Groups 

Ed Qld (CQ) / 
Schools / PHN / 

An annual review shows all schools have access to 
and have implemented peer support and other 

                                                           
20

 Calear AL, Christensen H, Freeman A, et al. A systematic review of psychosocial suicide prevention interventions for youth. Eur Child Adolesc Psychiatry 2016: 25(5):467-
82 
21

 Cusimano, M.D., & Sameem, M. (2011). The effectiveness of middle and high school-based suicide prevention programs for adolescents: A systematic review. Injury 
Prevention, 17, 43-49 
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students and use of Mind Matters and Kids Matters 
materials as promotion materials in schools. 

Training Providers suicide prevention programs. 

5.1.7 Develop a planned train the trainer programs to 
ensure access to skills within schools in each LGA. 

Leadership 
Groups 

Ed Qld (CQ) / 
Schools / PHN / 
Training Providers 

An annual review shows all schools have access to 
train the trainer programs and have implemented 
peer support and other suicide prevention programs. 

5.1.8 Advocate for policy change to ensure peer support 
programs for students and teachers are supported in 
each school. 

Steering 
Committee 

Ed Qld (CQ) / 
Private Schools 

An annual review of regional policy shows peer 
support training and programs are provided in all 
schools. 

5.1.9 Support the active provisions of mental health 
services based in schools.  

Leadership 
Groups 

Ed Qld (CQ) / 
Schools CQHHS / 
PHN / Private and 
NGO Mental Health 
Service Providers 

An annual review shows all schools have access to 
mental health services which can be based within the 
schools. 

5.1.10 Advocate for the inclusion of resilience and suicide 
prevention training to be included in teacher training 
and professional development programs. 

Steering 
Committee 

CQU / Ed Qld (CQ / 
Schools 

A review of teacher training programs shows the 
inclusion of resilience and suicide prevention training 
and is accessible locally as ongoing professional 
development. 
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STRATEGY 6 – TRAINING THE COMMUNITY TO RECOGNISE AND RESPOND TO SUICIDILITY. 
Gatekeepers are individuals most likely to come in to contact with people at risk of suicide and who are therefore in the position to intervene. “Gatekeeper 

training” aims to equip these people with the skills to identify, recognise and respond to those at risk and assist them to seek appropriate help. Gatekeeper 

training has been recommended by the United Nations, the World Health Organisation and the existing academic literature as one of the most promising 

strategies for preventing suicide.22 Although there is little direct evidence that gatekeeper training can lead to decreases in suicidal behaviour, evidence 

shows that the gatekeeper training can increase awareness of suicidal risk factors, and improve suicide prevention skills, suicide knowledge and attitudes 

towards people with suicidal thoughts and behaviours.23 

Objective 6.1 : Communities have access to suicide prevention training so they can recognise and respond to suicidality. 
Actions/Activities 

(How we will do it?) Lead Support 
Outcome measure 

(How we will know when it has been achieved?) 

6.1.1 Monitor access to local delivery of train the trainer 
programs and ensure access to skilled providers in 
each LGA. 

Leadership 
Groups 

Training Providers An annual review shows all LGAs have access to and 
have implemented peer support and other suicide 
prevention programs. 

6.1.2 Monitor the availability and delivery of evidence-
based training in each LGA: 

 Online training courses (with option for face 
to face training). 

 Equipping helpers with local referrals and 
resources. 

 Providing ongoing support to maintain skills. 

 Subsidised training to aid attendance. 

 Local face to face and group education. 

Leadership 
Groups 

Community 
Organisations / 
Schools and Health 
Providers 

An annual review shows all LGA’s have access to 
evidence based training and the information is 
available to community members and organisations. 

6.1.3 Establish help (or gatekeeper) networks 
representatives of broad range of providers to help 
maintain and share knowledge, implement local 
programs in each LGA.  

Leadership 
Groups 

Community 
Organisations / 
Schools and Health 
Providers 

Gatekeeper networks are established in each LGA. 

6.1.4 Identify and engage employers in each LGA to 
encourage training to be provided in their 

Leadership 
Groups 

Employers and 
business groups 

Employers and business groups have completed 
Gatekeeper training in their organisations. 

                                                           
22

 Mann JJ, Apter A, Bertole J, etal. Suicide Prevention Strategies:a systematic review. Jama. 2005; 294(16);2006-2074 
23

 Isaac M, Elias B, Katz LY, et al. Gatekeeper training as a preventative intervention for suicide: a systematic review. The Canadian Journal of Psychiatry. 2009;54(4):260-268 
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organisations. 

6.1.5 Engage CQU to provide opportunities for the 
development of the locally community based training 
programmes and resources. 

Leadership 
Groups 

CQU CQU is able to support the development of community 
based training programmes. 
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STRATEGY 7 – ENGAGING THE COMMUNITY AND PROVIDE OPPORTUNITIES TO BE PART OF CHANGE. 
Community awareness campaigns aim to prevent suicide through targeting the general public to improve understanding of suicide and mental health 

problems, decrease stigma towards suicide and increase help-seeking behaviours. Such campaigns often include the use of mass media to promote key 

messages, such as television or radio advertisements, distribution of flyers, and newspaper articles. Community campaigns have been found to positively 

impact awareness, knowledge and attitudes toward suicide but have not been shown to influence suicide deaths or attempts. To enhance their impact, it 

has been recommended they be implemented as part of a wider multi-faceted prevention program, and that they seek to actively engage the community 

rather than rely on passive exposure. 24 

Objective 7.1 : Communities are actively engaged and supported to improve local awareness of suicide prevention  services and resources 

Actions/Activities 
(How we will do it?) Lead Support 

Outcome measure 
(How we will know when it has been achieved?) 

7.1.1 Develop a Central Queensland resource pack with 
details of training providers, online programmes and 
community education and information resources. 

Steering 
Committee 

PHN / Training 
Providers 

A training options resource (hard copy and web based) 
is available and updated annually. 

7.1.2 Local leadership groups to promote, broaden 
community engagement and participate in each LGA, 
including service, sporting events and other 
community activities. 

Leadership 
Groups 

Community groups, 
sporting and 
service 
organisations 

Suicide Prevention information is available or included 
in more than  3 events in each LGA annually.  

7.1.3 Engage and support the Central Queensland 
Community Suicide Prevention Network. 

Leadership 
Groups 

CQSPN All LGA’s have active members within the Central 
Queensland Community Suicide Prevention Network. 

7.1.4 Proactively communicate and engage with the local 
community using safe, targeted and consistent 
messaging to: 

 Build awareness of how to help someone 
who is facing a suicide crisis and where to get 
help. 

 Build awareness of the work being 
undertaken locally to improve suicide 
prevention and provide quality care to those 
in crisis. 

Leadership 
Groups 

Community groups, 
sporting and 
service 
organisations, 
schools, workplaces 
and other local 
business. 

Each LGA has in place a network of contacts to 
promote safe, targeted and consistent messaging. 

                                                           
24

 Torok, M, Calear A, Shand F, Christensen H. (2016). A systematic review of mass media campaigns for suicide prevention; understanding their efficicacy and mechanisms 
needed for successful behavioural and literacy change. Suicide and life-threatening behaviour. 



             

29 | P a g e  
 

 Provide clear actions that people can take to 
make a difference. 

7.1.5 Support community organisations to work with R U 
OK? (or another campaign message) to engage the 
local community through campaigns and events and 
help community members take the next step by 
completing online training. 

Leadership 
Groups 

Community groups, 
sporting and 
service 
organisations, 
schools, workplaces 
and other local 
business. 

Each LGA supports at least one campaign or event each 
year. 

7.1.6 Identify and support a range of ways for community 
members (including those with Lived Experience of 
suicide) to get involved in local suicide prevention 
efforts and the Central Queensland Suicide 
Prevention Group. 

Leadership 
Groups 

Community 
Members, People 
with Lived 
Experience 

Each leadership group includes a lived experience 
member and actively encourages community members 
to participate in suicide prevention initiatives. 

7.1.7 Identify and train a range of champions who can 
influence key stakeholders and communicate change 
to key groups and forums or act as spokespeople. 

Leadership 
Groups 

Community 
Champions 

Community champions are identified and active 
promoting suicide prevention initiatives within each 
LGA. 
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STRATEGY 8 – ENCOURAGING SAFE AND PURPOSEFUL MEDIA REPORTING 
Research has shown that media representations of suicide can lead to a “copycat” effect, otherwise known as a “Werther” effect, where exposure to 

depictions of stories of suicide through the media can lead to suicidal behaviours. To prevent such an effect, a number of countries have developed 

resources and guidelines to advise the media in responding to suicide. Primarily, these guidelines recommend the media not glorify, sensationalise or 

normalise suicide, provide information about health resources, avoid providing details about methods, avoid using stigmatising language (e.g. “commit 

suicide”) and avoid perpetuating myths about suicide. In Australia, the Mindframe National Media Initiative (Mindframe) engage in various activities 

including releasing guidelines, creating resources and running workshops for media and non-media professionals. Overall, the evidence for the impact of 

the guidelines on suicidal behaviour is limited, but collaborative approaches with media professionals is the creation and implementation of guidelines and 

training have been recommended for the greatest success. 25 

Objective 8.1 : Media reporting of Suicide in Central Queensland is delivered in a safe and purposeful way 

Actions/Activities 
(How we will do it?) Lead Support 

Outcome measure 
(How we will know when it has been achieved?) 

8.1.1 Provide Mindframe Plus media training to the local 
steering committee, key stakeholders and local media 
outlets and mental health organisations. 

Steering 
Committee 

Leadership 
Groups, Local and 
Regional Media, 
CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

An annual review show Mindframe Plus media training 
has been provided across the region with regular 
updates available locally and is attended by local media 
representatives. 

8.1.2 Take a proactive approach to media via 
communication planning and relationship building 
with local media. 

Leadership 
Groups 

Local and Regional 
Media 

An annual review show each LGA has included local 
media contacts in suicide prevention initiatives. 

8.1.3 Develop suicide response plans which include the 
information provided and reported in local media. 

Leadership 
Groups 

Local Media, PHN, 
CQHHS, and 
Frontline services 

An annual review shows each LGA has a media suicide 
response plan. 

8.1.4 Advocate for local media to engage with mental 
health providers to focus on positive mental health 
stories, shared lived experience with a positive focus 
and improving mental health wellbeing and skills 
within the community. 

Leadership 
Groups 

Local and Regional 
Media, CQHHS / 
PHN / Private and 
NGO Mental 
Health Service 

There is a positive mental health focus through local 
media more than  twice each year. 

                                                           
25

 Wang X, Media guidelines for responsible reporting of suicide: a review of effectiveness. Crisis: The Journal of Crisis Intervention and Suicide Prevention. 2012;33(4):190. 
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Providers 

8.1.5 Develop a bank of ‘experts’ mental health 
workers/people with Lived Experience to provide 
comments. 

Leadership 
Groups 

Local and Regional 
Media, Lived 
Experience / 
CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

An annual review shows local media have access to an 
expert group who provide information and comment as 
requested 

8.1.6 Actively engage with media to identify abuse of 
media/breach on reporting/breaking Code of 
Conduct. 

Steering 
Committee 

Local and Regional 
Media 

An annual review shows any abuse, breach is reported 
and followed up. 

8.1.7 Promote the use of “Stigma Watch”. Leadership 
Groups 

Local and Regional 
Media 

An annual review shows leadership groups and local 
media are aware of the role of “Stigma Watch”. 
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STRATEGY 9 – IMPROVING SAFETY AND REDUCING ACCESS TO MEANS OF SUICIDE 
Restricting access to means of suicide is considered to be one of the most effective suicide prevention strategies26. Significant declines in general suicide 

rates have been reported after restricting access to firearms, toxic domestic gas, pesticides, barbiturates, erecting safety barriers, and introducing ‘safe 

rooms’(which eliminate suspension points for hanging in prisons and hospitals.27 Means restriction seems to work because when individuals are prevented 

from using a preferred method of suicide, some will defer their attempt or use a less lethal means. The effectiveness of means restriction is quite strong in 

the case of restricting access to jumping sites and barbiturates. Structural interventions (e.g. barriers and safety nets at jumping suicide hotspots) resulted 

in a 28% reduction in all jumping suicides annually, with reduction in suicides outweighing substitution of means at other locations.28 

Objective 9.1 : Each LGA is supported to improve safety and reduce access to means of suicide 

Actions/Activities 
(How we will do it?) Lead Support 

Outcome measure 
(How we will know when it has been achieved?) 

9.1.1 Prepare a local suicide audit template and report 
using the best available data from multiple sources 
for each LGA. 

Steering 
Committee 

Leadership Groups 
/ Local Councils and 
First Responders 

Each LGA has completed a suicide audit and prepared 
responses to improve safety and reduce access.  

9.1.2 Combine the evidence base with the suicide audit 
to identify and guide local means of restriction 
opportunities. 

Leadership 
Groups 

Local Council / 
Business groups 
and community 
organisations 

Each LGA has completed a suicide audit and prepared 
responses to improve safety and reduce access. 

9.1.3 Identify potential actions on amenable means. This 
may involve working with local crisis services, 
police, ambulance, health services and other 
institution, suppliers, local council, media, 
politicians and others. 

Leadership 
Groups 

QAS / Police / 
CQHHS, Council  
and Media 

Each LGA has completed a suicide audit and prepared 
responses to improve safety and reduce access. 

9.1.4 Increase capacity to develop and support 
individuals safety plans 

 Reduce isolation. 

 Remove means. 

Leadership 
Groups 

CQHHS / PHN / 
Private and NGO 
Mental Health 
Service Providers 

An annual review shows each LGA has capacity to 
support individuals and implement local safety plans. 

                                                           
26

 Krysinka K, Batterham PJ, tye M, Shand F, Calear AL, Cockayne N and Christensen H. (2016). Best strategies for reducing the suicide rate in Australia. Australian and New 
Zealand Journal of Psychiatry. 50, 115-118 
27

 Mann J.J, Apter A, Bertolle J, Beatris A, Currier D, Haas A, hendin H, (2005) suicide Prevention strategies, a systematic review. Journal of American Medical association, 
294, 2064-2074.1 
28

 Pirkis J, Spittal MJ, Cox G, Robinson J, Cheung YTD, and Studdert D. (2013) The effectiveness of structural interventions at suicide hotspots: a meta analysis. International 
Journal of Epidemiology, 42, 541-548 
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 Identify “Safe Houses”. 

 Develop local response rapid support 
service. 

 After hours support services. 

9.1.5 Focus re-categorising some pharmaceutical 
products. Medication control for those with high 
risk where medications are managed and only 
dispensed weekly. 

Steering 
Committee 

Pharmacy Guild, 
GPs and local 
Pharmacies 

Pharmacies and GPs are aware of high risk medications 
and at risk persons and manage dispensing to reduce 
risk. 

 


