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Definition and scope of this enabler 
 
The aim of this enabler is to lay the groundwork for the National Suicide Prevention 
Workforce Strategy by outlining priority actions that are needed now to build the capability of 
workforces in suicide prevention. The Workforce Strategy will adopt a broad definition of the 
suicide prevention workforce that reflects the importance of a whole-of-community 
approach to suicide prevention and is inclusive of people who are likely to interact with, or 
make decisions that affect, someone who might be vulnerable to suicide. 
 
What are the key issues? 
 
Key workforce challenges in suicide prevention are: 

 
- The Australian suicide prevention sector is experiencing pervasive workforce 

shortages, across clinical, non-clinical, and peer workforces (reported by 83% of 
sector agencies) which are exacerbated by increased service demand and driven up 
through pandemic and economic (housing affordability, cost of living) pressures, as 
well as associated social and employment-related drivers of distress (1, 2, 3). 
 

- The traditional sector reliance on the clinical workforce at the point of acute crisis (in 
emergency, primary care, and mental health service settings) is insufficient to 
address the magnitude of this problem and the nature of its underpinning drivers (4, 
5). Simultaneously, moving beyond traditional perceptions of suicide prevention as 
the remit of health and crisis services requires recognising and articulating the 
broader roles and responsibilities across a broader understanding of the suicide 
prevention workforce. 
 

- A whole-of-community and public health approach to suicide prevention (6), which 
increasingly addresses the social and upstream determinants of suicide, therefore 
requires strengthening workforce capacity both within and beyond the sector to 
develop the capability of wider community and societal stakeholders across different 
roles and settings (including peers, community members, gatekeepers, frontline 
workers, and government staff) in effective suicide prevention. 
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What is currently happening (in Australia)? 

 
- Suicide prevention workforce issues have been recognised in key national policy 

documents and reports and there is considerable momentum to build workforce 
capacity (2, 3, 5, 7). 
 

- Current Australian approaches to workforce planning and capacity building in suicide 
prevention are disjointed and not concerted, involving varied frameworks and 
stakeholders at agency, sector, regional, state/territory, and national levels. 
 

- Workplace-based approaches to suicide prevention capacity building at individual 
agency-level or within specific industry settings are important and well established in 
Australia (8, 9) but not a substitute for overarching sectoral workforce strategy, 
frameworks, and planning. 
 

- There is a plethora of relevant existing training courses and providers available that 
can be leveraged to build capacity but very little systematic data to ascertain the 
profile, capability, levels, as well as training and support needs of the diverse suicide 
prevention workforce. 
 

- Variable progress has been made in developing and implementing core competency 
and qualification frameworks for specific workforce groups and settings. 
 

- There is wide recognition of the important role of people with lived experience in 
service design and delivery, along with considerable momentum to foster lived 
experience peer workforce roles, yet also some way to go in fully developing and 
effectively integrating required peer workforce capacity across a wider range of 
sector settings. 

 

What are the critical gaps and where should efforts be focused 
(in Australia)? 

 
- A designated National Suicide Prevention Workforce Strategy will advance concerted 

and strategic workforce planning and development across jurisdictions, sectors, and 
settings, in alignment with presenting community needs, to ensure required future 
workforce supply and capability to effectively prevent suicide in Australia. 
 

- National and jurisdictional workforce planning requires current and systematic 
workforce data. To facilitate effective future workforce planning and development, it 
will therefore be important to profile the diverse suicide prevention workforce across 
relevant sectors to better understand its size, capabilities, diverse experiences, work 
roles and settings, as well as associated training, development, and support needs. 
 

- The National Mental Health Service Planning Framework (10) already informs 
national and jurisdictional modelling of mental health workforce supply and demand; 
and is currently being expanded to inform suicide prevention workforce and service 
planning. 
 



Evidence Brief Enabler 4 (Final – 30 May 2023)            3 
 

- To underpin concerted workforce capacity building and development, it will be 
essential to implement core competency standards for the suicide prevention 
workforce in key roles and settings, including competencies for understanding and 
addressing social determinants. 
 

- Existing key workforce challenges and expert consultation feedback (EC) highlight 
the need for increased investment and training to build the capacity of a diverse 
suicide prevention workforce across clinical, non-clinical and community settings. 
 

- In line with this, it is essential to ensure appropriate diversity and make-up of the 
workforce so that it is equipped to better engage with groups disproportionately 
impacted by suicide, whilst expanding participation into relevant broader sectors and 
domains beyond health. 
 

ENABLER 4 ACTIONS 
 
Action 1 
Develop a National Suicide Prevention Workforce Strategy 

 
Define action 
 
Building on the National Suicide Prevention Strategy and related workforce strategies, the 
NSPO will lead the development of the National Suicide Prevention Workforce Strategy. The 
Workforce Strategy will identify priorities to build and sustain a capable suicide prevention 
workforce by: i) identifying the broad range of workforces that have a role in suicide 
prevention; ii) identifying mechanisms and priorities for resourcing the work required to 
attract, train, maximise, support and sustain an effective suicide prevention workforce; iii) 
progressing consistent approaches to developing the suicide prevention capability of 
workforces through competency frameworks, resourcing for training and implementation 
support for organisations; iv) supporting the expansion and integration of the suicide 
prevention peer workforce; v) making recommendations to enhance organisational and 
workforce capacity for culturally safe and inclusive suicide prevention; and vi) identifying 
opportunities to address system issues that limit the ability of services to provide best-
practice care, inclusive of factors such as resourcing and workforce culture. 
 
Evidence for the action and possible sub-actions 
 
At present, there are no existing international examples of standalone national suicide 
prevention workforce strategies. Notwithstanding this lack of benchmarks, the Australian 
Suicide Prevention Workforce Strategy is therefore bound to be the first national strategy of 
its kind in the world. 
 
While broader national suicide prevention strategies typically incorporate training and 
education components (11), the mere inclusion of these capacity building components in 
national strategies has so far not been linked to changes in suicide rates (12). 
Current suicide prevention strategies in Australian jurisdictions also incorporate priority 
actions for workforce development and support (13). In Tasmania, this included a 
designated suicide prevention workforce development and training plan, which set out key 
actions to support priority workforces and groups to provide effective and compassionate 
care and support to people experiencing suicidal thoughts and behaviours (14). However, 
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while jurisdictional strategies and plans include indicators and are subject to regular review, 
evidence regarding their implementation and impacts is currently lacking. 
 
Broader national and jurisdictional workforce strategies and policies of relevance to mental 
health provide useful models to inform national workforce strategy development in suicide 
prevention (1, 15). Yet, despite the overlap in workforces considered, specific suicide 
prevention workforce components are largely absent in mental health strategies, further 
underscoring the benefits of a designated national suicide prevention workforce strategy. 
 
Things we can build upon  
 
Development and implementation of the National Suicide Prevention Workforce Strategy 
should actively build on and integrate with other existing national and jurisdictional 
workforce strategies of relevance to suicide prevention. Specifically, linkages between 
national mental health and suicide prevention workforce strategies should be clearly 
articulated (in terms of workforce overlaps, competency frameworks, workforce planning, 
development, and support mechanisms) to ensure that these can optimally integrate, 
complement, and reinforce each other. Monitoring and evaluation are further key to 
demonstrating ongoing implementation progress and impacts. 
 
Action 2 
Develop a competency framework, training and implementation guidance to build the 
suicide prevention capability of government staff 
 
Define action 
 
Develop a competency framework for government staff involved in development of policy 
and making funding decisions related to suicide prevention to build core knowledge about 
how:  

i) policy and funding can support suicide prevention and avoid contributing to 
suicide risk.  

ii) to effectively partner with people with lived experience of suicide to inform policy 
and funding.  

iii) to incorporate cultural safety and inclusivity into suicide prevention policy and 
funding.  

iv) to improve monitoring and evaluation of suicide prevention programs to measure 
outcomes and support continuous improvement.  

v) to improve data collection to build understanding of community needs and 
inform policy and funding decisions.  

vi) to support coordination and prioritisation of research to build the suicide 
prevention evidence base.  

Amend available or develop new suicide prevention training for the government workforce 
aligned with the competency framework that incorporates (or builds on) the Shifting the 
Focus tool. 
 
Evidence for the action and possible sub-actions 
 
A scan of the literature indicates that designated competency frameworks or training 
programs for this specific target group (government staff in policy and funding roles) are 
unlikely to exist already. Nevertheless, several generic competency frameworks of relevance 
to suicide prevention outline broadly applicable core competencies and basic knowledge 
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and skill requirements for diverse roles, which can be used as a starting point and further 
tailored or expanded as needed: 
 

- The Shifting the Focus report (7) outlines workforce categories and competencies 
required for government and public sector agencies, which are primarily aimed at 
direct service staff (in clinical, frontline, and community settings), while basic 
competencies (e.g., general awareness and knowledge) also apply to policy and 
funding roles. 
 

- The Suicide Prevention Competency Framework (8) outlines non-clinical suicide 
prevention competencies across four key domains (induction and continuous 
development, knowledge, safe communication, and collaborative support). These 
useful foundational competencies have broad workplace applications but are not 
directly aimed at policy/funding roles. 
 

- England’s Self-harm and Suicide Prevention Competence Framework (16) outlines 
three parallel frameworks of professional self-harm and suicide prevention 
competencies for working with children/young people, adults/older adults, and the 
wider public/community. While these have implications for training curricula, 
organisations, clinical governance, supervision, and research, they are primarily 
aimed at guiding service delivery. 
 

- Scotland’s Knowledge and Skills Framework for Mental Health Improvement, Self-
Harm and Suicide Prevention (17) provides an example of an integrated national 
knowledge and skills framework that caters for both mental health and suicide 
prevention workforces. It sets out four graded knowledge and skills levels specific to 
a person’s role in relation to mental health improvement and the prevention of self-
harm or suicide (informed, skilled, enhanced, and specialist). Beyond the informed 
level, the specialist level is arguably the most relevant to articulating competencies 
of government staff in policy and funding roles. 
 

- The Australian Public Service Mental Health Capability Framework (18) provides a 
systems-based approach to building mental health and suicide prevention capability 
within public service agencies underpinned by six evidence-informed domains 
(prevent harm, promote mental health, support recovery pathways, build literacy and 
develop capability, leadership and governance, and evaluate and improve). These 
competencies are broadly compatible with (albeit not specific to) government 
policy/funding roles and supported by a suite of e-learning modules of primary 
relevance for direct service staff and workplace peer workers. 
 

- The U.S. Core Competencies for Suicide Prevention Program Managers (19) outline 
eleven competency areas (including specific knowledge, practices, and skills) that 
underpin successful suicide prevention programs and which can help maximize 
program impact. Directly informed through the ongoing implementation of a large 
national program of community-based suicide prevention initiatives, these core 
competencies provide key parameters to guide program commissioning, 
management, and quality improvement. 

 
Evidence regarding the application of suicide prevention competency frameworks is scant, 
requiring further evaluative efforts in developing and implementing core competencies for 
this target group. 
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Things we can build upon  
 
In addition to the above competency frameworks, existing Australian suicide prevention 
policy and guidance documents can inform the development of specific core competencies 
for government staff in pivotal positions to foster effective lived experience partnerships 
(Enabler 2) (5, 20); cultural safety and inclusivity (21, 22, 23); as well as program evaluation, 
data collection, and research (Enabler 3) (7, 24) in the wider sector. Policymaking and 
service commissioning decisions should generally be guided by the current evidence base in 
suicide prevention (6), best-practice service quality standards (25) and accreditation 
programs (26), whilst harnessing innovation. 
 
Action 3 
Conduct an evaluation of existing suicide prevention training options and their suitability 
for use in upskilling frontline government and community service staff. 
 
Define action 
 
Evaluate existing suicide prevention training options and their suitability for use in upskilling 
frontline government and community service staff across key sectors and priority settings 
(including financial, employment, relationship, legal, disability support and aged care 
services) to:  

i) identify suicide prevention competencies required of frontline staff in 
different roles and settings. 

ii) assess existing suicide prevention training against identified competencies.  
iii) recommend which suicide prevention training is best suited for different 

settings. 
iv) identify gaps where current training does not address required competencies.  
v) provide recommendations to efficiently address identified gaps (i.e., 

developing additional modules or tailoring training). 
 
Evidence for the action and possible sub-actions 
 
National suicide prevention program directories reveal a plethora of relevant existing training 
options for frontline government and community services staff in key touchpoint roles, both 
in Australia (27) and internationally (28). These training programs incorporate varied training 
contents, formats, and modalities aimed at specific target workforces and audiences. The 
extent to which training programs are aligned with existing competency frameworks varies.  
A growing number of training programs seek accreditation and meet national quality 
standards (26). 
 
Systematic literature reviews of non-randomised studies indicate that gatekeeper training 
can positively affect the knowledge, skills, and attitudes of trainees regarding suicide 
prevention (29), while the evidence from randomised controlled studies regarding trainee 
knowledge, appraisal, and self-efficacy remains equivocal (30). Longer term training 
outcomes which exhibit the strongest endurance effect include trainee knowledge and self-
efficacy, while gatekeeper attitude, behavioural intentions, and behaviours indicate only a 
weak training effect with poor translation into practice (31). More narrowly focused literature 
reviews of gatekeeper training aimed at teachers and parents supporting adolescents (32, 
33) have shown similar gains in terms of gatekeepers’ knowledge, self-efficacy, skills, and 
likelihood to intervene, while evidence of improvement in attitudes and behaviours remains 
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mixed. A suicide prevention training review focused on pharmacists equally indicated a lack 
of evidence on long-term effectiveness (34). 
 
Part of the challenge in demonstrating consistent training outcomes relates to varied study 
designs and outcomes assessed, as well as underpinning differences in target workforces, 
audiences, format, and content of training. This highlights the benefits of a greater 
standardisation of training core components (35) and the adoption of minimum competency 
standards (36) in suicide prevention training for different roles and settings. Suitable training 
formats and the creation of supportive organisational environments are key to effective 
translation of learning outcomes into practice. 
 
Things we can build upon  
 
While systematic evidence on suicide prevention training for specific frontline government 
and community services staff in key touchpoint roles and settings is lacking, existing 
training programs can be tailored to articulate core competencies for such roles and 
settings, in alignment with generic suicide prevention competency frameworks for non-
clinical direct service staff (see Action 2). 
 
Workplace-based suicide prevention competency frameworks and training programs for 
high risk industries are well established in Australia (8, 9), highlighting ideal settings in which 
training can be implemented among a suite of measures to create supportive work 
environments (37) and facilitate effective training transfer into practice (38). 
 
Building on current policy directions (7) and evidence regarding the critical role of social 
determinants and upstream factors for suicide and its prevention (39, 40, 41), it will be 
essential to consolidate the evidence in this area and develop related competencies for 
understanding and addressing social determinants. 
 
Expert consultations further indicated that relevant existing suicide prevention training 
programs could be leveraged and made available widely (and ideally freely) for community 
members, peer workers, teachers, students and parents, allied health workers, and high-risk 
workplaces. 
 
Action 4 
Support the growth, development and integration of the suicide prevention Lived 
Experience (peer) workforce. 
 
Define action 
 
In advance of the national suicide prevention workforce strategy, progress work to support 
the growth, development and integration of the suicide prevention Lived Experience (peer) 
workforce through:  

i) defining training requirements and ongoing professional development options; 
ii) improving accessibility of training options; 
iii) articulating scope of practice and career pathways; and 
iv) developing resources to support organisational change to build and maintain a 

safe and inclusive organisational culture for the Lived Experience (peer) 
workforce. 
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Evidence for the action and possible sub-actions 
 
There is widespread recognition of the important roles that people with lived experience play 
in designing (42) and delivering (43) suicide prevention support services along with 
considerable sector and policy momentum to foster the growth, development, and 
integration of the lived experience workforce in Australia (5, 20) (Enabler 2). Accordingly, 
seminal frameworks and national guidance are now available to support lived experience 
workforce development (20, 44, 45), while training and capacity building initiatives are 
delivered through national lead agency Roses in the Ocean (46) and other providers (26, 47, 
48). Despite these important strides over recent years, critical challenges remain in terms of 
building required lived experience workforce capacity across the wider sector and effectively 
integrating and supporting such roles within varied organisational and practice settings 
beyond clinical and acute mental health services (49). 
 
Current literature reviews indicate that peer-based support programs (43, 50) and 
coproduced community interventions (51) show some promise in addressing suicide risk, 
facilitating support access, engagement and satisfaction, and giving voice to lived 
experience. Simultaneously, a distinct evidence gap remains regarding their ultimate 
effectiveness in changing suicidality outcomes, which requires further research to underpin 
future program rollout and delivery. 
 
Lived experience peer work brings unique qualities to the support relationship, which require 
both courage in showing vulnerability, and a good balance of authenticity and disclosure 
with selfcare and boundaries (52). Thus, peer work can be emotionally challenging and 
draining and therefore requires ongoing peer network, system-level, and workplace support 
(53). 
 
Training needs and requirements identified for the lived experience peer workforce in suicide 
prevention are both unique and overlapping with broader mental health peer work (20). 
These include four main areas related to (1) personal wellbeing and self-care, (2) supporting 
others, (3) systems knowledge and navigation, and (4) disclosing suicidality and telling one’s 
story (53). 
 
Ongoing training, professional development, and career pathways have been advocated for 
the broader lived experience workforce (20, 53, 54). A suite of lived experience peer 
workforce training programs and capacity building initiatives is now being provided by 
national lead agency, Roses in the Ocean (46), guided by a framework to foster lived 
experience engagement, partnership and integration (44). While the evidence on lived 
experience involvement in training in other sectors has been mixed (55), early evaluations of 
lived experience peer workforce training programs in suicide prevention have shown 
promise in increasing participant knowledge and confidence (56). Beyond available 
foundational and more advanced training programs, formal qualifications specific to suicide 
prevention lived experience work, such as the related Certificate IV in Mental Health Peer 
Work, are currently lacking, as are designated competency frameworks to guide training and 
development. The Suicide Prevention Peer Workforce Development Service provided by 
Roses in the Ocean offers a nationally available suite of resources and training to strengthen 
the capacity of the emerging suicide prevention peer workforce and facilitate its active 
integration and support across wider organisational and sector settings (46). 
 
To facilitate effective future workforce planning and development, it will be important to 
profile the emerging lived experience peer workforce in Australia to better understand its 
size, varied lived experiences, capabilities, work roles and settings, as well as training, 
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development, and support needs. Expert consultations also highlight the need to strengthen 
the lived experience workforce and peer-led suicide prevention approaches, including 
through appropriate training and support structures that facilitate their roles, as guided by 
the research evidence. 
 
Things we can build upon 
 
Australia has made significant strides in establishing lived experience peer work 
frameworks and capacity building initiatives, and key lead agencies in this space are doing 
fantastic work (46, 57, 58) that deserves to be further strengthened to help overcome 
presenting challenges to fully develop, support and effectively integrate lived experience 
capacity across a wider range of sector settings. 
Building on existing review findings, robust future evaluations of peer support programs are 
needed to examine program effectiveness in terms of suicidality outcomes along with lived 
experience defined indicators of program acceptability and success (43, 50, 51). 
 
Action 5 
Develop national guidelines for assessment, management and prevention of self-harm. 
 
Define action 
 
Develop national guidelines for assessment, management and prevention of self-harm. 
 
Evidence for the action and possible sub-actions 
 
In Australia, current national guidelines for the assessment, management, and prevention of 
self-harm are largely designed to govern clinical practice and service delivery. Evidence- and 
consensus-based practice guidelines for the management of deliberate self-harm were 
issued by the Royal Australian and New Zealand College of Psychiatrists in 2016 (59). 
National Safety and Quality Health Service (NSQHS) Standards specify expected standards 
of care for health service organisations relevant to predicting, preventing and managing self-
harm and suicide (60). At state-level, clinical practice guidelines have been issued by the 
Victorian Department of Health for emergency departments and mental health services in 
2010 (61), and by Queensland Health for clinical teams and leaders in mental health alcohol 
and other drugs services in 2021 (62). Additional guidelines for specific subpopulations 
exist to inform culturally appropriate psychosocial assessment of Indigenous Australians 
who are presenting to hospitals (63) and clinical and community service provision to 
LGBTQA+ young people (64). 
 
Internationally, national guidelines also exist in other English-speaking countries, including 
the UK (65) and the USA (66). Arguably, the most current and comprehensive set of 
evidence-based national guidelines have been issued by the National Institute for Health and 
Care Excellence (NICE) in the UK in 2022 (65). Informed by systematic literature reviews, 
these guidelines cover a broad spectrum of self-harm assessment, management and 
recurrence prevention activities for children, young people and adults, and are applicable to 
all sectors that work with people who have self-harmed. RANZCP practice guidelines 
previously endorsed NICE guidelines for the clinical management of self-harm. 
 
There is limited evidence on the implementation of national practice guidelines for self-harm 
prevention and management and outcomes are mixed to encouraging. One cross-sectional 
survey in the UK indicated widespread awareness of NICE guidelines (85.6%), lesser in-depth 
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understanding (24.3%), and fair adoption (43.9%) among health professionals (67), while 
other studies have highlighted considerable awareness gaps in specialty settings (68) and 
even examples of malpractice contrary to existing guidelines in primary care (69). One 
national study in the UK demonstrated that the implementation of national 
recommendations in mental health services reduced suicide rates (70). Other types of 
national suicide prevention guidelines relating to media reporting have also been shown to 
be both effective in reducing suicide as well as cost-effective (71). 
 
International benchmarks, particularly UK NICE guidelines, highlight the currency of 
evidence-based guidance and broad scope of application (to clinical and non-clinical 
settings) as key considerations for national guideline development in Australia. National 
guideline development is a major undertaking that can be facilitated by building on existing 
guidelines and evidence syntheses and which should be complemented by ensuring 
widespread guideline dissemination and adoption. 
 
Things we can build upon  
 
The blueprint paper (6) on suicide and self-harm advocates a consistent terminology and 
public health approach to suicide prevention that can underpin national guidance. Existing 
benchmark guidelines and evidence reviews can be harnessed to inform the scope and 
contents of national guidelines and be built upon to streamline development. Since 
guidelines are not ends in themselves these require active dissemination and 
implementation efforts as well as review and monitoring to ensure the adoption and 
improved quality and outcomes of suicide prevention practice (72, 73). 
 
Action 6 
Build capability and provide resourcing for general practitioners. 
 
Define action 
 
In advance of the national suicide prevention workforce strategy, build the capability and 
provide resourcing for general practitioners by:  

i) subsidising access to CPD accredited suicide prevention training specific for 
GPs. 

ii) adding a Medicare Benefits Scheme (MBS) item for the development and review 
of safety plans. 

 
Evidence for the action and possible sub-actions 
 
Systematic literature reviews have established the effectiveness of suicide prevention 
education and training for general practitioners with regard to ultimate outcomes of 
lowering suicide rates and suicidal behaviours in the general adult and patient populations 
(74), including some indication of improved proximate training outcomes in increasing 
practitioner knowledge, confidence, attitudes, and skills (75). While GP training formats and 
contents vary widely, and there is no international consensus on effective GP training 
practices (76), broader clinical workforce training guidelines do exist (77). Moreover, several 
GP-focused or relevant suicide prevention training programs are available in Australia which 
meet national quality accreditation standards (26, 27). 
 
GPs have an important role to play in suicide prevention (78), yet current evidence from 
controlled studies remains equivocal on the effectiveness of GP-delivered suicide prevention 
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interventions (79). Specifically, the evidence does not support the routine use of suicide risk 
screening instruments in general practice (80). RACGP guidance rather recommends that 
GPs should be alert for higher-risk individuals and the possibility of suicide in these patients 
(81), and complement suicide risk assessment with evidence-based safety planning and 
ongoing care considerations (82, 83). 
 
International studies have identified GP training needs in suicide prevention (84, 85, 86, 87, 
88, 89), however a lack of systematic data on the suicide prevention capacity of Australian 
GPs (90) makes it difficult to ascertain current practices, training needs and gaps. Australian 
GP mental health training standards strongly recommend completion of suicide prevention 
training as part of ongoing professional development (91), while GP mental health core 
curricula and competencies are more explicit about suicide risk assessment (92) rather than 
safety planning or management (93). RACGP accredited mental health training courses are 
accessible to members only (94) and were not reviewed for suicide prevention content. 
Further, little public information is available on GP suicide prevention training completion 
rates or the impact of training subsidies on GP training uptake. 
 
A key driver to embed evidence-based practices in primary care is the ability for GPs to bill 
activities through Medicare Benefits Scheme (MBS) items. At present, the MBS includes no 
designated items focused on suicide prevention activity (beyond generic mental health care 
items such as the GP management plan, GP mental health treatment, psychological therapy 
services, or focussed psychological strategies) (95). As noted, safety planning is regarded 
an effective evidence-based suicide prevention intervention (83). Pending a pathway to 
incorporate suicide prevention activities within generic existing MBS mental health care 
items, the introduction of a designated MBS item for the development and review of safety 
plans would therefore be consistent with current evidence and could facilitate the broader 
uptake of this potentially life-saving practice among GPs and patients. 
 
Things we can build upon  
 
In the absence of systematic data on the suicide prevention capacity and training needs of 
Australian GPs, GP training and capacity building initiatives should be guided by existing 
evidence on effective interventions (74), clinical practice guidelines (81, 82, 96, 97), and 
facilitate CPD accreditation. A systematic appraisal of GP suicide prevention practices and 
training needs (potentially conducted with relevant professional bodies) is key to informing 
the future direction of targeted GP training and capacity building in suicide prevention. 
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