
Evidence Brief Focus Area 3 (Final – 30 May 2023)            1 
 

Evidence Brief 
 
Focus Area 3: Empowering earlier intervention. 
 
Dr Bridget Kenny1, Prof Jo Robinson1, Dr Bridget Bassilios2, Dr Lennart Reifels2, Dr Angela Clapperton2, 
Dr Jaelea Skehan OAM3, Dr Karolina Krysinska2, Dr Karl Andriessen2, Dr Danielle Newton2, Dr Anna 
Ross2, Prof Nicola Reavley2, A/Prof Dianne Currier2. 
 

Definition and scope of this focus area  
 
Empowering earlier intervention involves identifying individuals who are at heightened 
vulnerability for suicidal distress, providing brief support and facilitating access to specialist 
care, with the overarching aim of reducing the likelihood of escalation. This requires a 
coordinated approach from government and non-government services as well as broader 
community touchpoints associated with known periods of heightened vulnerability to 
suicide, such as situational stressors or navigating life transitions (1).  
 

What are the key issues?   
 
Australia’s current approach to suicide prevention operates through a clinical health lens, 
with a focus on responding to an acute suicidal crisis. Structural change is required to shift 
the focus from reactive interventions to a prevention-focussed approach that responds to 
distress early (1). This requires a whole-of government approach that includes cross-
sectional action and social participation (2).  
 
Efforts must be made to proactively look for signs of distress, particularly for individuals 
who may be at heightened vulnerability to suicide, rather than relying on individuals to seek 
help. This involves capacity building across government services and community settings 
associated with known periods of vulnerability (e.g., education settings, financial institutes). 
Opportunities to utilise digital technologies, including social media platforms, to proactively 
look for signs of distress must also be explored. It is paramount that these interventions 
apply an equity lens with specified training for individuals who work with populations 
disproportionately impacted by suicide including Aboriginal and Torres Strait Islander 
people,  the LGBTQIA+ community, individuals from culturally and linguistically diverse 
backgrounds and veterans (1). 
 
Evidence suggests some of the greatest opportunities to empower earlier intervention are 
with adolescents and young people, and strategies that proactively target young people 
where they ‘live, work and play’ must be implemented to maximise this potential. Given 
adolescents spend much of their time at school, capacity building in the school environment 
is important. Educators should be empowered with the knowledge, skills and physical 
resources to identify and respond to an adolescent experiencing suicidal distress. Expert 
Consultations endorsed this approach. 
 
Empowering earlier intervention also involves restricting access to the means of suicide and 
preventing the dissemination of harmful suicide-related information. The World Health 
Organisation suggest many suicides happen impulsively and means restriction can increase 
the opportunity for intervention (3). A comprehensive approach to means restriction must 
consider method preferences in different population groups and across geographic 
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locations; this requires the development and ongoing maintenance of appropriate data 
surveillance systems. 
 
What is currently happening (in Australia)?  
 
Key policy documents and frameworks identify the importance of empowering earlier 
intervention as part of a comprehensive approach to suicide prevention. Current government 
and non-government early intervention strategies can be broadly grouped into three key 
areas: training and capacity building, means restriction and reporting and communication 
guidelines. 
 
Training and capacity building 
Gatekeeper training offers a formal means to increase community capacity. Gatekeeper 
training is designed to provide community members with the knowledge and skills to identify 
and respond appropriately to people experiencing suicidal thoughts or behaviours (4, 5). 
Gatekeeper training is widely available across Australia with The Life in Mind website listing 
59 courses under ‘gatekeeper training’. Of note, as part of the New South Wales 
governments mental health recovery package, LivingWorks was funded to provide suicide 
prevention training for schools and the wider community that engage with young people. 
The Australian Defence Force Suicide Prevention program, a three-step program designed to 
build alertness and develop skills for action among defence members, and MATES in 
construction, industry-based suicide prevention training for construction works, are 
additional examples of Australia’s capacity building initiatives.  
 
Means restriction 
Means restriction is an important population strategy for suicide prevention (6) and is a key 
component of Australia’s systems-based approach outlined in the National Suicide 
Prevention Strategy (7). Gun control laws are often cited as an effective strategy to reduce 
access to the means of suicide. In Australia, access to firearms is restricted by the National 
Firearms Agreement. This agreement was enacted in 1996 and since this time there has 
been a reduction in suicide by firearms (8). 
 
More recently, action has been taken to address the increasing rates of suicide due to 
poisons, including pharmaceuticals and other toxic substances (9). In Australia, it is 
currently possible to buy unlimited numbers of packs of paracetamol at supermarkets and 
pharmacies. The Therapeutic Goods Administration have recommended that the pack sizes 
available in both supermarkets and pharmacies be reduced (10). In response to this, the 
Australian government have recently announced (3rd May 2023) a reduction in the maximum 
size of paracetamol packets. From February 2025, paracetamol packs will be reduced from 
20 tablets to 16 in supermarkets and from 100 tablets to 50 in pharmacies. 
 
Means restriction is reliant on data that accurately captures trends in method preferences 
across geographic locations. The National Suicide and Self-Harm system (2019) was 
recently developed to integrate and disseminate data on suicide and self-harm (11) and can 
be used to inform future  means restriction efforts. This is important given Australia’s 
current approach to means restriction is insufficient. Despite the aforementioned strategies, 
Australia’s overall approach is reliant on action at local level rather than a systematic 
approach at the national level. This is supported by the findings of the National Suicide 
Prevention Trial (12). This trial was designed to evaluate how a multi-component, systems-
based approach to suicide prevention may be undertaken in the Australian context. Twelve 
trial sites across Australia undertook extensive planning and subsequently delivered a range 
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of evidence-based and innovative interventions. Only one of these sites undertook a means 
restriction activity (12).  
 
Reporting and communication guidelines 
Restricting access to harmful suicide-related information is an important component of early 
intervention. Reducing access to harmful suicide-related information, and promoting 
responsible and accurate communication, can empower earlier intervention by promoting 
help-seeking and reducing the dissemination of information that may increase suicidal 
distress. This can be achieved by developing communication and reporting guidelines to 
support safe dialogue around suicide. In Australia, Mindframe supports safe media 
reporting, portrayal and communication about suicide through the Mindframe guidelines 
(13) and Orygen provides guidelines (i.e., # chatsafe guidelines) for young people to safely 
communicate about suicide online (14). 
 
What are the critical gaps (in Australia)?  
 
Australia’s approach to suicide prevention is disjointed and is largely implemented through a 
health lens with minimal input from other areas of government. More needs to be done to 
build capacity in key community touchpoints outside the heath sector including education 
settings and financial institutions. In doing so, Australia must not implement a one size fits 
all approach but provide equitable access to early intervention (1). This may include 
specified capacity building activities for individuals who work with populations 
disproportionately impacted by suicide. Despite many national, state and territory 
frameworks including consideration of priority populations, the diverse needs of these 
groups have not been adequately addressed in practice (15, 16). Furthermore, Australia does 
not have a systematic process for identifying and enacting responses to emerging means of 
concern; this is a key gap that must be addressed.  
 
Where should efforts be focused (in Australia)?   
 
Australia requires a whole-of-government approach to effectively empower earlier 
intervention (17). There must be a commitment from all portfolios to prioritise early 
intervention and efforts must be made to leverage links across portfolios. Furthermore, 
opportunities within existing structures should be utilised. This includes improving data 
systems to allow timely data collection and sharing and ensuring the workforce responsible 
receive sufficient training and support.  
 
Beyond this, efforts should be made to equip community members, particularly those who 
have regular contact with populations disproportionately impacted by suicide, with the 
knowledge and skills to identify and respond to an individual experiencing increased suicidal 
distress. This may be achieved by providing formal training (e.g., gatekeeper training) to 
staff working in school settings, financial institutes and social services organisations so 
they feel equipped to respond to a young person or client who is experiencing suicidal 
distress. This was supported by the findings of the Expert Consultation which suggest free 
mental health and suicide prevention training should be provided for the community, 
particularly for those in public facing roles. Furthermore, findings of the Expert 
Consultations emphasize the importance of ensuring mental health support and literacy is 
available in schools and universities. 
 
Suicide prevention campaigns provide another alternative to improve help-seeking and build 
capacity to respond to distress. Evidence suggests media campaigns increase knowledge 
and awareness of suicide, but there is conflicting evidence on whether this translates into 
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behavioural change (18, 19). It is suggested that media campaigns are most effective if 
delivered as part of a multicomponent approach to suicide prevention. Findings from the 
Expert Consultations support the use of campaigns and suggest they should be 
implemented to increase understanding of mental health concerns, when to seek support for 
these, the supports available and how to access these. Such campaigns should also 
address the stigma associated with help-seeking. However, it must be noted that suicide 
messaging is complex and the positive impact of campaign messaging experienced by one 
group may have a negative impact on another group (20). As such, it is important that 
campaign developers get the messaging right (19).  
 
Digital technology has the potential to empower earlier intervention, particularly for young 
people, and efforts should be made to harness this potential. Digital technology may be used 
for better screening and identification of individuals at risk of suicidality, to engage them 
early and/or provide avenues for care or specialised support (21, 22). Preliminary evidence 
suggests internet-based interventions delivered within the school environment may also 
form part of a comprehensive approach to early intervention (23). Early intervention 
strategies should also consider how to utilise social media platforms. A systematic review 
of 30 studies identified several key advantages to using social media for suicide prevention 
including the capacity to reach large numbers of people quickly through psychoeducation, to 
provide information to facilitate help-seeking and to foster a sense of connection. However, 
research in this area is in its infancy and further work is required to better understand issues 
of safety and efficacy.  
 
FOCUS AREA 3 OBJECTIVES AND ACTIONS 
 
Objective 1  
Proactively look for signs of suicidal distress among individuals experiencing 
related situation stressors 
 
Define objective  
 
Empowering earlier intervention requires initiatives that proactively seek out individuals who 
may be experiencing an acute mental health crisis and/or increased suicidal distress; this 
may occur in the presence of other situational stressors (e.g., financial difficulties, housing 
stress) and/or during significant life transitions (e.g., transition from secondary school to 
tertiary education, transition from prison to community settings, transition from inpatient 
care to community care). Government and community touchpoints linked to such periods of 
heightened vulnerability should be utilised as opportunities to identify and engage in 
proactive early intervention.  
 
Screening for suicidal distress and known risk factors for suicide may be implemented in 
health services as part of a proactive approach. Universal screening in paediatric health 
settings has been shown to identify at-risk young people (24) and evidence suggests this is 
feasible approach (25, 26). However, the COVID-19 pandemic has put a significant strain on 
the healthcare system, and this must be considered when developing universal screening for 
health settings. Of note, the effectiveness of universal screening is dependent the availability 
of support, resources and training. Screening interventions may also be adapted for delivery 
in online platforms; this is particularly important for identifying young people and individuals 
who may not be engaged with heath or community services.  
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Describe range of issues or barriers potential action must address 

 
Insufficient resources, at an individual-level and population-level, pose an important barrier. 
Staff working in key community touchpoints (e.g., financial institutions, social service 
organisations, education settings) may feel ill-equipped through lack of knowledge, skills 
and/or time, to proactively look for signs of suicidal distress and respond accordingly. This 
requires commitment from government to provide sufficient training options and from 
organisation leads to ensure their staff have access to appropriate training and the 
environmental resources to support learning. Furthermore, universal screening designed for 
the online environment must consider issues of safety and efficacy and how these differ 
from offline interventions.  
 
Things we can build upon  

 
Future action should leverage projects funded under the National Suicide Prevention 
Leadership and Support Program, particularly those funded under Activity 6: National Suicide 
Prevention Training, to build community capacity through training and whole-of-population 
campaigns.  For example, under this scheme Reach Out Australia were funded to deliver 
evidence-based national digital media campaigns targeting young people aged 14 and 25 
years and Headspace were funded to deliver a tailored mental health literacy framework to 
help university staff identify mental health issues. 
 
Actions  

 
1) Governments should work with financial institutions to increase the capacity and 

capabilities of their staff to identify and support borrowers who may be exhibiting 
early signs of suicidal distress.  
 

2) Staff working within the social services sector must be equipped to identify 
individuals who may be experiencing suicidal distress, particularly those navigating 
significant life transitions. 
 

3) Governments should incentivise universal screening and brief interventions for 
mental illness, suicide and harmful alcohol and drug use across health settings. 
 

4) Governments should invest in digital technologies including mobile phone apps and 
web platforms designed to identify individuals experiencing distress.  

 
Objective 2 
Build capacity across government services and community settings to recognise 
and respond to people exhibiting signs of suicidal distress   
 
Define objective  
 
Government, government-funded and community services that are routinely in contact with 
individuals who may be at increased risk of suicidal distress due to life stressors and 
transitions are well placed to identify and engage these individuals. However, to capitalise 
on existing resources, staff should be equipped with the knowledge and skills to identify, 
engage and respond to people at heightened risk of suicide. This was supported by the 
findings from the Expert Consultations. This requires a concerted effort to identify, train and 
promote collaboration amongst individuals who are best positioned to intervene early while 



Evidence Brief Focus Area 3 (Final – 30 May 2023)            6 
 

ensuring they have access to the environmental resources, including access to appropriate 
referral pathways, to respond. Digital technologies should be used, where appropriate, to 
enhance training acceptability and reach. 
 
Describe range of issues or barriers potential action must address 

 
Governments must commit to prioritising evidence-based and compassionate-focussed 
workforce development across sectors. To achieve this, training should be suitable for the 
target population and be implemented effectively within the constraints of individual 
workplaces and education settings. Evidence suggests knowledge and skill acquisition 
gained through suicide prevention training may dimmish over time in the absence of 
refresher sessions (27) and therefore regular refresher sessions should be encouraged.  
 
Things we can build upon  

 
Gatekeeper training offers one opportunity to improve capacity and capability across the 
community. This involves training individuals who have regular contact with others within 
their community (i.e., gatekeepers) to recognise and support individuals who may be at-risk 
for suicide and self-harm (28). Evidence suggests gatekeeper training is a useful tool to 
improve knowledge and self-efficacy relating to suicide prevention (28); however, large-scale 
prospective studies are required to understand the mechanisms that can translate these into 
behavioural change to ensure improved public outcomes (4). 
 
The Distress Brief Intervention (DBI) program is proposed as another means to build 
capacity across government services and community settings. DBI is a two-step program 
designed to provide support for people in psychological distress (29). Initially, trained 
frontline staff (e.g., police officers, paramedics, emergency department staff) provide a 
compassionate response to individuals experiencing distress. Trained community health or 
support workers then contact the individual (within 24 hours) to provide problem solving 
supports, wellness and distress management planning.  
 

Actions  
 

1) Governments should invest in internet-based interventions, particularly those 
delivered within the school environment, to build capacity and capability to respond 
to people experiencing distress within the school community.  
 

2) Governments must invest in the roll out and evaluation of suicide prevention training. 
This must begin in key community touchpoints associated with periods of increased 
distress including education settings, financial institutes, and social services 
settings. 
 

3) The trial and evaluation of the DBI program should be expedited with the aim of 
informing a scalable model to be made universally available. 
 

4) The DBI trial should be extended by developing, implementing and evaluating a 
scalable early distress intervention targeting people experiencing (a) intimate 
relationship distress, (b) employment or workplace distress, (c) financial distress and 
(d) isolation or loneliness through relevant non-health settings, by:  
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a. Developing a partnership between relevant health, social service, employment 
and family and community service portfolios to collaborate on the design, 
funding and implementation of the trial.  
 

b. Requiring governance and ideally funding arrangements to be established in 
collaboration across organisations to strengthen integration with health and 
broader community and social service infrastructure e.g., local suicide 
prevention networks, regional suicide prevention coordinators in Primary 
Health Networks (PHNs) and Local Health Networks.   

 
5) Extend the scope of the National Workplace Initiative to promote uptake of staff and 

manager training and workplace policies for responding to staff experiencing 
suicidal distress, with a particular focus on industries and workplaces with high rates 
of exposure to traumatic events (e.g. police).  
 

6) Governments should allocate adequate funds annually to respond to the need for 
proactive suicide prevention outreach services as part of recovery responses to 
future disasters or economic crises. 

 

Objective 3 
Develop a national approach to means restriction that systematically identifies and 
addresses emerging means 
 
Define objective  
 
Reducing the availability and accessibility of the means to suicide is widely accepted as an 
effective approach to suicide prevention (3). Evidence suggests that most individuals, when 
restricted from their preferred means for suicide, do not seek alternative methods and when 
they do, the means chosen are less lethal (6). As such, Australia must develop a national 
approach to means restriction that systematically and effectively identifies and responds to 
emerging trends and acknowledges that certain methods may be linked to geographic 
locations.  
 

Describe range of issues or barriers potential action must address 
 

Data surveillance systems are required to identify preferred suicide methods and to 
determine how these differ between demographic groups and/or geographic location. These 
systems must capture as close to real time data to ensure means restriction approaches are 
reflective of community trends, noting suicide method preferences are everchanging (3). 
The development and ongoing maintenance of data surveillance systems requires ongoing 
funding (30) and therefore governments must provide financial commitment.  
 

Things we can build upon  
 

The development of a national approach to means restriction should draw upon the 
strengths of the National Suicide and Self-harm Monitoring system. This system was 
established in response to the objectives of the Fifth National Mental Health and Suicide 
Prevention Plan and is designed to integrate and disseminate data on suicide and self-harm 
(11). An independent evaluation, conducted by Melbourne University, found the system to 
perform well in terms of data quality and sensitivity, simplicity, accessibility, acceptability 
and usefulness (11). However, several areas for improvement were identified. To maximise 
the potential of the national suicide and self-harm monitoring system, the recommendations 

https://www.mentalhealthcommission.gov.au/projects/mentally-healthy-work/national-workplace-initiative
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outlined in the evaluation report (11), particularly those pertaining to the timeliness and 
coverage of data systems, should be addressed.  
 
Actions  

 
1) Develop a National Framework for a coordinated and systematic approach to 

identifying and addressing emerging trends, means and locations of concern in 
suicide and self-harm including:  
 
a. Data surveillance mechanisms to ensure the systematic identification of 

emerging national and regional clusters of concern through available suicide and 
self-harm data. 

 
b. Improvements to allow the geospatial mapping of available suicide death data to 

aid the identification of ‘hotspot’ locations.  
 

c. An evidence-based plan for emerging trends in suicide and self-harm. 
 

d. Processes for triggering national, state and territory responses through policy 
and funding mechanisms as required based on emerging data trends.  
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