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non-governmental organisations, which usu-
ally have limited resources (Ramsay 1996).

The thinking behind the development of
Australia’s National Youth Suicide Prevention Strategy – its
goals, principles and major approaches – are described in
two publications: Youth Suicide in Australia: A Back-
ground Monograph (CDHFS 1997a) and Youth Suicide in
Australia: The National Youth Suicide Prevention Strat-
egy (CDHFS 1997b). 

The goals of the National Youth Suicide Prevention
Strategy were to: prevent premature death from suicide
among young people; reduce rates of injury and self-harm;
reduce the incidence and prevalence of suicidal ideation
and behaviour; and enhance resilience, resourcefulness,
respect and interconnectedness for young people, their
families and communities.

The Strategy was based on the belief that youth suicide
is a complex phenomenon caused by a number of inter-
acting factors including biological, psychological, social
and cultural factors. This understanding is widely referred
to as the biopsychosocial model. The biopsychosocial
model calls for a comprehensive variety of interventions
including those that modify individual risk factors and 
protective factors, as well those that modify the physical,
social and cultural factors that shape environments.

he National Youth Suicide Pre-
vention Strategy emerged out of
a series of national and interna-
tional events that drew attention to the need for
a concerted and coordinated approach to pre-

vention of suicide among young people.
In 1990 the World Health Organisation (WHO 1990)

identified suicide as a major priority for public health
action, and in the early 1990s the Secretary-General of the
United Nations suggested that governments consider
developing national strategies for dealing with severe dys-
functional conditions including anxiety, stress and suicide
(United Nations 1996).

Australia is one of the few countries to have answered
the call of the United Nations for member states to develop
national strategies targeting suicide and other severe dys-
functional conditions. Other countries that have initiated
comprehensive national strategies are Finland, New Zealand,
Norway and Sweden. Certain countries – Netherlands, Eng-
land, the United States, France and Estonia – have national
prevention programs but not a comprehensive strategy.
Japan, Denmark, Austria, Canada and Germany have carried
out some initiatives but not national action. The majority of
countries have no national strategies, relying primarily on
the uncoordinated efforts of government agencies or 
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Accordingly, the National Youth Suicide Prevention Strat-
egy adopted a Public Health Approach to the goal of
prevention. Principles of the Public Health Approach which
the Strategy sought to promote include: evidence-based
practice; population-based and individual approaches; a
planned approach incorporating national, state and local
initiatives; involvement of communities, consumers and
young people; and intersectoral collaboration.

Consistent with the biopsychosocial model of causality
and the principles of the Public Health Approach, the
National Youth Suicide Prevention Strategy employed a
comprehensive variety of interventions including direct
and system level activities. Direct prevention activities
were aimed directly at young people or other target groups
such as parents, families, peers, and community members
directly connected to young people. Direct level activities
also worked directly with environments to modify risk and
protective factors present in these environments: 

Direct prevention approaches of the Strategy included:
primary prevention and cultural change; early interven-
tion; crisis intervention and primary care; treatment,
support and postvention; and access to means/injury 
prevention.

System level activities aimed to build capacity or 
facilitate the adoption of evidence-based practice through-
out all the service systems relevant to youth suicide
prevention. System level activities worked across a num-
ber of direct approaches and included: research and
evaluation; communications (identification and dissemi-
nation of good practice); education and training;
networking and intersectoral collaboration; and commu-
nity development.

In practice, at the level of individual funded projects,
there was considerable overlap between direct and system
level activities. For instance, much of the Strategy activity
under direct prevention approaches actually involved sys-
tem level activity aimed at building capacity to conduct
appropriate evidence-based interventions within each of
the direct prevention approaches.

Consistent with the emphasis on population-based
approaches the Strategy acknowledged the critical impor-
tance of social and cultural factors in determining health
outcomes and inequalities in access to appropriate 
services and programs. The Strategy emphasised 
the importance of sensitivity to youth culture and the
social issues of concern to young people. It also sought 
to enhance responsivity to the needs rural and remote
communities, Aboriginal and Torres Strait Islander com-
munities, and young people who are disaffected and
marginalised from mainstream society.

A total of $31 million was allocated by the Federal Gov-
ernment to the National Youth Suicide Prevention Strategy
from July 1995 to June 1999. Funds were distributed
across 88 different projects and activities, including 44
National Demonstration Projects. Funds were allocated via
a number of processes including competitive tendering
and selective tendering. 

The Strategy was administered and coordinated
through the Mental Health Branch of the Commonwealth
Department of Health and Aged Care (formerly Health and
Family Services). Advice from stakeholder representatives
was provided by a number of bodies that included officers
from other sectors of government including the States and
Territories of Australia, researchers, service providers,
non-government organisations, consumers (or service
users), and young people. 
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Primary prevention and cultural change

The goal of primary prevention of youth suicide is to prevent
the development of problems (risk factors) that place people
at risk of suicide (for example, preventing mental health
problems), and to promote the development of resilience
and protective factors such as optimism and interconnect-
edness between people and communities. The purpose or
nature of cultural change was not clearly defined in the
Strategy documentation, however there has been a general
understanding among many of those involved that promo-
tion of values such as compassion and building social capital
by increasing trust and social connectedness are fundamen-
tally important to preventing suicide.

Primary prevention activity funded under the Strategy
was concentrated in four areas: parenting education and
support; school-based programs; media education; and
community development. 

The goal of parenting education and support projects was
to prevent the development of emotional and behavioural
problems in children and adolescents such as conduct disor-
der and depression which have been linked to self-harm and
suicide in later life. Projects tended to focus on enhancing the
dissemination of existing programs and reaching target pop-
ulations that have experienced difficulty accessing parenting
programs. The Strategy developed and trialed resources for
the support of a whole-school approach to mental health pro-
motion in secondary schools. The resources focus on
curriculum; ethos and organisation; and building partner-
ships between schools and community agencies. Work with
the media aimed to educate journalists about safe ways to
report on and talk about youth suicide issues. A number of
community development projects included a focus on pri-
mary prevention. These aimed to stimulate broad based
community support for youth suicide prevention and ulti-
mately to empower community members to develop their
own suicide prevention programs in the future. 

Early intervention
Early intervention for the purpose of suicide prevention
targets individuals or groups who are developing problems
which could place them at high risk of suicide. This
includes young people with early and emerging mental
health problems, young people exposed to abuse/neglect/
violence/sexual assault, or young people who are beginning
to become involved in antisocial and offending behaviour. 

Early intervention includes strategies to facilitate early
identification of young people at risk in order to assist them
gain access to appropriate help as soon as possible, as well as
intervention to prevent the further development – or reduce
the intensity, severity and duration – of the problems.

Early intervention activities of the Strategy included:
efforts to enhance the accessibility and appropriateness of
services for young people; provision of training to profes-
sionals such as general practitioners and community
members to enhance identification and support of young
people at risk; development of networks of service providers
to smooth referral pathways; provision of information to
young people, families and carers via the internet

Crisis intervention and primary care
Crisis intervention and primary care are short-term activ-
ities designed for young people who may be at immediate

ACTIVITIES OF THE STRATEGY
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Treatment and support activities of the Strategy were
focused in mental health services, youth health services and
other non-government agencies. Projects in mental health
services aimed to improve treatment for depression, psy-
chosis and substance misuse. A major focus of the projects
was exploration of strategies for engaging marginalised
young people with helping services and ensuring that young
people with highly complex problems receive a more holis-
tic or comprehensive service that addresses all their needs. 

Restricting access to means
Projects in this group explored issues around reducing
access to the more lethal and injurious means of suicide
and self-harm. There is a presumption that reducing
access to means gives people a chance to reconsider their
decision to end their life. The goal is to reduce the rate of
completed suicides and injuries resulting from suicide
attempt. Measures that restrict access to means of suicide
may be included as primary prevention since they are basi-
cally concerned with the quality of environments, and are
universally targeted.

Activity in the area of access to means was mostly limited
to research into the issues surrounding the development of
strategies. Initially a background report was prepared which
examined trends in methods of suicide over the past twenty
years up to 1994. Other projects focused on identifying
strategies to combat the methods of firearms; hanging;
motor vehicle exhaust gas; and jumping from heights.

Research and evaluation
A variety of information gathering and generating activities
were funded with a view to enhancing the evidence base for
youth suicide prevention. These included: a consultation
with young people on mental health and suicide issues (Keys
Young 1998); a series of literature reviews focusing on epi-
demiology (Cantor et al. 2000), risk factors (Beautrais 2000),
and the effectiveness of interventions (Patton & Burns
2000); support for the enhancement of the National Coronial
Information System; a study of suicide in indigenous 
communities of North Queensland (Hunter et al. 1999); and
two national stocktakes of programs and activities in youth

risk of suicidal behaviour. Crisis intervention aims to
quickly ameliorate crises that could result in self-harm or
suicide attempt. Primary care services act as a first point of
call for people who may require assistance in tackling
problems. Primary care providers such as general practi-
tioners and community health services are in a position to
identify young people who may be at risk, provide imme-
diate support through crises, and link people into specialist
services if required.

In this regard, activity of the Strategy was focused in
hospital accident and emergency departments, general
practice, and telephone counselling services.

The increase in youth suicide since the 1950s is a major public health
trend throughout the world. According to De Leo et al. (2000: 3):
‘Today suicide provokes almost as many deaths as road accidents
and more than double the number of all the armed conflicts around
the world. In almost every country, suicide is now one of the three
leading causes of death among people aged 15–34 years . . . A global
increase in suicide rates, from 10.1 (per 100,000) to 16 has been
registered from 1950 to 1995.’

Variations in data collection procedures mean that caution must be
taken in comparing suicide rates among countries. However, Aus-
tralian suicide rates appear consistent with those in similar nations
(Cantor et al. 2000) – that is, predominantly English-speaking coun-
tries with colonial histories, indigenous peoples, and multicultural
populations such as Canada, New Zealand and the United States
(Cantor et al. 2000; La Veccia et al. 1994). 

In Australia in 1998, the highest age-specific rate of suicide was
recorded for males in the age range 25–29 years (42.6 per 100,000),
followed by a rate of 39.4 per 100,000 for males aged 30–34, then

36.6 per 100,000 for males aged 35–39 (ABS 2000). The age-spe-
cific rate of suicide for young males aged 15–19 was 17.2 per
100,000. For males aged 20–24 the rate was 35.9 per 100,000. The
age-specific rate of suicide for young females aged 15–19 was 5.5
per 100,000, and for females aged 20–24 it was 7.1 per 100,000
(ABS 2000).

While female rates have been relatively stable, Australia’s male youth
suicide rate has increased disturbingly over the past 20 years. In
1998, deaths for young males outnumbered those for young females
by a ratio of more than four to one (ABS 2000). Rates for young
females have been consistently lower than those for young males
over the last 20 years. One reason for this difference may be the
methods used. When comparing methods of suicide between
1961–1981, Hassan and Tan (1989) found that males more com-
monly used violent methods such as firearms, with higher levels of
lethality, than females. 

While rates have increased much more dramatically for young males
than females over the past 20 years, there is a trend towards a slow

Y O U T H  S U I C I D E  –  T H E  S T A T I S T I C S

Treatment, support and postvention
Ongoing treatment, support and postvention activities are
aimed at individual young people with long-term problems
which place them at sustained risk of suicide. This group
includes young people who have made suicide attempts or
harmed themselves, as well as young people experiencing
mental health problems and other sustained risk factors
such as exposure to neglect and abuse, homelessness, and
substance misuse which can lead to their being marginalised
from the wider community. Postvention refers to interven-
tions directed to family, friends, peers and other relevant
contacts of young people who have completed suicide.

Primary care services act as a first point of call for people
who may require assistance in tackling problems.
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suicide prevention (AIFS 1998, 1999). Evaluation of each
individual project funded under the Strategy and this sum-
mative evaluation also constitute a major research and
evaluation initiative. In addition many of the projects focus-
ing on particular direct prevention approaches have had a
major or minor research component.

Communications (or Identification and dissemination of good practice)
Identification and dissemination of good practice is closely
related to research and evaluation but goes some steps fur-
ther with the aim of enhancing wide access to information. 

Individual projects funded under the National Youth
Suicide Prevention Strategy were encouraged to use a vari-
ety of communications strategies to promote awareness of
their projects and influence the opinions of stakeholders.
Major communications strategies included presentations
at conferences and seminars, publication of newsletters
and reports and the development of good practice guides.

The Strategy also provided national coordination of
communications. Project staff and other stakeholders 
were encouraged to contribute information and this was
distributed using a variety of media including printed 
publications; the internet; an email discussion list; organi-
sation of seminars and workshops at conferences; and a
clearinghouse or library service. 

Education and training
While education and training includes dissemination of
information about good practice it also includes active and
structured reflection upon this information in ways
designed to promote its impact on behaviour. Education
and training in suicide prevention is an area where a sig-
nificant amount of activity had been going on for a number
of years prior to the National Strategy. There was consid-
erable variability in the quality of the training programs on
offer. The Strategy sought to improve the quality of educa-
tion and training materials available.

Activity focused on professional groups that have been
identified as well placed to make a greater contribution to
the prevention of youth suicide including general practi-
tioners, community health workers, youth workers,

indigenous health workers and juvenile justice workers.
Extensive consultations were conducted with profes-

sional groups to identify their training needs, preferred
learning methods and the usefulness of existing training
materials. Existing materials were collated and critically
reviewed in a resource guide. Where necessary new train-
ing programs were developed for delivery by tertiary
institutions and via in-service training. A good practice
guide for the development of suicide prevention training
has also been published. 

Networking and intersectoral collaboration
Networking and improving collaboration between services
is widely understood as essential for enhancing the access
of young people at risk of suicide to appropriate services.
There is a need to better link individuals and services capa-
ble of identifying young people at risk – such as schools,
other community organisations and primary health care
services – to specialist services that can assist them man-
age problems and to which they can refer clients requiring
more intensive intervention. 

Service networking has been particularly popular in
rural and regional areas, where it is seen as critical for
identifying and coordinating the limited resources that are
available in rural areas, and a key starting point in the task
of harnessing skills and resources that may be available in
communities. In urban areas also service networking has
been used in an effort to improve coordination, smooth
referral pathways, seal gaps in the system and share skills
and knowledge.

Community development
Community development projects aimed to assist commu-
nities develop their own programs in ways that would be self
sustaining in the long term. A key ingredient of community
development is the integral involvement of community
members in the planning, decision-making and implemen-
tation of programs and activities. Genuine community
development needs to be distinguished from community
support programs that develop community services or pro-
vide community education about suicide but are not

but steady increase in the rate for young females aged 15–19 over
the period 1995–1998. The suicide rate for males aged 15–19
appears to have stabilised over the period 1988–1998 and the rate
for males aged 20–24 also appeared to stabilise in the second half of
the 1990s, but this trend was disturbed by a peak in 1997. The 1997
figure may represent an aberration from a plateau to which 1998
rates return.

Suicide rates in Australia tend to be higher in rural than in urban
areas. A recent comparison of metropolitan and rural trends in youth
suicide (Dudley et al. 1998) revealed that while suicide rates for
15–24-year-old Australian men have doubled since the 1960s, they
have increased as much as 12-fold in some towns with fewer than
4000 people. However, this is not the case for all rural areas, and
rates vary widely between areas. 

Suicide data on the Aboriginal and Torres Strait Islander population are
unreliable, but it is estimated that the overall suicide rate may be 40 per
cent higher than in the non-indigenous population (CDHAC 2000).

Overall rates for immigrants are similar to those of Australian-born
youth. However, males born in a country other than Australia have a
lower suicide rate than Australian-born males, whereas the reverse
applies for young women born in a country other than Australia
(Morrell et al. 1999).

The extent of attempted suicide is hard to determine. The term
implies that the self-harming behaviour is intended to cause death,
but the true motive behind self-harming behaviour and many appar-
ent suicide attempts is generally very difficult to determine. The
extent of self-harming behaviour is also difficult to determine
because of a lack of generally accepted reporting procedures or def-
initions. Hospital presentations or admissions are most commonly
used, although these grossly underestimate numbers of attempts.
This is because most attempters do not present to hospital, and
there is considerable variability in the coding used by hospitals with
those who do present. 

In a consultation among young people on mental health issues con-
ducted as part of the National Youth Suicide Prevention Strategy
(Keys Young 1997), 7 per cent of the young people studied said that
they had attempted suicide, while 40 per cent said that they knew
someone who had attempted suicide. Cantor et al. (2000) estimate
that there are possibly up to 50 male and 300 female attempted sui-
cides for each completed suicide. Thus whereas the completed
suicide rate is far higher among young males than young females,
the reverse is true for attempted suicide. However, the female pre-
dominance of attempted suicides, as judged by hospital admissions,
has declined in recent years in Australia, with the female to male gen-
der ratio now being about 1-2:1 (Cantor et al. 2000).
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approach’ to youth suicide prevention throughout Australia.
Rather, it is more accurately understood as a phase of devel-
opmental research.

If the goal of reducing rates of suicide and suicidal
behaviour among young people is to be realised, the Strat-
egy will need to be followed by a phase in which promising
interventions are widely implemented throughout all 
relevant service systems and in many communities
throughout the nation. This will require ongoing leader-
ship and coordination by the Commonwealth as well as
State and Territory governments.

There is evidence from the project evaluations and con-
sensus among stakeholders that the Strategy has resulted
in enhancements to the capacity of service systems to pre-
vent suicide among young people. The knowledge base
about the complexity of causal factors and the effective-
ness of various interventions has been expanded and
information has been documented in forms that are acces-
sible and user-friendly. Several promising primary
prevention and early intervention programs have been
developed or expanded, documented in manuals, and
capacity to deliver these programs more widely has 
been built. Training in suicide prevention and a range of
interventions has been provided to large numbers of pro-
fessionals and training resources have been expanded and
made more accessible. 

No data are available to indicate whether or not the
Strategy has led to, or even been associated with, signifi-
cant outcomes (improvements in the health and wellbeing
of young people) at a population level. Similarly, no reli-
able data are available to indicate whether or not the
Strategy has led to, or been associated with, positive
changes in individual or environmental risk and protective
factors at the population level (impacts). The Strategy rep-
resents only the earliest stage of a long-term reform
process and changes in population health outcomes and
impacts as a result of this process would not be expected to
be observable for some considerable time. 

Nevertheless, a number of projects demonstrated posi-
tive outcomes for young people and significant impacts on
target groups participating in trial programs. 

There is evidence that there is a much higher level of
awareness about the range of issues relevant to youth sui-
cide prevention throughout service systems including the
roles of professionals in different sectors and the challenges
that organisations need to address if they are to make their
services and programs more appropriate to the needs of
young people and further develop their own capacity. 

Good practice findings
Five major themes emerged concerning principles of good
practice in prevention of suicide among young people.

Multidimensional approach
The value of the multidimensional approach used by the
Strategy has been affirmed strongly by the evaluation. The
multidimensional approach includes attention to the full
spectrum of interventions; whole populations as well as
high risk sub-populations and individuals; a range of dif-
ferent settings and sectors; and multiple levels of action
including target populations, service agencies, service sys-
tems, local, State and Commonwealth government.

Access
The concept of access has emerged as central as the Strat-
egy unfolded. One of the concerns underlying the Strategy

oriented towards community ownership and empowerment.
The NYSPS supported several projects that attempted to use
a genuine community development approach.

The aims of the evaluation, conducted by the Australian
Institute of Family Studies, were to:

• determine the extent to which the National Youth Sui-
cide Prevention Strategy has achieved impacts or
outputs directly related to its stated goals;

• determine the extent to which the Strategy has initiated
activities appropriate to the achievement of objectives
directly associated with the stated goals;

• document the main lessons learned through the experi-
ence of implementing a nationally coordinated
approach to prevention of youth suicide; and

• identify findings to inform the Commonwealth Govern-
ment, particularly the Minister for Health and Aged
Care, on future national youth suicide prevention policy
development.

The evaluation used two well established frameworks to
guide its design and methodology – the Public Health
Approach, and Program Theory or Program Logic. 

The Public Health Approach to program evaluation
emphasises the importance of examining program effects
at three levels (Hawe, Degeling and Hall 1990). Outcomes
are the changes in the health and wellbeing of the target
population or program participants that are attributable to
the intervention. Impacts are changes in modifiable risk
and protective factors in individuals (behaviours, skills,
attitudes and knowledge) and environments. Processes are
changes in service and program delivery systems. 

Program Theory (Bickman 1996) and Program Logic
(Department of Finance 1994) provide hypothetical 
maps of the logical and causal relationships between pro-
gram inputs, processes, impacts and outcomes. Program
Theory therefore provides a framework for systematically
determining whether program inputs or activities are
appropriate to program goals and objectives.

Five main methods were used to collect and analyse
data for the evaluation: a qualitative meta-analysis (meta-
evaluation) of project evaluation reports; survey of key
stakeholders; informal consultation with key stakehold-
ers; review of research and practice literature; and review
of policy and program context.

Did the Strategy meet its aims?
A major aim of the evaluation was to determine the extent
to which the Strategy had initiated activities appropriate 
to the achievement of objectives directly associated with
its stated goals. The results suggest that the Strategy did
initiate many activities that are appropriate to the achieve-
ment of objectives associated with its stated goals.
Furthermore, the range of activities initiated was fairly
comprehensive in that it included activities from nearly all
of the prevention approaches that have been identified as
necessary in the research literature. 

The Strategy also included most of the elements that have
been identified as essential to coherent national strategies
(United Nations 1996; WHO 1990; Taylor, Kingdom and
Jenkins 1997). However, the Strategy cannot be considered
to be a fully ‘comprehensive nationally coordinated

THE EVALUATION
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was a recognition that young people generally under-use a
range of services that have historically treated and sup-
ported individuals at high risk of harm and that there has
been a shortage of primary prevention and early interven-
tions programs targeting young people. At the same time,
the evidence is mounting that adolescence, in addition to
early childhood, is a critical period for effective prevention
and early intervention. An explicit and implicit assump-
tion evident in the concerns of many project staff and
evaluators is that population health gains can be improved
by increasing the proportion of prevention and early inter-
vention activity that is directed to young people. 

The projects sought to explore ways in which current
services can be adjusted to make them more accessible to
young people and encouraged the gradual expansion and
development of prevention programs targeting risk factors
affecting young people, through capacity building. Much
has been learned about the characteristics of services and
programs that are likely to make them more accessible to
young people. Critical elements of accessible services and
programs include: universal and selective (aggregated) tar-
geting; flexibility in terms of selection criteria and source
of referrals; delivery in multiple community-based set-
tings; and having multiple ‘soft’ entry points.

Engagement
Problems of engagement go hand in hand with barriers to
access as major reasons why service systems have failed to
develop appropriate responses to young people’s needs.
Services and prevention programs have particularly failed
to adequately engage young males and young people with
complex psychosocial problems. Communication is the key
to engagement both in therapeutic situations as well as for
the purposes of engaging young people as partners in serv-
ice and community development. The evaluation found
that service providers need to develop better knowledge of
adolescent developmental health issues and skills in chal-
lenging negative assumptions about young people’s culture. 

Providing a relaxed youth-friendly environment and a
holistic range of services within one location is also very
important for engaging young people who may lack the
resources, skills and motivation to engage with service that
are widely dispersed in different locations and administra-
tive systems. Assertive follow-up is particularly critical for
ensuring that young people at high risk are provided with
the encouragement and practical assistance to return to
services once initial contact has been made.

Effective intervention
Effective intervention was a particularly problematic issue
among the good practice findings. Previous literature on the
topic of evidence-based intervention has focused on the
need to increase the extent to which interventions are
based on epidemiological data about risk and protective
factors and evidence about the efficacy of model interven-
tions. The experience of the Strategy has also demonstrated

the importance of service agencies actively engaging in an
ongoing process of generating, reflecting and acting on evi-
dence about the effectiveness of their own daily practice. 

The Strategy has underscored the importance of inter-
ventions that address protective factors as well as risk
factors. This is important across the full spectrum of inter-
ventions, not just primary prevention. Protective factors
operating within communities with low suicide rates
clearly remain a poorly understood and untapped
resource. Providing adequately holistic interventions that
address all the systems impacting on young people’s health
and wellbeing was a challenge that proved difficult for indi-
vidual projects to meet. Nevertheless, the importance of
striving to provide holistic, multisystemic intervention was
underscored by a large number of project evaluations. 

Capacity building
Important lessons have been learned about capacity build-
ing for youth suicide prevention. A major strength of the
Strategy was its emphasis on building the capacity of exist-
ing services and programs rather than creating new
structures focused on suicide prevention. The importance
of fundamental structural reform in building the capacity
of systems to respond to priorities like suicide prevention
has been strongly affirmed. 

Just as interventions directly targeting young people
need to be multidimensional, so do capacity building
efforts. One-dimensional activities aimed at increasing the
knowledge and skills of service providers such as provision
of information and education and training are insufficient,
as is the mere generation of more evidence about risk fac-
tors or efficacious interventions. Capacity building
interventions need to be designed with an awareness of all
the forces that operate within systems to facilitate or
inhibit the changes that are desired, and address as many
of these as possible in a comprehensive fashion. Individual
agencies can achieve little working in isolation. Genuine
collaboration between organisations is necessary. This
requires active engagement beyond the activities of indi-
vidual project staff or service providers. Real collaboration
or partnership involves developing and working towards
shared goals and usually demands a willingness to modify
organisational structures and processes. This requires the
active support of senior management alongside other staff. 

Evidence-based practice in the provision of human serv-
ices and programs is not only about evidence of risk and
protective factors and the efficacy of particular treatments
and prevention programs. Evidence for the effectiveness of
ways in which service systems are organised and managed
and the decisions made by governments also need to be
subject to critical scrutiny. ‘Practice based evidence’ pro-
vides the tools that allow service systems to respond
appropriately to the evidence provided by epidemiology
and the other biological and social sciences.

The evaluations of the demonstration projects funded
under the National Youth Suicide Prevention Strategy

Evidence is mounting that adolescence, in addition to early childhood, is a critical period for 
effective prevention and early intervention.
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ensuring that an organisation places quality improvement
at the centre of its concern and is able to adapt quickly to
new demands. 

Systematic policy frameworks
Coordination of system reform efforts at a national or
State/Territory level provides unique opportunities to
address structural barriers that cannot be addressed effec-
tively by capacity building initiatives conducted by
individual agencies or local interagency networks. A major
barrier to the formation of genuine partnerships between
agencies is the lack of clear direction at a policy level
within the range of sectors that need to be involved.
Although policy documents within sectors increasingly
espouse a partnership approach these generally lack
details of models that can be actively adopted or levers that
can be utilised or built upon. 

To be sustainable and effective, local partnerships must be
complemented and supported by strategic partnerships
between: Commonwealth Government departments; the
Commonwealth and the States and Territories; and State/Ter-
ritory governments and area/regional/district authorities.

The dominance of traditional funding categories for 
government programs based on problems (such as suicide,
drug misuse) and service systems or functions (such as
health services, education, community services) places
limits on the formation of intersectoral partnerships and
the ability of service agencies to respond to diverse 
local needs (Buchanan 2000). New policy and funding
frameworks incorporating a wider array of conceptual
dimensions including structural social issues, populations
and places or localities may be needed in order to provide
adequate flexibility. There are positive signs of a move
towards this flexibility with the emergence of several new
national policies focused on social issues and incorporat-
ing key health promotion concepts. 

Valuing young lives
The National Youth Suicide Prevention Strategy was not
just about suicide prevention, it was also about young peo-
ple and their place in Australian society. The concerns
that prompted the initiation of the Strategy comprised not
only epidemiological evidence about suicide rates and
their variation across populations, but evidence that young
people suffer serious disadvantages in their access to
health and social resources compared to other popula-
tions, particularly in the area of mental health. 

The Strategy represents a major part of the effort that
the Commonwealth Government has made over the past
seven years to address the recommendations of the ‘Report
of the National Inquiry into the Human Rights of People
with Mental Illness’ (Burdekin 1993). 

The findings of the evaluation of the Strategy underscore
the critical importance of reaffirming our commitment to
social justice for young people. There is evidence that
progress has been made against some of the deficits iden-
tified by Burdekin, particularly in the area of knowledge,
research, training and commitment to the establishment
of prevention programs. 

However, the evaluation of the Strategy has also
revealed evidence that many of the structural deficiencies
in service systems remain as problematic as they have ever
been. At the end of the National Youth Suicide Prevention
Strategy, there is considerable readiness to begin the work
of seriously tackling these problems. Long-term political
commitment is vital.

identified many barriers to the implementation of suicide
prevention programs and interventions. The service sys-
tems with greatest responsibility for suicide prevention are
operating under conditions of severe resource limitations,
and the changes required to implement good practice in
suicide prevention are generally perceived as competing
with many other service reform priorities. 

Capacity building should continue to occupy a central
place in future suicide prevention efforts. It is also important
to note in this regard that many of the barriers to service
reform that were identified by the Strategy evaluations have
been identified in evaluations of similar national and
State/Territory-funded strategies and programs aimed at
service reform, particularly in the area of health promotion. 

Just as the barriers to service reform identified by sui-
cide prevention and health promotion practitioners are
similar, so are the key principles for reform. For example,
both suicide prevention and health promotion require
multidimensional interventions, the active involvement of
multiple sectors of government, and community and con-
sumer involvement. Another point of convergence
between health promotion and suicide prevention is in the
increasing recognition among researchers and practition-
ers in both these fields that many of the health outcomes of
interest, be they mental, emotional or physical, are likely
to have common determinants in fundamental social 
problems such as social inequality (Hawe et al. 1997; Com-
monwealth Department of Health and Aged Care 2000;
Vimpani 2000; Wilkinson and Marmot 1998).

These convergences suggest that a generic approach to
capacity building aimed at enabling service agencies to be
more responsive to the health and welfare problems iden-
tified and prioritised by local communities may be the best
approach to building capacity for suicide prevention.
Major challenges for governments will be to help identify
appropriate models of generic capacity building and to cre-
ate a policy environment that supports the development of
agencies that are capable of building their own capacity
and the capacity of the communities they serve.

Future directions
Two strategies are suggested that would progress these
aims: first, the development of learning organisations; and
second, the creation of systematic policy frameworks
capable of supporting intersectoral partnerships and
developing social capital.

Development of learning organisations
More attention needs to be directed to enhancing the
accessibility and effective use of practice-based evidence.
Documentation and dissemination of information is not
enough. Many agencies lack the tools that are required to
tap into existing stores of knowledge and to ensure that
their own experiences are subject to critical reflection and
are fully used. All organisations should have structures and
processes in place which facilitate ongoing learning as a
basis for ongoing action.

Researchers and specialists in the area of organisational
development have recommended the concept of learning
organisations as the epitome of an organisation with capac-
ity for learning and development. The concept of the
learning organisation was developed within the business
management sector (Senge 1990) but it has demonstrated
substantial relevance and utility in the public sector as
well (Birleson 1998; Hawe et al. 1997). The learning organ-
isation model provides a comprehensive framework for
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The Australian Institute of Family Studies was commissioned by the
Commonwealth Department of Health and Aged Care to evaluate the
National Youth Suicide Prevention Strategy, which ran from 1995 to
1999, with the aim of identifying lessons from the Strategy to carry for-
ward for the future. 

The Institute’s evaluation results are presented in five separate reports –
an overview of the Strategy entitled Valuing Young Lives, and four tech-
nical reports which present detailed information about what was
achieved and learned by projects within each of the particular
approaches adopted by the Strategy. The five volumes in the series are
as follows.

Valuing Young Lives provides an overview of the Strategy, what the
Strategy achieved and what was learned from the Strategy as a whole.
The report includes the policy context, conceptual basis, evaluation
methodology, and a description of activities within each of the main
approaches adopted by the Strategy, and a summary of major achieve-
ments and good practice findings.

Building Capacity for Life Promotion: Technical Report, Volume 1
describes the Strategy’s system level activities which aimed to build
capacity and assist the adoption of evidence-based practice in all service
systems relevant to youth suicide prevention. 

Primary Prevention and Early Intervention: Technical Report, Volume 2
focuses on activities in the areas of parenting education and support,
mental health promotion in schools, access to means/injury prevention,
as well as early intervention.

Crisis Intervention and Primary Care: Technical Report, Volume 3
focuses on activities taking place in hospital accident and emergency
departments, and primary health care settings – including general prac-
tice and telephone counselling services.

Treatment and Support: Technical Report, Volume 4 describes the
results of projects based in mental health services and those providing
support for marginalised and disaffected young people.

These books, by Penny Mitchell (2000), may be obtained from the 
Australian Institute of Family Studies.
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