
  

 

 

 

 

 

Evidence-based treatment for suicidality 

Why include this strategy in LifeSpan? 

People living with mental illness are up to 30 times more likely to die by suicide than the general population 1. 

Although not all people who die by suicide have a mental health problem, and not all people with mental illness are 

affected by suicidal behaviour, access to excellent mental health treatment represents an important strategy for 

suicide prevention. This strategy aims to improve access to evidence-based treatments for suicidality by equipping 

mental health professionals with information and guidance about identifying the best treatment options and 

upskilling. 

Psychosocial therapies have been shown to significantly reduce suicidal thoughts and behaviours 2,3. Randomized 

controlled trails indicate that different types of behavioural therapy have shown effectiveness in certain groups of 

people. For instance, Cognitive Behavioural Therapy (CBT) and the Collaborative Approach to Management of 

Suicidality (CAMS) have shown good outcomes in adults 4,5, including military personnel 6,7. Group-, family-, and 

mentalisation-based therapies have shown benefits for adolescents 8-10. Mentalisation-based therapy has also 

shown positive results for adults with borderline personality disorder (BPD), while dialectical behaviour therapy 

(DBT) has shown good outcomes for both adolescents and adults with BPD 11-13. Interpersonal psychotherapy has 

shown positive results for adults with depression 14 and older people 15. Narrative therapy by clinicians with 

appropriate cultural awareness may be helpful for Aboriginal or Torres Strait Islanders 16,17, though further research 

is required to confirm possible benefits. 

Notably, improved outcomes have also been found for psychosocial treatment delivered on digital platforms. 

Indeed, e-Mental Health, including tools available on the internet or a mobile device, have shown benefits for the 

management of depression and anxiety 18-21, both associated with increased risk of suicidality. Internet-delivered 

therapy for depression is reported to be as effective as face-to-face therapy for reducing suicidal ideation 22. 

Certain medications may also reduce the risk of self-harm in individuals with mental disorders 23, however 

pharmacotherapy is only recommended as an adjunct to behavioural therapy for mental illness and not for suicidal 

behaviour by itself 24. Finally, enhancing communication between clinical services and psychoeducation of carers 

has been shown to correspond to better patient mental health outcomes 25,26. 

What is happening in LifeSpan NSW trial sites? 

While most mental health professionals will have completed extensive training in one or more of the therapies 

outlined above, LifeSpan recommends several ways for mental health professionals to further expand their 

capacity to address the specific needs of patients who are suicidal or who may be at risk of suicide.  

Advanced Training in Suicide Prevention 

This interactive, accredited workshop builds skills in identifying and assessing suicidality, needs-based safety  



  

 

 

 

 

 

 

planning, collaborative treatment planning and management, as well as skills in managing people bereaved by 

suicide. Developed at the Black Dog Institute by GPs, psychologists, and allied health professionals, the workshop 

provides an opportunity for mental health professionals to strengthen connections with local primary health 

providers (e.g. GPs) to help integrate pathways for referral and shared care. The Black Dog Institute has 

demonstrated promising evaluation of the program in the Australian context. Paired t-tests showed a significant 

increase in participant confidence and knowledge recognising and managing suicide risk from pre- to post-training. 

By comparison, other programs currently show no known evidence in terms of participant evaluation or any other 

measure relating to clinical practice.  

CAMS (Collaborative Assessment and Management of Suicidality) 

CAMS is a flexible therapeutic framework in which patient and provider work together to assess the patient’s risk of 

suicidality, and use that information to plan and manage suicide-specific, patient-centred treatment. The associated 

multi-purpose clinical tool, the Suicide Status Form (SSF), guides the patient’s assessment and treatment and is 

developed collaboratively between the patient and the practitioner over the course of therapy. CAMS is 

atheoretical, and can be used by mental health clinicians from a range of different therapeutic backgrounds. 

Treatment with CAMS has been associated with a reduction in suicide-related behaviours following attempt in 

people across hospital inpatient and outpatient contexts 5,27-29. This includes one randomized controlled trial of 

CAMS that showed a reduction in suicidal ideation one year after treatment 5. In patient self-reports, CAMS has 

also been identified as a key factor in reducing suicidal behavior, though these studies did not use a comparison 

group 30,31.  

eMental Health in Practice 

e-Mental Health in Practice (eMHPrac) is a suite of resources, workshops, training modules, and webinars 

designed to introduce mental health professionals to programs and tools to support mental health assessment, 

management, and information via digital platforms. eMHPrac is an initiative of the Australian Government led by 

Queensland University of Technology in collaboration with National Institute for Mental Health Research, Menzies 

School of Health Research, and Black Dog Institute. Internet-delivered therapy has been found to be as effective 

as face-to-face therapy for reducing suicidal ideation 22 in addition to showing good outcomes for the treatment of 

depression and anxiety20, both risk factors for suicide32,33.  

How will this be evaluated? 

Research will assess the effect of these interventions on the way mental health professionals care for people at risk 

of suicide. Advanced Training in Suicide Prevention will be evaluated by surveys focused on identification, referral, 

and treatment of suicidality, in addition to knowledge and attitudes around suicide. Data will be collected before and 

after training, as well as follow-up (6, 12 months).  

Medicare Benefits Scheme (MBS) data will measure changes in the use of psychological services. These data will 

be collected for periods before, during, and at the conclusion of the LifeSpan trial. 



  

 

 

 

 

 

 

 

Qualitative data from the Cohort Study conducted as part of Improving emergency and follow-up care for 

suicidal crisis will assess the patient journey through mental health services following discharge from hospital. 

This data will collected throughout the duration of the LifeSpan trial. 

Relevant documents and resources 

https://blackdoginstitute.secure.force.com/forms/bdi_EducationCourseLanding > Advanced Training in 

Suicide Prevention 

https://cams-care.com/ 

http://www.emhprac.org.au/ 

http://www.healthpathwayscommunity.org/About.aspx 

http://graphc.anu.edu.au/graphc2017/graphc.html 
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