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About Suicide Prevention Australia
 
Suicide Prevention Australia (SPA) is a non-profit, community organisation working as a public health advocate in 
suicide and self-harm prevention, intervention and postvention. SPA is the only national umbrella body active in suicide 
prevention throughout Australia, promoting: 

Community awareness and advocacy; •	
Collaboration and partnerships between communities, practitioners, research and industry; •	
Information access and sharing; and•	
Local, regional and national forums, conferences and events.•	

 
As a national organisation, SPA supports and assists both individuals and organisations throughout Australia, by 
promoting collaboration and partnerships in suicide prevention, intervention and postvention. SPA is supported by 
funding from the Australian Government under the National Suicide Prevention Strategy.

SPA Position Statements
SPA regularly publishes position statements on priority areas of suicide and self-harm prevention and postvention in 
Australia. These foundation documents provide a basis for understanding, discussion, teaching, delivery and research, 
and reflect the diversity of voices within the sector. 

They are not intended to be specific to or limited to policy-makers alone, but are instead written with a general  
cross-section of the educated lay public in mind (ie. broader community, media, and other NGOs). SPA Position 
Statements therefore represent a starting point for policy and strategy development, while supporting SPA’s  
ongoing advocacy work and activities.

These documents are developed in close consultation with community and specialist reference 
groups and are ratified by the SPA Board. They are reviewed annually with the intention of being 
reaffirmed, revised or retired, and generally do not refer to issues previously covered by other 
SPA Position Statements or by those currently in the process of being drafted.  

The development of SPA Position Statements is supported by the Australian Government as 
part of its funding agreement with SPA. Position statements support and build on the Living  
Is For Everyone (LIFE) Framework developed under the National Suicide Prevention Strategy. 

SPA Position Statements can be downloaded from the SPA website:  
http://www.suicidepreventionaust.org/PositionStatements.aspx
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Disclaimer
This material has been prepared for information purposes only, and represents the views of Suicide Prevention 
Australia, based on the best available evidence at the time of publication. While all reasonable care has been taken in its 
preparation, Suicide Prevention Australia makes no representation or warranty of any kind, express or implied, as to the 
completeness, reliability or accuracy of the information. This position statement is subject to change without notice, at 
the discretion of Suicide Prevention Australia, and as additional developments occur. Any links to third party websites 
are provided for convenience only and do not necessarily represent endorsement.

To access accurate information about suicide and the portrayal of suicide in the media, please visit:  
http://www.mindframe-media.info/ 

For more information, please contact: 
 
Ryan McGlaughlin, SPA Executive Officer
Phone: +61 2 9568 3111       Email: ryan@suicidepreventionaust.org
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Guiding Principles
Research findings demonstrate that suicide attempt and self-harm rates among gay, lesbian, bisexual and •	
transgender (GLBT) communities are significantly higher than among non-GLBT populations. However, estimating 
reliable suicide mortality statistics for these populations remains highly problematic as sexual orientation and 
gender identity, unlike other demographical characteristics, are not necessarily publicly known, or readily 
identifiable, through existing data collection methods (such as coronial records). 

It is important to acknowledge the diversity within and between GLBT communities. Factors such as gender, age, •	
cultural background, location and disability may significantly impact on life experience and the determination of 
appropriate responses to individual situations. Sexual orientation and gender identity should also be distinguished 
as independent from one another, while also recognising that individuals may or may not identify with the 
commonly used terms ‘gay’, ‘lesbian’, ‘bisexual’, and/or ‘transgender’. 

The risk of suicide and self-harm among GLBT communities is complex and is compounded by experiences •	
of stigma, discrimination, and ‘minority stress’. Sexual orientation and gender identity alone do not necessarily 
elevate risk; rather, experiences of heterosexism, homophobia and transphobia are known to contribute to social 
isolation, poorer mental health outcomes, substance misuse, and other sociocultural and economic problems and 
conditions, which in turn place GLBT individuals at greater risk of suicide and self-harm.

SPA recognises that strategies aimed at reducing suicide and self-harm among GLBT communities must:•	

Promote socially inclusive and supportive environments that affirm sexual and gender diversity. This, in itself, o 
is a complex task that will require efforts to address the often hostile social environments in which many GLBT 
individuals live, work and study. Challenging homophobia and transphobia at the interpersonal, sociocultural, 
and institutional levels is critical.

Be collaborative, multidisciplinary and incorporate both mental health promotion and crisis intervention o 
strategies that are accessible and, where appropriate, are culturally specific to GLBT individuals.

Suicide and self-harm prevention among GLBT communities requires a collective, cross-sector approach, within •	
which there is significant potential for both GLBT and non-GLBT-specific health and community services to 
support and promote GLBT mental health and wellbeing.

The internet and related information communication technologies offer significant potential to reduce social •	
isolation and promote factors known to be protective against suicide among GLBT Australians.

 

Background
Suicide and self-harm in GLBT communities remains an issue of serious concern in Australia. Available research 
continues to demonstrate that the prevalence and rates of self-harm and attempted suicide are significantly higher 
amongst GLBT people than among non-GLBT populations — though the prevalence of completed suicide statistics 
remains unknown. 

Many researchers acknowledge that it is extremely difficult to estimate reliable suicide mortality rates for this 
population and that, consequently, GLBT people may currently be under-represented in suicide death statistics due to 
methodological limitations surrounding the way in which data on sexuality and gender identity is collected (Beautrais, 
1998; Remafedi, 1999). It is also believed that most suicide attempts by GLBT people occur while still coming to terms 
with their sexuality and/or gender identity, and often prior to disclosing their identity to others (Dyson et al., 2003; 
Hillier & Walsh, 1999; Nicholas & Howard, 1998) or, for transgender individuals, before engaging in any gender-related 
treatment, such as counseling or therapy (Cole et al., 1997). Thus, sexual orientation and gender identity — unlike other 
demographical characteristics — are not always readily observable, and may not be known by family and friends at the 
time of death (Bagley & Tremblay, 1997; Dyson et al., 2003; Hillier & Walsh, 1999).

Due to the paucity of data on completed suicides among GLBT populations, much of the literature focuses on 
established indicators of suicide risk. This focus has primarily been upon suicidal ideation and rates of attempted 
suicide and self-harm. Studies conducted over the last decade reveal that GLB individuals attempt suicide at rates 
between 3.5 and 14 times those of their heterosexual peers (Bagley & Tremblay, 1997; Garofalo et al., 1998; Herrell 
et al., 1999; National Institute for Mental Health in England, 2007; Nicholas & Howard, 2002; Remafedi et al., 1998). 
Meanwhile, findings from health assessment studies in North America reveal that the prevalence of attempted suicides 
among transgender communities ranges from between 16 to 47 per cent (Bockting, Knudson, & Goldberg, 2006; 
Clements-Nolle et al., 2001; Keatley et al., 2006; Kenargy, 2005; Leonard, 2002; San Francisco Department of  
Public Health, 1999). 

The level of suicidal ideation among GLBT populations is also very high, with 20 per cent of transgender  
(Couch et al., 2007) and 15.7 per cent of cisgender1 gay, lesbian and bisexual (Pitts et al., 2006) people  
living in Australia reporting current feelings of suicidal ideation.

1 ‘Cisgender’ is a term used (often in preference to the phrase ‘non-transgender’) to describe an individual whose 
gender identity is considered to be consistent with heteronormative expectations for their birth sex.
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Given the high levels of suicidal ideation and rates of attempted suicide, it is perhaps unsurprising that self-harm 
among GLBT communities is also significantly higher than among non-GLBT Australians. Comparatively, 28 per cent of 
lesbians versus 8.3 per cent of heterosexual females, and 20.8 per cent of self-identified gay men versus 5.4 per cent 
of heterosexual-identified males report deliberate self-harm (Nicholas & Howard, 1998). In an Australian study, bisexual 
young people exhibited an even higher prevalence of self-harm than their exclusively gay and lesbian-identified peers at 
29.4 and 34.9 per cent for bisexual males and females respectively (Nicholas & Howard, 1998). While there is presently 
no Australian-specific data on self-harm among transgender populations, published case reports from Northern 
America (Gapka & Raj, 2003 in Bockting, Knudson, & Goldberg, 2006), and anecdotal evidence provided by mental 
health professionals working with transgender people, report rates of self-harming behaviour as also high; particularly in 
the form of genital mutilation (Ontario Public Health Association, 2003). 

It is important not to pathologise sexual orientation and gender identity when conceptualising self-harm and suicide 
risk among GLBT Australians. Moreover, sexual orientation and gender identity alone do not elevate risk. Rather, 
experiences of heterosexism, homophobia and transphobia are known to contribute to social isolation, poorer mental 
health outcomes, substances use, and other sociocultural and economic problems and conditions, which in turn place 
GLBT individuals at greater risk of suicide and self-harm (Dyson et al., 2003; Hillier & Walsh, 1999; Russell, 2003). Thus, 
these outcomes may arise more as consequences of being same sex attracted (SSA) and/or transgender, rather than 
being SSA and/or transgender (Olgivie, 2000 in Howard & Arcui, 2006). The causation of suicide and self-harm related 
behaviours for these populations should, therefore, be analysed from a social determinants of health approach (World 
Health Organisation, 2003). 
 

SPA’s Position 
SPA supports the Living is for Everyone (LIFE) Framework developed under the National Suicide Prevention Strategy, 
and encourages the active development of specific strategies to advance issues relating to GLBT communities within 
this national framework for the prevention of suicide and self-harm in Australia. More specifically, SPA acknowledges, 
advocates and seeks reform on a broader understanding of these issues, along with the following: 
 

The complexity and diversity within and between GLBT communities
Immense diversity exists within and between GLBT communities; both in terms of their experiences of sexuality and 
gender, but also with respect to each one’s socioeconomic, cultural, ethnic, religious and geographical demography. 
Age and disability are also factors that play a significant role in enhancing the diversity of the GLBT community. This 
diversity must be taken into account when assessing suicide and self-harm risk, and developing accessible and relevant 
prevention strategies.

The terms ‘gay’, ‘lesbian’, ‘bisexual’, ‘transgender’ and ‘queer’ are often used with little consideration of their 
complexity (Suicide Prevention Resource Center, 2008). A person’s feelings (sexual attraction and/or sense of gender) 
and behaviours (sexual experience and/or gender expression) may change over time and may not necessarily be 
congruent with normative expectations of the sexual orientation and/or gender with which they identify. Additionally, 
individuals may or may not identify with the commonly used terms ‘gay’, ‘lesbian’, bisexual’, or ‘transgender’. For this 
reason, many community workers suggest that ‘same sex attracted’ (SSA) and ‘diverse gender expression’ may be 
more inclusive terms in some contexts; particularly when describing young people. 

Furthermore, ‘sexual orientation’ and ‘gender identity’ should be distinguished as separate concepts that are subject 
to considerable debate; both within and beyond GLBT communities. In particular, the term ‘transgender’ is distinct 
from ‘sexual orientation’ in that it is generally used to describe people whose gender identity and/or expression is 
considered to be inconsistent with the cultural expectations for their birth sex. Indeed, transgender people may or may 
not also identify as ‘heterosexual’, ‘gay’, ‘lesbian’, or ‘bisexual’ in describing their sexual orientation. Thus, while many 
transgender and GLB people share common experiences of heterosexism, discrimination and stigma, the issues they 
face in coming to terms with their identities and their respective healthcare needs may differ.

SPA recognises that SSA and gender diverse people are not homogenous, and that different approaches will 
be required to meet the varying and unique needs of these communities. It is particularly important to develop 
strategies to reach individuals who do not identify closely with the GLBT community in order to ensure that they 
receive appropriate support.

 

Risk factors for self-harm and suicide among GLBT communities 
Suicide is highly complex and often difficult to predict. However, there are numerous biochemical, psychosocial and 
environmental factors that are believed to be associated with an increased risk (Department of Health and Ageing 
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(DoHA), 2007b). However, not all of the risk factors experienced by SSA and transgender people may  
necessarily be related to sexual orientation and/or gender identity. Sexuality and gender identity “may play a distal or 
proximal role and interact with numerous other risk factors”; many of which are also common to the general Australian 
population (Howard et al., 2002, p. 7).

Nonetheless, it is deeply concerning that GLBT people in Australia experience a higher prevalence of risk factors related 
to suicide than their non-GLBT counterparts (Dyson et al., 2003). These include: previous suicide attempts or deliberate 
self-harm; current or past mental health difficulties (notably, depressive and affective disorders); exposure to attempted 
or completed suicide by a friend or relative; social isolation; family/relationship stress; harassment, physical or sexual 
abuse; discrimination; and substance use problems (DoHA, 2007b). 

The largest Australian study into GLBT health and wellbeing to date, Private Lives, found that nearly three quarters 
of the 5,467 participants reported some experience of depression in the past (Pitts et al., 2006). The prevalence of 
depressive disorders was also high with 49 per cent of men and 44 per cent  of women scoring on at least one of the 
two criteria for a major depressive episode (Pitts et al., 2006). Comparatively, the Tranznation health and wellbeing 
survey of transgender people in Australia and New Zealand (which used the same scale) found 53.4 per cent of 
respondents met at least one of these two criteria, and just over one third (36.2 per cent) met the two essential criteria 
for a current major depressive episode versus 24.4 per cent of all respondents in the Private Lives study and 6.8 per 
cent of the general Australian population (Couch et al., 2007). 

Data also reveals that alcohol and other drug use among GLBT populations tends to be more frequent and at more 
harmful levels than among the general Australian population (Howard & Arcui, 2006; Pitts et al., 2006). This may further 
increase the likelihood of experiencing mental health problems, suicide and self-harm (McNair, Anderson, & Mitchell, 
2003). Studies typically highlight the variation evident in substance use behaviours according to age and identification 
as GLBT, rural versus urban, ‘clubbers’ and ‘scene/non-scene’ (Howard & Arcui, 2006). Overall, those who spend more 
time within the ‘gay community’ are generally more likely to use more substances than those who consider themselves 
‘non-gay-community attached’ (Crawford et al., 1998).

In addition to experiencing many of the risk factors for suicide and self-harm stated above, risk among GLBT 
communities is further compounded by unique issues, such as homophobia and ‘minority and gay-related stress’, 
often associated with coming to terms with gender and/or sexuality (Russell, 2003). As Dyson et al (2003, p. 8) 
articulate, “doubts or questions about sexuality or gender can compound social and emotional risk factors for suicide”. 
Furthermore, GLBT people are less likely to be protected by factors known to provide resilience, such as strong family 
connections, peer support and access to culturally competent mental health providers (Suicide Prevention Resource 
Center, 2008).

Many researchers agree that social isolation remains among the most salient risk factors for GLBT communities. Social 
researchers also observe that, unlike racial and religious minorities, GLBT people do not often share their ‘minority 
group status’ with their families since most generally have heterosexual, cisgender parents. Thus, many GLBT people 
are “socialised into values and beliefs that are discordant with their self definition” (Telljohann & Price, 1993 in Hillier 
& Walsh, 1999, p. 24), which may increase feelings of low self-worth, guilt and shame. The social exclusion of GLBT 
people is also suggested to “encourage social contacts in GLBT specific venues, such as pubs, clubs and bars”, which 
may, in turn, exacerbate drug and alcohol use (National Institute for Mental Health in England, 2007, p. 10)

There is also rising concern amongst health and community workers that body image issues may also contribute 
to poorer mental health of GLBT communities. Indeed, there is growing evidence that SSA men appear to be at 
greater risk of experiencing body image dissatisfaction and related depression and low self-esteem than their 
heterosexual peers (Russell & Keel, 2002). Social researchers suggest that such issues cannot be explained through 
mere psychological dissatisfaction alone; asserting that these are also reflective of the sexualised culture of gay male 
communities, and pressures to uphold a masculine appearance in the face of broader heterosexist attitudes and 
stereotypes surrounding homosexuality (Duggan & McCreary, 2004; Levesque & Vichesky, 2006). 

Suicide prevention literature highlights that mapping individual, social and contextual risk and protective factors 
can guide action at a community level, but emphasises that these cannot be used to assess risk of an individual 
(DoHA, 2007b). SPA therefore recommends that initiatives focus on the constellations of risk and protective 
factors described above. For example:

Reducing social isolation through activities that strengthen family connection, build social support •	
networks, and help foster communities that are inclusive of sexual and gender diversity.

Increase individual protective factors through activities that encourage help-seeking behaviours, foster •	
positive peer-relationships, improve self-esteem, and support individuals coming to terms with their sexual 
orientation and/or gender identity to develop a positive sense of self.

Reducing contextual risk by increasing the accessibility of health and community support services through •	
activities, such as cultural awareness and competency skills training and development.
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When conceptualising these risk and protective factors, it must also be noted that very little is known about the causal 
mechanisms underpinning suicide and self-harm — particularly for transgender populations — since the majority of 
research conducted so far has predominantly focused on SSA people. One study that did focus on transgender people 
found that 70 per cent of those who had previously attempted suicide directly attributed their behaviour to frustration 
and exasperation over their gender identity and the isolation, rejection and body dissatisfaction that often accompany 
gender issues (Bockting, Knudson, & Goldberg, 2006; Cole et al., 1997; Kenargy, 2005; Xavier, 2000). 

Heterosexism, homophobia and transphobia 
Broadly, the term ‘heterosexism’ refers to negative attitudes towards GLBT people; the assumption that all people 
are and should be heterosexual, and that sex and gender (and the relationship between the two) are fixed at birth 
(Leonard, 2002). Heterosexism is sometimes used as an all-encompassing term that also includes ‘homophobia’ and 
‘transphobia’— a fear of diverse sexualities and gender identities that may manifest as prejudice, bias against, or 
discrimination toward GLBT people at an internalised, interpersonal, sociocultural and/or institutional level. 

Numerous studies have illustrated a direct association between discrimination and many of the key risk factors for 
suicide and self-harm (particularly mental illness) (DoHA, 2007b). Similarly, heterosexist social attitudes have been 
associated with social isolation, family rejection, violence (and the ongoing threat of violence), social invisibility, self-
denial, guilt, internalised homophobia or transphobia, and lack of access to culturally competent care (Bagley & 
Tremblay, 1997; Hillier et al., 2005; Leonard, 2002; Suicide Prevention Resource Center, 2008). 

Discrimination and violence against GLBT communities in Australia remains widespread, with at least 84 per cent of 
GLBT people reporting at least one experience of discrimination or abuse in settings such as education, employment, 
medical treatment, police/law enforcement, and the provision of goods and services (McNair, Anderson, & Mitchell, 
2003). More recent findings from a Victorian study of GLBT and intersex people showed that over 80 per cent of 
participants had experienced public insult, 70 per cent verbal abuse, 20 per cent explicit threats and 13 per cent 
physical assault (McNair & Thomacos, 2005). These findings are concurrent with the Private Lives survey results, which 
also revealed that the prevalence of discrimination, harassment and violence is highest amongst transgender people in 
Australia (Pitts et al., 2006).

Homophobia and transphobia in schools also remains a major concern. A nationwide study of SSA youth found that 
nearly 38 per cent of SSA young people had experienced discrimination, while nearly 50 per cent reported experiencing 
verbal abuse because of their sexuality (Hillier et al., 2005). Alarmingly, 74 per cent of this abuse occurred at school. 
It is perhaps unsurprising that SSA young people tend to leave school at a younger age than their heterosexual peers 
(Dyson et al., 2003) and that equally as many feel as unsafe at school as they do on the streets (Hillier et al., 2005). 
It has also been reported that homophobia frequently goes unchallenged by school teachers and staff (Hillier et al., 
2005). 

Health and community workers also highlight that heterosexism, homophobia and transphobia places additional 
pressures on GLBT people’s relationships; particularly in terms of stress related to coming out and/or relationship 
disclosure, invisibility and lack of recognition of relationships, as well as ongoing self-censorship and modification of 
behaviour (such as avoiding public displays of affection). These issues can cause difficulties in terms of achieving and 
maintaining healthy relationships, particularly given that many relationship support and family and domestic violence 
services lack the knowledge and skills required to understand and address the needs of GLBT people in relationships.

Furthermore, the marginalisation and discrimination experienced by GLBT people contributes to barriers to the access 
of health and support services (Leonard, 2002; McNair, Anderson, & Mitchell, 2003). These barriers are compounded 
by health care providers often lacking the appropriate knowledge and skills around GLBT health (Leonard, 2002). This 
is particularly salient for transgender people who may require specialist medical treatment (such as hormone therapy 
and/or surgery), which is typically very costly. The limited number of culturally competent services available for GLBT 
people prohibits many individuals from accessing appropriate support, information and care (Leonard, 2002; Lombardi, 
2001).

Strategies that actively address heterosexism, and promote inclusive, safe and supportive environments 
are therefore critical to suicide and self-harm prevention for GLBT communities. However, as Mayock and 
colleagues (2009), explain, challenging homophobia and transphobia are complex and multi-dimensional 
processes requiring us to think differently about gender and sexual orientation and about how social institutions 
are structured. Action is required across interpersonal, sociocultural, and institutional levels, ranging from 
community education campaigns and school-based approaches through to legislative measures, to help end 
discrimination.
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Groups considered at greater risk of suicide and self-harm
Consideration must also be given to the multiple layers of identity and experiences of GLBT people and how these 
may, in turn, influence patterns of suicide and self-harm. It has been suggested that disparities in patterns of suicide 
and self-harm between different groups identified within the overall Australian population are likely to also be reflected 
among GLBT populations. In particular, young people, Indigenous Australians, individuals from culturally and 
linguistically diverse (CALD) backgrounds, and those residing in rural and remote areas have been identified as being at 
higher risk than the wider Australian population (DoHA, 2007a). 

However, suicide and self-harm among GLBT individuals within many of these groups is not well understood and may 
or may not be directly related to issues surrounding sexual orientation and/or gender identity. There is insufficient 
knowledge about if and how sexual orientation and gender identity interacts with other characteristics (such as 
ethnicity, cultural background, age, disability, religious faith, and geography) and the subsequent impact on suicide and 
self-harm. 

It is, however, indisputably clear that younger GLBT people are at an elevated risk of suicide and self-harm, with 
studies demonstrating that attempted suicide rates for this group are up to six times as high as their cisgender 
heterosexual peers (Dyson et al., 2003). The physical and psychosocial development that takes place during 
adolescence is believed to compound issues surrounding sexual orientation and gender identity; particularly in relation 
to developing a positive sense of self (Di Ceglie, 2000; Holman & Goldberg, 2006; Morrow, 2004). Additionally, family 
and peer rejection, harassment and bullying on the grounds of gender non-conformity and/or sexual orientation remain 
common experiences for many GLBT young people; further exacerbating feelings of isolation, self-loathing and shame, 
which substantially increases vulnerability to suicide and self-harm for this age group (Hiller et al., 2005).

Emerging research into experiences of GLBT people living in rural and remote communities also suggests that many 
of the issues facing GLBT individuals discussed earlier are compounded by geographical isolation, rural culture 
and limited (if any) access to culturally competent mental health services (Edwards, 2007). Several studies also 
demonstrate that, with few exceptions, rural and remote areas tend to be more homophobic than urban areas (Flood & 
Hamilton, 2005; Foster, 1997). These issues may further exacerbate the myriad risk factors specific to rural and remote 
communities more generally; significantly increasing the vulnerability of GLBT people living in these communities to 
suicide and self-harm (Quinn, 2003). 

For more information on suicide in rural communities, download the position statement, ‘Responding to suicide in rural 
Australia’, available from the SPA website: http://www.suicidepreventionaust.org

Furthermore, while there is a paucity of research into suicide and self-harm among Indigenous Australians who are 
GLBT, it is acknowledged that these individuals experience high levels of social exclusion, either on the basis of 
gender non-conformity, sexual orientation, race or all three. Consequently, many Indigenous Australians who are GLBT 
(particularly those living in rural and regional areas) go through geographic relocation which may result in further loss 
of support networks, family and cultural connections; thereby compounding risk for suicide and self-harm (Queensland 
Association for Healthy Communities, 2004).

For more information on Indigenous suicide, download the position statement, ‘Suicide Prevention and Capacity 
Building in Australian Indigenous Communities’, available from the SPA website: http://www.suicidepreventionaust.org

Many service providers and healthcare professionals also acknowledge that GLBT individuals from CALD communities 
(including newly arrived refugees and migrants) face social isolation as well as additional stressors related to disclosure 
of their sexuality and/or gender identity, and pressures to conform with cultural expectations surrounding gender and 
(heterosexual) marriage. This often results in psychological dissonance and identity conflicts which may contribute 
to suicide and self-harm risk. Further research into this area is needed to better understand how best to support and 
promote the mental health and wellbeing of GLBT people from CALD backgrounds.

In addition to the groups discussed above, there is increasing concern that older GLBT Australians may also be  
over-represented in suicide and self-harm statistics for this age cohort. While there is limited published literature 
available at present, anecdotal reports from health professionals working with older GLBT Australians highlight that 
many belong to a generation that has experienced a history of severe persecution, abuse and ostracism and have  
had to survive amidst legal and social condemnation. While some older GLBT people are ‘out’, including many 
activists, most are likely to remain closeted to avoid stigma and discrimination, particularly from service providers 
(Barrett, Harrison, & Kent, 2009; Harrison, 2006). 

Consequently, many older GLBT Australians may not identify with the GLBT community, resulting in severe social 
isolation and stigma that significantly increases risk of suicide and self-harm. Older GLBT people have themselves 
referred to the impact of ageing amidst a youth-oriented gay cultural milieu, which harms self-esteem through the 
promotion of negative ageist stereotypes (Harrison, 2005). There is an urgent need to resource further research and 
service development to better understand and respond to issues connected to suicide and older GLBT people. 

Similarly, those belonging to religious faiths that promulgate negative discourses about homosexuality are particularly 
vulnerable to suicide and self-harm. Conflicts between spiritual or religious beliefs and sexuality can result in  
significant psychological dissonance as well as division and exclusion from family, friends and community.  
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For many, these experiences manifest in deep feelings of self-loathing and hatred that, in turn, severely  
elevate the risk of suicide and self-harm (Hillier et al., 2008). As one young SSA woman describes:  

Knowing what was facing me religion-wise and with my family I was pretty suicidal 
between the ages of about 16 and 19…not so much because of people’s homophobia 
but because of feeling totally trapped between a religion/family that didn’t accept 
homosexuality and being who I was. (‘Peggy’, aged 20, in Hillier et al., 2008)

 
Furthermore, it has been suggested that HIV/AIDS may be associated with higher rates of depression in GLBT 
communities, particularly since people living with HIV are statistically more likely to experience poverty, discrimination 
and stigma (Grierson et al., 2006). However, there is conflicting evidence regarding whether any association exists 
between HIV/AIDS and depression, suicide and/or self-harm. One Australian study revealed that HIV-positive SSA  
men were more likely to report depressive symptoms and were at greater risk of suicide and self-harm (Pitts et al., 
2006). These findings are, however, discordant with international literature, which reports that rates of depression do 
not differ significantly between HIV-positive and HIV-negative gay and other homosexually active men after controlling 
for HIV status (Cochran et al., 2003; Gilman et al., 2001). Furthermore, international research suggests that depressive 
symptom scores do not appear to differ significantly between HIV-positive heterosexual and non-heterosexual women 
(Cooperman et al., 2003). Further investigation exploring the role that HIV/AIDS may play with regard to suicide and 
self-harm among GLBT communities is warranted 

In recognising that the above groups of GLBT people may be at greater risk of suicide and self-harm 
than others, SPA advocates for the development of targeted suicide prevention activities for these groups. 
Additionally, further research is urgently needed to better understand and respond to issues surrounding suicide 
and self-harm for GLBT people living in rural and remote Australia, Indigenous GLBT Australians, those living 
with HIV/AIDS, older GLBT individuals, and those from culturally and linguistically diverse backgrounds.

 

A multidisciplinary approach to GLBT suicide and self-harm prevention
It is clear that GLBT people experience a multitude of risk factors (some of which are specific to or compounded by 
issues surrounding sexual orientation and/or gender identity) that substantially increases the likelihood of suicide and 
self-harm. Furthermore, available evidence demonstrates that these communities experience ubiquitous discrimination 
and harassment, and are less likely to be protected by strong family connections, peer support and culturally competent 
healthcare. 

Strategies that aim to reduce suicide and self-harm amongst GLBT communities must therefore be 
comprehensive in their approach; integrating a range of health promotion, suicide prevention and crisis 
intervention efforts to reduce exposure to risk and promote factors known to protect and strengthen mental 
health. These may be adapted from or built into existing evidence-based approaches or may involve developing 
more specific initiatives and interventions. Given that many contributing factors for suicide and mental health 
lie outside the domain of the mental health sector alone, coordinated multidisciplinary action across health, 
education, social service and community sectors is necessary (Commonwealth Department of Health and Aged 
Care, 2000; Herman, Saxena, & Moodie, 2005).

Challenging heterosexism, homophobia and transphobia in Australia is an absolutely critical aspect of suicide and  
self-harm prevention for GLBT communities. There are no ‘quick fix’ solutions that can address the marginalisation  
that so many GLBT people face in their daily lives. Achieving social and institutional change requires collective and 
cross-sector efforts, with shared responsibilities across relevant government departments and policy sectors. 

Additionally, there are numerous opportunities for positive intervention or change at the personal and interpersonal level 
that can be implemented by individuals, as well as institutions, to affirm sexual and gender diversity. Education settings, 
in particular, are well placed to address heterosexism, homophobia and transphobia. Training teaching staff in this area 
is one of several priority areas for action. Similarly, community programs that promote peer support and social inclusion 
also offer significant potential to reduce suicide and self-harm among GLBT communities (Brown, 1999).

Building community capacity for mental health promotion and suicide prevention
‘Improving community strength, resilience and capacity in suicide prevention’ is identified as a key focus area under  
the LIFE Framework and is particularly relevant to reducing suicide and self-harm among GLBT communities.

GLBT health and community service providers acknowledge that many currently lack the capacity to  
effectively undertake mental health promotion and suicide prevention work; citing an absence  
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of knowledge, skills, and resources as the key barriers. Conversely, mainstream mental health and suicide prevention 
organisations highlight gaps in current understanding and awareness of GLBT needs, resulting in inadequate service 
delivery. 

Clearly, further training and targeted resources for both GLBT and mainstream services are required to raise 
awareness and to build the capacity to deliver adequate and accessible services. Additionally, further support 
for community-based organisations to promote factors known to be protective for mental health and wellbeing 
(such as self-esteem, social connectedness and self-efficacy) is also vital to building community strength and 
the prevention of suicide and self-harm.

The role of information communication technology (ICT) in preventing suicide  
and self-harm among GLBT Australians
Internet-based resources are acknowledged for their ability to engage and empower marginalised and traditionally ‘hard 
to reach’ groups via the transgression of geographical, logistical and even psychosocial barriers that may otherwise 
inhibit such groups from accessing offline health promotion programs or health care providers (Alexander, 2002; Burns 
et al., 2007; Cline & Haynes, 2001; Drabble, Keatley, & Marcelle, 2003). ICT therefore offers significant potential as a tool 
and setting for mental health promotion and suicide prevention for GLBT communities who face significant challenges 
in accessing information and support around gender identity and sexuality due to the stigmatisation and sensitive 
nature of these issues (Drabble, Keatley, & Marcelle, 2003; Hegland & Nelson, 2002; Hillier et al., 2001). 

Studies support the proposition that GLBT people utilise the internet as a primary means of learning more about 
sexuality and gender identity, as well as a way to connect with peers through participation in online communities 
and social networks (Hegland & Nelson, 2002; Hillier et al., 2001). Both Hillier et al (2001) and Hegland and Nelson 
(2002) report that the positive self-worth gained from online experiences further enables young people (in particular) 
to feel confident in coming out to their friends and families and seeking offline help to support them in coming to 
terms with gender identity and sexuality issues. More recently, research has also identified the significance of online 
communication to older people, indicating that older GLBT people could benefit from online intervention and support 
(Aguilar, Boerema, & Harrison, 2009).

The literature identifies that the internet provides safety, support, information and friendship, which collectively  
assist in developing and affirming a positive sense of self in the face of pervasive heterosexism (Hillier et al., 2001). 
Hegland and Nelson (2002) emphasise that the internet provides an outlet for expressing and exploring  
identity that subsequently informs, enlightens, and in particular, leads to the discovery that one is not alone. It is 
suggested that the internet strikes a balance between anonymity, distance and intimacy, which enables GLBT people  
to feel safe in exploring and revealing their deepest feelings and thoughts without fear of disapproval or persecution 
(Hillier et al., 2001). 

SPA Recommendations 
SPA strongly recommends that GLBT suicide and self-harm prevention adopts a multidisciplinary approach •	
inclusive of targeted mental health promotion, suicide prevention and crisis intervention strategies, coordinated 
through the National Suicide Prevention Strategy.

All suicide prevention and mental health promotion initiatives funded under the •	 National Suicide Prevention 
Strategy should be inclusive of and, where appropriate, specific to GLBT people at risk of suicide and self-harm. 

For progress to occur, heterosexism, homophobia and transphobia must be addressed at the interpersonal, •	
sociocultural, and institutional level. This will require a comprehensive approach, ranging from community 
education campaigns through to legislative measures to end discrimination in all areas (including marriage  
and parenting rights).

The Ministerial Council on Education, Employment, Training and Youth Affairs (MCEETYA) to lead the development •	
of a ‘whole of school’ approach to address homophobia and transphobia in education settings across Australia; 
building on the success of frameworks such as the Victorian Department of Education and Early Childhood’s 
Supporting Sexual Diversity in Schools project. Additional areas for action in education include:

Curriculum development;o 

Professional and/or pre-service training for teachers to identify and respond to bullying and harassment  o 
on the grounds of sexual orientation and/or gender non-conformity; and

Development of targeted resources through initiatives such as o MindMatters.
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Increase resources to build the capacity of GLBT health and community service providers to undertake targeted •	
suicide prevention and mental health promotion activities. SPA also recommends training and supporting 
mainstream suicide prevention, health and community services to raise awareness of issues facing GLBT 
Australians for the provision of culturally competent care.

GLBT suicide prevention strategies must be inclusive and relevant to the diversity within and between GLBT •	
communities; recognising that some groups may be at higher risk than others and that different approaches may 
be required for different groups.

While the recent commitment by the Australian Government to remove discriminatory legislation against GLBT •	
people is a positive step, SPA believes this development must be supported by an ongoing commitment by all 
state/territory and federal governments to improving GLBT mental health and wellbeing through data collection, 
inclusion in policy, and dedicated resources.

SPA strongly recommends that a review be conducted across all government departments of pre-existing •	
recommendations that impact on GLBT mental health and wellbeing, including those emerging from the recent Sex 
Files and the Same sex same entitlements reports; both prepared by the Australian Human Rights Commission. 

Provide greater capacity for the delivery of resources and support services for parents and families dealing with •	
sexuality and gender issues.

The federal Department of Health and Ageing (DoHA) initiate a GLBT aged care strategy that includes policies, •	
resources and programs targeted at researching and meeting the mental health needs of GLBT older Australians. 

SPA strongly advocates that greater attention be afforded to detailed research of specific issues that will improve •	
the evidence base and understanding of suicide prevention, such as:

Rates of completed suicide among GLBT populations, disaggregated by age, rural or remote location, o 
disability and ethnicity;

Links between self-harm and suicidal behaviour in GLBT populations;o 

Inclusion of sexual orientation and gender identity when collecting data for purposes such as coronial records o 
and reports prepared by police to assist coroners, as well as in other health contexts (where appropriate and 
relevant);

The causal mechanisms underpinning suicide and self-harm behaviours in GLBT communities;o 

Greater understanding of the extent and nature of suicide and self-harm among specific groups within GLBT o 
communities (particularly transgender communities, older GLBT people, those living in rural and remote 
Australia and those who are Indigenous and/or from culturally and linguistically diverse backgrounds); and

Best available practice approaches to building resilience, help-seeking and the capacity for self-help.o 

More information is available via the SPA website: 
http://www.suicidepreventionaust.org
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