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STATE SUICIDE PREVENTION STRATEGY 

Amendment to Motion 

Resumed from 19 September on the following motion moved by Hon Ljiljanna Ravlich — 

That this house condemns the Barnett government for its failure to honour its election commitment to 
spend $13 million in the first two years of government to develop a comprehensive Western Australian 
state suicide prevention strategy, with a particular emphasis on young people, young men, Aboriginal 
people and people who live in rural and regional Western Australia, and calls on the government to 
support a coronial investigation into the rate of suicide. 

To which the following amendment was moved by Hon Helen Morton (Minister for Mental Health) — 

To delete all words after “house” and insert — 

commends the Barnett government for its election commitment to spend $13 million to 
develop a comprehensive Western Australian state suicide prevention strategy, with a 
particular emphasis on young people, young men, Aboriginal people and people who live in 
rural and regional Western Australia, and notes the comprehensive analysis being undertaken 
by Edith Cowan University of the rate of suicide and all other aspects of suicide in Western 
Australia. 

The PRESIDENT: Members, a further speaker, Hon Alison Xamon, attempted to move an amendment to the 
amendment that had been moved by Hon Helen Morton, but that amendment was ruled out of order at that stage 
because it was an amendment to the original motion, so we can take that as a foreshadowed amendment, if you 
like, from Hon Alison Xamon. But the question before the Chair that has to be first resolved is that the 
amendment moved by the Minister for Mental Health be agreed to. Hon Linda Savage was on her feet, and there 
is one hour and 33 minutes remaining in this debate.  

HON LINDA SAVAGE (East Metropolitan) [2.06 pm]: I finished on 19 September by speaking about the 
Law Society of WA and the work it has done relevant to this motion. In 2011, the Law Society released a report 
into the mental health issues facing Western Australian legal practitioners, which highlighted the incidence of 
depressive symptoms amongst lawyers and law students and the alarming levels they had reached. In response to 
that report, the Law Society adopted 29 recommendations, one of which led to the relaunch of LawCare (WA)—
a professional, free and confidential counselling service of up to three sessions a year—which provides ongoing 
support and resources to those experiencing mental health and wellbeing issues. After I made my comments last 
week I noticed that the Law Society has been nominated in category three, which is the Edith Cowan University 
award for prevention, promotion and/or early intervention service or program, of the 2012 WA Mental Health 
Good Outcomes Awards for excellence and innovation in the mental health sector. The Law Society is one of 
four finalists in that category, which shows, whether it wins or not, how worthwhile the relaunch of LawCare is.  

The prevalence of mental illness in young people is worrying, and I spoke about that in my inaugural speech. I 
also, at that time, acknowledged and congratulated the government on the establishment of the Mental Health 
Commission. The debate we have had on this so far has included quite some discussion about statistics. It would 
be, I think, concerning if a debate about such a serious topic came down to which statistics are more accurate 
than others. The reality is that in this area no-one can really claim with any certainty to have the correct figures 
because, as a number of organisations say, the number of deaths by suicide is under-reported. I know that 
Lifeline has on its website information saying effectively that there are at least six deaths by suicide each day, 
and more than 20 000 people every year are affected by the death of someone to suicide. It believes that the 
figures are under-reported; but, even if they are under-reported, the number of deaths by suicide in 2009 was 
higher than the number of road-related deaths or even the number of deaths from skin cancer. In fact, Patrick 
McGorry, who also says that the figures are an underestimation, says that we should have a suicide toll, just as 
we have a road toll, given that the rate of deaths by suicide is at least 50 per cent higher than the number of road 
toll deaths. 

I will turn to some of the figures that were quoted by the minister. She spoke about a raw figure of 298 in 2008; 
the slightly lower figure of 269, with five undetermined, in 2009; the raw figure of 292, with 10 still 
undetermined, in 2010; and a raw figure of 2008 in 2011. The raw figures in that data suggest that there has been 
a decrease in the number of suicide deaths, but I think that needs to be considered. Perhaps the minister would 
concede that that decline is not something that a particular minister or a government could really take credit for, 
because there has been a significant overall decline in suicide rates, particularly in the most vulnerable age 
group, which is young men. The Lancet recently published the results of three reviews, and I will quote from a 
small part of that. It states — 
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“The overall decline in suicide rates for Australian men aged 20–34 years (from 40 per 100,000 in 
1997–98 to 20 per 100,000 in 2003) … 

That shows the decline that has been coming for quite some time. However, that declining figure, which has 
been underway in the past decade, still masks the rise in suicide rates in young men, particularly in remote areas 
and low socioeconomic groups. By drawing attention to those figures, I am saying that the overall trend 
downwards, which is a long-term trend, is very hopeful, but the under-reporting and the suicide rates for young 
men, particularly in regional areas, remain of real concern. Obviously, Indigenous populations are particularly at 
risk. 

That decline in the number of male suicides hides the rise in the number of suicides in remote areas. The articles 
that I have looked at say that that group of people, young men in particular, are very vulnerable, and we are not 
having success in that area. Obviously, that is a big issue for Western Australia. I think reference has already 
been made to the 35 Indigenous deaths to suicide in the Kimberley between the beginning of this year and 
September, and in particular the five teenagers and young adults from Mowanjum who took their own lives in 
very recent months. I note that on 12 September Hon Helen Morton said that funding had now been made 
available to Mowanjum, and that is obviously very needed and perhaps overdue, given those figures. Obviously, 
I hope that has the desired outcomes, but I have some concerns about that, and that is because I also saw the 
report on Mowanjum on the 7.30 program and heard what Steve Austin, who is the chief executive at that 
community, said on that program on 6 September. He said — 

We probably have somewhere in the vicinity of 50 service providers come inside the community. Now, 
it’s all uncoordinated. There’s no uniform about it. 

Each provider comes in doing their own thing. And, you know, when you look around and you see, you 
know children still not going to school … 

I cannot quite recall the exact numbers, but I think there are perhaps 350 people in the Mowanjum community. It 
is great that lots of people are going into that community, but the lack of coordination of services perhaps goes 
partly to explain at times why programs, when there are a large number of them which are not coordinated, 
which overlap and which have a short life span, do not bring about structural change and do not have the 
capacity to deal with the underlying causes. 

If members saw the footage of that 7.30 report, they will know that it showed a community which was poor and 
in which people were not working and children were not going to school. That is not a new scene. I remember 
that 20 or so years ago, when Brendan Nelson was the President of the Australian Medical Association, he did a 
tour with Graham Richardson, who was then, I think, the federal Minister for Health, and exactly the same 
images were shown. So, it is not as though anyone could say that this is not a longstanding and an extremely 
difficult problem, which has been quite resistant to considerable funds, goodwill and different policy attempts. 
Perhaps the words of Steve Austin about the number of service providers hold part of the key. Certainly, in some 
of the issues in which I have been involved, one of the number one concerns is the fragmentation of and the 
short-lived funding to programs, without the capacity to tolerate the fact that programs often need a considerable 
amount of time, with one step forward and two steps back, before they begin to make any lasting change. That 
7.30 report was not unlike the Four Corners program this week, which some members may have seen, about 
Claymore in New South Wales, showing entrenched poverty and particularly the devastating effects that it has 
on young children. I do not think anyone could look at that footage or that coverage without—in my opinion—
anything other than a sense that those children are essentially being condemned to disadvantage and that that 
disadvantage will compound in the same way that advantage compounds. 

While we are talking about suicide, I want to talk about a more specific group of young people. I have previously 
talked about one group of young people whose rate of suicide is significantly higher than that of young people 
generally, and that is young gay people. Warren Talbot, who is the general manager of the National LGBTI 
Health Alliance was quoted recently in The Australian as saying that suicidality among gay, lesbian and bisexual 
people is about three times higher than that in the general population. In response to some other media reports, a 
general practitioner wrote quite a long article in The Australian. In talking about his patient base, which he said 
is about 50 per cent gay, he said that, in his observation, they were at risk of a range of health issues, but he said 
that they included—this is from The Australian—being bullied at school and discriminated against in the 
workplace. These experiences have resulted in increased rates of depression and suicide.  

When I spoke about homophobic bullying I referred to research that had been provided to me by Professor 
Donna Cross, who is Western Australia’s Australian of the Year for 2012. I found that data very interesting; it 
explains that homophobic bullying takes place predominantly at school. When students go home, they can switch 
off their email or social media accounts; but, unlike other forms of bullying, victims of homophobic bullying are 
at their most vulnerable during the school day. There is a much higher rate of depression and suicide. I note that 
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in countries like England there is a growing rate of what is called gay hate crime amongst young adults. 
Professor Cross is of the view that we need specific policies to deal with homophobic bullying. We need to pre-
empt it. 

Although their heads are down, it is very good to have the Minister for Mental Health and the Minister for 
Education in the chamber. The comments I am making are particularly directed at them because we are talking 
about suicide prevention strategies and what is available in this state. We have generic bullying strategies for 
schools but we have no specific homophobic bullying policy. The greater risk of suicide should be the impetus 
for the Minister for Mental Health and the Minister for Education to perhaps join together and reconsider their 
support for a specific homophobic bullying policy, which is what the best advice advocates.  
I drew some encouragement from comments made by the Minister for Education when I raised this issue with 
him during the estimates hearings. At the hearing of 5 June 2012, he stated — 

I agree with everything you are saying; it is true. I acknowledge that everything you have said is 
correct, and I think that the department’s whole notion towards a generic policy on bullying is 
commendable, and certainly what has been going on in the last few years. Having said that, this 
probably is an area that we perhaps do need to give more attention to. Having a specific homophobic 
bullying policy, I have got to say as a former educator, I have a few reservations about that, for the 
reasons I have articulated. Perhaps if we can look towards an instance whereby there can be more 
understanding on behalf of counsellors and on behalf of staff et cetera, which then can be ingrained 
within the school culture, I think that is the way to go, as opposed to having a specific homophobic 
bullying policy. 

Maybe I am reading too much into that, but I think that shows an openness to reconsideration of this policy. 
Given the rates of suicide, that is something that the Minister for Education and the Minister for Mental Health 
may consider at some time. Anything we can do to try to lessen the rate of suicide among young men and 
women is very important. Of course, a specific policy would have the flow-on effect of carrying those attitudes 
into adulthood. As I mentioned, in the UK they are paying much more attention to homophobic attacks, crimes 
and killings. The people who are carrying out these crimes do so specifically because the victims are gay. 
In closing, I want to make mention of the answer given to a question I asked of the Minister for Mental Health 
on 14 August. The rate of mental ill health in prisons is well documented; obviously there is a long history of 
suicides in prisons. There is data about the vulnerability of people leaving prison who went in already suffering 
from a mental illness and whose mental health issues were exacerbated by the experience of prison. I asked how 
much money was being spent on mental health in prisons; that is a question that goes to the Department of 
Corrective Services because the health budget falls within that department. I was told that the budget for mental 
health services for prisoners for 2012–13 was $4.2 million. I do not think that that is a very large amount for 
mental health services, particularly when we put it into the context of the total health budget and the cost of 
delivering those services. I will ask further questions about that in terms of the overall budget, but I thought I 
would bring that matter to the attention of the house in the context of debate on mental ill health and suicide.  
HON MIA DAVIES (Agricultural) [2.27 pm]: I rise today to speak on behalf of the National Party, and I 
would like to focus on the services and initiatives that are being rolled out, community by community, through 
community action plans and other services delivered through the Department of Health, the Department of 
Education, and the Department of Agriculture and Food. There is a raft of different, multifaceted approaches 
being rolled out at the moment, and I will take some time to go through them. I commend the Minister for 
Mental Health for the rollout of the suicide prevention strategy through community action plans; I am starting to 
see evidence of that strategy throughout my electorate. It is already up and running in communities from Halls 
Creek to Esperance, through organisations including Western Australian Country Football, the Western 
Australian Jockey’s Association, prisons, and the Australian Veterinary Association. These are plans aimed at 
educating communities—young people in particular—about suicide prevention and how they can be involved in 
the solution. 

It is well documented that regional Western Australians, particularly young men, are over-represented in the 
statistical data for completed suicides. We are a vast state, and those in our regional communities are often 
isolated from access to the services and support networks they need when they find themselves faced with some 
of the contributing factors that can lead to them contemplating suicide. That is not an “us and them” observation; 
it is simply a fact that we have a small, sparsely populated regional area which means the delivery of some of 
these services is quite challenging and has been challenging for successive governments. 

Risk factors that increase the likelihood of suicide include, but are not limited to: gender, men in particular; 
mental illness or mental disorders; alcohol and other drug problems; a sense of hopelessness; abuse or violence; 
social isolation; and lack of support services. Young people living in rural and remote locations are three times 
more likely to suicide than their metropolitan counterparts. In Australia, over the past 20 years, more people 
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have died from suicide every year than have died on our roads. That shocking statement is one that should have 
every member of the community engaged with and working alongside the Ministerial Council for Suicide 
Prevention WA, and developing a community action plan and taking a personal interest in this issue. 

From a regional perspective, our risk factors are far greater. In WA, more than a quarter of all males over the age 
of 15 years live in regional areas. Statistically those of us living in the regions do not have regular contact with a 
doctor, let alone with specialist support services that are required for people with a mental illness. Men in 
particular have a woeful record of visiting their doctor. They will go only when something is well and truly 
broken. By that stage the problem has usually compounded and the impacts of ill health, physical or mental, have 
created pressure in their family life, in their community and in their ability to lead a normal and productive life. 
In many parts of the state the abuse of alcohol and drugs is endemic, with the impact spread across multiple 
generations of families. This is quite simply devastating. Our regional communities are faced with unique 
challenges. A farmer can be the best in the industry, but if it does not rain or there is a weather event that 
devastates a year’s crop, we quickly see an increase in what we know as situational distress. Many of our cattle 
producers who are reliant on the live export trade, and certainly in more recent times the live sheep trade, have 
been under incredible financial and emotional pressure as a result of federal government decision making and its 
complete disregard and lack of understanding of these very important industries. Certainly situational distress is 
being experienced among people in those industries. There can be no single answer to the complex web of issues 
that contribute to mental illness, but there are a number of initiatives that are working to improve outcomes and 
to reduce the rate of suicide in our regional communities. 

I have spoken a number of times about the Regional Men’s Health Initiative. Those members of Parliament who 
represent regional electorates in this house would be very familiar with the work of Dr Julian Krieg and Mr 
Owen Catto. The Regional Men’s Health Initiative began as Wheatbelt Men’s Health in 2002 following a 
decision by the Central Wheatbelt Division of General Practice that identified a high suicide risk for men in 
regional WA. These two men and their board are highly respected in their work. They play an advocacy and 
education role in the provision of a support service for men and their families in situational distress. In 2010 
Wheatbelt Men’s Health was expanded beyond the boundaries of the wheatbelt and formed into the Regional 
Men’s Health Initiative, and to extend this highly successful and targeted program it has been provided with 
$2.78 million over three years from royalties for regions funding. The latest statistics from the program, as it 
reported back for the June 2012 quarter, included figures on the interaction with communities, the impact of its 
advocacy work on communities and the connections it has with communities. The statistics indicate that it 
provided personal face-to-face support for 22 people, 13 of whom were from the wheatbelt; it received 54 calls 
from clients, 31 of whom were from the wheatbelt; it referred 19 people to professional services, nine of whom 
were from the wheatbelt; it made 51 presentations to community groups and public forums that accessed 
audiences of more than 1 500 people; and it conducted 16 fast-track pit stops with 376 people. The fast-track pit 
stops are when men who are at field days and other public events can have a quick check-up, including their 
blood pressure rate, in a non-confrontational manner; and, if anything is identified, they are referred to their own 
personal general practitioner. The reason they can do that in such a candid manner is the way the program was 
set up by Julian Krieg and his board. The program really is making a difference. The statistics also include 
attendance at four trade displays and the program saw close to 7 000 people. I cannot speak highly enough of the 
work done to build resilience among and educate people in regional WA about men’s health and the impact it 
has had on the health of entire families and on communities. The program is about not just men’s physical 
health, but also their mental health. The catchcry is: “Talk to a mate and deal with it before it gets to a situation 
where you find yourself contemplating suicide”. 

The Southern Inland Health Initiative is another investment made by this government through royalties for 
regions to address the delivery of health services in regional Western Australia. A person’s GP is often their first 
link to accessing appropriate health care if they are under pressure physically or with mental health issues. In 
regional WA, particularly in the area targeted by the Southern Inland Health Initiative, there was an acute 
shortage of GPs and primary health providers. There is no doubt that there is a nationwide shortage of doctors 
but the shortage is particularly acute throughout the wheatbelt. This program has been designed and been in 
place for one year and we have already seen an increase by 15 in the number of doctors into the region. Another 
18 are waiting in the wings and going through the accreditation process. This program will make some 
fundamental differences to the way people in regional WA can access primary health care. It is a state 
government investment, filling a hole left gaping by the federal Labor government, that has driven this increase 
in the number of doctors working in the region. Because we know that they are not the only solution to the 
problem, alongside these doctors we are building capacity in primary health providers and primary health 
services. These services are about keeping people healthy, assisting them to stay well and out of hospital and 
allowing them to remain in their home for longer or to receive care in their home for as long as possible. These 
services are the most effective when they work together. We have therefore formed teams with GPs and workers 
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in the community in allied health, community aged care, community mental health and dental health. The teams 
are being developed as we speak and there will be four teams across the region. They will have coordinators to 
help them integrate with services that are already available or to help fill gaps where there is a lack of services; 
and we are starting to see some of the benefits of those teams. It is my understanding that improved service 
delivery and coordination options are being investigated by the teams for those patients with chronic conditions 
and for those with both mental health and chronic conditions. That improved service delivery has therefore 
become a focus for some of the funding for the Southern Inland Health Initiative that is being driven into the 
regions. This monumental shift in the delivery of health services has been made possible by a $565 million 
investment by this Liberal–National government and is ensuring that people living in these areas have access to 
quality health care close to home. 

I will touch on some of the other areas of the state. In the Mining and Pastoral Region the new $9.4 million 
Broome Mental Health Unit was officially opened by the Minister for Mental Health earlier this year. That unit 
will service people in the Pilbara and the Kimberley who need acute psychiatric treatment. Previously, patients 
had to fly from the Pilbara to Perth to access treatment. I believe that was at a cost of around $42 000 per 
admittance, which is not a sustainable way of treating people in need of acute health care. The royalties for 
regions program has contributed more than $20 million over the forward estimates to redeveloping the 
Aboriginal health clinics in the Kimberley and the Pilbara, and $19 3 million has been invested in the north west 
drug and alcohol support program. I was speaking earlier about some of the key factors that impact on people’s 
physical and mental health and wellbeing, and we can see that investment in some of these areas is going into the 
regions to try to address some of these core issues. 

There is also a $3.4 million dual-purpose alcohol and other drugs centre in Carnarvon, which is forming a base 
for the midwest community drug service team. It is the first model in WA of a co-located sobering-up service 
with a community drug service team offering a range of specialist services in the region. It is quite a change from 
the services that were available previously. The model will also have some in-reach services, which will provide 
a holistic delivery of services for those people needing support. 

As I have said previously, many people who contemplate, attempt or successfully complete suicide have 
complex issues. This state government, with the assistance of royalties for regions and the strategy being rolled 
out by the Minister for Mental Health, is providing infrastructure and services to deal with some of these issues 
in the regions in a timely and appropriate manner. We have taken action—whereas the previous government did 
not—and we are taking a multifaceted approach to dealing with suicide. In regional WA there has been 
significant investment in building appropriate infrastructure and funding services to provide on the ground 
people who are required to start dealing with some of the root causes of suicide and mental illness.  

HON MATT BENSON-LIDHOLM (Agricultural) [2.39 pm]: I rise to speak about this very important motion 
on notice, and thank Hon Ljiljanna Ravlich for bringing this issue to the attention of the house, not that members 
are unfamiliar with this issue, particularly if we live and work in rural and regional Western Australia as I 
occasionally do. This issue has relevance in every day of our existence. It is also a significant issue in the urban 
areas of Perth, Mandurah, Fremantle and the like. I think that is a point the minister has acknowledged in 
previous reports that I have read in newspapers. It is of particular concern to me in my electorate, namely the 
Agricultural Region, that young people, young men in particular, Aboriginal people and, indeed, rural and 
regional Western Australians generally, are mentioned in this motion moved by Hon Ljiljanna Ravlich, as the 
people who are impacted upon by this issue more than anyone else. I will focus on these issues shortly. My main 
concern right from the very outset—I need to note this—is that the government promised to spend some 
$13 million in the first two years of government on such an important area of public health, and that did not 
eventuate and it should have. Notwithstanding the fact that the minister has stood in this chamber and said she 
had other ideas in mind and did not want to waste that money, my point is that if a party makes an election 
promise; if it goes to the people and says this is what we are going to do, I cannot understand why the minister 
would stand in this chamber or anywhere else and suggest that otherwise she might have a better strategy. If, as 
the minister suggested, she does not go down this pathway of suicide prevention, I am firmly of the belief that 
the minister is betraying the public trust and confidence by not doing what she said she would do in the first 
instance. The minister is well qualified and knows the issue as well as anyone, but to change horses midstream 
and then attempt to justify that is something I do not agree with at all.  

I will briefly focus on some of the points made by Hon Ljiljanna Ravlich because I think some of them warrant 
the attention of the house again. She said there was a significant lack of funding drawdown when statistics were 
showing increases in the state suicide rate. Here we are talking about the period from 2008 through to about 
2010. She also mentioned that support for Indigenous communities has been lacking. If I can add a point there, I 
think later on that statistics will prove that to be the case. Hon Ljiljanna Ravlich said that lives were being lost 
and funding shortfalls have been and were of particular concern in the first two years of the Barnett government. 
She also made mention of suicide issues in the Narrogin area, particularly in 2008–09 and among Indigenous 
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families generally, just when $13 million needed to be spent or at least some of that money needed to be spent. 
Of course, the Narrogin area is perhaps central to Indigenous suicide rates in some respects because of the very 
high figure. I think in a media release a year or two ago Hon Jim Chown acknowledged this very issue. Being a 
member for the Agricultural Region I know he shares my concern for the issue.  

Hon Ljiljanna Ravlich also commented on the rather hasty processing of people moving into and through the 
hospital system. I think I can qualify that and say that “once they got into the system” might be more to the point 
because, historically, that has taken inordinately lengthy periods of time. I believe Hon Ljiljanna Ravlich was 
very concerned with the lengthy time frames taken for assessment as well as accessibility. The point I would like 
to make—I am sure she will agree with me—is that $13 million as promised would have gone a long way 
towards addressing a number of the problems that have confronted the government in the past four and a half 
years and continue to do so. The minister’s response to the motion was perhaps as expected—it is a common 
strategy that she tends to adopt—by very conveniently changing the nature of this motion. Rather than 
condemning the Barnett government for obvious inadequacies, she commends the government for what it has 
done. Let me say that she has misread the nature of this motion because it refers to not honouring an election 
promise; not what she did afterwards. Issues prevailed particularly between 2008 and 2010. Some of those are 
ongoing, and I think we saw that with recent statistics and cases reported in our state and national newspapers, 
but I will make mention of those in a while.  
My contention is simply this: the response by government, especially in the period from late 2008 to 2010, 
lacked the necessary urgency that would have resulted in increased levels of support before further crises 
actually occurred. I make the point—the minister might agree—that I am certainly no expert in this area of 
mental health and suicide. I do not propose to be. I do not purport to any significant knowledge of it. However, I 
represent the Agricultural Region and mental health issues are extensive and very complex. Statistics reveal a 
sorry tale of people taking their own lives and of depression and serious mental health problems. I do not think I 
am giving anything away there. Any loss of life, however, is a tragedy of enormous proportions. We all know 
that and I am sure many, if not most, members have had some experience or had to come to terms with the loss 
of friends and relations. I certainly have, so I will not dwell on the implications of the loss of life at this point in 
time, suffice to say that these sorts of impacts are things that many families, friends and individuals never 
manage to overcome. 

 As a caring society, however, I suggest that we should more closely identify the people at risk. My suggestion is 
that in regional, rural and, indeed, remote parts of the state, where suicide rates have in some instances kept 
increasing contrary to popular belief, perhaps a more proactive approach is an imperative. Empowering local 
communities, perhaps in urban areas, is not a bad idea, but when out in some of the more remote parts of the 
state into the rural areas, as opposed to the city, these issues are not quite as easily dealt with. Issues such as 
distance, population numbers and distribution, communication and isolation, working hours, even fly in, fly outs 
in some instances, and many more, are all reasons perhaps why Hon Ljiljanna Ravlich has made the point that 
perhaps we need to go down a different pathway. I think her suggestion of a coronial inquiry is very valid in that 
respect. I note with interest in an article in The West Australian published on 6 August 2012, this year obviously, 
the minister said she would support the coroner in any inquiry he wished to pursue but would not order him to do 
one for the south west. That is another issue, but the fact of the matter is that the minister agrees with Hon 
Ljiljanna Ravlich in many respects. The article states — 

Suspected suicides in 2010–11 increased from 213 to 235 in the Perth jurisdiction …  

Maybe the comment about focusing on the urban areas as opposed to the rural areas, which is another point that 
the minister has made, needs to be reconsidered —  

 … from nine to 13 in the Broome region and from zero to six in the Kununurra region. 

Again, I make the point that the minister has supported Hon Ljiljanna Ravlich wanting the coroner to hold some 
sort of inquiry.  
In regional and rural parts of the state many very complex factors, as I have indicated already, contribute to the 
rate of suicide. I need to mention some of those because these are very relevant right now and give some sort of 
context to my point that a coronial investigation is required and more attention, rather than less, needs to be 
focused on rural areas. Any investigation into the rate of suicide, especially in my electorate, would need to 
focus on the following factors. The first is financial problems. If members have friends or family who work in 
farming areas, they will know the impact that the economic downturn and drought and associated issues have 
had on families. Likewise, physical and sexual abuse, as recognised in the Blaxell report and elsewhere, are 
significant factors that affect the rate of suicide warranting this inquiry. Drug and alcohol abuse is another factor. 
These issues are not necessarily the domain of people living in urban areas or rural areas. They cut across the 
entire spectrum, including the south west. Another factor is bullying of and by young people, be it cyber or 
otherwise. I think we all understand the complexity of bullying young kids. I know members would all agree 
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with me that it is an absolute tragedy when we hear of young kids and teenagers who take their own lives 
because someone has bullied them by way of a text message, an email, a Twitter status or whatever it might be. 
These sorts of issues rear their ugly heads in regional parts of Western Australia where immediate 
communication is sometimes a problem.  

Another factor is living conditions. I particularly refer to problems specific to Aboriginal communities. 
Unemployment and income dependency are other factors. If members take the trouble to look, they will discover 
that there are certainly big issues in some of our less well-to-do rural communities where gross domestic product 
per capita is around the lowest in the entire country. I will not mention some of those communities, but my 
research seems to indicate that a lot of these communities are really doing it tough. They are not necessarily 
farming communities. Things such as increases in electricity, gas and water charges and rates impact 
significantly on people and have a very deleterious effect upon their mental health, and their physical health for 
that matter. Incarceration is also another significant issue associated with suicide, particularly of Aboriginal men. 
I think the record is there. Incarceration of Aboriginal men in our society per capita is at atrocious levels. 
Something urgently needs to be done. That impacts upon families and the individual. Suicide statistics would 
tend to support issues regarding deaths in custody warranting some sort of serious attention.  

What is to be noted regarding these particular factors? Certainly they are all present to varying degrees and all 
appear to contribute to the disturbing statistics on suicide rates, especially in the Agricultural Region and other 
regional parts of the state.  

I apologise to Hon Ljiljanna Ravlich if she has already mentioned these particular statistics, but in answer to 
questions on notice, some supplementary information that was forthcoming from the Department of the Attorney 
General on 17 April 2012 confirms the disturbing suicide statistics in a number of categories. I would not mind 
quoting a few of these to the house. Hon Ljiljanna Ravlich referred to the number of youth suicides in rural and 
regional Western Australia that have been investigated by the coroner and asked for a breakdown of the number 
of young people under the age of 25 who died by suicide in each of the coronial jurisdiction regions for the years 
2008 to the present. These figures reveal a significant and very disturbing increase in the number of suicide cases 
and ongoing coronial investigations from 2008 right the way through to the last full year of 2011. For example, 
in 2008 the figure was 56, seven of which were subject to ongoing coronial investigations. In 2011 there were 63 
suicide cases of young people under the age of 25 years in rural and regional Western Australia and 36 of those 
were subject to ongoing coronial investigations. I will go a step further and talk about suicide rates for 
Aboriginal people under the age of 25 years. There was no real change in this figure because in 2008 the figure 
was 13 cases, two of which were under coronial investigation, and by 2011 the figure was 12, one of which was 
being investigated by the coroner. But let us take it another step or two further. In 2008 there were 43 suicide 
cases of non-Aboriginal young people under the age of 25 years, five of which were under coronial investigation. 
By 2011 that figure had jumped to 51, 35 of which were under coronial investigations.  

Here are the disturbing statistics. I will read this question because I think it warrants members’ attention. 
Hon Ljiljanna Ravlich referred to the number of youth suicides in rural and regional Western Australia that have 
been investigated by the coroner and asked for a breakdown of the number of young people over the age of 
25 who died by suicide in each of the coronial jurisdiction regions for the years 2008 to the present. For the 
record, the coronial jurisdiction regions are Perth, Albany, Broome, Bunbury, Carnarvon, Geraldton, Northam, 
Kalgoorlie, Kununurra and South Hedland. In 2008 there were 255 suicide cases of people over the age of 
25 years, six of which were under coronial investigation. Come 2011, despite all the reassurances from the 
government, there were 248 suicide cases of people over the age of 25 years, 140 of which were under coronial 
investigation. I cannot tell members the results of those coronial investigations. Maybe the minister can. Maybe I 
am making a mountain out of a molehill. They are the figures that the Attorney General provided. The only 
reassuring thing, if that is possible, is found in a breakdown that the Department of the Attorney General 
provided of suicide cases of Aboriginal people over the age of 25 years; the figure from 2008 to 2011 went from 
21 and two investigations to four and one. That is acceptable. Hang on; that is probably a silly statement. No 
suicide is acceptable, but the fact that the figures are trending down is certainly reassuring. So, there are 
significant issues in relation to this.  

Putting things into some sort of context, as I have indicated before, the thing that concerns me is the statement I 
read to the house earlier on—I will just mention it again—from The West Australian of 6 August. The statement 
that disturbed me was the minister saying in her amendment to the motion that everything seems to be going 
very well. The thing I am concerned about is that she then said that she would support the coroner in any inquiry. 
That being the case, I would like to see it eventuate. I would also like to include, as I am sure the mover of the 
substantive motion, Hon Ljiljanna Ravlich, would, that it is, again, applicable to the south west. These issues 
have not gone away and they will not go away.  
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Hon Linda Savage mentioned Mowanjum near Derby. The figures for Mowanjum are staggering. I do not say 
that because it is a recent occurrence that money spent back in 2008, 2009 and 2010 would have prevented that 
problem, but Mowanjum is just one example of the issues that prevail in regional, rural and remote parts of 
Western Australia.  

I am pleased to be able to report though that there are a number of federal programs in place. One of them is 
called OzHelp and I quote this time from The Australian newspaper of 12 March 2011 just to give an example 
that there is capacity to work with the federal government on this issue, although this is well and truly post-2008. 
The article states — 

OzHelp, a suicide prevention group funded by the federal government to run programs in the Pilbara, 
estimates suicide rates among mining and construction workers to be up to 70 per cent higher than the 
national average. 

With those sorts of figures, I again make the point of asking why the government would start to focus its 
attention on urban parts of Western Australia rather than on the bush. The amendment to this motion that the 
minister has put commending the Barnett government for its election commitment disturbs me and is just a little 
bit too far-fetched for me. How do we commend a party that said as an election prompt, “Hey, electorate, follow 
us; we’re going to spend $13 million in the next two years”, but which then turns around and says that it now 
thinks it has a better idea. That is nonsense. To then turn around and give us this rehashed amendment motion I 
think is an attempt at rewriting history that will just fail.  

HON NICK GOIRAN (South Metropolitan) [3.03 pm]: I rise to make a contribution to the consideration of 
this motion and in particular I support the amendment moved by my hard-working colleague the Minister for 
Mental Health. Specifically, the form of words that I would support would read as follows: “That the house 
commends the Barnett government for its election commitment to spend $13 million to develop a comprehensive 
WA state suicide prevention strategy with a particular emphasis on young people, young men, Aboriginal people 
and people who live in rural and regional Western Australia, and notes a comprehensive analysis being 
undertaken by Edith Cowan University into the rate of suicide and all other aspects of suicide in WA.” That 
would be the form of words I would support. This form of words is very comprehensive and a vast number of 
elements are dealt with within it. Certainly, the remaining time left to speak on this motion will be inadequate to 
properly deal with all of those elements, but one can only make a start and do one’s best, and that is what I will 
endeavour to do now. 
I note that last week Hon Alison Xamon, as has already been foreshadowed at the beginning of this afternoon, 
endeavoured to move an amended motion, which is being treated as a foreshadowed motion. I appreciated 
several of the comments made by Hon Alison Xamon in her contribution. In particular, I agree with her that it 
would be inappropriate for the government to support a coronial investigation into the rate of suicide as proposed 
in the originating motion moved by Hon Ljiljanna Ravlich. I agree it would be inappropriate because the State 
Coroner is properly and fully occupied in investigating individual deaths, including deaths from suicide. It is also 
fair to say that the coroner does investigate groups of deaths together if there is a common factor involved. My 
understanding is that as a result of coronial investigations, particular recommendations may be made, and that is 
certainly the case from time to time. If my memory serves me correctly from last week, as Hon Alison Xamon 
mentioned and pointed out, to direct the coroner to conduct a broad investigation into the rate of suicide might 
have the unfortunate effect of further delaying the conclusion of coronial investigations into individual deaths. I 
do not think any of us want to see that and I think that was a good point to make. It would be an unfortunate 
consequence of what was otherwise a well-meaning provision. I just state for the record that I am not persuaded 
that a formal inquiry into suicide prevention is required at this time. I say that for a number of reasons that I will 
now expand upon. 
As my colleague Hon Helen Morton has explained, the WA suicide prevention strategy is still being put into 
place at the local community level. Additionally, I understand from the minister that the comprehensive analysis 
being undertaken by Edith Cowan University into the rate of suicide and all other aspects of suicide in Western 
Australia is also still in progress. In essence, I would like to see those things happen, and they are happening at 
the moment, before we pre-emptively look at any kind of formal inquiry. At this point I welcome the information 
that the Minister for Mental Health has provided. I note particularly that she mentioned that there was a 
significant decrease in the number of suicides in Western Australia, with 208 suicides being recorded in 
preliminary data for 2011 from the National Coronial Information System, with, as I understand it, 11 of these 
still being investigated. In addition I noted the comment that the preliminary figures for the first half of 2012 
indicate a further reduction in the number of suicides. I pause at this point to state the obvious that of course no 
number is satisfactory; however, at the same time we have to recognise that when there has been a decrease or a 
further reduction, we should acknowledge that is the case. In my view, the issue of suicide prevention requires a 
comprehensive whole-of-government and whole-of-community approach and I imagine that is supported by all 
members. In particular I note the “WA Suicide Prevention Strategy 2009–2013” is aptly subtitled “Everybody’s 
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business”. That strategy depends on consistent and effective coordination and communication between a range of 
services and agencies. The foundation or framework of the suicide strategy requires the state government to 
coordinate and invest in suicide prevention strategies at all levels in the community. I think it is fair to say that 
the government cannot simply throw money in the general direction of suicide prevention and expect that will 
solve the problem. Time needs to be a taken to communicate with all those affected by it. In particular, I note the 
following groups: carers, families, community groups, medical staff, government organisations and, of course, 
those suffering from a mental illness. The purpose of communicating with each of those groups is to work out 
exactly what is necessary to provide them with that will best support them. The “WA Suicide Prevention 
Strategy 2009–2013”, which I referred to earlier, was released in 2009. In my view, that provides a long-term 
vision for suicide prevention in Western Australia and also a guide for government policy in this area. The 
strategy highlights the need for the government to take the lead in suicide prevention whilst stressing that the 
government on its own cannot solve this grave problem. I note the following remarks in the strategy — 

The commanding theme to emerge from community consultations in relation to suicide prevention is 
the need for a whole of government response to address the complex nature of suicide. An effective 
response to the issue of suicide and suicidal behaviour is not the responsibility of one single 
government department or agency. 

To the best of my knowledge, suicide usually does not have a single identifiable cause, which makes effective 
prevention a complex challenge. I note that the suicide prevention strategy also made the following remarks — 

There is now clear evidence available that identifies both the risk and protective factors that are related 
to suicide and self-harm and the causal pathways that lead to these behaviours. Suicide is rarely the 
result of a single cause. In fact, a person’s decision to take their own life follows the accumulation of 
and interaction between a number of associated risk factors. 

It seems to me that some of the risk factors for suicide are specific to, or at least more prevalent in, particular 
community groups. That is why I think that rather than using a one-size-fits-all approach, the WA suicide 
prevention strategy has chosen to undertake the hard work of developing distinct community action programs 
with diverse communities across Western Australia. I note in particular that before a community action plan can 
be approved by the Ministerial Council for Suicide Prevention, a great deal of work needs to go into these 
community action plans. That type of work will ensure one or more of the following eight things: firstly, that the 
action plan will be sustainable and aligned with the action areas of the suicide prevention strategy; secondly, the 
plan maps existing suicide prevention activities and determines the need for new initiatives; thirdly, it identifies 
high-risk groups in the community and outlines strategies for interventions that are acceptable to addressing their 
particular needs; fourthly, it raises awareness of the risk factors associated with suicidal behaviour; fifthly, it 
promotes mental health literacy and help-seeking; sixthly, it outlines how individuals, groups and organisations 
can work more collaboratively to reduce the suicide rate; seventhly, it seeks to address the needs of specific 
groups such as Aboriginal communities, hospitals, universities and prisons; and, lastly, it seeks to improve 
knowledge of and access to appropriate support services and have an agreed evaluation framework. 
According to my notes, I understand that 37 community action plans have been approved to date. I stand to be 
corrected on that. 
Hon Helen Morton: Another four were agreed to today. 
Hon NICK GOIRAN: So the current number is 41 after the detailed work, which I have outlined, has been 
carried out. As at 30 June this year, I understand that some $5.3 million of the $13 million committed to this 
process has been spent. 
Hon Helen Morton: About $10 million has been committed. I think the draw down is about $5 million. 
Hon NICK GOIRAN: So $10 million has been committed and $5.3 million has been drawn down. I thank the 
minister for that correction. I think we are well down the track of doing something — 
Hon Ljiljanna Ravlich: That is not even half. 
Hon Peter Collier: You only just arrived. Where have you been? 
Hon Ljiljanna Ravlich interjected. 
Hon NICK GOIRAN: It seems like I have some competition this afternoon. 
Hon Peter Collier: You win hands down. It’s no competition at all. 
Hon NICK GOIRAN: My point, Mr President, before the unruly interjection by the mover of the original 
motion, is that we are well down the track to providing something authentic. We are not providing mere words; 
we are actually doing something in a detailed, comprehensive and careful manner. That is precisely what I would 
expect, particularly from this conscientious minister. I appreciate this minister’s commitment to ensuring that, 
rather than spending money for the sake of appearing to be doing something, an on-the-ground effort is being 
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undertaken community by community to develop specific plans that reflect the local situation and have a real 
commitment for the local stakeholders. 
The recent increase in suicides among Indigenous Western Australians is of particular concern. Therefore, I 
welcome the recent announcement by the minister that, subject to the necessary preparatory work with the local 
communities, two further community action plans have been approved. I do not know, minister, whether they are 
two of the four that we spoke about earlier. I noted the minister’s comments that — 

Each community had unique ideas on how to prevent suicide and promote mental wellbeing. The 
ownership by local community members and development of their leadership is essential to deliver 
unique suicide prevention plans because they achieve greater success and sustainable outcomes. 

If a plan were developed behind a desk in Perth and then exported to a remote community in the Kimberley, in 
my view, it would be bound to be a dismal failure. I think it is fantastic to see that this minister is helping these 
communities by giving them the resources they need to help themselves. 

As well as being developed for particular geographic communities, I note that community action plans are also 
being developed in partnership with particular sectors of the community. I want to highlight at least a couple of 
them in the remaining time available to me this afternoon. Firstly, I want to speak about an organisation known 
as MATES in Construction. The construction industry has a disturbingly high rate of suicide. I found one figure 
suggesting that a construction worker is up to six times more likely to die from suicide than from an accident at 
work. 
Hon Ed Dermer: Is there any theory about why that is? 

Hon NICK GOIRAN: I do not know that but I got this information from the MATES in Construction website. I 
certainly encourage the member to look it up.  

I will outline the three levels of training MATES in Construction offers on work sites. The first is general 
awareness training, which is delivered to at least 80 per cent of workers on site; I understand it is delivered en 
masse on site at a time and place convenient to the builder. This training introduces workers to the nature of the 
problem and provides practical guidance on how they can assist. The second type of training provided is known 
as connector training; it is provided to people on sites who volunteer to become connectors. A connector is 
trained to help keep someone in crisis safe and connect them to professional help. The third type of training is 
ASIST, which equips individuals to become ASIST workers. ASIST stands for applied suicide intervention skills 
training. According to my research, these workers can be compared with the first aid officer on site. ASIST 
workers will talk to a person contemplating suicide, with the object of making this person safe. That will be done 
using simple skills, and an ASIST worker listens to the person’s concerns and responds to them appropriately, 
with the object of reaching a contract or safe plan for the worker.  

Although much of the work concerning suicide prevention has revolved around developing and implementing 
community action plans throughout the state, many other initiatives have been implemented or expanded to work 
alongside the CAPs. I will use the work of Centrecare as an example. Centrecare was appointed as the preferred 
non-government provider under the WA suicide prevention strategy, and the contract was signed on 
11 August 2010. Centrecare is one of Western Australia’s most established professional and innovative providers 
of specialist social services. As members are aware, it has not-for-profit status and delivers quality professional 
counselling, support, family dispute resolution and training services.  

Centrecare appointed Clive Elliott as agency coordinator under the strategy. Mr Elliott has more than 15 years’ 
experience in developing, implementing and engaging in suicide prevention activities in the United Kingdom. 
He brings these skills and knowledge to the statewide implementation of the Western Australian suicide 
prevention strategy. I am advised that he has extensive experience working with and supporting clients bereaved 
through homicide, and has developed a reputation for coordinating multi-agency partnerships. He has assisted 
the government, non-government and private sectors to understand and contribute to a wide range of meaningful 
and sustainable suicide and crisis-prevention activities. I was delighted to note that so far—as at the time I 
conducted my research—119 government, business and community organisations have signed the One Life 
pledge and are actively participating in generating an increase in awareness of mental health issues and the 
importance of acceptance as a step towards improved wellbeing and an effective tool in suicide prevention. I 
pause at this point to recognise particularly the Western Rock Lobster Council, which I had the opportunity to 
present with the signed certificate from the minister on 14 March. It was certainly a privilege to represent the 
minister and meet people from the council and congratulate them on signing the One Life pledge. That 
organisation and the many other agencies that have taken part in the recent induction program on suicide 
prevention in the workplace, sponsored by Centrecare’s One Life partnership, should be commended.  
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The Barnett government’s contribution to suicide prevention has not been limited to the $13 million expressed in 
the original and proposed amended motion. I say that because $1.2 million was allocated in the 2011–12 budget 
to help meet the demand for more counsellors for YouthFocus, which is a unique independent charity that 
supports vulnerable young people in Western Australia by offering a range of mental health services. My 
understanding is that it provides a range of early intervention and prevention services free of charge, aimed at 
supporting young people and their families to overcome the issues associated with suicide, depression and self-
harm. The state government also provided $500 000 to Lifeline WA for the delivery of suicide telephone crisis 
support. That is the largest government grant the service has received and it will be used to increase telephone 
counsellors by at least 50 per cent over the next 12 months. For those following, I took that information from the 
2011–12 budget paper. 

I will also raise another six early actions and investments that have been undertaken. The first is the increased 
funding of $6.7 million in 2011–12 for not-for-profit organisations, which has supported investment in the 
growing community sector partnership. As I understand it, the additional funding will be available to eligible 
organisations from July 2013. The second action and investment is the commencement of the State-wide 
Specialist Aboriginal Mental Health Service—a comprehensive dedicated service for Aboriginal people 
experiencing mental health problems and/or mental illness. The third action and investment is new community 
housing options for 100 people experiencing mental health problems and/or a mental illness, through new capital 
funding in the realm of $46.5 million. The fourth action and investment is the new funding of $25.18 million 
over four years for personalised packages of support and individualised funding to help 100 people make a 
successful transition from hospital inpatient care to living in the community. The fifth action and investment is 
capital funding of $12.8 million to build two intermediate care facilities in Rockingham and Joondalup. I 
understand these units will provide support for unwell people, and will be an alternative to admission into acute 
inpatient care. They will also provide options if additional support is needed after discharge from hospital. The 
sixth action and investment is associated with drafting the new mental health bill, which is well underway and 
will include some strong protection for the rights of consumers and carers.  

In essence, I am saying that although the motions refer to a figure of $13 million, if people take the time to 
understand the matter comprehensively, they will see that the $13 million is merely a small part of the very large 
picture of what is being undertaken and promoted by the Minister for Mental Health.  

I turn to this issue of the mental health bill, and government’s commitment to table a bill in Parliament during 
the current term. My understanding is that the new bill will ensure that WA’s mental health legislation will be in 
line with national and international best practice, particularly with respect to protecting the human rights of 
people experiencing mental illness. I have noted five aspects that I understand will be addressed by the bill, 
albeit we are only familiar with the draft bill at this point; in the fullness of time we will see the final version. 
But I have noted five key changes. Firstly, there is a more collaborative approach to the treatment and support of 
people experiencing mental illness; secondly, there seem to be modernised criteria for the making of involuntary 
orders to ensure that involuntary treatment is provided only as a last resort; thirdly, there are more robust 
safeguards for people treated involuntarily, including more timely access to advocacy support and review by an 
independent mental health tribunal; fourthly, there is a greater carer involvement in treatment and care and 
discharge planning; and, fifthly, there is the establishment of a mental health consumer charter consistent with 
the United Nations Convention on the Rights of Persons with Disabilities. 

I note that a draft of the bill was released for community consultation on 16 December last year. I am informed 
that the Mental Health Commission held a number of public meetings, as well as events targeting specific groups 
such as consumers, families, carers, clinicians and interested parties throughout the state, in particular during 
January and February this year, and that in total these events were attended by approximately 600 people. I am 
also informed that the commission received over 1 200 submissions during the consultation period and that these 
were from consumers, families and carers, government agencies, non-government organisations, clinicians and 
advocacy groups. That is quite a number of submissions—1 200. I have no doubt that those submissions and 
other feedback will inform the redrafting process, and I understand that that redrafting process is considerably 
progressed. 

I want to take a moment to consider the Mental Health Commission’s strategic plan. I note that the plan makes 
the following remarks — 

Historically, most investment has been made in mental health hospitals and community based clinics. 
Although these services are crucial for treating acute mental health illness and facilitating recovery in a 
small percentage of the population, they cannot alone build and sustain better community lives for the 
people they treat or for people in the wider community. 

… 
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Across the globe, mental health hospitals and specialist services are costly to run and are the service 
most often provided, yet are the least frequently needed. This contrasts to minimal investment in self 
care and informal community support which are most frequently required to sustain good mental health 
and can be provided at a relatively low cost. 

The World Health Organisation recommends a balanced approach whereby investment in mental health 
hospitals is capped and complemented by investment in all other levels of the pyramid. 

If people are identified as suffering from a mental illness or are potentially suicidal, family and friends may then 
utilise the services provided by hospitals and clinics. However, this requires first that the symptoms be 
recognised either by the person suffering or by their family and friends. For this recognition to occur, greater 
community awareness needs to be in place, and this awareness is being built through the development of these 
community action plans. I also note that, for some people, institutionalisation may not be the best outcome, but 
without investment in other areas of support, there may be no other option. This is not to do away with the need 
for specialist mental health facilities, but simply, in my view, highlights the need for investment in alternative 
areas, and these are the sorts of investments being made by this minister. 

In May this year a new $9.4 million facility opened in Broome, initially providing 10 beds for acute psychiatric 
inpatient care to people in the Kimberley and Pilbara, to be expanded to 14 beds within 12 months. I understand 
that a further six beds for subacute care are planned. I also note that in October last year, the construction of a 
22-bed, 24-hour subacute care facility for people with mental illness to help them recover after hospital treatment 
was started in Joondalup. This is, as I understand it, to provide a transitional facility for mental health patients 
between hospitalisation and returning to independent living in the community. The building is not completed, 
and the tender issued for the service is expected, I think, at some point this year. 

Other additional plans to ensure that people throughout the state have access to the right care for their mental 
health needs at the right time and the right place include seven of the following things. The first is that 30 
inpatient beds at Sir Charles Gairdner Hospital are due to open in 2013. Secondly, seven new beds at Albany 
Hospital, which will take the capacity to 16 inpatient beds, are also due to open in 2013. Thirdly, 50 inpatient 
beds at Osborne Park Hospital are also due to open in 2013. Fourthly, 30 inpatient beds at Fiona Stanley Hospital 
are due to open in 2014. Fifthly, 20 inpatient beds at the new children’s hospital are due to open in 2015. Sixthly, 
56 inpatient beds at Midland hospital are due to open in 2015. Lastly, there are 22 subacute care beds at 
Rockingham for which planning commenced last year. 

I regret that time is ticking and there is not further opportunity to consider this motion at greater length, but I 
want to at least conclude at this point by encouraging members to support this minister and this government and 
their work in this area of suicide prevention. I wholeheartedly concur with the proposed amendment, which 
would commend the government for its election commitments in this area, and also commend this government 
for its development of a comprehensive WA state suicide prevention strategy. People should feel comforted to 
do that for all the reasons outlined in the proposed amended motion, including the groups referred to therein—
namely, young people, young men and Aboriginal people, as well as people who live in rural and regional 
Western Australia. 
I also regret at this point that I have not had an opportunity to make some more comments about the 
comprehensive analysis undertaken by Edith Cowan University, but we can only make our contributions in the 
limited time frame that we have, and perhaps we could discuss that on another occasion. With those remarks, I 
certainly support the proposed amendment. 

Amendment put and passed. 

Motion, as Amended 
Question put and passed.  
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