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Earlier work from beyondblue
Information on prevalence from Beyondblue’s survey of 11,000 doctors in 2013.



Previous and continuing work:

Doctors Medical Service
AMA
Work of Deans and medical schools
Work of colleges
Work of student committees etc



Outline of the talk

This talk aims to cover three issues. I plan to:

• Review the scientific evidence for interventions in mental health for 
doctors (and conclude that the evidence base is wanting)

• Review the broader evidence base around suicide prevention (and 
look at those strategies with the likelihood of most impact)

• Examine a workplace model of mental health and describe one 
component that has promise.



A very quick preliminary view of the research 
evidence 

Review articles n=9



2017

Review concludes that 
both individual and 
system factors can be 
important in burnout



2015

Concludes that 
mindfulness based 
interventions decrease 
rates



2015
CBT training and 
changing schedules can 
be effective



However, there are problems with these 
reviews
They are not specific to doctors; they often target only one 
type of interventions (eg. Mindfulness), and they address 
different target outcomes – burnout, depression, wellbeing 
and stress.
This limits their usefulness for our purposes



What about specific research studies directed 
only at doctors?
We located RCT studies of doctors exclusively (n=18)

The content of these interventons varied: Physical activity (1), stress 
management and resiliency (4) , wellness (1), burnout assessment (1) 
counselling (1) debriefing sessions (1) CME course in mindfulness (etc) 
Peer support (1) facilitated physician groups (1) online micro modules 
self selected (1) moodgym CBT (1)online mindfulness (2)guided imagery 
(1) and Duty hour restrictions (1) 



Clearly, these studies of doctor are also 
limited
They have a narrow focus – i.e. 
Many individual therapeutic interventions tested, with no clear 
consensus of which is better – and 
Few consider systemic or health system interventions



If just restricted to junior doctors (n=7)

Mixed 
interventions, 
about 50% 
(green) show 
some effects



Based on this quick review of the evidence, 
we conclude that:
We would be unable to determine the direction of our work 
based on the limited evidence base. 
What is required is more information about what we know 
from the broader work about what works in suicide prevention



Outline of the talk

This talk aims to cover three issues. I plan to:

• Review the scientific evidence for interventions in mental health for 
doctors (and conclude that the evidence base is wanting)

• Review the broader evidence base around suicide prevention (and 
look at those strategies with the likelihood of most impact)

• Examine a workplace model of mental health and describe one 
component that has promise.



What does recent evidence tell us about 
suicide prevention?
The current thinking is that we need multifactorial approaches and 
simultaneous application of these across a range of settings



The Swiss cheese model of safety prevention must 
be supplemented by systems approaches
We need systems approaches to tackling these major problems and for 
configuring the ways in which we can reduce suicide. 
James Reason BMJ 2000



9 strategies have been shown in 
the literature to directly reduce 
suicide attempts and deaths

These range from clinical 
interventions (care after a 
suicide attempt, treatment, GP 
capacity building and support) 
through to community 
approaces such as gatekeeper 
training, school programs, 
media guidelines and means 
restriction

Lifespan – an example of 
a multi-factorial 
approach



For illustrative purposes we can apply this 
model to doctor suicide
Crisis and Aftercare

Provide specialist follow up and crisis for doctors
Treatments and early intervention

Provide confidential/specialist treatment (to reduce embarrassment, 
privacy and fear of career registration) eg. Doctors Health Services Pty Ltd 
(DrHS)

Set up buddy programs for social support 
Set up in-house help and EAP services for doctors
Offer CBT type programs for prevention and early intervention (and 

treatment)



More

Frontline training
Offer workforce training in suicide prevention for all those in the 
community, and kept up to date every 3 years
Include workplace programs that

Change the conditions around rosters
Stop mandatory reporting
Reduce bullying
Build mentally healthy workplaces (organisationally/culture)
Building social support networks

Gatekeeper training and community responses



And more

Educational/university type school programs

Introduce mental health literacy/mentoring/fatigue management 

Offer resilience and cognitive behaviour therapy

Advise the need to seek and use own GP

Build social support networks

Community campaigns

Stigma reduction around seeking help for young doctors

Raise awareness about doctors’ mental health to the public and doctors



And even more

Media guidelines
Teach doctors about safe reporting of suicide
Means restriction
Provide information about specific risks for doctors with exposure to 
means of death in professional settings
Greater restrictions on access to medications?



Are any of these more effective than others 
to help prioritise?



In 2015 we estimated the effect of various 
interventions for lowering attempts and deaths

Psychological 
interventions

Psychological 
interventions

Co-ordinated 
aftercare

Karolina Krysinska, Philip J Batterham, Michelle Tye, Fiona Shand, Alison L Calear, Nicole Cockayne, Helen Christensen Best strategies for 
reducing the suicide rate in Australia. Australian & New Zealand Journal of Psychiatry 2015, 50, (2) 115 – 118. 



So to summarise

Multifactorial and systems approaches are in vogue

Key elements include: treatment, gatekeeper training, GP 
capacity building, and means restriction (for deaths) and care 
after a suicide attempt, and treatment (for attempts).



Outline of the talk

This talk aims to cover three issues. I plan to:

• Review the scientific evidence for interventions in mental health for 
doctors (and conclude that the evidence base is wanting)

• Review the broader evidence base around suicide prevention (and 
look at those strategies with the likelihood of most impact)

• Examine a workplace model of mental health and describe one 
component that has promise.



A workplace program with focus on systemic and individual 
factors within a developmental model may work







Are web or app based psychological interventions 
effective? 
Two recent studies indicate that can be effective for prevention and 
intervention



The use of MoodGYM to prevent suicide



PREVENTING SUICIDAL IDEATION 
IN NEW DOCTORS
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Constance Guille, MD1; Zhuo Zhao, MS2; John Krystal, MD3; et al Web-Based Cognitive Behavioral Therapy
Intervention for the Prevention of Suicidal Ideation in Medical Interns. A Randomized Clinical Trial. JAMA 
Psychiatry. 2015;72(12):1192-1198. jamapsychiatry.2015.1880

N-199

http://jamanetwork.com/searchresults?author=Constance+Guille&q=Constance+Guille
http://jamanetwork.com/searchresults?author=Zhuo+Zhao&q=Zhuo+Zhao
http://jamanetwork.com/searchresults?author=John+Krystal&q=John+Krystal


• Design: Two arm randomised controlled trial with 
measurements at baseline, endpoint (6 weeks), 6 month 
follow-up, and 18 month follow-up.

• Participants: 1162 Australian adults aged between 18 and 
64 with Insomnia and depression symptoms but not Major 
Depressive Disorder (MDD). 

THE GOODNIGHT TRIAL: 
Preventing suicide and depression 
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SHUTi significantly lowered depression symptoms at 
endpoint and 6 months compared to HealthWatch.

Major depressive disorder was diagnosed in 22 
participants at 6 months with no superior effect of SHUTi
(Fisher’s exact test=0·52, p=0·32). 

Christensen et al. Lancet 
Psychiatry 2016
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Suicide scores were significantly lower in the SHUTi
condition at endpoint (t69.3 = -2·5, p=0·012), but not 
significant at six months. Nor AT 18 MONTHS



Data just to hand show that the effects of the intervention persist for depression for 18 months

Philip J. Batterham, PhD 1, Helen Christensen, PhD 2, Andrew J. Mackinnon, PhD 2, John A. Gosling, BSc 
Hons 1, Frances P. Thorndike, PhD 3, Lee M. Ritterband, PhD 4, Nick Glozier, PhD 5, Kathleen M. Griffiths, 
PhD 1, (in press) British Journal of Psychiatry. Immediate and long-term outcomes in the GoodNight Study: 
Randomized Controlled Trial of internet-based insomnia treatment to prevent depression



Summary of the talk

• Evidence for interventions in mental health specifically for doctors is 
limited

• The broader evidence base around suicide prevention indicates that 
the application of multiple strategies is the preferred approach; that 
the application of a broader approach to doctor suicide is informative, 
and that certain strategies are likely to have more impact than others. 



And …

A  workplace model of mental health may help guide a 
systematic approach, and given evidence of effectiveness from 
related studies, and the use of mobile technologies by doctors, 
at least one important strategy to follow.  



Thank you for this opportunity

H.christensen@blackdog.org.au



So what do we plan to do?

Figure 1. Project Activity Streams within Tackling Mental Ill Health in Medical Students and Doctors

(recognising that plans 
change, and the 
momentum once 
started creates new 
opportunities)



So what do we plan to do?

Figure 1. Project Activity Streams within Tackling Mental Ill Health in Medical Students and Doctors
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