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Dear Todd,
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Firearms Legislation and Policy.  

We are happy for the submission to be published via the Committee webpage, however,
ask that you redact personal contact details (street address, phone numbers and email
addresses) before publication.

Best Regards,

Ellen & Finn Seccombe

---

The Secretary
House of Assembly Select Committee on Firearms Legislation and Policy  
Legislative Council
Parliament House
HOBART 7000

26 October 2018

To the Secretary of the House of Assembly Select Committee on Firearms Legislation and
Policy,

We write to submit a case against the proposed changes to firearm laws in Tasmania.
There is substantial peer-reviewed research evidence to suggest that weakening the laws
set out in the National Firearms Agreement established in 1996 will lead to increased
human injury and death from willful shootings, firearm accidents and suicide by shooting.  

Researchers are bound to a far higher level of objectivity in their views than the rhetoric
offered by lobbyists and politicians.  The scientific method, as administered under peer-
reviewed conditions, offers the most reliable and trustworthy evidence upon which to base
sound policy and legislative decisions, and we urge you to heed the evidence gathered by
researchers in your decision-making, rather than falling prey to ill-informed and potentially
corrupt rhetoric.

Ten years after the gun law reforms of 1996 were made (prompted by the tragic shootings
in Port Arthur in 1996 in which a lone gunman took the lives of 35 people using a semi-
automatic rifle) a peer-reviewed article was published by Chapman et al (2006) in Injury
Prevention, surveying the changes to gun violence in Australia in the decade following the
shooting. The articles is titled ‘Australia’s 1996 gun law reforms: faster falls in firearm
deaths, firearm suicides and a decade without mass shootings’.



The article concludes, verbatim:

“Australia’s 1996 gun law reforms were followed by more than a decade free of fatal mass
shootings, and accelerated declines in firearm deaths, particularly suicides. Total homicide
rates followed the same pattern. Removing large numbers of rapid-firing firearms from
civilians may be an effective way of reducing mass shootings, firearm homicides and
firearm suicides.”

It is important to note that the Port Arthur massacre in 1996 was not an isolated anomaly.
In the decade prior to 1996 there were 11 mass shootings in Australia. The importance of
strong regulatory reform as an effective means for preventing mass shootings and gun
deaths is highlighted, over and again, by experts and researchers.  

Consistent with Chapman et al (2006), the research of Ozanne-Smith et al (2004) found
that that the gun law reforms of 1996 ensured: “dramatic reductions in overall firearm
related deaths and particularly suicides by firearms were achieved in the context of the
implementation of strong regulatory reform.”
Suicide using firearms represents the largest component of firearm death. The following
statistics should be considered carefully by the Tasmanian Legislative Council before
making decisions to change the National Firearms Agreement. 

Further, as Chapman et al (2006) states:

“Firearm suicides represent the largest component cause of total firearm deaths in
Australia (more than three in four of all firearm deaths). In the 18 years (1979–96), there
were 8850 firearm suicides (annual average 491.7). In the 7 years for which reliable data
are available after the announcement of the new gun laws, there were 1726 firearm
suicides, an annual average of 246.6.”

More recently, an article published in the highly regarded 'Lancet' journal, authored by Yip
et al (2012), supported this and went further to conclude that restrictions to lethal weapons
do, in and of themselves, reduce suicides:

“Limitation of access to lethal methods used for suicide—so-called means restriction—is
an important population strategy for suicide prevention. Many empirical studies have
shown that such means restriction is effective. Although some individuals might seek other
methods, many do not; when they do, the means chosen are less lethal and are associated
with fewer deaths than when more dangerous ones are available.”

Suicide and violence remain an overwhelming concern for our community.  Tasmania has
the highest rate of youth suicide in Australia (according to ABS 2016 data), and of the total
suicide rate in Tasmania, the rate of male suicide was found to be three times the rate of
female suicide (according to 2017 DHHS statistics).  The accessibility of guns, in rural
areas of Tasmania in particular, is a major concern for the male suicide rate.  It is vital that
Tasmanians stand together on this grave issue, ensuring that we uphold strong legislation
to prevent injury, death and suicide by shootings. 

We are deeply shocked and concerned that the Tasmanian government is considering the
weakening of gun laws.  We believe that the proposed changes are completely unnecessary
and post a serious risk to the safety of all Tasmanians.  Further, we believe that the
proposed changes breach the National Firearms Agreement that was established after the
Port Arthur massacre in 1996.

We urge the Legislative Committee to actively prevent the proposed legislative changes



from being passed.  A gun in the wrong hands is fatal.  You, as the key decision-makers in
this process, hold lives in your hands and must choose to be part of the solution rather than
the ever-widening problem of violence and suicide in Tasmania.  

Yours Sincerely,

Ellen & Finn Seccombe
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and Regulations), at federal level (the Customs Act and
Regulations) and in the ABS mortality collection, ‘‘firearm’’
includes guns whose projectiles are propelled by compressed
air or gas. Although we know of no such fatalities, any deaths
from airguns or ball bearing guns would be included in this
dataset.

Population data were obtained from the ABS for the same
period. Firearm death rates per 100 000 were then calculated.
The trend in these rates for the 18 years up to and including
the year in which the new firearm laws were announced
(1996) were compared with the corresponding trend for the
next 7 years (1997 2003), to examine the hypothesis that the
announcement and implementation of the gun laws were
associated with an acceleration in the existing decline in
firearm homicides, firearm suicides and total firearm deaths.
Fatal ‘‘legal intervention’’ shootings by police, which
averaged 4.5 per annum, were excluded as they were not
targeted by the gun laws in question. For the post Port
Arthur period, rates of total all cause (and non gun)
homicides and suicides were also examined, to consider
whether perpetrators may have substituted other means of
killing if the gun laws reduced their access to firearms.

Numbers of deaths by category (total and components)
have been viewed as arising from an overdispersed Poisson
process and analyzed using negative binomial regression,
with annual Australian population estimates used as an
offset. In practical terms, the model views deaths as a
number of events per head of population, although for
convenience we report rates per 100 000 heads of population.
The model has been used to estimate the change in trend of
the relative rate of firearm deaths associated with the
introduction of uniform gun laws. Given that the rate of
firearm deaths had been decreasing before the harmonization
of gun laws, the statistical question addressed is not just
whether death rates were lower after the laws were changed,
as the pre existing trend would predict this even in the
absence of changed laws, but whether the rate of decrease in
firearm deaths seems to be greater after the gun laws were
announced. Given the observational nature of the data
available, we can directly comment on the association of
gun law harmonization and firearm related death rates, but
conclusions regarding causality of the association must
remain interpretive rather than definitive. However, as it
would be politically almost inconceivable that any govern
ment would conduct a randomized controlled trial of gun law
effects, the evidence presented must be among the best that
could ever be available to deal with the question of the effects
of such law reform. As counts are of deaths, it is reasonable
to assume that observations are independent across years.
Three models have been fitted for each type of firearm death.

ln{deaths/population} =b00+b106year,year = 1979,…,1996
(a)

ln{deaths/population} = b01+b116year,year = 1997,…,2003
(b)

ln{deaths/population} = b02+b126year+b22

Lawj+b326year6Lawj, year = 1979,…,2003, j = 0,1 (c)
Models (a) and (b) are used to estimate the trend

(measured as average annual change in rate/100 000
population) in gun deaths before and after the introduction
of gun laws, through the terms and respectively.
Model (c) is used to estimate the effect on trends in firearm
related deaths associated with the introduction of gun laws
through the interaction term ‘‘year6law’’. As the model is
parameterized, b32 = b11 b10 and therefore estimates
the ratio of trend after introduction to that before the
introduction of the gun laws. Trends and relative trends have
been reported as relative rates (before and after 1996) and
relative trends (comparing periods) with 95% confidence
intervals. The statistical significance of the relative trends has

also been reported. Analysis has been undertaken separately in
firearm related and non firearm related deaths as well as total
deaths for homicide and suicide to investigate possible
substitution effects. If substitution occurred, we would expect
an increasing downward trend in firearm deaths after the
introduction of gun control laws but a compensatory lesser
downward or even upward trend in non firearm related deaths
over the same period. The extent of influence of mass shootings
has been investigated by repeating firearm related homicides
excluding mass (>5 victims died) shootings.

An alternate view of these data might have been as a time
series of mortality rates, as was done by gun lobby affiliated
researchers Baker and McPhedran.7 However, we saw two
disadvantages to this approach. One is that calculating
mortality rates and then treating them as a number in a
time series ignores the natural variability inherent in the
counts that make up the numerator of the rate. Another is
that the Box Jenkins class of models, including the auto
regressive integrated moving average model used by Baker
and McPhedran,7 is unable to explicitly address the effect of
an intervention such as the introduction of gun laws.
Interpretation of these models is reduced to comparing the
mortality rates expected under a model assuming no effect of
the intervention with that observed, both in the post
intervention period. This is however an insensitive approach,
and its interpretation is not based on formal statistical
inference but rather on visual inspection and qualitative
interpretation of graphs, which may be prone to selectivity.

The second author has archived reports of all mass
shooting incidents in Australia (defined here as when >5
victims died; table 1). These were used to compare the
incidence of such shootings before and after the introduction
of the new gun laws.

RESULTS
In the 18 years up to and including 1996, the year of the
massacre at Port Arthur, Australia experienced 13 mass
shootings. In these events alone, 112 people were shot dead
and at least another 52 wounded (table 1).8 In the 10.5 years
since Port Arthur and the revised gun laws, no mass
shootings have occurred in Australia. Figure 1 comprises
seven graphs plotting both pre law and post law data and
trends for (a) firearm homicide death rate, (b) non firearm
homicide death rate, (c) firearm homicide minus mass
shootings death rate, (d) unintentional firearm death rate,
(e) firearm suicide death rate, (f) non firearm suicide death
rate and (g) total firearm death rate.

Each graph presents the observed annual death rate
(triangles) and the expected death rate under the hypothesis
of an effect of gun laws (dots) estimated from a negative
binomial model. The vertical line on the horizontal axis
indicates the revision of gun laws commencing in 1996.

An interpretive note that applies to all the graphs in fig 1 is
that the shape of fitted lines (trend pre law and trend post
law) involves two components. The first is that the post law
trend line is shifted upward or downward according to the
underlying rates of mortality in the pre gun law and post gun
law periods. Where there is a pre existing downward trend in
mortality, such a shift would occur regardless of the effect of
gun laws. The more interesting component is how much the
slopes of the pre gun law and post gun law trends differ.
Although it can be difficult to judge the magnitude from the
graph itself, this is quantified in the final column of table 3,
which provides estimates of the relative slopes of the post to
pre law trends.

Total firearm deaths
Table 2 shows that gun related deaths (both in numbers and
as a rate per 100 000) had been steadily falling throughout
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fatalities. It also investigates comparative trends and impact
measures to explain the trends.

METHODS
We used data analysis, literature reviews, and key informant
interviews to identify details of death rates, trends, and
interventions for control of firearms over the period 1979
2000 in Victoria and Australia. Victoria, which has a
population of 4.2 million, is the second most inhabited
Australian state, and Australia has a population of 19.8
million. Victoria’s largest city is Melbourne, and 75% of
Victorians reside in metropolitan areas.
We reviewed changes to firearm regulations with govern

ment documents, and we obtained population data from the
Australian Bureau of Statistics.
We extracted death data, by intent, from the death unit

record file of the Australian Bureau of Statistics. Monash
University Accident Research Centre holds this data file from
1990 2000; we obtained earlier data from the National Injury
Surveillance Unit. We analyzed data on unintentional firearm
related deaths (International Classification of Diseases, ninth
revision (ICD 9) codes E922.0 E922.9), assaults (E965.0
E965.4), suicides (E955.0 E955.4), and deaths of undeter
mined intent (E985.0 E985.4). The last two years studied use
the 10th revision of the ICD (ICD 10), so we mapped data to
ICD 9 for comparison.
We calculated rates with population figures derived from

estimates by the Australian Bureau of Statistics. We adopted
a quasiexperimental design with a Poisson regression model
to compare relative rates of firearm related deaths between
Victoria and the rest of Australia over three critical periods of
legislative reform. These three periods represented pre
legislative and post legislative reforms in Victoria and the
rest of Australia: period 1 no legislation (1979 86); period
2: legislation introduced in Victoria (1988 95); and period
3: legislation introduced to the rest of Australia (1997 2000).
Data from the rest of Australia acted as the ‘‘control’’ for
periods 1 and 2, with the Victorian gun control legislation
introduced in period 2. In period 3, the roles of the
‘‘treatment’’ and ‘‘control’’ in the analysis were reversed,
with Victoria acting as the control because the gun laws for
the rest of Australia came into line with Victoria in period 3.
Under this analysis design, we assessed the decrease in the
rate of firearm related deaths in Victoria in period 2 relative
to Australian trends, as well as the decrease in rates of
firearm related deaths in Australia in period 3 relative to

Victorian trends. We compared relative shifts in the rates for
Victoria and the rest of Australia with a Poisson regression
model that incorporated a fixed offset. We used the death
counts as the dependent random variable in the model, while
we included an offset (the population counts by region and
year) to focus the analysis on rates rather than absolute death
counts. Equation 1 shows the form of the model fitted to the
annual death counts in Victoria and Australia, where y is the
annual death count; i is an indicator for Victoria or the rest of
Australia; j is the indicator for year; v is the indicator for
period 2 or 3 in Victoria; a is the indicator for period 3 in the
rest of Australia; population is the population count for the
region and year indexed; and a, b, d, c, and w are parameters
of the model.

The indicators in the model take the values j=1979, 1980,
…, 2002; i=0 for Victoria or 1 for the rest of Australia; v=1
if period is 2 or 3 and region is Victoria and 0 otherwise; and
a=1 if period is 3 and region is Australia and 0 otherwise.
We included the model offset in population levels as a fixed

factor, with no associated parameter estimated. Equation 2
gives the net effect of the gun control laws on death rates in
Victoria during period 2, relative to Australia, measured as a
net percentage reduction in death rate. It measures the
change in Victorian death rates from period 1 to period 2,
adjusted for corresponding changes in death rates in
Australia over the same time period.

In practice, parameterisation of the factors in the model
given by equation 1 leaves parameters ‘‘aliased.’’ Aliased
parameters are those that cannot be estimated because they
are a linear product of other parameters in the regression
design matrix. Aliased parameters are set to zero in the
regression equation. With careful parameterisation and
fitting of the model in equation 1, the parameters w0 can be
aliased. This leads to a reduction in equation 2 to give
equation 3.
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CONCLUSION
Dramatic reductions in overall firearm related deaths and
particularly suicides by firearms are achievable in the context
of the implementation of strong regulatory reform.
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Although means restriction is considered a generic 
preventive intervention, few investigators have assessed 
the relative strength of supporting evidence for diff erent 
methods. Moreover, the potential eff ect of decreased 
access to various methods on overall suicide rates in 
diff erent countries or regions has not been established. 
We review the empirical evidence for means restriction 
from the past decade (fi gure) and assess its eff ective ness 
and its relation to the dissemination of information about 
diff erent methods of suicide through various media 
outlets. We put special emphasis on the diffi  culties 
encountered when attempts to measure potential sub-
stitution eff ects are made. Additionally, we draw attention 
to the potential of socially enacted means restriction 
(ie, not absolute restriction) as a public health interven-
tion for commonly available products.

Theory of means restriction
Suicide is a rare event and high-risk factors are common 
(eg, depression, other mental disorders). A recurring 
challenge in suicide prevention is how to accurately 
identify vulnerable individuals in populations at risk. A 
prevention strategy that targets the population as a whole, 
such as means restriction, has many advantages, especially 
when implemented through so-called distal measures—
eg, removal of carbon monoxide from domestic gas or 
withdrawal of highly lethal pesticides from the market.

Means restriction entails a community or societal 
action that (ideally) does not depend on an individual’s 
intention or volition. Applied to the population as a 
whole, it typically aff ects people whose suicide risk is 
otherwise undetected and who do not seek therapeutic 
assistance to prevent their crisis or for life-saving 
interventions when necessary. Removal or restriction of 
access to a lethal method changes the context of a 
potential suicide by precluding potentially fatal actions or 

forcing the use of a less lethal method. Because means 
restriction is broadly applied, detection of its individual-
level eff ect is often impossible; it is best measured by 
aggregate fi ndings of method-specifi c community rates 
of suicide and related self-harm injuries.

As a public health measure, means restriction has a 
long history; removal of the pump handle in Broad Street, 
London, UK, by John Snow was an early example and a 
historic landmark in public health practice.16 Similar 
approaches have been widely applied in criminology, with 
the label of opportunity-reduction theory (or so-called 
situational crime prevention).17 Instead of a focus on 
individual criminals, an opportunity-reduction approach 
introduces discreet managerial and environmental 
changes to reduce the opportunities for crime. Suicide 
can be aff ected or forestalled by alteration of environments 
or access.17 To be successful, this type of strategy depends 
on committed societal leadership and sustained political 
will. This approach fi ts with the notion of context changes 
to make individuals’ default decisions healthy. The 
principle of this type of intervention is that individuals 
would have to expend substantial eff ort not to benefi t.18

Although means restriction can be broadly applied, 
related approaches exist for individuals. Clinicians can 
work with high-risk patients and their kin to remove 
potentially lethal methods from the immediate environ-
ment. By contrast with universal approaches, this strategy 
necessitates care providers’ vigilance and cooperative 
participation by people close to the suicidal individual. 
Such safety planning is not means specifi c, but is tailored 
to individuals and situations. 

Suicide rate, method availability, and lethality
International variations in common suicide methods 
suggest that these patterns are linked closely to diff er-
ences in the availability and lethality of specifi c 
approaches.19 Suicides by pesticide poisoning (case 
fatality up to 75%) have been common in many Asian 
and Latin American countries where there are large 
agrarian populations,20 whereas many individuals killing 
themselves in cities and city states jump from high 
places (70% lethality).21,22 Indeed, jumping has accounted 
for more than 50% of suicides in Hong Kong and 80% of 
those in Singapore in the past 20 years.21 

Thomas and colleagues23 described the large increase 
in suicides in the UK, fi rst in men and later in women, 
after carbon monoxide gas from coalmines became 
widely available in the fi rst half of the 20th century. Gas 
rose to become the primary national method of suicide. 
The replacement of coal gas with natural gas from North 
Sea wells between the late 1950s and early 1970s led to a 
gradual reduction in the carbon monoxide content of 
domestic gas, which in turn was followed by a steady and 
prominent decrease in fatal gassing and the overall 
suicide rate in the UK.23,24 This decline in the overall rate 
was directly caused by the reduction in suicide with 
domestic gas. Thomas and colleagues23 showed that the Figure: Selection process of studies cited

4657 studies excluded
200 reviews or overviews

1284 case reports or case series
987 descriptive, non-intervention studies

78 studies of clinical populations
268 studies with outcomes other than 

completed suicides
1840 studies not relevant to

means restriction

42 studies fulfilled selection criteria

3 studies obtained from reference
lists of the selected studies

45 studies included

4699 studies identified and screened
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number of fatal gas poisonings in the UK rose in the 
early 1980s, but it later fell after the introduction of 
catalytic converters into car exhaust systems.25–29

The increased use of pesticides during the second 
half of the 20th century was associated with an increase 
in suicides in many agrarian societies.30 Prevention 
strategies have sought to substitute less lethal, newer 
generation compounds,31–33 and to install double-lock 
boxes34 to remove access to potentially lethal but com-
monly available chemicals. Enforcement of gun-control 
policies lowers numbers of fi rearm suicides.35–52

An individual’s choice of method is not only dependent 
on ready access to a specifi c means of suicide, but also on 
its socio-cultural acceptability.53 Local norms and trad-
itions, moral attitudes towards suicide, knowledge about 
past suicides, and personal experience and accessibility 
all potentially shape a person’s suicidal actions. In turn, 
means restriction should shape contextual factors, pro-
moting healthy decisions.

Means substitution after restriction
A common concern about means restriction has been 
that individuals will simply switch to other methods of 
suicide—ie, so-called means substitution. Such concern 
could be a result of distressed individuals being 
considered by clinicians as equally at risk of suicide by 
any method when they are assessed as being very 
suicidal. However, studies5 have shown that restriction of 
one method of suicide does not inevitably lead to a 
compensating rise in the use of others (as shown in the 
UK in the 1970s), just as the emergence of a new method 
(eg, domestic gas in the UK in the fi rst half of the 20th 
century, or the burning of charcoal in confi ned spaces to 
generate toxic amounts of carbon monoxide in Hong 
Kong in the late 1990s) does not result in a substantial 
decline in the use of long-available means.

The occurrence of substitution varies between regions 
and is associated with individual characteristics such as 
age and sex (appendix).25,46 The eff ectiveness of means 
restriction diff ers between the sexes; women seem to be 
more responsive than are men, and method substitution 
is more common in men than in women (appendix).46 
Where means restriction has been implemented in 
Asia—typically of pesticide and charcoal—substitution 
has been reported rarely.31,33,54,55 The cause of this apparent 
diff erence is unknown; characteristics of the populations 
aff ected or the restricted methods might play a part.

At the population level, means restriction proves most 
eff ective when the method is common and highly lethal, 
accounting for a substantial percentage of deaths.15,18 
Common methods that have been restricted, such as 
domestic gas and pesticides, are available in the home. 
The likelihood that a specifi c method will lead to death is 
related to both its lethal properties and its accessibility. 
When reduction of access to a highly lethal method is 
possible, people who do attempt suicide with less 
dangerous means have an increased chance of survival. 

If the overall population rate of suicide is to be sub-
stantially reduced by means restriction, the fatality rate of 
alternative methods should be lower than that of the 
restricted method of suicide (appendix).15 

The role of the media
Nowadays, publicly available media—whether in print, on 
television, or on the internet—might aff ect the creation or 
alteration of suicide methods, and hence aff ect suicide 
rates. The deaths of celebrities have been publicised.56 
Perhaps most importantly, this type of rapid dissemination 
most often involves members of the public dying in 
extraordinary circumstances.57 For example, the media 
introduced and quickly disseminated reports on the 
burning of charcoal in a confi ned space in Hong Kong and 
Taiwan, which then rapidly increased and spread to other 
Asian regions in the late 1990s.23 An ethnographical 
investigation in Hong Kong58 established that people chose 
charcoal burning because they were reminded of the 
method by newspaper reports. An interview-based study in 
Taiwan59 showed that 87% of individuals who attempted 
suicide with charcoal burning reported that the media 
pointed them towards this method. Suicides by charcoal 
burning have been recorded in the UK.60 Whether charcoal 
burning would have spread so quickly had initial graphic 
reports, pictures, and diagrams not been presented in 
Hong Kong tabloids in 1998 is unknown. Therefore, in 
addition to sensationalising suicide, the media can provide 
precise instructions about how a method can be imple-
mented, further complicating prevention initia tives.

New online social media can be used to disseminate 
information within minutes or hours, rather than slow 
diff usion of models or methods that was the norm 
previously, such as when domestic gas was introduced.61 
As yet, little research has tested whether all forms of 
today’s media can be used to positively aff ect vulnerable 
individuals or populations in a way that promotes 
good mental health or adaptive help seeking at times 
of distress.62

Examples of means restriction
Implementation of means restriction can be viewed as a 
continuum, ranging from complete elimination or 
removal of a potentially fatal substance or compound 
(eg, changes in the composition of domestic cooking 
gas), through impeding or interfering with access (eg, 
barriers to jumping and packaging changes), to pro-
motion of educational and social interventions to 
enhance safety (eg, education of clinicians to encourage 
families to remove potentially lethal means from the 
home).  We believe that removal of an agent would have 
the greatest eff ects on broadly measured suicide rates, 
whereas social-educational interventions would be least 
potent, especially because they necessitate concerted and 
sus tained actions by many individuals.  

Legislation to restrict the quantities of paracetamol and 
other analgesics (eg, aspirin) sold was enacted in the UK 
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in 1998. Early data suggested that mortality and morbidity 
associated with paracetamol overdose declined as a 
result,63,64 with little evidence for substitution to other 
kinds of analgesics, such as ibuprofen (a compound that 
is safer than is paracetamol).64 Subsequent studies65 have 
cast doubt on these early fi ndings. Implementation of 
such legislation does not depend on specifi c actions of 
individuals, but is done during manufacture and with 
widely applied sales regulations. Further research is 
needed to establish whether people attempting suicide 
hoard their paracetamol supplies until they have 
suffi  ciently lethal amounts, and whether they have the 
patience to open blister packs to obtain enough pills. 
Such fi ndings would point to carefully planned suicides 
and would potentially suggest that other prevention 
measures are needed.

In 2010, Yip and colleagues55 described the results of a 
controlled community experiment in Hong Kong, in 
which they moved bags of charcoal from easy self-service 
access on store counters to locked storage, so that 
customers had to ask store attendants for assistance. This 
measure did not prohibit purchases, but sales became a 
source of attention and slightly more time consuming 
than they had been previously. Compared with a district 
with a similar population size (500 000 inhabitants), area, 
and socioeconomic status that had no change in method 
of shelving, a measurable and signifi cant decline in 
suicides was reported.55

Unlike repackaging of paracetamol, agreement of the 
managers of supermarket chains and day-to-day imple-
mentation by store employees was necessary to move the 
bags of charcoal. Such a high level of cooperation could 
pose substantial challenges, and many community mem-
bers might resent or resist such constraints.

On the island of Cheung Chau in the Islands District 
of Hong Kong, deaths from poisoning by charcoal 
burning in holiday houses increased from three to four 
per year to the high of 14 in 2002.54 Most suicides were of 
visitors. The community reported negative eff ects on the 
island in terms of resort business and general wellbeing 
after a series of suicides.54 Island residents and busi-
nesses developed a self-help organisation to restrict 
access to holiday fl ats for distressed or suicidal indiv-
iduals; owners refused to rent to people on their own. 
Store employees were alert to visitors who wished to 
purchase charcoal and beer but no food. The police 
cycled around the island to identify anyone deemed to be 
at risk of suicide and irregularities in the community. Of 
40 000 residents, the number of suicides on the island 
declined to two in 2005, without any substantial increase 
on nearby islands.54 These fi ndings emphasise that 
means restriction must be embedded into other eff orts 
to modify environments, such as the restriction of access 
to rental units. Cohesive community action was the 
central part of this initiative; means restriction—like 
other elements of the Cheung Chau programme—was a 
result of concerted and widespread commitment.

The social dilemma
Application of universal measures for means restriction 
might be considered intrusive by many members of the 
community. Moreover, the benefi ts for most people will be 
small or non-existent. Thus, use of widely applied pre-
vention measures could be met with substantial resis-
tance, even though data support large population eff ects. 
Many community members express common misunder-
standings that, despite data showing powerful population-
level eff ects, a seriously suicidal person will inevitably fi nd 
a way to die and that all methods have roughly equal case 
fatalities. In many community discussions about means 
restriction—whether control of access to bags of charcoal  
safety doors on subway platforms, or bridge 
barriers54,55,66–73—many participants believe that removal of 
access to one method of suicide would force people to use 
another. 

On the basis of the data for relocation of bags of 
charcoal in supermarket chains in Hong Kong,55 pre-
vention strategies should gain support from senior 
managers of aff ected companies, as well as having 
supporting scientifi c data. With appropriate media 
coverage and endorsement by community leaders, 
means restriction could gain greater acceptance and less 
resistance from the public than it does presently. The 
fundamental premise of means restriction is based on 
the assertion that it is both a community-level inter-
vention and a community-supported initiative.

We suggest that policy makers and advocates consider 
several a priori criteria when assessing the potential 
benefi ts of means restraint. First, the method in 
consideration should contribute substantially to the 
mortality from suicide in the region because of its high 
lethality. Second, the method should be suitable for 
elimination or constraint, ideally with broadly appli-
cable policy actions rather than day-to-day imple-
mentation by individuals, either alone or collectively. 
Third, they should assess whether a method is socially 
important or recognised (eg, suicides from iconic sites 
or bridges), when the preventive inter vention would be 
noticed by many people, even though the overall 
contribution to regional rates might be marginal. 
Fourth, they should be able to monitor the imple-
mentation and eff ects of an intervention.

Limitations
Glasgow’s 2011 report74 emphasised that bridge 
barriers— however eff ective they might be at individual 
sites—do not lower regional suicide rates when 
people jumping from those bridges contributed little 
to the rates before the barriers were put in place. 
Although placement of such barriers might not lower 
regional rates—even when it prevents deaths at 
specifi c sites—the action conveys a powerful public 
message, expres sing important com munity values and 
serving to promote help-seeking. Such committed 
political will to save lives could be one potential way to 



Series

www.thelancet.com   Vol 379   June 23, 2012 2397

counter act media-driven contagion, because it aff ords 
opportunities for widespread discussion and collective 
community action.

Constraint or elimination of access to commonly used 
suicide methods of low lethality (eg, fairly non-toxic 
prescription or over-the-counter drugs) would have a 
negligible eff ect on rates and also might inadvertently 
force individuals attempting suicide in the future to use 
more lethal methods.75 When high-lethality methods 
have been constrained, some substitution with low-
lethality means has been reported.76 Such fi ndings do not 
indicate what exactly would happen if low-lethality 
methods were eliminated.75 For methods of intermediate 
lethality, such as charcoal burning, the potential gains 
from constraints that cannot entirely eliminate access 
should be assessed carefully (appendix).

Hanging, jumping from heights (particularly from 
individuals’ own apartments or houses), and fatal 
shooting with fi rearms in countries with relatively non-
restrictive gun laws such as the USA cannot be readily 
restricted. However, safety planning for fi rearm storage 
is potentially a form of means restriction when eff ectively 
applied as part of routine procedures. Similarly to the 
decision to place bags of charcoal behind shop counters, 
such changes need committed leadership, corporate co-
operation, and consistent individual action to attain 
sustained, widespread imple mentation. In clinical 
practice, physicians and other health professionals 
should speak with family members about the removal of 
potentially lethal methods from the reach of vulnerable 
kin. This type of intervention necessitates an alert 
clinical provider, a vigilant family, and a cooperative 
patient, but too often one or several of these components 
could be absent.

Conclusion
Restriction of access to a specifi c suicide method can 
have a widespread eff ect when the method is highly 
lethal and common, and the means restriction is 
supported by the community. Newly emerging methods 
might have large eff ects as they spread through com-
munities, and in the internet era, the results can be 
sudden and pronounced. Once a method of suicide has 
become common, it is especially diffi  cult to eradicate. If 
faced with similar emerging methods in the future, 
policy makers should seek support from formal media 
outlets to restrain spread and lessen the eff ects, although 
informal media now makes such interventions even 
more challenging than previously.

It is beyond the scope of this report to defi ne elements 
necessary for promotion of the type of collaborative 
community discussions that address the balance between 
the imperative of constraining potentially lethal methods 
of suicide and the wishes of most community members 
who are not at risk and might be inconvenienced. But 
just such discussions are necessary if further, 
meaningfully broad-based interventions are to be 

implemented. Although we have expressed concerns 
about the media’s potential to serve as a powerful vector 
for spreading contagion, these venues of information 
dissemination can eff ectively pass on scientifi c know-
ledge and protective guidance. As with discussions about 
means restriction, broad community participation and 
dynamic social leadership are necessary.

No one measure, however eff ective, can suffi  ciently 
address the many factors that contribute to regional or 
national suicide rates. A frank and open discussion of 
a community’s abiding values, legislative or policy 
changes, continuing community education, consultation 
about the challenges posed by suicide and its antecedents, 
and eff ective clinical management of individual cases are 
all necessary for prevention programmes.
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