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EXECUTIVE SUMMARY
The National Suicide Prevention Trial

The National Suicide Prevention Trial was announced by the Australian Government in 2016. It was
designed to gather evidence and further understanding of what strategies are most effective in
preventing suicide at a local level and in at-risk populations.

More specifically, its objective was to provide evidence of how an evidence-based multi-component
systems approach to suicide prevention might best be undertaken within the Australian context and
to identify new learnings in relation to suicide prevention in at-risk population groups including
people who have attempted suicide or are considered at risk of suicide, Aboriginal and Torres Strait
Islander peoples, young adult and middle-aged men, young people, and ex-Australian Defence Force
(ADF) members, and lesbian, gay, bisexual, transgender and intersex (LGBTI) people.

Twelve Trial Sites were selected (Townsville, Central Queensland, Brisbane North, North Coast NSW,
Western NSW, Northwest Melbourne, Tasmania, Country South Australia, Perth South, Mid-west
Western Australia, the Kimberley, and Darwin), managed by 11 Primary Health Networks (PHNs).
PHNs are key to the successful delivery of the Australian Government’s approach to suicide
prevention. Thirty-one PHNs were established in July 2015 following a review of their predecessors,
Medicare Locals™. The objective of PHNs is to ‘increase the efficiency and effectiveness of medical
services for patients, particularly those at risk of poor health outcomes, and to improve coordination
of care to ensure patients receive the right care in the right place at the right time’®. PHNs are
responsible for the planning and commissioning of primary mental health care services, including
suicide prevention activities, via what is known as the Primary Mental Health Care Activity.

Trial Sites undertook an extensive planning process and then commissioned a range of evidence-
based, evidence-informed and innovative interventions guided by multi-component models
including the Lifespan and Alliance Against Depression frameworks® 4. Sites focussing on suicide
prevention for Aboriginal and Torres Strait Islander peoples drew on the Aboriginal and Torres Strait
Islander Suicide Prevention Evaluation Project (ATSISPEP)® findings and principles. The Black Dog
Institute was commissioned by the Department of Health to provide support to the PHNs in relation
to planning, and the selection and implementation of evidence-based strategies.

Four Trial Sites commissioned aftercare services for people who had attempted suicide or were
experiencing a suicidal crisis, and all Trial sites commissioned a range of community-based activities.
The majority of those activities were either awareness raising and engagement activities or capacity
building. These included providing training to community members, frontline workers and members
of the health and allied health workforce on suicide prevention or offering mental health first aid
training. Other activities involved providing information or activities for particular at-risk groups or
individuals, cultural strengthening activities for Aboriginal and Torres Strait Islander peoples and
communities, and the development of information resources and care pathways. All Trial Sites also
undertook activities aimed at increasing integration and coordination among existing suicide
prevention services and activity providers in the sector.

Evaluation of the National Suicide Prevention Trial

In late 2017, the University of Melbourne was commissioned to evaluate the National Suicide
Prevention Trial. Guided by an Evaluation Framework developed by the Department of Health, the
evaluation focussed on the key components of the Trial — planning, implementation, impacts and
outcomes — in order to identify effective strategies for planning, adopting a systems approach,
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suicide prevention for focus populations, and to consider the implications of these findings for future
suicide prevention activities.

The Evaluation Framework articulated five overarching questions as the focus of the evaluation:

1. What strategies were used by Sites to plan suicide prevention services/community-based
activities and to ensure that these respond to local needs?

2. What are the key factors in the development of a systems approach to suicide prevention
and what are the barriers to effective service integration?

3. How were PHN activities targeting people who have attempted suicide and those assessed
as at risk of suicide enhanced, and were the enhanced services more effective in preventing
suicide?

4. What strategies were found to be most effective in preventing suicide in each of the focus
populations?

5. What are the implications for future Australian Government and national suicide prevention
policy?

The evaluation did not assess the effectiveness of individual interventions or the performance of
individual Trial Sites as it was focussed on identifying learnings across the Trial regarding effective
strategies for planning and implementing a systems-based approach to suicide prevention, planning
and implementing suicide prevention activity for target population groups, challenges encountered,
and key outputs and outcomes across the Trial.

Evaluation design and approach

The evaluation used a mixed-methods design drawing on quantitative and qualitative data from a
range of sources. It was recognised from the outset that due to the relatively rare incidence of
suicide at a population level and the short duration of the Trial, that it was unlikely that the
evaluation would have been able to detect any changes in the ultimate outcomes of suicide deaths
and attempts. Therefore, the evaluation took a program logic approach which operationalised Trial
activities and outcomes in terms of inputs, outputs, impacts and outcome objectives in a hierarchy
embedded in a program logic matrix (Figure 1) ©. The hierarchical logic is based on the assumption,
informed by the currently available evidence, that if the objectives at one step are achieved, then
the objectives at the subsequent step should occur. The program logic functions as a guide, outlining
a set of evidence-informed assumptions to be tested rather than as a definitive model.
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Reduced suicide deaths and attempts
Outcomes T
L . . An improved system to prevent
Improved individual and community resilience suicide in an ongoing way
Decreased suicidality of Aware and trained Integrated services
Impacts e . . . e
individuals using services community and system
Referral :
pathways and Inclusive
Outputs Individuals attend services Commumty nge part coordination of stakeholder
in activities . representation
services
established
Implementation Activity Area 1 Activity Area 2 Activity Area 3
Individual services Community-based activities System integration activities
Planning and Consultation
Establishment T
Inputs
Funding, Operational Guidelines, Evidence Base, Community Capacity, Governance,
PHN capacity, Social determinants, Environmental factors

Figure 1 National Suicide Prevention Trial evaluation program logic

Evaluation Data

Data were collected and/or sourced from February 2018 until September 2020. Initial data collection
efforts focused on implementation processes. Subsequent data collection efforts emphasised
outputs and impacts of interventions. The following data were collected and analysed in the
evaluation:

Review of key documents: Documents were provided by Trial Sites in two rounds. In round
one 309 documents were reviewed, and data extracted from 163 and in round two 428
documents were reviewed and data extracted from 315. Documents included PHN National
Suicide Prevention Trial Site Activity Work Plans, and documents relating to mental health
and suicide prevention needs assessments, Trial design and development, commissioning
and implementation, provider performance reports and activity reports.

Stakeholder consultations: In total 477 stakeholders participated in consultations. Of these,
382 were PHN staff, service providers, community members and other stakeholders who
participated in focus groups or interviews. Eleven PHN staff completed a mid-trial survey,
and 52 service providers completed a service provider survey (the latter two groups may or
may not have also participated in the interviews and focus groups). Thirty-two aftercare
service users completed a user experience survey.

Observational/participatory data: Observational/participatory data was gathered by
members of the evaluation team attending eight national forums convened by the Black Dog
Institute to provide support to Trial Sites.

Aftercare service user data: Data for 553 individuals who received services from Trial-funded
aftercare services were obtained from the Primary Mental Health Care Minimum Dataset
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(PMHC MDS) and an additional purpose designed Trial module. The PMHC MDS captures
data for clients of PHN funded primary mental health services.

e Community-based activities data: Information on 1,105 activities, reaching 33,072
participants were entered in a database developed by the evaluation to capture descriptive
data on the community-based suicide prevention activities and programs implemented
across the Trial.

e National epidemiological and service use datasets: Population level epidemiological analyses
and analyses of use of PHN funded mental health services was conducted using the PMHC
MDS and Access to Allied Psychological Services datasets from 2010 to 2019; suicide deaths
using national mortality data from 2010 to 2018 (the latest year available), and
hospitalisations for self-harm from the National Hospital Morbidity Dataset from 2010 to
2019 (the latest year available).

e Systems modelling and simulation: Models were built for two demonstration Sites and
simulation scenarios run to model the effects of suicide prevention interventions on the
suicide death and attempt outcomes within complex service systems and in different
socio-demographic contexts.

Aboriginal and Torres Strait Islander evaluation methods

A modified methodology was developed for Aboriginal and Torres Strait Islander peoples in line with
the National Health and Medical Research Council’s Ethical Conduct in Research with Aboriginal and
Torres Strait Islander Peoples and Communities: Guidelines for Evaluators and Stakeholders. Prior to
data collection, initial engagement was undertaken at all seven Trial Sites focusing on Aboriginal and
Torres Strait Islander suicide prevention. This led to modifications in the evaluation methodology
including adding consultation questions; incorporating yarning as a consultation method; conducting
consultations in locations preferred by participants; and consultations being conducted by
consultants who identified as Aboriginal or Torres Strait Islander.

Evaluation Findings

There was considerable diversity across Trial Sites in terms of their general approach to conducting
the Trial and the mix of activities implemented. This is consistent with the Trial’s intention of
adopting a localised approach to suicide prevention. Consequently, what was well received and
effective at individual Sites was very much context dependent. This precludes universal
recommendations about ‘what works’. Instead, the evaluation findings focused on the diversity of
approaches, facilitators and barriers, and outputs and impacts. In doing so, it identified factors that
emerged as effective strategies and shared challenges across the Trial.

Evaluation question 1: What strategies were used by Sites to plan suicide prevention
services/community-based activities and to ensure that these respond to local needs?

This evaluation question aligns with the evaluation program logic steps of establishment and
implementation.

Effective strategies

PHNs made extensive efforts to plan suicide prevention services and activities that responded to
local needs. Four key general planning strategies were identified.

The most important planning strategy was establishing broad and inclusive stakeholder involvement.
Engaging a wide range of stakeholders from across the community and sector was necessary and
required dedicated resources for coordinating stakeholder involvement. Achieving a balance in
stakeholder representation between those with decision making authority and those working ‘on
the ground’ was important to understand local conditions but also to drive change. Time was
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required to build and sometimes mend relationships between stakeholders and the stakeholder
engagement process needs to be ongoing rather than a one-off exercise.

Conducting thorough needs analysis informed by both local data and stakeholder input was a core
planning activity. Service mapping activities were also important and ideally include a consideration
not only of service availability, but whether available services are actually used by those in need.

Establishing appropriate governance and leadership structures to drive trial planning was a key
strategy. Implementing governance structures that balances community ownership, priorities and
preferences with structured governance and coordination was an important facilitator of successful
planning. PHNs played a crucial role in providing leadership and ability capacity to bring all
stakeholders to the table, including government and community. Communicating effectively and
transparent decision-making processes strengthened community and stakeholder engagement.

Building capacity by providing community stakeholders with foundational understanding of
evidence-based and systems approaches facilitated full community participation in the Trial.
Workforce capacity building in terms of recruiting and supporting a dedicated suicide prevention
coordinator role was also crucial to maintaining engagement of stakeholders and momentum in the
planning process.

In addition, planning strategies for Aboriginal and Torres Strait Islander focused Trial activities
emphasised the importance of establishing genuine Aboriginal and Torres Strait Islander
governance, including leadership and self-determination, as distinct from the structural governance
established for the Trial. The Aboriginal and Torres Strait Islander Suicide Prevention Evaluation
Project (ATSISPEP) findings provided a key framework for planning activities for this population
group.

Challenges

A range of challenges for planning suicide prevention services and activities were identified. For
example, it was often difficult and time consuming to engage key stakeholders, stakeholder capacity
to participate in planning activities was limited by lack of time and other commitments, and
stakeholders sometimes had conflicting opinions on suicide prevention priorities.

Conducting a needs analysis was hindered by difficulty accessing the relevant local-level data (for
example, data on rates of suicide and suicide attempts). The planning process involved negotiating
tensions between community-driven and evidence-based approaches. High staff turnover and
vacancies in the suicide prevention coordinator role delayed progress. Finally, the evidence-base was
underdeveloped and where evidence was available, it was not always relevant to the particular focus
population or the regional context.

Evaluation question 2: What are the key factors in the development of a systems-based approach to
suicide prevention and what are the barriers to effective service integration?

This evaluation question also relates to the evaluation program logic establishment and
implementation steps.

Effective strategies

Four key factors were found to effectively facilitate the development of a systems approach.

Using a systems-based suicide prevention framework such as Lifespan or the Alliance Against
Depression to guide planning of a multi-component coordinated approach was helpful. It was
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important that any model chosen was flexible and could be adapted to local contexts and the needs
of diverse populations.

Adopting a broader system-wide approach beyond health and mental health was also important.
Broad and inclusive stakeholder involvement was the primary enabler of such an approach. The
importance of seeking engagement from a wide range of government departments and levels of
government was highlighted.

Community involvement was a key strategy and striking a balance between a community-driven
approach and the need for more top-down initiatives to train professionals and drive system change
was crucial to achieving meaningful community participation. The PHN-based Trial Coordinators
were crucial for engaging community and building community capacity in evidence-based systems
approaches.

Promoting coordination and integration at the service level and system level was critical. The PHNs
were able to broker stakeholder engagement and coordination at the service level through their
established networks and commissioning role. They were also able to coordinate with State suicide
prevention initiatives, and system level activities through their involvement in intersectoral bodies
and in regional planning.

Challenges

A range of challenges were encountered across the Trial with respect to developing a systems
approach. In terms of adopting the Lifespan or Alliance Against Depression frameworks, the
applicability of these to regional contexts and population sub-groups is yet to be established, and
more guidance on operationalising and implementing such frameworks was needed. Moreover,
many PHNs encountered some community resistance to engaging with a multi-component systems
approach. Another challenge was that PHNs did not always have sufficient capacity or the level of
influence needed to bring all the relevant stakeholders to the table to initiate and drive system-level
change. As a consequence, stakeholders from key government agencies and departments were
sometimes missing or less engaged. Finally, the time-limited nature of the Trial hindered the ability
to develop and implement the long-term strategies necessary for system-level change. Moreover,
the fixed time period for the Trial was a deterrent to Sites pursuing all elements of a multi-
component approach, and made many reluctant to commission aftercare services for vulnerable
individuals which would have to be de-funded at the end of the Trial.

Evaluation question 3: How were PHN activities targeting people who have attempted
suicide and those assessed as at risk of suicide enhanced, and were the enhanced services
more effective in preventing suicide?

As described above, given the difficulty in assessing the effect of interventions on suicide rates the
evaluation followed a program logic approach whereby if the inputs, outputs and impacts of the Trial
produce results consistent with the available evidence, then the ultimate outcome of preventing
suicide is more likely to eventuate. The evaluation therefore reports on the enhanced services for
people who have attempted suicide or have been assessed as at risk of suicide as a focus population.
It notes the key impacts resulting from those service, as well as the main challenges encountered in
establishing and delivering those services.

Enhanced activities

Four Trial Sites established aftercare services for people following a suicide attempt or who
presented in suicidal crisis, with two Sites each implementing focus population specific services for
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LGBTI people and Aboriginal and Torres Strait Islander peoples, and two Sites also implementing
general population services. Services for focus populations were tailored through co-design with
those stakeholders from those populations, including people with lived experience of suicide, and by
commissioning LGBTI or Aboriginal and Torres Strait Islander specialist service providers to deliver
them. Establishing broad referral pathways was also a key tailoring strategy to ensure services were
available to those who needed them. These new services filled a service gap in terms of providing
culturally safe services for the two focus populations and providing a service for the general
population in regional areas where there previously had not been one. Services were promoted
primarily through word-of-mouth and PHN and service provider networks for the focus population
specific services, and through PHN networks and agreements with local hospitals for the general
population services.

Key impacts

Services users reported reductions in their suicidal thoughts and feelings about suicide, and overall
wellbeing. They also showed statistically significant reductions in suicidal ideation on the Suicide
Ideation Attributes Scale, and in psychological distress on the K10 scale. Services users expressed
high levels of satisfaction with the services, including the way in which the services gave credence to
their cultural background and/or gender or sexual identity.

Impacts for the service sector include an increase in suicide literacy among service provider staff and
the development of linkages and coordination between aftercare service providers and other
support and service organisations and agencies which referred in to the service or to which the
service referred clients.

Challenges

The main challenge observed around establishing services for people who have attempted or are at
risk of suicide was the time-limited funding associated with the Trial. The majority of Sites that chose
not to commission aftercare services cited this as the primary reason; they did not want to withdraw
services at the end of the Trial. The time constraints around the Trial were also a challenge in terms
of having sufficient time for the co-design process.

Other challenges related to difficulties in recruiting and retaining suitably qualified staff, particularly
in regional and rural areas; the availability of organisations with the experience and capacity to
deliver aftercare services; the lack of referral opportunities for clients exiting the services; and
barriers in obtaining referrals from hospitals due to concerns over the non-clinical nature of the
aftercare service model.

Evaluation question 4: What strategies were found to be most effective in preventing
suicide in each of the focus populations?

As described above, difficulties in assessing the effect of Trial activities on suicide rates preclude the
evaluation from determining the effectiveness of strategies in preventing suicide. However, the
program logic approach described above does allow the evaluation to identify the main outputs of
the Trial and impacts resulting from those outputs, with the assumption that if these achieve their
expected results then some positive effect on suicide outcomes may be anticipated. Those outputs
include they implementation of appropriately tailored suicide prevention activities and the
engagement of participants in those activities. Impacts of suicide prevention strategies include
increased knowledge, awareness, capacity in suicide prevention, and help seeking as well as impacts
related to greater integration and coordination reflective of adopting a systems approach.
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Identifying the key challenges faced in implementing suicide prevention strategies for focus
populations is informative in terms of planning future approaches.

Aboriginal and Torres Strait Islander peoples
Trial outputs

Seven Sites identified Aboriginal and Torres Strait Islander peoples as a focus population, with two
Sites doing so exclusively. As described above, two Aboriginal and Torres Strait Islander-specific
aftercare services were established, and 314 activities were recorded in the community-based
activities dataset. The main types of activities were suicide and mental health awareness raising
(42%), cultural strengthening activities (26%), training to build capacity of community members and
service providers (19%). A range of research and framework activities were also undertaken,
including the development of a ‘no wrong door’ suicide and self-harm prevention protocol, cultural
safety frameworks, and research on outcome measurement for Aboriginal and Torres Strait Islander
peoples.

Tailoring activities for this focus population drew on a range of strategies, including adopting Social
and Emotional Wellbeing and trauma-informed approaches, having Aboriginal and Torres Strait
Islander leadership, embedding Culture in activities, taking a client, family- and community centered
approach, developing and using an Aboriginal and Torres Strait Islander workforce to deliver
programs, and finally working with mainstream organisations to embed cultural competency and
cultural safety.

Key strategies to promote Trial activities and encourage participation involved using word-of-mouth,
local community champions and ambassadors, and PHN and service provider networks. They also
involved building relationships via face-to-face engagement with communities. Framing Trial
activities in terms of wellbeing rather than suicide prevention was also adopted as a key strategy.

Key impacts

A range of impacts resulting from Trial activities were reported. Impacts related to knowledge and
capacity included an increase in community knowledge and awareness around suicide and mental
health, including how to identify and support people at risk; an increase in the capacity and
confidence of community members to talk about suicide and aid someone in need with accessing
support or services; and increased capacity in Aboriginal and Torres Strait Islander service providers
to facilitate and deliver suicide prevention activities, and negotiate administrative processes around
funding. Improvement in cultural competence was also observed among PHN staff and non-
Aboriginal service providers.

A number of social and emotional wellbeing impacts were reported including increased connection
to country and cultural identity; improved connection with families and community; increased
confidence and empowerment among young people; increased help seeking and decreased
thoughts of self-harm.

There was evidence of the establishment of linkages and coordination resulting from the Trial
including the bringing together of organisations and stakeholders to share information and work
collaboratively in a way that was not occurring prior to the Trial; the fostering or enhancement of
partnerships between Aboriginal and Torres Strait Islander service providers and non-Aboriginal or
government services providers; and the establishment of referral pathways and protocols such as
the ‘no wrong door’ protocol.
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Challenges

The overarching challenge for the Trial was that underlying structural and systemic conditions that
are key drivers of suicide in Aboriginal and Torres Strait Islander communities are beyond the scope
of a Trial to address.

Other challenges encountered included the lack of culturally competent mainstream services to
deliver programs; lack of service capacity and integration in regional, rural and remote areas;
difficulties in ensuring inclusive and genuine stakeholder engagement; community readiness;
funding levels and control of funds; gaining community trust to participate in Trial activities,
community concern about lack of communication and transparency from PHNs; and a lack of local-
level data to inform Trial planning.

Men
Trial outputs

Six Trial Sites identified men as a focus population. There were no male-specific aftercare services
established, and 189 activities were recorded in the community-based activities dataset as
specifically targeting men. Sixty-five percent of those activities aimed to build capacity in the
community and in workplaces to identify and support people at risk for suicide or experiencing
distress via evidence-based or evidence-informed structured training programs. The MATES in
Construction program, or a variant of it, was adopted at all six Sites. Other activities implemented
included a range of awareness and engagement activities workshops and events, media campaigns
and provision of information on resources. Two main approaches to tailoring activities for men were
employed: providing male-specific workshops and training programs such as MATES and delivering
suicide prevention activities in environments where men gather (for example, workplaces and
sporting clubs). Men were considered a difficult to engage population and using word-of-mouth,
engaging community champions, including men with lived experience of suicide, and involving
partners and families were all strategies used to promote activities and encourage participation.

Key impacts

A number of impacts were observed that were consistent with the use of evidence-based or
informed training programs. These included including increased knowledge and awareness about
mental health and suicide, increased knowledge of how to help and confidence to help; and an
increase in participants’ willingness and intention to seek help for themselves. There were also
reports that men had used skills gained in training to help others including connecting them with
services.

Although there was no indication of increased help-seeking by men from PHN funded mental health
services across the Trial in general, there were anecdotal reports of increases in men seeking help.

Challenges

Among the challenges encountered planning and implementing suicide prevention strategies for
men was the fact that they are a broad and heterogenous population making targeting difficult.
Engaging men in the planning process was a challenge, as was the lack of evidence on the
effectiveness of interventions for this population group. There were administrative and logistical
challenges involved in delivering activities in workplaces, and in general stigma was considered to be
an ongoing challenge in terms of getting men to participate in Trial activities.
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Young People
Trial outputs

Young people were a specific focus population for two Trial Sites, exclusively so for one of them, and
five other Sites also offered some programs for young people. A total of 123 activities targeting
suicide prevention in young people were recorded in the community-based activities database. The
majority of activities (54%) involved awareness raising and engagement and included media and
social media campaigns and community events. A further 30% of activities took the form of
evidence-based capacity building training programs for young people or those who work with them.
Other activities involved developing postvention response protocols and referral pathways,
developing training resources for GPs for working with young people, providing small grants for
youth focused events, and conducting youth camps. The main approach to tailoring activities for
young people was to use training programs that were already purpose designed for young people,
developing tailored media and social media content, and delivering activities in schools. Social media
was an important avenue for promoting Trial activities for young people.

Key impacts

Increases among young people in awareness and knowledge about mental health and suicide, where
to get help and how to help and confidence and intention to help were reported as a result of
participation in training programs. While across the Trial in general there was no increase observed
in use of PHN-funded mental health services by young people, there were anecdotal reports from
Trial Sites of increased help-seeking by this group.

The two Trial Sites with a specific focus on young people established strong linkages with headspace,
the key youth mental health organisation. They also achieved improvements in coordination with
other local services and organisations, particularly those involved in the development and
deployment of postvention protocols.

Challenges

The most common challenge encountered in delivering suicide prevention activities for young
people was getting buy-in from schools. In some instances, prolonged negotiation was required and
in others activities could not proceed at all. A range of reasons, including competing demands and
risk aversion related to suicide and mental health content were observed.

Other challenges included difficulty in engaging young people in the planning and Trial governance,
difficulty engaging GPs, and the lack of services for young people in regional areas.

Ex-ADF members
Trial outputs

A single site focused on ex-ADF members and expanded that focus to include their families. Overall,
the Site developed an approach that focused on upstream psychosocial and situational factors that
were considered to increase the vulnerability of ex-ADF members to suicide. Over half of the 29
activities recorded in the community-based activity dataset for that Site reflected that approach and
were aimed at creating connection for socially isolated ex-ADF members, including a small grant
program to fund community activities and events. Media and social media campaigns were an
important element of outreach to this population and accounted for 21% of reported activities.
Other activities included developing a peer worker model to support other ex-ADF members
accessing mental health services, developing health pathways, supporting research related to
traumatic brain injury, and supporting community advocacy groups. The main approaches to
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tailoring were adopting an overall focus on connection and wellbeing rather than on suicide
prevention; recognise and work within ADF and ex-ADF culture, including acknowledging the role of
rank and hierarchy; and including family members in order to reach the support networks of ex-ADF
members. Activities were promoted through a broad communications campaign; capitalising on the
high profile of the Steering Committee chair; and through ex-ADF and PHN networks.

Key impacts

The multi-platform Check Your Mates campaign achieved over a million engagements with the social
media elements, predominantly among young men, with anecdotal reports of men following up and
checking on their mates. The peer worker model was adopted by Open Arms (Department of
Veterans Affairs mental health service provider) and is being scaled up nationally. There were
anecdotal reports that participation in the small grant funded programs reduced the return to
inpatient psychiatric care among participants, and ‘saved lives’; and that there had been a reduction
in stigma around mental health and suicide.

Strong local linkages and coordination were achieved through governance structures established for
the Trial and the influential leadership of the main Steering Committee.

Challenges

Identifying and reaching ex-ADF members who are disconnected from and even distrustful of
Department of Veterans Affairs and Australian Defence Force services and organisations was a
significant challenge. The Trial Site had a relatively concentrated population, but achieving the
balance between being responsive to local conditions and scalability and transferability may be a
challenge in the future.

LGBTI people
Trial outputs

Two Sites, both in urban areas, elected to focus on LGBTI people. As describe above both Sites
commissioned LGBTI-specific aftercare services as their early consultations identified that LGBTI
people often do not feel safe presenting to mainstream services. In addition, 152 activities targeting
LGBTI people were recorded in the community-based activities dataset including capacity building
through evidence-based training programs on suicide prevention and/or mental health for LGBTI
specialist services and organisations. Other activities included media and social media campaigns
and awareness raising at community events; professional training for general practitioners and other
health professionals in suicide prevention and in making general practice and other services
culturally safe for LGBTI people; a mentoring program for young LGBTI people and for families of
LGBTI people; research on peer support; and the development of health pathways. Co-design with
LGBTI stakeholders, including people with lived experience of suicide, was the principal approach for
tailoring Trial services and activities. Word-of-mouth, LGBTI service networks and PHN networks
were the main avenues for promoting services.

Key impacts
Impacts related to aftercare services are described above.

Community members and staff from LGBTI-specialist service providers who participated in training
programs reported increases in awareness of mental health and suicide and increased capacity to
respond to suicidality within the community. There were also anecdotal reports of an increase in
referrals to and uptake of support services generally, as well as an increase in the capacity of the
suicide prevention workforce, including the peer workforce.

21



There was evidence of good integration and coordination of services between LGBTI-specialist
providers, but linkages with mainstream services were less developed.

Challenges

Although the co-design process was ultimately successful, the process was lengthy and required
building or rebuilding relationships and negotiating some tensions caused by a competitive funding
environment. Other challenges include accommodating the diversity of the LGBTI population, the
reliance on small volunteer organisations, and the lack of evidence on effective interventions and
programs for LGBTI people.

Older adults
Trial outputs

A single site focused on older adults. There were no older adult-specific aftercare services and 12
activities targeting older adults were recorded in the community-based activities dataset, the
majority of which focused on awareness and engagement (66%). These included community
workshops and events that primarily targeted those who worked with older adults. Activities
targeting older adults themselves were focused on social isolation and wellbeing, rather than suicide
or mental health specifically. Other activities included some evidence-based suicide prevention and
mental health first aid training, community grants for activities to reduce social isolation,
establishing a suicide bereavement group, and creating a service directory. The main approach to
tailoring activities was collaborating with organisations which work with older adults to address
social isolation as an upstream risk factor.

Key impacts

There was limited information available on impacts, with a single report that showed that
participation in an expert workshop increased knowledge about suicide, how to help someone at
risk, and where to get help.

Some instances of enhanced linkages were noted, including between the PHN, mental health
services and community organisations working with older adults.

Challenges

The main challenge was achieving substantive buy-in from key stakeholders in the aged care sector,
as they do not regard suicide prevention as their core business. Competition between stakeholder
organisations was also a challenge. Engaging directly with older adults was challenging because they
are a broad and diverse population. Difficulties were also apparent in devising effective strategies to
reach those who are not in contact with aged care support services.

Overall Trial outcomes — suicide and suicide attempts

Epidemiological analysis of national death data and national data on hospital admissions for self-
harm was undertaken to investigate potential changes in rates of suicide deaths and suicide
attempts associated with the Trial as a whole. Trial PHNs combined were compared with control
PHNs where no other suicide prevention trials were occurring.

There were no differences between Trial PHNs and control PHNs in rates of suicide deaths or
hospitalisations for self-harm over the period for which data were available (2010 to 2018 for suicide
deaths, 2010 to 2019 for self-harm hospitalisations).
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This finding does not mean that the Trial has not had an impact on reducing suicide or suicide
attempts. Rather, it reflects the fact that outcomes of suicide prevention initiatives, particularly
those aiming for change at a system-level, are difficult to measure and that any effects on rates of
suicide and self-harm are unlikely to be detectable for some years.

Evaluation question 5: What are the implications for future Australian Government and
national suicide prevention policy?

The evaluation of the National Suicide Prevention Trial has yielded a wealth of information on the
planning, implementation and impacts of adopting evidence-based systems approaches to suicide
prevention. Recommendations for consideration in future policy making and the key learnings
supporting them are provided.

Recommendation 1: A whole-of-government approach with strong leadership should be developed
as the foundation for system-wide suicide prevention.

e System-wide approaches that address the underlying social determinants of suicide as well
as providing support to at-risk individuals and communities require a whole-of-government
approach that includes coordination between State and Territory and Commonwealth
governments.

e High-level leadership from the Commonwealth and State and Territory Governments plays
an important role in bringing all the relevant stakeholders to the table and building
commitment and long-term engagement.

Recommendation 2: A long-term strategy for resourcing is required to build capacity and confidence
across the sector, support a responsive, continuous improvement approach to planning and
implementation, and enable and embed system-wide changes.

e Alonger-term strategy and resourcing model are necessary to provide confidence across the
sector to invest in a full range of initiatives, establish and consolidate integration and
coordination, build and retain an appropriately skilled workforce, and embed an evidence-
based approach.

e  Future policy should support a continuous improvement model where planning is an
ongoing iterative process informed by evaluation in a virtuous cycle.

o Time-limited funding initiatives like Trials can initiate local coordination and lay the
foundations for integration, but a longer-term strategic approach and ongoing resourcing
are required to embed a systems approach.

Recommendation 3: A long-term view needs to be taken on assessing the success of suicide
prevention initiatives and related decisions on continuing funding, due to the difficulties in
measuring direct effects of multi-component interventions and the likely time-lag in seeing effects
on rates of suicide and self-harm.

e To realise future gains, it is crucial to persevere with strategies for which there is some
evidence, and systematically review, refine and adapt approaches as new evidence becomes
available.

e To understand the longer-term impacts and outcomes of large-scale initiatives such as the
National Suicide Prevention Trial, monitoring and analysis of outcome data should be
continued over an extended period.
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Recommendation 4: Suicide prevention strategies must originate from Aboriginal and Torres Strait
Islander specific evidence and knowledge and genuine Aboriginal and Torres Strait Islander
governance is fundamental.

e The renewed National Aboriginal and Torres Strait Islander Suicide Prevention Strategy, the
National Strategic Framework for Aboriginal and Torres Strait Islander People’s Mental
Health and the Social and Emotional Wellbeing and the Aboriginal and Torres Strait Islander
Suicide Prevention Evaluation Project Report, provide the framework for preventing suicide
in Aboriginal and Torres Strait Islander communities. Any suicide prevention initiatives
targeting Aboriginal and Torres Strait Islander peoples should originate from within that
framework rather than attempting to include or adapt these principles and elements after
the fact.

e Aboriginal and Torres Strait Islander governance principles, including leadership and self-
determination, should be the starting point for the planning, implementation and evaluation
of all suicide prevention strategies for Aboriginal and Torres Strait Islander peoples and
communities.

e Initiatives being led or funded through non-Aboriginal and Torres Strait Islander agencies
must uphold and respect Aboriginal and Torres Strait Islander governance as separate from
corporate governance.

Recommendation 5: A regional focus is necessary to ensure that initiatives meet local needs, are
responsive to local contexts, and are sustainable. A regional-level coordinating entity would be best
placed to coordinate and oversee regional level initiatives.

e Frameworks such as LifeSpan and the Alliance Against Depression are a useful guide for
identifying domains of intervention and understanding multi-component approaches,
however they cannot be used as blueprints. Regional approaches responsive to local needs
are required. Resources and support are required to build capacity to identify local needs,
work with the evidence-base, and develop tailored multi-component strategies to suit local
conditions.

e Thereis a need for a regional level coordinating entity that is able to engage with
government at all levels as well as with local communities. PHNs are well placed to
undertake that role, however, dedicated resources are required to support them in such a
role.

Recommendation 6: Continuing investment to develop the evidence base for suicide prevention is
crucial.

e Continued investment to develop the evidence base both through directly sponsoring
research initiatives to establish efficacy of interventions, particularly for higher-risk
populations. Resourcing to develop evaluation capacity and embed evaluation as part of a
continuous improvement approach within organisations who manage and deliver suicide
prevention will also contribute to building the evidence base.

e Asresources and capacity may not always be available to implement the full suite of
interventions optimal for a systems approach at any given time, identifying the key
ingredients and fostering and resourcing the implementation of those is desirable.

e Evaluation of services for people who have made a suicide attempt or are at risk of suicide
should be ongoing, and findings should be shared to allow scaling up of service models, or
components of service models which are effective.

e Continued research and evaluation to build the evidence-base on suicide prevention for
Aboriginal and Torres Strait Islander people is required.
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e The evidence on the effectiveness of interventions for specific at-risk populations is limited
but developing and further research and evaluation are required.

Recommendation 7: Resources and mechanisms are required to build suicide prevention capacity
across the system.

e Building the knowledge and skills of community stakeholders, PHNs and service providers in
evidence-based and systems approaches to suicide prevention is the cornerstone of a
system-wide coordinated, integrated approach.

e Developing the suicide prevention workforce, including a peer workforce, is a key area for
action. Continuity of funding is crucial for building and retaining that workforce.

e Building the Aboriginal and Torres Strait Islander workforce and restoring capacity will be a
key driver of suicide prevention across Aboriginal and Torres Strait Islander communities.

e System-wide cultural competence building is required for non-Aboriginal and Torres Strait
Islander organisations, agencies and communities.

Recommendation 8: Tailored approaches are required when developing suicide prevention
strategies for population groups with heightened risk of suicide, and time and resources to develop
and evaluate these are necessary.

e The diversity within any focus population must be addressed in initiatives targeting
particular at-risk populations.

e Co-design is an effective model for developing appropriate services, achieving engagement
of focus population groups and integration and coordination across specialist and
mainstream services.

e For aftercare services, culturally safe flexible service models with broad referral pathways
that are not restricted to those who present at hospitals, are necessary to ensure services
reach and are able to retain the greatest number of at-risk individuals.

e There is a role for whole-of-population initiatives in reaching people from at-risk population
groups who do not necessarily identify with those groups.

Recommendation 9: People with lived experience of suicide have an invaluable contribution to make
in the development and delivery of suicide prevention and their knowledge and expertise needs to
be harnessed.

e Structured training programs for people with lived experience of suicide and from diverse
focus populations is essential to ensure that they can participate safely and fully.

e Building capacity of organisations, PHNs and services providers to meaningfully involve
people with lived experience in planning and delivering services is required.

Recommendation 10: Increased capacity to collect and provide timely accessible data is crucial to
support planning, to ensure resources are directed according to need and so that outcomes of
suicide prevention initiatives can be evaluated.

e Access to timely and appropriate data is crucial to support ongoing planning and evaluation.
Continued development of data capture, analysis and access capacity is important.

Conclusion

The National Suicide Prevention Trial was a key Australian Government policy initiative to trial a
regional approach to suicide prevention drawing the best available evidence and adopting a multi-
component systems approach. To achieve this significant undertaking, the 11 PHNs involved in the
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Trial successfully engaged a diverse range of stakeholders in their regions and planned and
commissioned suicide prevention services and activities that targeted at-risk populations in their
regions. The Trial has generated a wealth of new knowledge on effective strategies for planning
regional suicide prevention activity, developing a coordinated systems approach to suicide
prevention, issues facing at-risk populations in the community and how they might be addressed,
the impacts of delivering a range of suicide prevention services and activities, and the challenges and
barriers to be resolved. This knowledge represents a significant advance toward the ultimate
outcome of reducing the toll of suicide in Australia. Realising that goal is a longer-term undertaking
than can be accomplished in a single Trial, however the knowledge generated by the National
Suicide Prevention Trial provides a foundation for the continuing development of the national, state,
territory and regional-level initiatives needed to reduce the loss of life by suicide.
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Part One: Evaluation overview
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1 Background
1.1 Purpose and structure of this report

This report details the evaluation of the National Suicide Prevention Trial (NSPT, or the Trial) —a
major initiative designed to build the evidence base on suicide prevention in Australia. This report is
divided into two parts. Part One (Chapters 1 to 10) provides an overview of the Trial, the evaluation
and the key findings, conclusions and considerations for policy. Chapter 1 describes the context of
the Trial and its design. Chapter 2 outlines the design and methodology of the evaluation, including
the range of data sources used. Chapters 3 to 9 provide a synthesis of the key findings on planning
and implementation, Trial services and activities, and overall outcomes. Chapter 10 presents the
evaluation’s conclusions and considerations for policy. Part Two (Chapters 11 to 28) provides a
detailed analysis and findings from each of the data sources included in the evaluation and describes
the limitations of the evaluation.

1.2 Suicide prevention in Australia: the national policy context

Australia has grappled with the problem of suicide for more than 20 years and was one of the first
countries to introduce a national suicide prevention strategy. The National Youth Suicide Prevention
Strategy, with a focus on suicide among young people, was launched in 1995. In 1999, it was
replaced by the National Suicide Prevention Strategy, which consolidated and built upon the
achievements of its predecessor by emphasising suicide across the lifespan for a range of population
groups. In 2006, the National Suicide Prevention Strategy adopted the Living is For Everyone (LIFE)
Framework, which continues to provide an overarching evidence-based strategic policy framework
for suicide prevention activities in all jurisdictions.

In 2015, the National Mental Health Commission’s review of mental health programs and services
included suicide prevention as one of its major foci!”). The Australian Government’s response to the
National Mental Health Commission’s review, released later the same year, outlined reforms to
mental health and suicide prevention funding and program delivery, including a renewed approach
to suicide prevention®. The approach involves combining strong national leadership with systematic
regional efforts that recognise local differences, and strengthening the evidence base regarding
what works in suicide prevention. It also has a focus on particular at-risk groups, notably Aboriginal
and Torres Strait Islander peoples and people who have previously self-harmed or made a suicide
attempt. The Fifth National Mental Health and Suicide Prevention Plan, endorsed by the Council of
Australian Governments Health Council in 2017, reflects this approach of governments working
together and integrating regional planning and service delivery, including suicide prevention
services.

In recognition of the need for focused efforts in Aboriginal and Torres Strait Islander suicide
prevention, the first National Aboriginal and Torres Strait Islander Suicide Prevention Strategy
(NATSISPS) was launched in 2013. The foundation of the strategy is Aboriginal and Torres Strait
Islander peoples' holistic view of mental health, physical, cultural and spiritual health, and the
strategy has an early intervention focus designed to build strong communities through community-
focused and integrated approaches to suicide prevention. The Australian Government has asked
Gayaa Dhuwi (Proud Spirit) Australia to renew the NATSISPS, and Gayaa Dhuwi is currently
consulting stakeholders and community members.

In July 2019, the Prime Minister announced the appointment of the first National Suicide Prevention
Advisor to work with relevant ministers to drive a whole-of-government approach to suicide
prevention. In November 2019 the National Suicide Prevention Adviser provided initial advice and
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early findings, in which she noted the importance of a community-led, multi-component response
and the need to develop an updated framework for suicide prevention to replace the LIFE
framework®.

Primary Health Networks (PHNs) are key to the successful delivery of the Australian Government’s
current approach to suicide prevention. Thirty-one PHNs were established in July 2015 following a
review of their predecessors, Medicare Locals™™). The objective of PHNs is to “increase the efficiency
and effectiveness of medical services for patients, particularly those at risk of poor health outcomes,
and to improve coordination of care to ensure patients receive the right care in the right place at the
right time”®?. PHNs are responsible for the planning and commissioning of primary mental health
care services and community suicide prevention activity, via what is known as the Primary Mental
Health Care Activity.

The National Suicide Prevention Trial is one of the Australian Government’s major initiatives being
delivered in this policy context. Other major multi-site, multi-year suicide prevention trials initiated
in recent years also aim to build the evidence base, include the Victorian Place-based Suicide
Prevention Trials (2017-22) and the LifeSpan NSW and ACT Trials (2017-21). Each of these initiatives
is pursuing a multi-component, community-based systems approach to suicide prevention that is (in
most cases) being delivered through PHNs. Harnessing the learnings of these Trials was noted as a
key consideration for the National Suicide Prevention Adviser in the preparation of her reports to
Government.

1.3 The National Suicide Prevention Trial
1.3.1 Background and objectives

The Australian Government funded the NSPT to gather evidence in relation to suicide prevention
activities in local geographical areas of Australia, and to improve understanding of the strategies that
are most effective in preventing suicide at a local level and in at-risk populations. More specifically,
its objectives were to provide evidence of how a systems approach to suicide prevention might best
be implemented in the Australian context and to identify new learnings in relation to suicide
prevention in at-risk populations.

1.3.2 Timeline

Twelve Trial Sites were announced progressively between July 2016 and February 2017. The Trial
was initially funded for three years and scheduled to conclude on 30 June 2019. In May 2018 the
Trial was extended for 12 months until 30 June 2020 in recognition of the staggered commencement
times and that the start-up and planning phase took considerably longer than expected, with the
main roll-out of activities and services not commencing until late 2018 in many Sites. In February
2020, a further 12 months of funding was provided to Trial Sites to develop and implement
transition plans. The evaluation of the NSPT was commissioned in November 2017, with the initial
reporting date of December 2019 extended in line with the Trial extension to December 2020.

1.3.3 Design

The Trial was designed to allow Sites to be flexible in meeting local needs. The only requirements
were that Trial Sites should select one or more focus population groups, that an evidence-based
systems approach should be trialled, and that all Sites should participate in the evaluation.
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1.3.4 Trial Sites

The NSPT comprises 12 Trial Sites managed by 11 PHNs. For some PHNs their Trial Site encompassed
their entire catchment, but most (particularly the large regional PHNs) based their Trial Site in
specific regions within their catchments. Table 1.1 lists the participating PHNs, Trial Sites and the

regions they cover.

Table 1.1 PHN, Trial site region and focus population group

PHN
Northern Territory

Brisbane North

North Queensland
Central Queensland,
Wide Bay, Sunshine
Coast

Western New South
Wales

North Coast New South
Wales

North Western
Melbourne
Tasmania

Country South
Australia

Perth South
Country Western
Australia

Country Western
Australia

Trial Site/region
Darwin

Brisbane North PHN region

Townsville
Gympie, Maryborough, North Burnett

Bourke, Brewarrina, Cobar, Lachlan, Walgett, Weddin
LGAs

Clarence Valley, Tweed/Byron, Lismore and Kempsey
Bellingen, LGAs

North Western Melbourne PHN region

Launceston, Northwest Coast (Burnie, Central Coast,
Devonport), Break O’Day LGA

Port Pirie, Whyalla, Port Augusta, Port Lincoln, Yorke
Peninsula

Rockingham, Mandurah, Kwinana, Murray, Waroona
Kimberley (Broome, Bidvadanga, Dampier Peninsula
including Beagle Bay, Lomboadinia/Diarindjin and
One Arm Point, Derby, Fitzroy Crossing, Halls Creek
including Warmun, Kununurra, Wyndham and the
Kutjunka region including Balgo, Billiluna and Mulan)
Mid-West WA (Geraldton, Carnarvon, Meekatharra,
Mullewa, Mt Magnet, Morawa)

1.3.5 Focus populations

Focus population groups
Aboriginal and Torres Strait Islander
people

Aboriginal and Torres Strait Islander
people

Men

LGBTI people

ex-Australian Defence Force members
Aboriginal and Torres Strait Islander
people

Men

Aboriginal and Torres Strait Islander
people

Young people

Men (miners, farmers)

Suicide attempters who have presented
at the ED

Local area-identified focus groups
LGBTI people

Men

Older adults

Aboriginal and Torres Strait Islander
people

Men

Youth

Youth

Aboriginal and Torres Strait Islander
people

Aboriginal and Torres Strait Islander
people
Men (fishers, miners, farmers)

Under the Trial, three sites were designated to focus on a specific single population: Aboriginal and
Torres Strait Islander peoples for the Kimberley and Darwin, and ex-Australian Defence Force (ADF)
members for Townsville. At the remaining Trial Sites the focus population was selected by the PHN
based on factors including needs assessments, complementing current PHN suicide prevention
activity, and characteristics of the population in the PHN catchment. Seven sites had a focus on
Aboriginal and Torres Strait Islander peoples, six on men, two on young people, two on LGBTI people
and one each on ex-ADF members and older adults. Some focused on specific sub-groups in their
chosen focus population, for example, fishers, farmers and miners within men, LGBTI youth, and
Aboriginal and Torres Strait Islander youth. Focus populations for each site are listed in Table 1.1.
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1.3.6 Systems approaches to suicide prevention

Multi-component suites of coordinated interventions that target different elements of the system
are described as systems-based or, more commonly, as systems approaches. Models of systems
approaches include the LifeSpan and the Alliance Against Depression (AAD) frameworks, which
promote approaches to suicide prevention that integrate a suite of universal, selective and indicated
evidence-based interventions?. The LifeSpan framework, developed by the Black Dog Institute,
comprises nine strategies:

e improving emergency and follow-up care for suicidal crisis

e using evidence-based treatment for suicidality

e equipping primary care to identify and support people in distress

e improving the competency and confidence of frontline workers to deal with suicidal crisis
e promoting help seeking, mental health and resilience in schools

e training the community to recognise and respond to suicidality

e engaging the community and providing opportunities to be part of the change

e encouraging safe and purposeful media reporting

e improving safety and reducing access to means of suicide'®.

The AAD framework was developed in Europe, and has a stronger focus on the recognition and
support of people with depression via a four-pronged approach:

e primary care and mental health care education

e depression awareness campaigns for the general public
e initiatives for patients, high-risk groups and relatives

e education for community facilitators and stakeholders'.

Both frameworks promote a system-wide coordinated approach to suicide prevention activity and
services. Systems approaches are based on the theory that the cumulative effect of implementing a
suite of interventions aimed at different elements of the system will produce a greater reduction in
suicide and non-fatal suicidal behaviour than a scattering of standalone interventions targeting
single elements.

Eight Trial Sites adopted (and adapted where necessary) the LifeSpan approach, and two Trial Sites
adopted the AAD framework. The two Trial Sites that focused exclusively on Aboriginal and Torres
Strait Islander peoples did not adopt either approach.

1.3.7 Aboriginal and Torres Strait Islander approaches to suicide prevention

The two Trial Sites that focussed exclusively on Aboriginal and Torres Strait Islander peoples adopted
an approach guided by the principles set out in the Aboriginal and Torres Strait Islander Suicide
Prevention Evaluation Project (ATSISPEP)®). The ATSISPEP is not a systems framework, but rather a
set of principles or success factors for suicide prevention that includes universal/community-wide
approaches related to primordial and primary prevention, selectively focused initiatives for at-risk
groups including school-aged children and young people, and clinical elements for at-risk individuals.
It is grounded in a social and emotional wellbeing (SEWB) approach.

! LifeSpan and the Alliance Against Depression are also commonly referred to as ‘systems models’ however, to
avoid confusions with the systems modelling and simulation component of the evaluation in this report they
are referred to as ‘frameworks’.
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The SEWB concept is central to Aboriginal and Torres Strait Islander responses to suicide prevention.
It is broader than mental health approaches that come from an illness or clinical perspective and
focus on individuals and their levels of functioning. The SEWB concept understands the importance
of connection to land, culture, spirituality, ancestry, family and community, and how these affect the
individual. A SEWB approach understands unresolved grief and loss, trauma and abuse, domestic
violence, removal from family, substance misuse, family breakdown, cultural dislocation, racism and
discrimination and social disadvantage as core contributors to problems such as suicidal
behaviour®®. A SEWB approach to suicide prevention must include:

e having regard to the historical, political and cultural determinants that have harmed the
mental health of Aboriginal and Torres Strait Islander peoples

e understanding that the concept of “self” used in the model is grounded within a perspective
that views the self as inseparable from, and embedded within, family, kinship and
community

e an emphasis on the importance of strengthening people’s connection to body, mind and
emotions, family and kin, community, culture, country and spirit, spirituality and ancestors
in order to support their mental health and overall wellbeing.

1.3.8 Phase 1: Planning and implementing evidence-based strategies

The initial phase of the NSPT involved assessing local needs and priorities and planning an
appropriate set of interventions to meet them. This involved establishing a governance structure
that included all key stakeholders and undertaking community consultations. In all cases but one the
PHNs managed the Trial. The exception was in the Kimberley, where the PHN contracted a local
Aboriginal Community Controlled Health Organisation (ACCHO) to manage the Trial.

The Department of Health (DoH) contracted the Black Dog Institute to provide support to the PHNs
in relation to planning and the selection and implementation of evidence-based strategies.

1.3.9 Phase 2: Implementation

All Trial Sites implemented a range of suicide prevention activities aligned to their chosen systems
frameworks. Sites were encouraged to use evidence-based programs where they were available, but
because the evidence base for suicide prevention is still developing, a range of evidence-informed as
well as innovative programs were also implemented. Trial Sites also undertook activity aimed at
promoting integration and coordination among existing services and suicide prevention providers in
the sector.

Only four of the 12 Trial Sites commissioned services for people following a suicide attempt or at risk
for suicide. Although this is a strategy with a strong evidence base, PHNs generally elected not to
commission new services due to concerns about sustainability and having to withdraw services at
the conclusion of the Trial.
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2 Evaluation design and methods
2.1 Design

An Evaluation Framework that was developed by the Australian Government guided the scope and
parameters of the evaluation®?. The Department of Health commissioned the University of
Melbourne to evaluate the National Suicide Prevention Trial. Thirrili Ltd partnered with the
University to lead the evaluation of the Aboriginal and Torres Strait Islander component of the Trial.

The Evaluation Framework outlined five overarching questions:

6. What strategies were used by Sites to plan suicide prevention services/community-based
activities and to ensure that these respond to local needs?

7. What are the key factors in the development of a systems-based approach to suicide
prevention and what are the barriers to effective service integration?

8. How were PHN activities targeting people who have attempted suicide and those assessed
as at risk of suicide enhanced, and were the enhanced services more effective in preventing
suicide?

9. What strategies were found to be most effective in preventing suicide in each of the focus
populations?

10. What are the implications for future Australian Government and national suicide prevention
policy?

The Evaluation Framework determined that the evaluation should focus on both the implementation
and the outcomes of the NSPT; that is, it should involve both formative and summative evaluation. A
formative evaluation is designed to improve program performance by influencing decisions about
the program, especially about how its elements, structures or processes could be improved** 13, A
summative evaluation points to more definitive conclusions about the ultimate effectiveness of a
program(2 13,

The Trial design was structured around the implementation of “evidence-based” interventions on
the assumption that their effectiveness is (at least partially) established, and because the purpose of
the Trial was to implement a coordinated suite of such interventions under a systems approach in
order to maximise reductions in suicidal thoughts and acts"**). Therefore, the evaluation design did
not include assessing the efficacy of individual interventions delivered as part of the Trial, but
focused on overall processes, outputs, impacts and outcomes of adopting a multi-component
systems approach.

Given the relatively rare incidence of suicide at a population level and the short duration of the Trial,
it is unlikely that the evaluation would have been able to detect any changes in the ultimate
outcomes of suicide deaths and attempts. This is a well-known difficulty in suicide prevention
research and evaluation*, and one response has been to assess the intermediate impacts of
interventions. Those impacts, along with the more distal outcomes, were operationalised as input,
output, impact and outcome objectives in the evaluation’s program logic matrix (Figure 2.1)(®).

The program logic is hierarchical insofar as it is based on the principle that — given the current
evidence — if the objectives in a prior step are implemented with reasonable fidelity, then the
subsequent step should occur. For example, there is evidence that participants in suicide prevention
gatekeeper training report increased knowledge and self-efficacy in identifying people at risk and
providing information on sources for support, as well as expressing an increase in intention to take
action*®), There is also evidence that people who have undertaken that training report an increase in
actually taking action to support or aid someone who exhibits signs of risk for suicidal behaviour®.
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Those actions can include encouraging at-risk individuals to seek professional treatment, and there is
evidence that treatment can reduce suicidal behaviours”. Thus, it is possible to make inferences
about the putative outcome pathways of suicide prevention activities, such as those mapped in a
program logic. Such a program logic, based as it is on evidence, also permits inferences to be made
about expected impacts and outcomes when it is not feasible to measure them. However, any
program logic should be interpreted in the light of the many inconsistencies and gaps in the current
evidence*®, and with the understanding that a program logic functions as a guide, setting out
evidence-informed assumptions to be tested rather than a definitive model.

| Reduced sulcide teathe 2 nd attsmpts ) |

Oukomes T
A improwed sysiem foprevent
reryvesdin dividhual and aymmunity resdionoe (b, o) suiciche i an angang wary
(k)

Dercreprmed sucicka ity of ndiiduas s e i , ; e s
imipacts T D e Hazrer 2wl -311;—‘fJWITI1-I'I ool Irnsgyesie :F._u'\u\'.LJ.IKJ e
&, ) = (2o, e

Perferral
pa frasrys and Inclusive
Outputs Inclly ichustl= o e sevicers L Cormrmuridy e penl in adviles | wamiregon s | siakcider
(a, b, ) (o b, ) s represeriion
LR~ a Ty 2 fa, b, d, &)
{a, b, a)
Aoty arsa 1 Aoty &rea 2 actvity ama s
impsmen tion Indirvichum | e rvices Community-tavend aciviies Hyeterm ineg mion acivifes
(& b, o, ) {2 b, o, &) G, b, o, )

Planning & Oons ulon
{2 b, o, &)

Estabilshmeant I
Inpute
Funding, Opemstional Guideines, Evdenae Baas, Commurnity Capaciy, Gowvemance, PHN capacity, Socal determinarns,
Ernvimrrnerial Bcors{a, b d, )

Figure 2.1 National Suicide Prevention Trial evaluation program logic
Figure 2.1 also indicates the data sources that may inform the evaluation of each of the objectives

described in the program logic. Using multiple data sources allows for “triangulating” *® in order to
determine if data from different perspectives presents similar information. If there is agreement
across data sources the conclusions that can be drawn are stronger, while disparity between sources
indicates areas where further investigation is necessary.

2.2 Evaluation of Aboriginal and Torres Strait Islander-focused activities

More than half the Sites participating in the NSPT elected to focus on Aboriginal and Torres Strait
Islander peoples and communities, reflecting the elevated levels of risk for suicide and self-harm in
those populations. The evaluation of this component of the Trial is based on the National Health and
Medical Research Council’s Ethical Conduct in Research with Aboriginal and Torres Strait Islander
Peoples and Communities: Guidelines for Evaluators and Stakeholders, and is guided by the key
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principles set out in that document: reciprocity, respect, equality, responsibility, survival and
protection, and spirit and integrity*?.

In keeping with that approach, additional activities were undertaken before data collection
commenced. Initial engagement was undertaken at all seven Trial Sites focusing on Aboriginal and
Torres Strait Islander suicide prevention. The engagement was led by staff from Thirrili Ltd, and
aimed at sharing information with communities about the evaluation and seeking input on
evaluation methodology and Trial outcomes relevant and of interest to communities. Letters of
support for the evaluation were obtained from appropriate local organisations. The Department of
Health also convened an Aboriginal and Torres Strait Islander sub-committee of the NSPT Evaluation
Steering Committee to provide advice and oversite of this component of the national evaluation.

Based on those activities some modifications were made to the evaluation methodology, including
adding additional consultation questions to capture information identified as important in the initial
engagement and by the sub-committee, adding yarning as a consultation method, conducting
consultations in locations preferred by participants, and consultations being conducted by
consultants who identified as Aboriginal or Torres Strait Islander. The sub-committee and Thirrili Ltd
staff provided an Aboriginal and Torres Strait Islander lens on interpretation of information gathered
by the evaluation.

2.3 Ethics and other approvals

Overall ethics approval for the evaluation was obtained from the University of Melbourne Human
Research Ethics Committee (HREC 1851003 and HREC 1851745). Approval for the evaluation of
Aboriginal and Torres Strait Islander components of the Trial was received from the WA Aboriginal
Health Ethics Committee, the Kimberley Research Sub-Committee, the Menzies School of Health
Research HREC, and the NSW Aboriginal Health and Medical Research Council. The evaluation was
unable to obtain approval from the South Australian Aboriginal Health Research Ethics Committee,
and so did not conduct any consultations with, or collect service use data from, Aboriginal and
Torres Strait Islander peoples in that jurisdiction.

Approval for release of the National Hospital Morbidity Dataset was obtained from the Australian
Institute of Health and Welfare (AIHW), the Western Australia Department of Health Human
Research Ethics Committee, and Queensland Health. Approval for release of national mortality data
was obtained from the Australian Bureau of Statistics (ABS), and the Department of Health obtained
approval for release of the Primary Mental Health Care (PMHC) minimum dataset (MDS) on behalf of
the evaluation.
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2.4 Primary data sources

The evaluation drew information from the following data sources.

e Review of key documents: Collation and review of key documents, including included PHN
NSPT Site Activity Work Plans, PHN six-monthly and 12-monthly performance reports, and
documents relating to mental health and suicide prevention needs assessments, Trial design
and development, commissioning and implementation, provider performance reports and
activity reports.

e Stakeholder consultations: Stakeholder consultations were conducted with PHN staff,
community representatives (including people with lived experience of suicide), service and
activity providers, Trial aftercare service users, and other stakeholders.

e Observational/participatory data: Observational/participatory data was gathered by
attending national forums convened by the Black Dog Institute to provide support to Trial
Sites.

e Aftercare service user data: These data were captured in the Primary Mental Health Care
minimum dataset (including the additional NSPT module).

e Community-based activities data: A database was developed to capture descriptive data on
community-based activities implemented including awareness and engagement activities,
capacity building, professional training, implementation of guidelines and standards,
Aboriginal and Torres Strait Islander cultural strengthening activities, and information and
services for at-risk individuals and groups.

e National epidemiological and service use datasets: Epidemiological data on suicide deaths
and hospital admissions for self-harm were obtained from the from national mortality data,
and the National Hospital Morbidity Dataset. Service use data for PHN funded mental health
services was obtained from the Primary Mental Health Care minimum dataset..

e Systems modelling and simulation: Models were built for two demonstration Sites to
simulate the effects of suicide prevention interventions on the highest-level outcomes of
suicide deaths and attempts within complex service systems in different socio-demographic
contexts.

Appendix 1 indicates data sources drawn on to address each of the primary evaluation questions.

2.5 Data collection

Data collection was broadly structured around two rounds. Round one focused on the planning and
implementation phase (the formative evaluation) and round two on outputs and impacts
(summative evaluation). Round one data collection took place, in the main, in 2018. Round two data
collection was originally scheduled to occur in 2019, but the extension of the Trial for an additional
12 months saw round two being moved to 2020 and two additional mid-Trial consultation activities
added (surveys for service providers and PHN Trial Coordinators). A single round of consultations
covering planning, implementation, outputs and impacts was undertaken for the Aboriginal and
Torres Strait Islander component of the evaluation.

2.6 Structure of this report

In Part 1, Chapters 1 and 2 provide background on the Trial and the evaluation. Chapters 3 to 8
provide a synthesis of the evaluation findings. They are structured around the key process and
outcome evaluation questions set out in the Evaluation Framework, and present findings on
planning in general, adopting a systems approach, and for focus populations. Chapter 9 presents
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findings from the analysis of suicide death and self-harm hospitalisation data and dynamic
simulations modelling for the Trial overall. Chapter 10 presents conclusions drawn from the
evaluation and considerations for policy.

Part 2 (Chapters 11 to 24) provides detailed findings from each data source included. Part 2 chapters
are structured around the three evaluation domains of planning, adopting a systems approach, and
services and activities for focus populations. Within each of those domains, findings are organised in
response to key secondary questions provided in the Evaluation Framework for assessing the five
primary evaluation questions (Appendix 2). Table 2.1 sets out the primary and secondary evaluation
qguestions and corresponding Part 2 chapter sections.

Table 2.1 Report structure Part 2, chapters 11-24: Evaluation questions and chapter sections

Primary evaluation question
FORMATIVE EVALUATION

Secondary evaluation questions

Part 2: chapter sections

Planning

What strategies were used by
sites to plan suicide prevention
services/community-based
activities and to ensure that these
respond to local needs?

How did sites plan and develop
suicide prevention strategies?

Planning — identifying local needs
and service gaps

Planning — stakeholder
involvement

What strategies facilitated local
planning? What strategies were
found to be effective in local
planning?

Planning — facilitating factors

What challenges were
encountered?

Planning — challenges

Adopting a systems approach

What are the key factors in the
development of a systems-based
approach to suicide prevention
and what are the barriers to
effective service integration?

What strategies were used to
develop and sustain a systems
approach to suicide prevention?
What strategies facilitated
development of a system
approach?

Developing a systems approach —
strategies

What strategies were found to be
effective in facilitating a systems
approach?

Implementing a systems approach
—impacts

What challenges were
encountered?

Developing and implementing a
systems approach — challenges

SUMMATIVE EVALUATION

Focus populations

How were PHN activities targeting
people who have attempted
suicide and those assessed as at
risk of suicide enhanced, and
were the enhanced services more
effective in preventing suicide?

What strategies were found to be
most effective in preventing
suicide in each of the focus
populations?

What strategies were used to
enhance, target and deliver
services and activities [for people
who had made a suicide attempt
or were at risk for suicide, focus
populations, general population,
focus populations]?

Focus population — strategies
[outputs]
- Service/activity description
- Tailoring of
services/activities
- Service promotion and
recruitment
- Involvement of people with
lived experience of suicide

What strategies were found to be
effective in preventing suicide
deaths and suicidal behaviour
[among Aftercare service users,
general population, focus
populations]?

Focus population — outputs and
impacts
- Participation
- Appropriateness (met needs
and expectations}
- Increased awareness and
knowledge
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Primary evaluation question Secondary evaluation questions Part 2: chapter sections

- Complementing existing
services or filling a service
gap

- Integration and coordination
of activities

- Other impacts

What challenges were Focus population — challenges

encountered?

38



3 Processes — Planning

This chapter presents a synthesis of the key findings from multiple data sources related to the Trial
planning processes. Detailed information about planning can be found primarily in chapters 11-14,
16 and 17, with additional supporting information in chapters 15, 18 and 20.

3.1 Overall Trial planning

3.1.1 What strategies were used by Sites to plan suicide prevention services and activities
and to ensure that these respond to local needs?

Overall Trial governance structures

The governance structure at each Site was the key mechanism for conducting the Trial. It drove the
planning process and structured the decision-making. It also had a critical function in terms of
engaging stakeholders, including influencing who was engaged and their level of commitment.

In the main, PHNs directed the management of the trial, but at four PHNs local organisations were
contracted to run local Trial activity within the smaller regions they had selected to focus on in the
Trial. In addition, one Trial Site contracted out carriage of the whole Site to an ACCHO, which took on
the PHN’s coordinating role as noted below.

While there were local variations at Sites in terms of the names of groups and committees and their
exact parameters of activity, the five main governance structures of the 12 Sites can be broadly
characterised as follows:

1) The PHN/ACCHO convened an overall strategic advisory and oversight committee. This
group included broad stakeholder representation and set the overall direction and priorities.

The PHN/ACCHO also established working groups or sub-committees comprising
stakeholders with specific expertise, to study the evidence and make recommendations to
the overall committee, or alternatively to make decisions about activities within the overall
strategies set out by the strategic advisory and oversight committee. Four Sites
predominantly had this structure.

2) The PHN convened implementation groups or steering committees of stakeholders from
focus populations which then made all the decisions on strategies and priorities pertaining
to that population. In parallel, the PHN convened an overall Trial committee which included
broad representation and which made decisions about general population strategies and
overall Trial coordination. Two Trial Sites adopted this approach.

3) The PHN co-designed activities with focus populations through a working group that was
established and facilitated by the PHN, but with shared decision-making. One Site adopted
this model.

4) The PHN established an overall Trial committee. In parallel, contracted organisations set up
local working groups to implement local activities within the overall Trial committee’s
parameters. Those local working groups reported back to the PHN via representatives of the
contracted organisations participating in the overall steering committee. One Site employed
this structure.

5) The PHN did not establish a single overall Trial committee and devolved planning to regional
committees with varying degrees of decision-making authority. Four Sites had this structure,
with the following variations.
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At one Site regional steering committees were established in two regions within the
catchment to provide guidance on planning and implementation to the PHN. Within those
two regions, in several towns, contracted organisations set up local working groups which
reported back to the relevant regional committee via the contracted organisation
representative. The PHN determined the parameters of Trial activities in local areas and local
working groups determined specific activities. The PHN made decisions on other Trial
activities based on input from regional steering committees.

At two Sites, contracted organisations established local working groups which reported back
via the contracted organisation representative directly to the PHN. The PHN decided the
overall strategies and selected some activities (regional and system-level). Local
organisations and working groups made decisions about specific local activities within the
PHN’s parameters.

At one Site, local working groups established by the PHN reported back to the PHN through
PHN representation on the working group. The PHN decided the overall strategies and
selected some activities (region-wide, system-level, individual). Local working groups made
decisions about specific local activities within the PHN’s parameters.

The governance structures sought to balance the input of stakeholders and achieve a mix of
grassroots engagement and representation and involvement of people with decision-making
authority in government agencies and larger non-government organisations (NGOs). The former was
important to understand what was happening on the ground and to achieve community buy-in, the
latter was important to make things to happen, and both were necessary to promote coordination.

Stakeholder involvement

Adopting a systems approach necessarily required the involvement of stakeholders from across the
system in order to develop a coordinated and integrated approach, to build a shared commitment
and will to take action, and to draw on the knowledge and perspectives of the full spectrum of
stakeholders. Trial Sites made considerable effort to involve a wide range of stakeholders. The main
types of stakeholders involved are presented in Table 3.1.

Government stakeholders involved were predominantly from departments or agencies related to
health and mental health, or those relevant to their focus populations, for example, education,
Veteran’s Affairs and the Department of Prime Minister and Cabinet. Three Sites — two Aboriginal
and Torres Strait Islander-focused, and one ex-ADF member-focused — had direct involvement from
Commonwealth Ministers, with sustained involvement at the two Aboriginal and Torres Strait
Islander-focused Sites. In regional areas, local councils were important stakeholders because they
deliver many social services, while in two metropolitan Trial Sites there was no involvement of local
councils who did not see suicide prevention as their remit.

The health and mental health service sector was the primary focus for recruiting stakeholders. All
Sites made an effort to engage hospital stakeholders as well as the main state-funded mental health
agencies and non-government mental health service providers. Alcohol and other drug agencies
were also sometimes included, but not universally. In urban areas, Sites also focused on agencies
and services working directly with their focus population groups, while in regional areas that level of
service specialisation generally wasn’t available, with the exception of Aboriginal and Torres Strait
Islander services.
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Table 1.1 Key stakeholders involved in Trial planning

Government departments and agencies
e  Australian Government Departments
e State and Territory Government Departments
e  State Mental Health Commissions
e Local Councils
e Police
Health sector organisations and providers

e Professional bodies (e.g., Royal Australian and New Zealand College of Psychiatry, Royal
Australian College of General Practice)
e Local health districts, hospital EDs

e Key service providers in the mental health and social services sectors (e.g., headspace,
Anglicare)

e General practitioners

e  Other service providers/health networks

e Ambulance service

Aboriginal and Torres Strait Islander organisations and communities

e Aboriginal Community Controlled Health Organisations/Services
e Aboriginal and Torres Strait Islander NGO service or activity providers
e  Cultural and/or advocacy and support organisations
e National or regional peak bodies
e Elders
e  Community members
e Centre of Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention
e  Existing Aboriginal Reference Groups
Non-government organisations and community organisations
e Non-government organisation delivering other mental health or social support services or
activities (e.g., Relationships Australia)

e Non-government organisations related to focus population groups (for example, Men’s
Health Forum, LGBTI Health Alliance);

e Non-government organisations covering local towns/regions (e.g., Neighbourhood houses,
regional development organisations)

e Local suicide prevention networks
As would be expected, the major suicide prevention NGOs were involved in most Trial Sites because
they were either specialists in some element of evidence-based practice such as Mindframe (media
guideline training), had a wide community-level presence such as Wesley Lifeforce through the
suicide prevention networks it supports, or were key advocacy and training providers such as Roses
in the Ocean (lived experience of suicide training providers). Community stakeholders also came
from smaller local suicide prevention organisations, usually formed by a local community member or
small group in response to loss in the family or community, or from local suicide prevention
networks. Other NGOs were included because they undertook general community development
work or delivered social support services and/or activities, for example, Neighbourhood Houses and
Relationships Australia.

Advocacy organisations for focus populations involved in Trial Sites included those that had a specific
health focus, such as the Men’s Health Forum, or advocated in general for the focus population such
as the Bisexual Alliance.
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People with lived experience of suicide were involved in the planning at all Trial Sites primarily as
members of Trial Committees?. In some cases, they were representing a lived experience of suicide
organisation, such as Roses in the Ocean. In others, they were participating in the Trial Committee in
another capacity but also had lived experience of suicide. The other way in which people with lived
experience of suicide provided input was through participation in community consultations.

Identifying needs

Identifying local need was the first step for Trial Sites in the planning and development of local
suicide prevention strategies. There were two elements of the needs analysis: identifying needs in
terms of population groups or localities that had high levels of risk, or known risk factors; and
identifying gaps in suicide prevention-related services and activities. Five main approaches were
used across the Trial to ascertain needs and identify gaps.

1)

2)

3)

4)

5)

Obtaining Input from stakeholder members of Trial Committees

As described above, a broad range of stakeholders were recruited to Trial Committees,
which gave them the opportunity to provide input on needs and services gaps from their
organisations’ perspectives. Many community organisations were included on Trial
Committees, but other community consultation activities were conducted to collect
information and input, including community surveys, forums, workshops, yarning circles for
Aboriginal and Torres Strait Islander peoples, and targeted consultation with community
leaders or groups.

Undertaking consultations with other stakeholders and community

At six Sites the PHN commissioned an external organisation to undertake some or all of the
community consultation. Organisations commissioned included ACCHOs, universities,
community organisations, and external consulting companies.

Obtaining data on suicide deaths and suicide attempts for local areas and for population
groups within the Site

Primary Health Networks strived to access data on suicide deaths, suicide attempts and
other known risk factors from state and national sources. Some Sites commissioned an
external organisation to conduct a review of relevant data or a “suicide audit”.

Drawing on routine PHN needs assessment reports

Primary Health Networks conduct periodic needs analyses to inform service commissioning
for their catchment areas as part of their core business activities. These include mental
health and suicide prevention needs analysis, and generally report on incidence of suicide
and suicide attempt by region, gender, age group and Aboriginal and Torres Strait Islander
identity, as well as available mental health services.

Undertaking or commissioning service mapping activities

Suicide prevention and mental health service mapping activities tended to be a Trial output
rather than an input, but some PHNs commissioned external organisations to undertake
service mapping to inform planning, while others drew on PHNs’ service mapping activity
done as part of routine needs analysis.

2 Across the Trial, governance committee’s scope, names, levels of decision-making responsibility, and so on
varied considerably by Site. Mindful of those variations, for the purposes of this report we refer to these
bodies generically as Trial Committees, except when needing to distinguish groups as at a single Site.
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Other methods used to gain insight into local needs and gaps were using narrative and case study
data, monitoring media reports, and drawing on anecdotal data.

Planning process

At the majority of Sites planning was ongoing across the duration of the Trial. This was generally not
due to a decision to undertake a continuous improvement approach, but reflected operational
factors including the repeated extension of the time-frame and funding of the Trial, adopting a
staged approach to manage the scale of the undertaking, the result of delays and challenges that
needed to be overcome, or a response to challenges encountered in initial implementation efforts.

As noted earlier, if a Trial Site focused on selected localities within the PHN catchment — as was the
case for eight Trial Sites — the PHNs often subcontracted local organisations to conduct local needs
assessment and consultation and planning, including forming working groups and overseeing
implementation of activities for their locality.

Activity planning was structured around adopting a systems approach and a specific framework
(LifeSpan or the AAD), drawing on the evidence base, and on using the ATSISPEP guidelines for
Aboriginal and Torres Strait Islander-focused activities. The Department of Health contracted the
Black Dog Institute to support the Trial Sites, including providing resources such as research reports
and data, hosting forums, guidance on implementing the LifeSpan framework, and training for Trial
staff. Most Trial Sites drew on the Black Dog Institute’s support, although to a significantly lesser
degree at Sites where the LifeSpan framework was not adopted (discussed below).

Trial Sites produced Annual Activity Workplans describing main activities, key partners, activities for
focus populations, workforce, and so on. Plans changed considerably as the Trial progressed,
because Sites refined their focus populations and the scope and type of activities in collaboration
with the Trial Committees. Community Action Plans were produced for local regions within the PHN
that had been selected as a focus locality or for focus populations in seven Trial Sites.

3.1.2 What strategies were found to be effective in facilitating local planning?

Several key facilitators of local planning were identified.

Stakeholder representation and engagement

Broad and inclusive stakeholder engagement in the Trial Committees was key to understanding
needs and service gaps and actioning planned Trial activities and initiatives. It was also important in
bringing stakeholders together from across the sector to overcome siloing, facilitating the mending
of fractured relationships, and encouraging communication and sometimes even collaboration
between organisations that often compete for funding.

No single governance model emerged as the “best”, which, given the diversity of the Trial Sites in
terms of geography, choice of focus populations, and organisational structures and culture of the
PHNs, is as would be expected. However, characteristics of Trial Committees which facilitated strong
stakeholder engagement with the Trial were that they were genuinely representative of community
and local groups and included senior organisational staff, from both service providers and
government agencies.

Leadership of Trial Committees from a respected external Chair and/or a more senior staff member
from the PHN/ACCHO contributed to attracting and maintaining a high level of stakeholder
engagement.
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Governance models which devolved planning to local regional community organisations generally
found it more challenging to maintain momentum and achieve a coordinated approach.

Time for planning

Building relationships between the PHN and stakeholders and between stakeholders took time but
resulted in more inclusive and coordinated planning, greater commitment to the Trial from
stakeholders, and was respectful of community readiness. Time was also required to build the
knowledge and understanding of stakeholders about evidence-based approaches to suicide
prevention.

Staffing

Establishing a dedicated Trial coordinator role was a critical success factor for accessing local
knowledge, achieving buy-in across the community and service sector, and for the overall success of
the Trial. In some instances, existing PHN staff moved into the role but in most cases, due to the
specific requirements of the role, external recruitment was necessary.

The Trial coordinator role was complex, and key skills identified for that role included a background
in community engagement, knowledge and passion about suicide prevention, project management
skills, sector knowledge, relationship management skills, and existing connections with the
community.

Other facilitating factors for Trial planning related to staffing were having continuity of Trial staff in
order to sustain momentum and relationships. An important facilitator was high and sustained level
of engagement of more senior PHN staff, such as mental health and suicide prevention portfolio
managers or above, who had established networks across the sector, were involved in strategic
planning and interagency activities at the PHN level, and had authority to make decisions.

Community leadership

Community leadership was operationalised in varying ways and to various degrees across the Trial
Sites. Facilitators for effective community leadership included the PHN providing resources and
support to stakeholders and community members to participate in the Trial planning in an informed
and effective way, and the PHNs taking a collaborative approach to planning and being responsive to
community input. The Trial coordinator role having an explicit community development focus or the
employment of Trial coordinator with community development skills also enhanced community
participation.

Other community-related factors

The presence of a community which was ready and keen to participate, with a high level of
commitment to suicide prevention, facilitated relationship building around a common purpose,
stakeholder willingness to commit time, and generally maintaining the momentum of the Trial. Pre-
existing relationships between community organisations and agencies and the PHN and the
presence of established community suicide prevention networks or groups also facilitated planning.

Black Dog Institute involvement

The Black Dog Institute provided support to Trial Sites in a range of ways that facilitated planning.
Staff provided the PHNs with resources such as research and data to support Trial planning and gave
commissioned community organisations resources and information to support them to adopt
evidence-based approaches. They hosted hosting national forums and workshops for Trial Sites to
allow sharing of knowledge and learnings between Sites and to provide updated or focus population-
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specific resources on suicide prevention strategies. They also delivered training for PHN Trial staff in
suicide prevention.

3.1.3 Planning — what challenges were encountered?

As would be expected in rolling out a significant intervention such as the NSPT, substantial
challenges and barriers were encountered in the planning process. These included challenges related
to availability of data and the strength of the evidence base, stakeholder, PHN and community-
related challenges, and operational challenges.

Data and evidence challenges

In terms of identifying needs, a consistently identified barrier was the lack of adequate data on
suicide deaths and non-fatal suicide behaviour for focus populations and/or local areas within the
Trial Site. Such data were considered important to understand the epidemiology of suicidal
behaviour in Trial areas to inform planning. It was also widely considered that there were substantial
gaps in the evidence base on the effectiveness of interventions for all of the focus populations and
also for Australian regional, rural and remote settings.

Stakeholder engagement challenges

Primary Health Networks made extensive efforts to involve relevant stakeholders and be inclusive
and generally achieved a high level of engagement. However, difficulty in obtaining and retaining
engagement from some key stakeholder groups was noted. The most frequently identified difficult-
to-engage stakeholder groups were hospitals, education departments and schools, general
practitioners (GPs) and first responders. Many reasons were noted, including:

e Hospitals are large organisations and it is difficult to identify the right person to engage.
Decision-makers at hospitals are more difficult to engage and may not necessarily have
detailed knowledge about on-the-ground processes

e Education departments and schools are oversubscribed in terms of mental health and
wellbeing programs aimed at young people, and schools can be risk averse with respect to
suicide-related content in programs

e General practitioners are busy, have a business model that doesn’t readily accommodate
participation in activities such as the Trial, and in many regional settings are a transitory
workforce with no community ties

e First responders have little time to participate and in smaller communities are often called
on to participate in every committee or initiative.

Identifying the “right” people from agencies and organisations was an challenge, specifically whether
it was preferable to involve more senior decision-makers or staff who worked “on the ground”. The
benefit of having decision-makers is that they can facilitate implementation of activities, for
example, across a workforce, or initiate procedural changes. They also have more influence in terms
of pursuing system level change. However, the advantage of involving people on the ground is that
they are often more attuned to the day-to-day operational processes of organisations and the needs
of their local communities.

Managing stakeholder involvement challenges

The diversity of the stakeholders brought with it differing levels of experience and knowledge that
needed to be negotiated, and required finding a common language for clinical, community and
government stakeholders. Competing priorities were encountered among stakeholders, as well in
some cases pre-existing tensions or competitiveness between organisations around funding.
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PHN staffing challenges

The most commonly-cited challenge for the PHNs was the recruitment and retention of suitably
qualified staff. Recruitment issues related to the difficulty in finding people with the unique mix of
skills and experience required for the role, particularly in regional areas. Insufficient support for PHN
staff in terms of building capacity to use evidence and to evaluate was also noted. There was a high
level of staff turnover during the planning phase of the Trial, and this resulted in considerable loss of
knowledge, insight and relationships. Staff loss was attributed to a range of factors, including lack of
role clarity, the complexity and difficulty of the role, and burnout.

PHN administrative challenges

The internal systems and processes of the PHNs, such as the procurement and contracting
mechanisms, were felt to be cumbersome, inflexible, difficult for smaller community organisations
to navigate, and favouring more established provider organisations.

Balancing PHN and community control

Several challenges related to the role of the PHNs in implementing the Trial were identified,
primarily in community consultations, including that the PHN was too directive, that the Trial was
not sufficiently community-owned or led, or that the PHN wasn'’t sufficiently responsive to the
community’s wishes. Conversely, some stakeholders felt that the PHN didn’t provide sufficient
guidance or direction.

The first two issues in part reflect the challenges involved in the Trial re-orienting suicide prevention
activities toward an evidence-based systems approach, as well as instances in which the governance
models at some Trial Sites were more PHN controlled. The third issue speaks to a more general
resistance from smaller organisations already engaged in local suicide prevention activities to
change what they were doing or concerns that their current activities would face competition from
Trial-funded activities. Community stakeholders also raised perceptions of an overlap with existing
suicide prevention activities, again generally in the context of unwillingness to change what was
already going on. On the other hand, there was the view that community stakeholders did not
receive enough direction and guidance from PHNs on understanding the systems approach or how
to go about the planning process.

Community capacity and buy-in

Lack of community capacity was noted in terms of planning skills, overall knowledge about suicide
prevention, ability, time and willingness to assimilate new knowledge, and time to contribute to
planning activities. The latter was noted as a particular issue in regional areas, where the same
stakeholders tended to be recruited for every initiative in their region.

In terms of achieving community buy-in, challenges related to community stakeholders pursuing
diverse agendas and also having strong preferences for how suicide prevention should be “done” in
their location. Lack of willingness to participate frequently involved some resistance to evidence-
based approaches because they did not accord with people’s personal views or experiences, and in
general community experience was accorded priority over evidence-based approaches. It was also
noted that there is a degree of reform fatigue, and particularly in smaller communities, “intervention
fatigue”, that makes it challenging to get buy-in.

Trial operational challenges

Operational challenges related to Trial design were cited, including the Trial timelines, particularly in
the context of the extended time required to undertake proper community consultation, establish
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relationships, and build collaborations and shared understandings. Geographical factors were a
challenge when a Trial Site encompassed multiple hospital district areas, or included regions or
towns with very different needs and issues. Finally, the level of funding and PHN funding cycles were

noted as problems.
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4 Processes — Adopting a systems approach

The design of the Trial required Sites to adopt a systems approach that involved coordinated
implementation of a suite of suicide prevention activities directed at different components of the
system.

This chapter presents a synthesis of the key findings from multiple data sources related to the
processes for adopting a systems approach. Detailed information about adopting a systems
approach can be found primarily in chapters 11-14, 16, 17 and 20.

4.1 Developing a systems approach — strategies

Across Trial Sites, two streams of activity were pursued in efforts to develop a systems approach.
Firstly, Trial Sites undertook to implement a range of activities according to the domains of their
chosen framework (i.e., the LifeSpan “wheel”, the AAD “four pillars”, and/or the domains identified
by the ATSISPEP framework). Secondly, Trial Sites undertook activities aimed at improving
integration between services and coordination of community-based suicide prevention activities, as
well as integration and coordination at a service and activity level and more generally across the
system.

Systems frameworks

Trial Sites drew on systems frameworks to inform their planning and selection of particular suicide
strategies to implement (LifeSpan: eight Trial Sites; AAD: two Trial Sites). Trial Sites used the
ATSISPEP framework and success factors to guide approaches focused on Aboriginal and Torres
Strait Islander peoples, and they also provided the overarching framework for Trial planning in one
of the exclusively Aboriginal and Torres Strait Islander-focused Trial Sites.

Most Sites noted the necessity of adapting or modifying their chosen framework to suit local
conditions in terms of the feasibility of certain domains of intervention given the local service
infrastructure, to be appropriate for focus populations, and/or to include postvention initiatives.

The Trial Sites drew on the expertise and support of the Black Dog Institute, which developed the
LifeSpan framework, to provide information and guidance on working with a systems approach and
support in the design, implementation and evaluation of specific programs for focus populations.

Integration and coordination — service level

In terms of facilitating integration and coordination at a service or activity level, several Trial Sites
which commissioned aftercare services for individuals took a co-design approach of services for
focus population groups, which facilitated involvement of multiple agencies and key stakeholders.
The establishment of referral pathways into Trial-funded services promoted coordination, and the
aftercare service model, which is primarily focused on case management and linking clients with
relevant agencies in the local area, is based on integration.

Other strategies for establishing a coordinated approach included commissioning activities to meet
identified gaps, using the commissioning process to foster partnerships and integration between
providers, implementing programs that complement, strengthen, or improve existing programs and
services (including State-led initiatives), and developing referral or health pathways.

Integration and coordination — system level

Several strategies were adopted to improve integration and coordination more generally across the
system.
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Stakeholder engagement was a key element of Trial planning. This was not only to ensure knowledge
from across the sector was available to inform planning, but to engage the entire sector in the
planning process as a means of developing a more coordinated system-wide approach and
facilitating implementation across the system, and that it was a whole-of-community systems
approach, not just a service-driven systems approach. A dedicated and resourced coordinating role
is necessary to establish, retain and manage stakeholder engagement, because stakeholders
generally lack the capacity to dedicate time to build relationships and coordinate activities or
necessarily view it as their organisation’s core business.

Primary Health Network leadership was important for bringing together stakeholders from across
the sector and facilitating relationships. PHNs are well placed to facilitate engagement of
stakeholders and foster linkages and coordination due to their established relationships across the
service sector, including with state-based agencies, as well as PHN Trial staff, who often had local
connections and networks and knowledge of the community and stakeholders. PHNs have
connections across the system via their participation in inter-agency and multi-jurisdictional
committees and working groups and their involvement in regional planning activities. Moreover,
PHNs are already engaged in networking and information-sharing activities.

Adopting a whole-of-community approach which recognised community knowledge and expertise
and involved community members in key decision-making to encourage engagement and ownership
was seen as a means to move beyond the health services system and facilitate a sustainable whole-
of-community approach. However, community development and capacity building are necessary to
support such an approach. All Trial Sites opted to provide programs and training to increase
knowledge about suicide, build community capacity in suicide prevention and implement workforce
development and training activities. In addition, at some Sites the role of the Trial Coordinator and
other Trial staff included a greater community development focus.

4.2 Implementing a systems approach — outputs

Structural system-wide change is a long-term undertaking which cannot be achieved in the short
lifetime of the Trial. However, some outputs from Trial Sites’ attempts to adopt a systems approach
can be observed that, following the program logic approach, begin to build a foundation for longer-
term system change. Those outputs are related to adopting an overall systems approach and
improved integration and coordination at service and system levels.

Implementing a multi-component systems approach

Most Trial Sites elected to implement only a subset of the strategies in their chosen framework. For
example, with the LifeSpan frameworks, only four Sites elected to provide aftercare services for
people who had made a suicide attempt or were experiencing a suicidal crisis, and only one Site
undertook means restriction activity, while for the AAD, screening in general practice did not
eventuate. However, overall, most Trial services and activities were focused on awareness raising
and engagement, including media campaigns, and capacity building in community and service
providers via structured suicide prevention and mental health training programs such as Advanced
Suicide Intervention Skills Training or Mental Health First Aid.

In terms of re-orienting toward an evidence-based approach, where evidence-based interventions
were available and deemed appropriate, there was good uptake of such programs, particularly for
gatekeeper and general practice and other health and mental health professional capacity building.
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Integration and coordination of services and activities

There were multiple instances of integration and improved coordination of services and suicide
prevention activities being achieved over the course of the Trial. At a service level, these most often
involved organisations delivering a Trial service or activity integrating it with non-Trial services or
programs they also delivered, or organisations partnering to deliver a service or activity.

Other frequently mentioned integration and/or coordination outputs included the development of
care or health pathways and referral pathways, the dissemination of service information to agencies
and service providers, and the Trial providing a platform for agencies, services, NGOs and
communities to connect and become aware of each other’s programs and services.

Integration and coordination across the system

Trial outputs related to efforts promote integration and coordination of suicide prevention efforts
were generally related to building interagency relationships and greater community engagement.
Data-sharing agreements were created with police and other State agencies. Relationships and
strategic partnerships were built across PHN, health, mental health and social service providers and
across levels of government.

Other examples of enhanced coordination across the sector include the PHNs widening the scope of
their usual practice toward a whole-of-community approach, including undertaking a localised
community development approach and commissioning a broader range of activities than services
and health promotion programs. Among community stakeholders, there was a shift towards a better
understanding and appreciation of an outcome-based approach focused on data and evidence-
based activities among community partners.

4.3 Developing and implementing a systems approach — challenges

The main barriers identified in efforts to move towards a systems approach to suicide prevention
related to capacity across the sector, implementation challenges, achieving community buy-in,
unsatisfactory key stakeholder engagement, and structural factors.

Capacity

Capacity was identified as a barrier for both community and service providers, particularly the
burden on individuals in terms of the time and effort required to acquire the necessary knowledge
about systems approaches and the skills and confidence to deliver projects. Capacity was also
identified as a barrier at PHNSs, including the challenge of recruiting and retaining qualified PHN Trial
staff, PHN staff lacking capacity in terms of workload and needing support to build their knowledge
of a systems approach, and the capacity of PHN leaders to be involved.

Implementation

A range of implementation challenges were noted. These related to use of systems frameworks,
including a lack of knowledge and guidance on how to operationalise the LifeSpan framework, as
well as concerns that selective or partial implementation of the frameworks would prevent the
achievement of results noted in the evidence.

There were capacity barriers at community organisations that had been commissioned to lead the
local activities at several Trial Sites. Some organisations lacked sufficient understanding, skills,
contact or influence with state and federal agencies, or willingness to drive a systems approach.
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Finally, resource-related barriers were noted, including Sites having insufficient resources to
implement a full multi-component systems approach, and concerns about sustainability given the
current funding model.

Community buy-in

The main barrier identified in terms of achieving community buy-in was community resistance to
adopting an evidence-based systems approach. Key points of community resistance were that that
the frameworks were inappropriate for local conditions or the chosen focus population, and that in
general systems approaches that emphasise evidence-based interventions are incompatible with a
community-based suicide prevention approach, that they ignore local knowledge, and don’t include
activities communities are already doing or want to do.

Stakeholder engagement

Challenges relating to engaging stakeholders in general are discussed above in Chapter 3 section
3.1.3. With respect to adopting a systems approach to suicide prevention, the need to engage
stakeholders in positions of influence across levels of government and portfolios is a challenge,
particularly given the time-limited nature of the Trial and the time system reform takes. Local
community organisations have no capacity to undertake that level of engagement, and PHNs varied
in the extent to which they had pre-existing relationships they could leverage. Given that PHNs are a
relatively new organisation, many were still establishing those networks.

Structural issues

The lack of service infrastructure and suitable providers to deliver suicide prevention interventions
was a barrier in remote, rural and regional areas. Siloing and lack of communication, transparency
and coordination across the health and social service sectors are also barriers. The competitive
funding environment for non-government providers is a significant impediment to collaboration and
coordination.
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5 Outputs and impacts: Focus population — People who attempt or

are at risk of suicide
This chapter presents a synthesis of the key findings from multiple data sources related to the Trial
outputs and impacts for people who attempt or are at risk of suicide. Detailed information that
informed this chapter can be found primarily in chapters 11-14, 16, 21, 22 and 25.

As described in chapter two, the difficulties in assessing the extent to which interventions are
effective in preventing suicide are well documented. However, the evaluation has taken a
hierarchical program logic approach to guide the assessment of the outputs and impacts of Trial
services and activities. Hierarchical program logics are structured around the assumption, based on
the best available evidence, that if the objectives at one step are achieved, then the objectives at the
subsequent step should occur. Thus, if the outputs and impacts identified in the program logic are
observed then potentially the longer-term outcomes of reductions in suicide and suicide attempts
should eventuate.

Following the program logic, this chapter outlines findings and learnings regarding the achievement
of objectives in the implementation, output and impact steps. Specifically, section 5.1 describes how
the objective of establishment of aftercare services was met, including how they were developed,
staffed, and promoted to meet the needs of at-risk individuals. Section 5.2 then describes the
achievement of the primary output objective of people using the services, as well as outputs that
support service use including if services are accessible and appropriately tailored to the needs of
those they targeted. Section 5.2 also describes the impacts resulting from the achievement of output
objectives — changes in suicidality and/or the wellbeing of service users. Additional impacts related
to increasing coordination and service integration are also noted.

5.1 What strategies were used to enhance services for people who had attempted
or were considered at risk of suicide?

5.1.1 Service description

Four Trial Sites commissioned aftercare services for individuals following a suicide attempt or who
were at risk for suicide (i.e., presenting with suicidal ideation).

Two Sites commissioned services for the general population, and LGBTI-specific and Aboriginal and
Torres Strait Islander-specific services were each commissioned at two Sites. Focus population
specific services were commissioned because stakeholders considered that existing services and
service models were not culturally safe for those populations.

All services adopted a broadly similar case management approach, providing intensive support,
linking clients with other available services and support agencies, and in some cases providing some
clinical and/or Aboriginal traditional healing therapies. The general approach across services was
toward flexible service models focused on individual needs.

5.1.2 Tailoring

Each service was tailored to meet the needs of either the focus population or locality. Aboriginal and
Torres Strait Islander and LGBTI-specific service models were co-designed with stakeholders
including community members, advocates, community-specific service providers and people with
lived experience of suicide. Customisations included adding Traditional Healers and narrative
therapies to Aboriginal and Torres Strait Islander service models, and using peer workers for a LGBTI
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service. Moreover, Aboriginal and Torres Strait Islander or LGBTI organisations were contracted to
deliver the services to ensure trust and cultural safety.

For general population services, modifications to standard services models included broadening
referral pathways and adjusting intake procedures to make them more accessible. For example,
general population services with narrow referral pathways will not capture people who rarely
present to hospitals, such as Aboriginal and Torres Strait Islander peoples.

5.1.3 Service promotion and recruitment

Services were promoted to potential referring-in agencies and organisations primarily via PHN
networks, stakeholder networks, and direct liaison between PHN staff or aftercare service provider
staff and hospitals. To raise awareness about the services among potential clients, they were
promoted via word of mouth, community networks and a Trial-sponsored community campaign.

Services accepted referrals from a wider range of sources than hospital and health/mental health
service providers. These included:

e Police and ambulance services

e Community mental health services

e Service providers delivering other Trial activities

o Self-referrals and referrals from family and carers.
The Site delivering the Wayback aftercare service initially only accepted referrals from the hospital, as
that service model specifies. However, referral sources were widened to make the service available to
more at-risk individuals and because of difficulties in obtaining referrals from the local hospital.

5.1.4 Workforce

A range of qualifications and training were considered relevant for aftercare service workers,
including clinical qualifications in psychology or social work, certificate-level mental health, peer
mental health training, and trauma-informed care training. The exact qualification and skill profile
depended on the service model. Services also provided additional training in suicide prevention and
peer work.

Services users believed that it was important for service staff to be friendly and empathetic, have
lived experience of suicide, and exhibit diversity.

5.1.5 People with lived experience of suicide

People with lived experience of suicide were involved in the co-design of focus population-specific
services and employed as peer workers at one service.

5.2 What strategies were found to be effective in preventing suicidal behaviours
and self-harm among people who had attempted or were at risk of suicide?

5.2.1 Outputs: service availability and accessibility

The establishment of new services in regions or to serve at-risk populations where a lack of service
had been identified is an important output. That said, the majority of Trial Sites did not implement
aftercare services, despite this being an intervention which has some of the strongest evidence for
preventing future suicidal behaviour. The reason for not implementing aftercare services was
primarily not wanting to implement a service and then have to discontinue it, particularly given the
vulnerability of the target cohort. Another reason why aftercare services were not commissioned as
part of the Trial was that a major expansion of the Wayback aftercare service, funded by the
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Department of Health, was being rolled out, and PHNs intended to seek funding for a service
through that initiative.

Notably, two of the Four Sites which implemented aftercare services were in metropolitan areas
where other services were likely to be available after the Trial service was withdrawn. However,
both those Sites implemented services for specific population groups which, according to the Sites,
did not attend general population services because they were not culturally safe or appropriate.

Acceptance of referrals from a wide variety of sources at most services made them more accessible
to those in need. Sixty per cent of service user survey respondents indicated they attended because
they were referred, indicating that efforts to publicise the service and establish referral pathways
were effective.

Services were also considered accessible because they did not require clients to bear any costs.
Complete data on the overall number of clients attending aftercare services was not available, but
PHN staff and service providers report high levels of attendance and good uptake at services, with
most services running at capacity.

5.2.2 Outputs: service user characteristics and appropriateness of service

Information on service users was obtained from the PMHC MDS and the additional Trial-specific
module, and a survey of aftercare service users.

Demographic data from the PMHC MDS suggest the services commissioned are reaching their target
populations. The proportions of Aboriginal and Torres Strait Islander peoples and LGBTI-identifying
people represented are substantially greater than the population fractions of those groups.

The service user survey indicates that almost half the respondents had used a service for the first
time, specifically to manage suicidal thoughts or behaviours. This suggests the services are reaching
people who had previously lacked an appropriate or accessible service or were experiencing their
first episode of suicidality. Data confirms that aftercare services were reaching a high-risk
population, with 53% of service users reporting a suicide attempt in their lifetime (including the
attempt which preceded accessing the service). Moreover, psychiatric disorder diagnosis
information available for 80% of clients in the PMHC MDS indicated that those using aftercare
services had a high prevalence of psychiatric symptoms. Forty-seven per cent of service users for
whom diagnostic information was available had a primary diagnosis of a mood or anxiety disorder,
and an additional 30% had subsyndromal symptoms of a psychiatric disorder. Comorbidity was high
with 79% of service users having more than one diagnosed disorder or subsyndromal symptoms of a
disorder.

5.2.3 Impacts: improvement in service user suicidality and/or wellbeing

Consistent with the published evidence on the effectiveness of aftercare services, indications of
improvement in suicidal thoughts and feelings, psychological distress and general wellbeing were
observed, including:

e 75% of service users who completed the service user survey reported improved thoughts or
feelings about suicide, 65% reported increased hopefulness about the future, and 72%
reported improved overall wellbeing

e A statistically significant reduction in suicidal ideation (assessed using the Suicide Ideation
Assessment Scale)
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e Astatistically significant reduction in psychological distress assessed using the Kessler
psychological distress scale (K10)3.

5.2.4 Impacts: integration and coordination of services

All aftercare services took a case management approach which involved establishing linkages with
the services and agencies who referred into the service, and also linkages with services to which they
referred clients. Two Sites established formal referral agreements with local hospitals.

Referral data from the PMHC MDS indicates that aftercare services were in contact with, accepting
referrals from and making referrals to health and mental health services, as well as some social
support agencies and organisations.

The main referral in services and agencies were public hospitals, general practices, private practices
(psychologists), not-for-profit community support organisations, Aboriginal and Torres Strait Islander
health organisations and public mental health services.

The main organisations to which referrals were made were public hospitals, general practices, not-
for-profit community support organisations, and telephone helplines. A smaller number of referrals
were made to public mental health services, psychologists, Centrelink, drug and alcohol services,
emergency departments (EDs), Aboriginal and Torres Strait Islander health organisations, and family
support services.

5.2.5 Impacts: other

Overwhelmingly, service users completing the survey expressed satisfaction with services. They cited
reasonable wait times, good consideration of their cultural background and/or sexuality and gender,
and gave overall high ratings of the services. Other impacts noted included an increase in suicide
literacy among service provider organisation staff and the development of a peer workforce.

5.3 Aftercare services — challenges

As described above, the main barrier to establishment of aftercare services at the majority of Trial
Sites was time-limited funding of the Trial. Those Trial Sites that did implement aftercare services
noted a range of challenges.

Workforce barriers included difficulties in the recruitment and retention of a suitably skilled
aftercare workforce in regional and rural areas and the scarce peer workforce available. Another
challenge was poor availability of services, including suitably qualified organisations to deliver the
aftercare service and client exit planning, particularly for focus population groups.

Issues related to referrals included overly narrow initial referral pathways limiting client uptake of
the service, and the need to build knowledge and trust with potential referrers —in particular to gain
the confidence of hospital-based clinical staff to refer to non-clinical services.

The extended time required to plan and develop focus-population specific services(e.g., PHNs had to
build solid relationships before commencing design of Aboriginal and Torres Strait Islander-specific
aftercare services) delayed implementation.

3The K10 is a self-report measure of psychological distress used to identify people who need further
assessment for anxiety and depression.
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Clients regarded the fixed time period of the service model as a limitation, with service users
expressing the view that they would like support to continue beyond the standard three-month
service time.
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6 Outputs and impacts: Focus population — Aboriginal and Torres
Strait Islander peoples

This chapter presents a synthesis of the key findings from multiple data sources related to the Trial
outputs and impacts for Aboriginal and Torres Strait Islander peoples. Detailed information about
this focus population can be found primarily in chapters 11, 17-19, and 23.

As described earlier, the evaluation is limited in the extent to which the outcome or preventing
suicide can be directly assessed. However, following the program logic, this chapter describes
findings and learnings regarding the achievement of objectives in the implementation, output and
impact steps of the evaluation program logic that lay the foundation for achievement of that final
key outcome. It must be recognised that the general Trial program logic does not fully capture the
social and emotional wellbeing approach which is fundamental for Aboriginal and Torres Strait
Islander suicide prevention. However, it does provide a general framework for assessing Trial
achievements. In this chapter, section 6.1.1 describes how the objective of establishment of
strategies for suicide prevention for Aboriginal and Torres Strait Islander peoples was achieved,
including how they were tailored to meet their needs, and promoted to achieve engagement.
Section 6.1.2 describes the achievement of the primary output objective of people participating in
Trial activities as well as outputs that support community participation, that is, if the activities met
identified needs and expectations. That section also describes the impacts observed from the
achievement of the output objectives including changes in knowledge and awareness, community
capacity, social and emotional wellbeing, cultural competency and safety and other reported
impacts. Additional impacts of the implementation of Trial activities for focus populations related to
increasing coordination and service integration are also noted.

Seven Trial Sites developed and implemented suicide prevention activities and services focused on
Aboriginal and Torres Strait Islander peoples. There was wide variation in how each Site approached
the Trial, including the types of activities planned and implemented. Sites also encountered different
challenges during the process.

6.1 What strategies were established for the targeting and delivery of suicide
prevention service and activities for Aboriginal and Torres Strait Islander
peoples?

6.1.1 Activity description

The Trial Sites commissioned a wide array of activities and services focused on Aboriginal and Torres
Strait Islander peoples, reflecting different localised and placed-based approaches. Two Aboriginal
and Torres Strait Islander aftercare services were established and 314 separate activities recorded in
the community-based activity dataset. A range of research, framework and protocol development
activities also took place.

Pika Wiya, the aftercare service developed and trialled in Country South Australia, is provided as a
case study in Box 6.1.

Box 6.1 Case study: Pika Wiya aftercare service in Country South Australia

The Pika Wiya aftercare service, Australia’s first Aboriginal-specific aftercare service, was co-
designed and trialled in Port Augusta as part of the NSPT. Pika Wiya means “no sickness” in
Pitjantjatjara language, and is the name of the Aboriginal Health Service Corporation that delivered
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the Aboriginal aftercare service. Following consultations with the local Port Augusta community in
2017, an Aboriginal Working Group was established by the Country South Australia PHN with
membership from the Port Augusta Aboriginal and Torres Strait Islander community, including
people with lived experience of suicide, and representatives from the local health network (LHN) and
ACCHO. The Aboriginal Working Group undertook an intensive eight-month process to co-design the
Pika Wiya aftercare service to meet the need for a holistic, integrated and community-centred
response that embedded traditional healing, SEWB and mental health support for Aboriginal and
Torres Strait people and their families who had experienced suicidal crisis.

The project produced two sets of guidelines, one for use in the ED at Port Augusta Hospital and the
second for the community mental health team. Each offers a comprehensive staged approach to
maintaining contact through admission and after discharge, with a mix of psychosocial, clinical and
healing approaches. A strong focus on family and community is a key element of the aftercare
model. Nukunu health worker Kym Thomas explains this well: “We are looking at a program that
takes in language, takes in culture, takes in a person’s environment... it's a holistic package that is
suited to the individual and the families, not just one client or individual”.

Clients and families using the Pika Wiya aftercare service have made impressive gains. Key
informants reported that there were no repeat admissions to the ED for clients using the service.
From December 2018 to December 2019, approximately 120 people were supported, with 13-20
referrals per month coming from the ED and ACCHO — a good indication that the service is meeting
the most acute needs. Greater collaboration between clinical and cultural workers across the
spectrum of mental health services has also been seen during the project, which has important flow-
on effects for strengthening cultural safety and reciprocity of mainstream services.

Of the 314 activities for Aboriginal and Torres Strait Islander peoples recorded in the community-
based activities dataset, most (42%) focused on suicide and mental health-specific awareness-raising
and engagement. These activities included media and social campaigns, workshops and community
engagement, wellbeing and connection events, and activities that provided information on where to
get help. The case study of Yarns Heal in Box 6.2 describes an innovative, co-designed, large-scale
campaign developed and trialled in Brisbane North.

Box 6.2 Case study: Yarns Heal, large-scale campaign in Brisbane North

Yarns Heal, an innovative large-scale suicide prevention campaign for, by and with Aboriginal and
Torres Strait Islander LGBTIQ+ Brotherboy & Sistergirl peoples, was co-designed and rolled out in
Brisbane North as part of the NSPT. Yarns Heal aimed to improve the SEWB of the “rainbow mob” as
well as the broader Aboriginal and Torres Strait Islander communities in Brisbane North through
community awareness raising using strengths-based narratives of resilience, power and pride.

Yarns Heal was developed through a deep and comprehensive co-design process between the
Brisbane North PHN, Indigilez Women'’s Leadership and Support Group, gar'ban'djee'lum network
and a community working group comprised of Elders, community members and representatives
from local Aboriginal and Torres Strait Islander organisations. This was the first time that members
of the Aboriginal and Torres Strait Islander LGBTIQ+ Brotherboy & Sistergirl peoples had led
decision-making about, planning and the implementation of suicide prevention activity for
Aboriginal and Torres Strait Islander peoples, which sets an important precedent for future localised
work both in and outside the suicide prevention area.

The co-design process combined intensive consultations with local communities and drew on the
expertise of an Aboriginal and Torres Strait Islander creative agency, We Are 27 Creative, to co-
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create the artwork for the campaign with the Yarns Heal Community working group through live
drawing. This artwork visually captured the key campaign messages: strength within family and
kinship, connection to a vibrant and diverse community, and healing. Cultural resilience was built
and restored through this process.

The result of the co-design process was a large-scale suicide prevention and awareness-raising
campaign using posters based on the co-designed artwork and messaging distributed widely using
social media, billboards and the radio. The core campaign messaging for the feature artwork was
“Woven Together”. It provides context of the cultural protective factors that build a sense
connection and a sense of belonging to a supportive mob and community in tougher times. Woven
Together illuminates the message of a community together as a strength in suicide prevention
initiatives and that talking together and walking together creates an awareness of supporting each
other.

Other campaign messaging was drawn from campaign ambassadors — both grassroots and well-
recognised — including gay Aboriginal writer, actor and comedian Steven Oliver, whose message was
“Yarns do heal. They make your spirit strong. You are a cultural connector”. The Yarns Heal Youth
Ambassador, Tiahni, connected her message to young Aboriginal and Torres Strait Islander peoples:
“Yarns make us strong, deadly and proud”.

The success of the innovative Yarns Heal process and campaign has attracted international
recognition, and it has been adopted by several PHNs across Australia. Yarns Heal also informed the
development of a related LGBTIQ+ community awareness campaign at Brisbane North — Talking
Heals — which illustrates the power of Aboriginal and Torres Strait Islander leadership in promoting
wellbeing for the whole Australian community.

Aboriginal and Torres Strait Islander cultural strengthening activities constituted just over one
quarter of implemented Trial activities (26%), including arts programs connecting young people with
Elders, on country camps and activities, women’s and men’s groups (including a young fathers’

group).

Capacity-building programs for community members and service providers accounted for 19% of
activities, and included Aboriginal-specific training programs such as Suicide Story, You Me Which
Way, Aboriginal Mental Health First Aid, Liyan Natural Helpers, Kimberley Empowerment Healing
and Leadership Program, and generic training programs such as SafeTALK, Accidental Counselling
and Applied Suicide Intervention Skills Training (ASIST), plus some Train-the-Trainer programs. Two
Sites offered scholarships for Certificate IV programs to support workforce capacity building.

Some professional development training in suicide prevention was provided for health, mental
health and allied health professionals, as well as for community members.

Programs and services for at-risk individuals were also implemented, including equine therapy,
Traditional Healers, a crisis phone-line with immediate follow-up, and aftercare services.

Finally, the development of referral pathways, a “no wrong door” suicide prevention and self-harm
protocol, cultural safety frameworks, a local cultural model for suicide prevention, and assessment
tools were also undertaken as part of the Trial.

6.1.2 Tailoring activities

Aboriginal and Torres Strait Islander Trial Sites were not guided exclusively by the LifeSpan or AAD
frameworks. This was because the primary focus on suicide and mental health of these evidence-
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based frameworks was seen to be incompatible with the holistic understanding of SEWB that is
central to Aboriginal and Torres Strait Islander peoples’ identity and wellbeing.

Eight strategies were employed to promote the cultural safety and relevance of the Trial activities
for Aboriginal and Torres Strait Islander peoples. Some activities required tailoring, while other Trial
activities were developed from a grassroots perspective to respond to Aboriginal and Torres Strait
Islander community needs and preferences.

Aboriginal and Torres Strait Islander-led

A strong preference emerged for Trial activities that were co-designed and/or operated by the local
community, rather than mainstream activities that were modified for Aboriginal and Torres Strait
Islander peoples. The main approaches to embedding Aboriginal and Torres Strait Islander
leadership were co-design of the service with Aboriginal and Torres Strait Islander people;
contracting Aboriginal and Torres Strait Islander organisations to deliver the service to ensure trust
and cultural safety; involving Elders; and implementing existing activities developed by and for
Aboriginal communities.

Healing and trauma-informed approach

Most Trial Sites approached the Trial activities by adopting a healing and trauma-informed lens,
through which they recognised and worked with the pain and trauma in the community and created
safe spaces for people to share their stories and experiences. A focus on healing involved
emphasising community strengths and assets; connecting to each other and with Elders; building
community; sharing cultural knowledge and connecting to country and culture; Traditional Healers;
trauma-informed care; and narrative therapies as part of the service model in one of the Aboriginal
and Torres Strait Islander-specific aftercare service. This approach also involved Aboriginal and
Torres Strait Islander Trial staff creating a safe space and looking out for each other and community
members when planning and delivering Trial activities, particularly in traditionally white spaces such
as meetings with the PHN.

Social and emotional wellbeing approach

All stakeholders underscored the importance of adopting a SEWB approach to the Trial activities.
SEWB is an Aboriginal and Torres Strait Islander conceptualisation of identity and wellbeing, in which
disruption or imbalance leads to distress and/or suicide. In this way, the Trial’s suicide prevention
efforts were focused on responding to multiple sources of identity and wellbeing, including
incorporating or embedding cultural practices, connection to country and family, support for
families, and providing opportunities to foster a sense of responsibility and agency. Most Trial
activities focused on SEWB were conducted using local Aboriginal and Torres Strait Islander staff.
SEWB Trial activities across Sites embedded cultural practices, recognised the need for connection to
culture to start a healing process, such as yarning circles, camps on country, making art and smoking
ceremonies. All SEWB activities took place in a non-clinical or service-oriented setting through use of
yarning, conversations, and informal settings (e.g., barbecues) to foster connection within
communities.

Connection to culture

Many Trial activities for Aboriginal and Torres Strait Islander peoples involved embedding cultural
practices, including cultural healing, the inclusion of traditional and cultural knowledge systems and
protocols, holding separate sessions for men and women, and using culturally safe venues.
Approaches to promote connection to culture were embedded within the SEWB focus of many Trial
activities.
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Community engagement approach

All Trial Sites adopted a community engagement approach which included holding community
workshops and consultations, liaising with local Elders, employing an Aboriginal and Torres Strait
Islander consultant and/or using an Aboriginal and Torres Strait Islander reference group. Key to this
approach was the recognition that relationship building took time; this enabled, for example, the
identification and lowering of barriers to participation for community members by providing
transport and resources.

Cultural competence and safety

Efforts to embed cultural competence in mainstream services and organisations was undertaken
across Trial Sites. This included development of safety plans and procedures (e.g., cultural safety
policies and safety plans for the Site’s community consultations). Some Sites adopted a more
informal, broader focus on cultural safety throughout their work. The National Indigenous Suicide
Prevention Strategy was cited as assisting in this process.

Aboriginal and Torres Strait Islander workforce delivering programs

All Trial Sites employed local Aboriginal and Torres Strait Islander people to deliver their programs
and activities. Some Trial Sites employed Aboriginal and Torres Strait Islander project staff from local
organisations with local knowledge and connections. Others employed Aboriginal and Torres Strait
Islander health and SEWB staff to work at the PHN. The Aboriginal and Torres Strait Islander
workforce in the Trial was seen as an important aspect of delivering culturally appropriate and safe
programs and activities, as well as building and restoring workforce capacity for local Aboriginal and
Torres Strait Islander peoples.

Client, family and community-centred approach

Trial Sites recognised and accommodated a diversity of local needs and preferences by providing
clients, families and communities with a choice of activities and facilitating circumstances in which
they felt confident and able to exercise their agency. For example, they adapted the cultural
activities undertaken on cultural camps depending on the groups’ preferences. Most Trial activities
across Sites incorporated families and communities, recognising the importance of relational
approaches to Aboriginal and Torres Strait Islander wellbeing and suicide prevention.

6.1.3 Activity promotion and recruitment

A range of strategies were employed to raise awareness of Trial activities and encourage
participation by Aboriginal and Torres Strait Islander peoples. The key strategies for promotion and
recruitment were through local sector networks (including the PHN and local Suicide Prevention
Networks), word of mouth (including through ambassadors and local champions), promotional
materials (including advertisements, flyers and emails), social media (e.g., Facebook) and local news
media (e.g., radio, TV and newspapers). The need to build rapport and trust with community
members and participants was particularly emphasised. This was largely achieved through face-to-
face engagement and non-clinical settings in which the community defined what a safe space for
activities and programs looked like for them (e.g., yarning circles). Some Sites provided resources
(e.g., transport, food and camping gear) to participants of Trial activities to facilitate their
engagement. Many Sites framed Trial activities through the strengths-based lens of wellbeing and
life promotion rather than suicide prevention. Having said this, it is worth noting that community
members did not necessarily associate the activities with the Trial or with the PHN.
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6.1.4 Involvement of people with lived experience of suicide

The involvement of Aboriginal and Torres Strait Islander people with lived experience of suicide in
the Trial planning and implementation phases (e.g., on Trial working groups, through consultation
and as participants in Trial activities) was highlighted across data sources. Many members of the
community and service providers involved in the Trial disclosed having lived experience of suicide
and/or mental ill-health. The involvement of Aboriginal and Torres Strait Islander people with lived
experience was seen as both important and novel in the Trial because their perspectives and
viewpoints are rarely sought.

6.2 What strategies were found to be effective in preventing suicide deaths and
suicidal behaviour for Aboriginal and Torres Strait Islander peoples?

6.2.1 Outputs: participation

An estimated 9821 people participated in the Trial activities focused on Aboriginal and Torres Strait
Islander peoples, according to the community-based activity database. Most participants took part
in activities in the area of community education and support services (n=8840). Approximately 1300
people attended activities targeted at the workforce, most of whom came from community health
organisations and related services, Aboriginal and Torres Strait Islander service providers and other
organisations, and volunteer or community groups.

6.2.2 Outputs: appropriateness (met needs and expectations)

Most stakeholders and documents indicated that the Trial activities had filled a service gap or met a
local need, as indicated by uptake of Trial activities and/or Trial services operating at capacity,
including with waitlists; referrals being made into Trial activities; and participants, community
members and service providers reporting they valued and were satisfied with the Trial activities.
There was wide variation in the gaps Trial activities and services were considered to fill, including
gaps related to youth-focused activities; in-school programs; community capacity building; peer
support; LGBTI-specific programs; and programs specifically targeting suicide prevention, providing
mental health support and involving men’s groups. In contrast, some stakeholders reported that the
Trial activities had not met local needs and expectations, or that it was too early to tell.

6.2.3 Impacts: increased awareness and knowledge

Increased community knowledge and awareness of community members and service providers as a
result of the Trial awareness-raising activities, training programs and workshops was reported.
Specifically, there was reference to increased awareness about suicide and knowledge about how to
identify and support people who might be at risk of suicide, including where to go for support. It was
noted at one Site that that increased knowledge and awareness was more widespread among
service providers than the community.

6.2.4 Impacts: improved capacity

A range of capacity-building impacts were reported across Trial Sites. Most Trial Sites reported an
increased capacity and confidence of community members to talk about suicide, and willingness and
confidence to help someone use referral and care pathways (e.g., as community helpers). Aboriginal
service providers and organisations were reported to have increased or restored capacity, skills and
knowledge to run, facilitate and/or deliver activities themselves and deal with administrative
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processes and requirements to secure program funding. The Trial was also said to have had an
important cultural capacity impact by building the next generation of leaders.

6.2.5 Impacts: improved social and emotional wellbeing

Many Trial Sites described important improvements related to SEWB for Trial activity participants.
Improved SEWB impacts reported across Sites included connection with country and cultural
identity, healing and strengthened wellbeing, and improved communication and connection with
families and community. Young Aboriginal and Torres Strait Islander participants in Trial activities
reported higher levels of engagement, increased confidence, empowerment, taking on leadership
roles, and strengthened cultural identity.

6.2.6 Impacts: enhanced cultural competence and safety

Multiple Trial Sites reported enhanced cultural competence of the PHN staff and other non-
Aboriginal service providers resulting from the Trial. The Trial increased awareness of the need for
PHNs to integrate cultural competence across all elements of their work and commissioned services.
This included new understandings that a healing and place-based approach was necessary to
prevent suicide in Aboriginal and Torres Strait Islander peoples; an appreciation of the role that the
PHN can play as a facilitator; supporting capacity restoration and a neutral third party to hold funds;
changes in commissioning practices to allow smaller and different types of organisations to be
funded; and commissioning cultural activities, not just health and health promotion.

Several Trial Sites felt that the PHN had improved workforce cultural competence during the Trial.
For example, some PHN staff illustrated cultural competence during the Trial process by recognising
that the PHN did not have to (and should not have been) involved in all decision-making processes
and discussions. The Trial was also said to build the capacity of non-Aboriginal service providers to
work with Aboriginal and Torres Strait Islander peoples, including by employing Aboriginal workers
and through cultural awareness training.

While gains were reported across Sites in terms of cultural competence and safety, it was noted that
real, sustainable change requires a long-term commitment and action across multiple levels of the
service systems and was thus beyond the scope of the Trial.

6.2.7 Impacts: linkages and coordination

There was a wide range of perspectives on and indicators of linkages and coordination reported
across the Trial Sites. In part, this reflected the different approaches to the Trial across Aboriginal
and Torres Strait Islander-focused Sites, as well as different knowledge and awareness of the Trial
from the stakeholders consulted. For example, community stakeholders at some Sites were not
involved in or aware of the broader Trial governance structures.

Most Trial Sites were reported to have increased linkages and coordination structures as a result of
the Trial. For most Trial Sites, the Trial catalysed organisations to come together, share information
and work collaboratively in a way that was not occurring previously. For example, an Aboriginal
Cultural Security Framework was developed at one Site, and formal agreements were established
between health and social support organisations to implement that Framework. The Trial was also
reported to foster and enhance existing partnerships between Aboriginal and Torres Strait Islander
service provider organisations and non-Aboriginal NGOs and government services to implement
and/or deliver Trial services and programs, including local Aboriginal-controlled organisations and
community groups, mainstream suicide prevention and/or mental health organisations, drug and
alcohol services, and government departments and schools. Most Trial Sites also established referral
pathways to support service coordination and integration (e.g., through implementation of a “no
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wrong door” approach, see Box 6.3 below), including between mainstream and Aboriginal
community-controlled organisations, hospitals, corrections/courts, schools, housing and Centrelink.

Box 6.3 Case study: “No wrong door” — the Kimberley self-harm & suicidal behaviours protocol

The Kimberley Protocol on Deliberate Self-Harm and Suicidal Behaviours is the first co-designed
protocol to clearly outline an accessible pathway for human service agencies to work collaboratively
to better identify and support Aboriginal and Torres Strait Islander people at risk of deliberate self-
harm of suicidal behaviours in the Kimberley. The vision of the protocol is for Kimberley community
members to experience “no wrong door” to accessing integrated services that meet all their SEWB
and mental health needs, rather than requiring separate services for each concern. The protocol
provides a tool for human services organisations to implement culturally appropriate and safe
screening and/or assessment processes coupled with effective follow-up, support and safety
planning.

The Drug, Alcohol and Mental Health Subcommittee of the Kimberley Aboriginal Health Planning
Forum (KAHPF) developed the protocol. In 2018, the KAHPF endorsed it for implementation across
the region, led by Kimberley Aboriginal Medical Services (KAMS) as an initiative of the Kimberley
Aboriginal Suicide Prevention Trial and supported by the WA Primary Health Alliance. True to the
collaborative intent of the protocol, all KAPHF member organisations in the Kimberley are
responsible for its implementation.

Capacity building of frontline staff is key to the successful translation of the protocol into practice.
Interactive training commenced in 2020, with a focus on the purpose of the protocol, using practical
tools to undertake risk assessments and screening, and how to collaboratively develop a safety plan.
In addition, the training included planning for discharge and local referral processes, including a local
service mapping activity, and the importance of effective, proactive follow-up services and supports.
Frontline human service staff participated in the training to increase their skills and confidence in the
use of the protocol, including SEWB workers, alcohol, drug, and mental health workers, health clinic
staff (e.g., Aboriginal health workers, nurses and GPs), community-based program workers, family
support workers, and youth workers. This training is being developed into webinars to ensure the
continuous upskilling of human service workers, accessible on the KAMS and WA Country Health
Service websites, and distributed to human service agencies across the region.

A key part of these training workshops was to ask workshop participants to identify
recommendations for forging strategic collaborations and integration between their agencies. The
protocol and its first stages of implementation represent a big step forward and together for
meeting the needs of Aboriginal and Torres Strait Islander peoples in the Kimberley. The Protocol
was modified into a community-facing resource, the Kimberley Toolkit: LIYAN Natural Helper’s
Program for Deliberate Self-Harm and Suicidal Behaviours. This resource informed the development
of the LIYAN Natural Helpers Training program for Aboriginal community members. This training
aims to build understanding of deliberate self-harm and suicidal behaviours and how to recognise
them, provides steps to guide Natural Helpers to support someone they are worried about, and
information on the services and supports available.

In some Trial Sites, some of the service providers consulted felt that the Site had achieved no or little
service coordination and integration in the local area, with connections between local services, the
PHN and community being limited to information sharing rather than partnerships. Some
community stakeholders also reported that the Trial had not addressed the need for wrap-around,
integrated service responses.
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6.2.8 Impacts: other

A reduction in the stigma around mental illness and/or suicide in the community was noted at
several Trial Sites. Other impacts mentioned included decreased thoughts of self-harm, increased
help seeking for suicide.

6.3 Aboriginal and Torres Strait Islander peoples — what challenges were
encountered?

The NSPT encountered nine main types of challenges to the planning and implementation of Trial
activities focused on Aboriginal and Torres Strait Islander peoples.

Structural and systemic challenges

Structural and systemic factors including disempowerment, racism, colonisation and
intergenerational trauma were key drivers of suicide and barriers to effective suicide prevention in
the Trial communities. All Trial Sites acknowledged that the service response planned as part of the
Trial could not undo generations of disconnection from culture and country. All Trial Sites
emphasised the racism inherent in mainstream services and government systems that was difficult
to change in the life of the Trial, and which hindered Trial activities that relied on mainstream
services and government agencies.

Existing services and systems

A lack of culturally competent mainstream support services was a key barrier to implementation of
the Trial activities in most Sites. A lack of service capacity, including inadequate services, long
waiting times, inflexible service criteria and a lack of integrated, wrap-around care were also
challenges for the Trial, particularly in rural and regional areas.

Stakeholder engagement challenges

Difficulties in engagement and management of relevant stakeholders were reported at most Trial
Sites. These related to inclusive representation, negotiating competing priorities of stakeholders,
managing expectations and giving local stakeholders a voice in the Trial planning process. Trial Sites
also noted a need for healing in the community before moving on to planning and rolling out
activities, as well as consultation fatigue for smaller communities. Establishing relationships with
local stakeholders, including community members, was also hampered by the lack of cultural
competency of some non-Aboriginal stakeholders.

Lack of funding and resources

Trial Sites reported that the scope of the Trial was beyond the resources available, noting that
operational resources were insufficient, and that staffing levels were insufficient and resulted in a
reliance on volunteers. Some Trial Sites also reported tension between PHNs and ACCHOs over the
control of funds.

Workforce challenges

Workforce challenges were identified at most Trial Sites related to the Trial Coordinator position,
delayed recruitment or turnover of Trial staff and at contracted organisations. The complex and
multifaceted skill set required of the Trial Coordinator to drive the Trial activities (i.e., community
engagement skills, SEWB skills, administrative and reporting skills) generally meant that Trial
Coordinators were highly skilled in some areas and required upskilling in other competencies. Most
Trial Sites prioritised local knowledge and connection to communities, which meant that their staff
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then required training in other areas such as administration and reporting or suicide prevention
training. Providing support for staff was identified as crucial because the role is challenging and they
are at risk of experiencing vicarious trauma.

Uptake and/or access challenges

Most Sites noted challenges with access to and/or uptake of Trial activities, such as an inability to
meet the high demand for Trial services and receipt of inappropriate referrals (e.g., aftercare
services receiving referrals of young people when their service models were designed for adults
only). Some Trial Sites reported that community members were reluctant or unwilling to engage,
because more time was required to build trust and for participants to be familiar and comfortable
with the programs and activities being offered.

Communication challenges

Some Trial Sites reported that community members were not aware of the Trial and/or could not
distinguish activities implemented as part of the Trial from general suicide prevention activity in
their area. Some Trials reported difficulty in keeping community stakeholders informed about the
Trial after the initial rounds of consultation. Service providers from most Trial Sites reported
challenges with what they felt was the PHN’s lack of communication and transparency. All Trial Sites
expressed a desire for their PHNs to involve them and communicate genuinely and openly.

Lack of data

A lack of data at the local level was cited as a key problem for Trial planning and ongoing monitoring
and evaluation of the Trial activities. For example, existing data did not capture information on
holistic elements of SEWB or real-time local data on suicides.

COVID-related challenges

All Sites discussed the negative effects of COVID-19 on the implementation of Trial activities. These
included delays in the implementation and delivery of activities/programs, having to switch to online
activities, losing momentum, a loss of engagement and community relationships, lack of access to
technology, and impacts on people’s mental health. Many Trial Sites adopted innovative and
responsive ways to deal with the impacts of COVID, such as switching to online meetings and
activities, engaging people through social media, and setting up phone trees to check on community
members.
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7 Outputs and impacts: Other focus populations

This chapter presents a synthesis of the key findings from multiple data sources related to the Trial
outputs and impacts for focus populations — men, young people, ex-ADF members and their families,
LGBTI people and older adults. Detailed information about these focus populations can be found
primarily in chapters 11, 12, 14, 16 and 23.

The evaluation questions structuring this chapter include the key outcome of preventing suicide
among focus population groups. As described earlier, the evaluation in limited in the extent to which
that outcome can be directly assessed. However, following the program logic, this chapter outlines
findings regarding the achievement of objectives in the implementation, output and impact steps,
that lay the foundation for achievement of that final key outcome. Specifically, sections 7.1.1 - 7.5.1
describe how the objective of establishing strategies for suicide prevention for each focus
population was achieved, including how they were developed and promoted to meet the needs of
focus population groups. Sections 7.1.2-7.5.2 describe, for each focus population, the achievement
of the primary output objective of people participating in Trial activities including the extent to
which those activities met the needs and expectations of focus populations. Those sections also
describe the impacts observed from the achievement of the output objectives including changes in
knowledge and awareness, help seeking and service use, and other reported impacts. Additional
impacts of the implementation of Trial activities for focus populations with respect to increasing
coordination and service integration are also noted.

7.1 Focus population — men

Six Trial Sites identified men as a focus population, in three cases also focusing on more specific
cohorts including farmers, fishers, miners and older men.

7.1.1 What strategies were established for the targeting and delivery of suicide prevention
service and activities for men?

Activities implemented

There were no male-specific aftercare services or other clinical services established as part of the
Trial. One hundred and eighty-nine activities entered into the community-based activities database
(21% of the total) were marked as targeting men. Table 7.1 details the types and proportions of
activities targeting men.

Table 7.1 Types of activities for men

Activity type %
Awareness raising and engagement 29.3
| Capacity building | 64.6 ‘
Professional development and training for 2.8
GPs, health and mental health workforces
Information, services or other activities for 1.7

at-risk individuals, groups of people at higher
risk of suicide, or people with lived
experience of suicide

Implementation of guidelines, standards and .06
other quality improvements
| Other | 1.1 ‘

Capacity building was the most common activity targeting men. This included providing evidence-
based training programs such as Question, Persuade, Refer (QPR) and ASIST, and programs for which
evidence is still being developed, such as Tomorrow Man. The MATES in Construction program, and
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variations for mining and farming, were run at all six Sites. MATES offers General Awareness Training
in workplaces, as well as a ‘Connector’ program in which individuals receive additional training to
recognise workmates who may need help and connect them with support services. MATES programs
have some evidence of effectiveness, and are currently undergoing further evaluation.

Awareness-raising and engagement activities were the next most frequently implemented activity,
accounting for 28% of all activities. Male-specific workshops and events based on a range of
awareness programs, such as Stop Male Suicide, I’'m Not Afraid to Talk, and Save our Mates, many of
which focus on stigma reduction, redefining masculinity, and help seeking, were delivered and have
yet to be evaluated. Other activities included media campaigns featuring and aimed at men,
community events with guest speakers, often with lived experience of suicide, and the distribution
of information at public events such as farming field days.

Tailoring activities

There were two main approaches to tailoring suicide prevention activities for men. The first involved
implementing training programs, workshops and campaigns created specifically for men, as
described above. The second was delivering training or conducting awareness-raising activities in
environments where men gather (e.g., male-dominated workplaces, sporting clubs).

Other, less-used tailoring strategies were adopting a whole-of-community approach and targeting
partners, taking a general wellbeing non-health approach, and involving men with lived experience
of suicide as peer educators or community champions.

Activity promotion and recruitment

Men were considered to be a difficult-to-engage population, so the approach described above of
delivering programs in workplaces was the most commonly used recruitment strategy. Using
community champions was also considered an effective strategy to promote suicide prevention
activities, as was reaching men through their close support networks.

Involvement of people with lived experience of suicide

The involvement of men with lived experience of suicide was seen as an effective strategy for
engaging men in suicide prevention activities. Several Sites supported more men with lived
experience to take on that role by providing training (through Roses in the Ocean).

7.1.2 What strategies were found to be effective in preventing suicide deaths and suicidal
behaviour among men?

Outputs: participation

Consultations generally showed that there was a good uptake of activities targeting men, if not by
men themselves, then by their partners. Table 7.2 indicates participation in activities targeted at
men, noting that not all participants would have been men.

The workforce was the focus of 44% of activities for men. Fewer than 10% of workforce-focused
activities were targeted at health workforces, first responders, or education, while 81% were
described as “other workforces”. This reflects the overall approach of delivering programs directly to
men via male-dominated workplaces (e.g., steel mills, construction sites, local councils), rather than
training the broader sector to be more responsive to men at risk.

Table 7.2 Men: Activity type and participant numbers
Activity type Participants*
Awareness raising and engagement 2063
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Capacity building 2310
Professional development and training for GPs, health and mental health 71
workforces

Information, services or other activities for at-risk individuals, groups of 58
people at higher risk of suicide, or people with lived experience of suicide

Implementation of guidelines, standards and other quality improvements 13
Other 23
Total 4538

* Participant numbers for 11 activities are missing because they were not provided or were censored; they were estimated
audience reach numbers for media and campaigns based on the population catchment area, so overestimated
participation.

Outputs: appropriateness (met needs and expectations)

Men have consistently higher suicide rates than women in all age groups in national data, so in
broad terms any suicide prevention strategies targeting this part of the population are addressing a
need. As with general population activities (described below) , there was no systematic
quantification of gaps in terms of activities and services for men beyond general service availability
gaps identified in regional areas. Stakeholder consultations were the primary source of information
needs for this population group. Stakeholders from PHNs and communities considered the activities
delivered as part of the Trial met needs and that they had been well received.

Impacts: increased awareness and knowledge

Information on changes in awareness and knowledge was obtained from documents provided to the
evaluation, including a small number of pre-post and post-only questionnaires, and reports of
informal and anecdotal feedback in documents and from consultations with PHN Trial staff and
service providers. Impacts reported by those sources included improvements in:

e General awareness about mental health and suicide
e Knowledge about suicide

e Knowledge about how to help/where to get help

e Confidence to help

e Intention to help

e Willingness to seek help for self.

Many of the training programs targeting men have some evidence base supporting their
effectiveness in raising awareness, knowledge, and improving willingness and confidence to
intervene to offer aid, which could be expected to be replicated.

Impacts: increased service use

There were anecdotal reports from one Site of increased numbers of men seeking help from GPs.
Analysis of the PMHC MDS did not show any increased uptake of PHN-funded mental health services
by men attributable to the Trial.

Impacts: Integration and coordination

A few small and local instances of improved coordination of suicide prevention activity focused on
men was noted, although improvements overall coordination within Trial Sites will be relevant to
men. New linkages related to suicide prevention activities focused on men were formed between
offer PHNs and organisations providing activities as part of the Trial, primarily Mates in Construction.
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Impacts: other

Reporting from Mates in Construction indicated that men who had been trained to be connectors
had made referrals to services. Other impacts noted in anecdotal reports included that men had
used skills learnt in training programs to help others or had sought help for themselves; there was
less stigma and a greater openness to talking about suicide; lives were saved; participating as
trainers in Trial funded-activities had been healing for men with lived experience of suicide; and
there had been a general fostering of community connection.

7.1.3 Men: what challenges were encountered?

Several challenges related to planning suicide prevention activities for men, including difficulty in
engaging men directly in Trial planning, the lack of evidence on effective interventions for men, and
the scarcity of experts on men’s mental health and suicide in regional areas. It was noted that men
are not perceived as a minority population, so there was difficultly in engaging stakeholders to focus
on this group. Moreover, it was a challenging to effectively target activities for such a broad and
heterogenous group.

In terms of implementation, for programs delivered in places where men congregate, several
barriers were noted around getting access to and buy-in from those Sites — industries and
workplaces in particular. Administrative requirements and process have to be negotiated, and
without a champion in a management role arranging time off for training, venues and encouraging
participation, gaining access was difficult. It was also noted that stigma about mental health and
suicide remains a major barrier to engaging male-dominated organisations.

Stigma was also considered to be a barrier to engaging men to participate in mental health or suicide
prevention activities.

7.2 Focus Population —young people

Two Trial Sites specifically identified young people in the general population as a focus population,
with one focusing entirely on young people. Five other Sites offered programs or activities for young
people by including them in their chosen focus populations (Aboriginal and Torres Strait Islander
peoples, LGBTI people).

7.2.1 What strategies were established for the targeting and delivery of suicide prevention
service and activities for young people?
Activities implemented

Aftercare services established as part of Trial activities were not designed to cater to young people
and the service models generally explicitly excluded them.

One hundred and twenty-three activities entered into the community-based activities database
(17% of the total) were marked as targeting young people. Table 7.3 details the types and
proportions of activities targeting young people. (Cultural strengthening activities for Aboriginal and
Torres Strait Islander young people are described in Chapter 6.)

Table 7.3 Young people: Activity types

Awareness raising and engagement 54.5
Capacity building 30.9
Professional development and training for GPs, health and mental 0

health workforces
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X

Activity type

Information, services or other activities for at-risk individuals, 8.9
groups of people at higher risk of suicide, or people with lived

experience of suicide

Implementation of guidelines, standards and other quality 0.8
improvements
Other 4.9

Overwhelmingly the main focus of activities recorded in the community-based activities database
was awareness raising and engagement, aimed at both young people and those who work with
them. Activities included media and social media campaigns and community awareness-raising
events such as building RU OK benches in Schools.

Capacity building activities (including QPR) were delivered to people who work with young people,
particularly teachers and other school staff, or young people themselves (primarily Youth Aware
Mental Health, which was delivered in schools). Several other activities were focused on GPs, such as
developing a training resource for GPs for working with young people, and establishing GP referral
pathways for young people.

Other activities included providing small grants for community events, developing a postvention
response, developing referral pathways and conducting youth camps.

Tailoring activities

The main approaches to developing and tailoring Trial activities focused on young people included
selecting existing programs that were purposely designed for young people, developing media and
social media content specifically for young people, delivering activities via school, and peer delivery
of activities. They involved stakeholders from organisations that work with young people in activity
planning, including headspace, and collaborations with youth services and organisations and local
council youth programs. Another strategy for tailoring activities focused on young people was
targeting people who support youth, including parents and teachers.

Activity promotion and recruitment

Few promotion and recruitment strategies were described. By far the most common approach was
to try and deliver the activity where the audience is usually found, that is, schools or other places
where youth congregate, and local council youth groups. Media, and particularly social media, were
important vehicles for promoting Trial-related activities to young people.

Involvement of people with lived experience of suicide

Young people with lived experience of suicide were involved in planning at two Sites, which
collaborated with headspace to ensure they were properly supported. Lived experience training for
young people was also offered at two Sites.

7.2.2 What strategies were found to be effective in preventing suicide deaths and suicidal
behaviour among young people?

Outputs: participation

Table 7.4 indicates participation in activities focused on young people.

Table 7.4 Participation numbers in young people-focused activities

Activity type Participants*

Awareness raising and engagement 3962
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Capacity building 913
Information, services or other activities for at-risk individuals, groups of 16
people at higher risk of suicide, or people with lived experience of suicide

Implementation of guidelines, standards and other quality improvements 2
Other 802
Total 5695

* Participant numbers for two activities are censored because they were missing or were estimated audience reach
numbers for media and campaigns based on the population catchment area, so overestimated participation.

Only 20 activities focused on young people were workforce related (16%). The main workforces
targeted were community health organisations and related services, schools or other educational
institution personnel, and volunteer or community groups providing services or support.

In consultations, one Site reported substantial uptake of QPR training by teachers in schools in the
region, with over 500 trained. Service providers at three Sites reported good attendance and
participation in activities they delivered.

Outputs: appropriateness (met needs and expectations)

Stakeholders considered that Trial activities for young people met an identified need, were useful,
and complemented PHN activities and services already commissioned. They also noted gaps that
were not addressed, specifically for LGBTI young people, and young people who are not engaged
with services.

Impacts: increased awareness and knowledge

Changes in awareness and knowledge were noted in summaries of pre-post and post-only
questionnaires and reports of informal and anecdotal feedback. Outcomes reported by those
sources included improvements among young people in:

e General awareness about mental health and suicide
e Knowledge about suicide

e Knowledge about how to help/where to get help

e Confidence and intention to help.

A case—control evaluation at one Site found that young people felt more supported in schools where
staff had undertaken QPR training than in schools with no QPR-trained staffed. School staff and
other who had undertaken evidence-based programs such as QPR could be assumed to have gained
skills and knowledge that have been demonstrated in the evidence.

Impacts: increased service use

There were anecdotal reports of increased help seeking by young people. Analysis of the PMHC MDS
did not observe any increased uptake of PHN-funded mental health services by young people
attributable to the Trial.

Impacts: integration and coordination

The two Trial Sites with an explicit focus on young people both established strong linkages with
headspace as the key youth organisation. headspace was involved through membership of Trial
Committees, co-locating a Trial youth project officer at headspace, commissioning headspace to
deliver activities, and involving the headspace youth reference group in planning. headspace was
also involved as a stakeholder at Sites without a declared youth focus, but which included activities
for young people belonging to their other focus populations.
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Other linkages pursued through Trial Committees included with youth services, NGOs, schools and
state education departments. At one Site a local school network, made up of school principals, local
youth service providers, clinical representatives from the local hospital, the local youth and family
team and the PHN, was established and provided guidance to the Trial Site.

Some improved local coordination was observed, including the development of a coordinated
postvention response protocol; the development of information on service availability and pathways
for young people to access services; and connecting existing resources for young people within the
system including GPs and headspace centres.

Impacts: other

There were anecdotal reports of a reduction in stigma in talking about suicide among young people
and community members.

7.2.3 Young people: what challenges were encountered?

The most common challenge encountered was obtaining buy-in from schools and education
departments, which hindered the implementation of suicide prevention activities. Accessing schools
was difficult for several reasons, including schools being hesitant to participate due to being
generally risk averse or concerned about managing duty of care issues, education department
unwillingness in terms of teacher training initiatives, and the challenge of integrating suicide
prevention with other mental health, health and general wellbeing initiatives targeted at young
people via schools.

Other challenges included engaging meaningfully with young people in planning and governance;
difficulty in engaging GPs; the lack of services in general for young people in regional areas, or lack of
service capacity to meet demand; lack of parental engagement; and ensuring the safety of young
people who were delivering programs or activities.

7.3 Focus population — ex-ADF members and their families

A single Site focused on suicide prevention for ex-ADF members and their families.

7.3.1 What strategies were established for the targeting and delivery of suicide prevention
service and activities for ex-ADF members and their families?

Activities implemented

No aftercare services were commissioned, in keeping with an overall focus of the Site on “upstream
factors”# and due to concerns about the sustainability of new services at the conclusion of the Trial.

As would be expected for a single Site, in the community-based activity database, fewer activities
were noted as specifically targeting ex-ADF members and their families than for other focus
populations. However, a range of general population activities were also undertaken at that Site
which were not included in that count. Moreover, many of the activities implemented were
recurring, such as weekly support sessions, but are recorded as a single activity in the database.
Table 7.5 details the type of activity and proportion of activities directly targeting ex-ADF members
and their families.

4 Upstream factors refers to psychosocial and situational factors that may make an individual more vulnerable to mental
illness and suicidal thoughts and acts.
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Table 7.5 Ex-ADF members and their families: Types of activities

Awareness raising and engagement 20.7
Capacity building 17.2
Information, services or other activities for at-risk individuals, 55.2

groups of people at higher risk of suicide, or people with lived
experience of suicide

Implementation of guidelines, standards and other quality 3.5
improvements
Other 3.5

Over half the activities were coded as information, services or other activities for high-risk groups of
people, in that they focused on creating connections for socially isolated ex-ADF members
considered to be at risk. Those activities were not overtly focused on suicide prevention or mental
health. They included community grant-funded activities for ex-ADF members such as volunteering
to help drought-affected farmers, exercise classes, forming a dragon boat team, and art workshops.
A flagship development was a peer-worker program which was adopted by Open Arms, a
Department of Veterans Affairs (DVA) agency which provides psychological counselling and support
for ex-ADF members.

The range of awareness raising and engagement activities included media and social campaigns
developed with the assistance of a professional communications agency, and community events.

Capacity-building activity consisted of the delivery of training programs, including the Community
Based Response to Eliminating Suicide and Conversations for Life programs.

Implementation of guidelines activities involved training on the responsible reporting of suicide
guidelines for the media.

Other activities undertaken included developing health pathways for ex-ADF members, supporting
research related to Traumatic Brain Injury, and providing funding support to a community advocacy
and support agency that assists ex-ADF members make DVA claims.

Tailoring activities

A range of strategies were employed, most of which were aimed at tailoring the overall approach of
the Trial rather than individual activities. They included adopting an overall focus on connected and
wellbeing rather than suicide prevention; recognising and working with rank and hierarchy within
the ex-ADF community; developing an understanding of the ADF and ex-ADF culture, including their
psychology and language; and broadening the scope of the Trial to include families in order to reach
those who support ex-ADF members.

At the intervention level, selecting training programs that were more acceptable to ex-ADF members
(i.e., those with Australian rather than United States content) was an instance of tailoring.

Activity promotion and recruitment

Recognising that higher-risk ex-ADF members were more likely to be disconnected from and possibly
distrustful of mainstream DVA programs, promotion focused on establishing a distinct identity for
the Trial and branding was developed to make clear the programs were not DVA. A communications
company was engaged to develop the branding strategy.

Other promotion strategies used included capitalising on the high profile of the Steering Committee
chair and using local networks, including the local suicide prevention network, ex-ADF networks and
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organisations, as well as the networks of the Steering Committee and Working Group members, to
promote Trial activities.

Word of mouth and community champions were key strategies for engaging those who were
distrustful of official DVA and ADF agencies and services. The Trial Site also undertook a sustained
and professionally produced campaign of media activity, including local media and social media, to
both promote Trial activities and raise awareness around the key wellbeing and connectedness
messages.

Involvement of people with lived experience of suicide

Ex-ADF members with lived experience of suicide were involved throughout the Trial planning and in
delivery of activities. It was considered that ex-ADF members with lived experience of suicide play an
important role in reducing the stigma around help seeking and vulnerability that is inherently
present in the defence forces. Training for people with lived experience of suicide to become
advocates and share their stories safely was also provided as part of the Trial. What strategies were
found to be effective in preventing suicide deaths and suicidal behaviour among ex-ADF?

Outputs: participation

Seven hundred and seventy-one people participated in the community-based activities for ex-ADF
members and their families, and stakeholders reported that activities were well attended. Table 7.6
gives a breakdown of participant numbers.

Table 7.6 Activities focused on ex-ADF members and their families: participation numbers

Awareness raising and engagement 160
Capacity building 181
Professional development and training 0
Information, services or other activities for at-risk 402
individuals or groups of people at higher risk of suicide

Implementation of guidelines, standards and other quality 8
improvements

Other 20
Total 771

* the participant # is missing for one activity because it was a large media campaign.

The participation numbers in Table 7.6 exclude those for a multi-platform media campaign, Check
Your Mates — a major Trial activity. The campaign was focused on getting community members to
check on a friend at times of the year when socially isolated individuals may be at increased risk
(e.g., Anzac Day, Christmas). Data show there were over a million engagements with the social
media campaign, mostly among men in their early 20s and 30s, a group which would include many
ex-ADF members.

Eleven activities were recorded as being workforce focused. These aimed at raising awareness or
building capacity in workforces which had a high representation of ex-ADF members, such as first
responders, or health and support service provider agencies which would have ex-ADF member
clients.

Outputs: appropriateness (met needs and expectations)

Stakeholder considered that Trial activities focused on ex-ADF members complemented existing PHN
activities, because ex-ADF members had not been identified as a population group in PHN service
planning. It was also noted that the Trial represented the first instance of an empowerment

75



approach being taken to address ex-ADF mental health and wellbeing. Stakeholders felt that there
were gaps remaining around transition out of the services that required attention.

Impacts: increased awareness and knowledge

Information on changes in awareness and knowledge was obtained from documents provided to the
evaluation, including feedback surveys from training programs and engagement activities, reports of
informal and anecdotal feedback, and reports from consultations with PHN Trial staff and service
providers. Outcomes reported included improvements in:

e General awareness about mental health and suicide
e Awareness and knowledge about suicide
e Awareness of available health, mental health and financial and employment services.

Impacts: integration and coordination

At this Site a high level of coordination was achieved through the establishment of a robust and
inclusive governance structure and close collaboration with a general-population suicide prevention
network. The Steering Committee brought cross-agency and cross-interest group organisations
together and facilitated linkages between health and mental health sector and ex-serviceperson and
veteran support services.

Key linkages formed were with the DVA; the OASIS, which is a new ex-ADF members wellbeing
centre being launched in the region; the local hospital and local private psychiatric inpatient
hospital; and the local suicide prevention network.

The local suicide prevention network was a key partner, with strong representation on the Trial
Steering Committee and leading one of the Working Groups in a funded role. There was close
coordination of events and activities between the Trial and the local suicide prevention network.

There were links with the ADF at a local level, through locally based senior personnel, but not at the
departmental level. Established ex-ADF organisations, such as the Returned & Services League (RSL),
were included in consultations but did not have a strong presence on the Trial Committees.

Impacts: other

There were anecdotal reports of a reduction in return to psychiatric inpatient care following
participation in a wellbeing program; increased help seeking; men checking on mates; upscaling of
the peer program nationally by Open Arms; that participating in Trial programs, especially in
community grant programs, “saved lives”; and a reduction in stigma due to people having more
open conversations about suicide.

Multiple stakeholders considered the community grants program to be a novel mechanism to
empower ex-ADF individuals.

7.3.2 Ex-ADF members and their families: what challenges were encountered?

Several challenges were identified in the planning and implementation of suicide prevention
activities for ex-ADF members and their families. Ex-ADF members and their families are a scattered
population, and although some localities may have a more concentrated population and be
amenable to place-based approaches, it can be hard to balance relevance to local conditions with
scalability. The lack of data on suicide among ex-ADF members is a challenge for planning. The
diversity of the ex-ADF population, including young men, First Nations peoples and LGBTI people,
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needs to be considered. In addition, reaching isolated ex-ADF members and engaging with those
who mistrust civilian services but also DVA and ADF affiliate services is a challenge.

Other challenges include managing relationships in the context of competition between
organisations in the ex-ADF sector, negotiating the culture clash between ADF background and
civilians, and COVID-related obstacles to the delivery of Trial activities.

7.4 Focus population — LGBTI people

Two urban Sites elected to focus on LGBTI people, with one focusing exclusively on that group.

7.4.1 What strategies were established for the targeting and delivery of suicide prevention
services for LGBTI people?

Activities implemented

Both Sites commissioned aftercare services, because they determined that this was a service gap
insofar as LGBTI people often did not feel safe presenting to mainstream services.

One hundred and fifty-two activities entered into the community-based activities database (21%)
were classified as focusing on LGBTI people. Table 7.7 details the types and proportions of activities
targeting LGBTI activities.

Table 7.7 LGBTI people: Types of activities

%
Awareness raising and engagement 26.3
Capacity building 40.1
Professional development and training for GPs, health and mental 14.5
health workforces
Information, services or other activities for at-risk individuals, 11.8

groups of people at higher risk of suicide, or people with lived
experience of suicide

Implementation of guidelines, standards and other quality 2.0
improvements
Other 5.3

Awareness and engagement activities included media and social media campaigns, participation in
Pride Day events and hosting community events.

Capacity building activities included SafeTALK, ASIST and Mental Health First Aid. Capacity building in
suicide prevention was aimed at specialist LGBTI services.

Activities focused on professional development and training for general practice and health
professionals included delivery of Advanced Suicide Prevention Training to GPs. Another focus
professional development activities was making general practices and health services culturally safe
for LGBTI people, and at one Site an affirmative practice module was developed and delivered.

Information, services or other activities for at-risk individuals or groups of people at higher risk of
suicide, aside from the aftercare services, included individual and family mentoring programs and
social connection and support activities.

Other activities included research on peer support, establishing a community of practice and
developing health pathways for LGBTI communities.
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Tailoring activities

The overall co-design process was the mechanism for ensuring activities were tailored for the LGBTI
community. It involved adopting a trauma-informed approach and considering the intersectional
issues facing communities in the planning process.

At the activity level, tailoring activities included involving specialist LGBTI organisations in developing
and delivering activities and adapting existing training programs such as SafeTALK to become LGBTI
inclusive and affirmative. At one Site, a whole-of-population campaign was undertaken to reach
people who don’t necessarily align themselves with the LGBTI community.

Activity promotion and recruitment

Promotion and recruitment for the aftercare services are described in Chapter 5. The main avenues
for promoting programs and activities were word-of-mouth and referral among commissioned
providers. The delivery of activities by established and trusted specialist LGBTI organisations was key
to getting people to participate and engage.

Involvement of people with lived experience

People with lived experience of suicide were involved in a range of ways, including through activity
delivery as a peer workforce, in the planning and design of Trial activities, participating in lived
experience training, and participating in tender evaluation panels. It was also noted that often
stakeholders participating in some other capacity had lived experience of suicide, and that it was
important to be cognisant of which “hat” they were wearing at a particular time.

7.4.2 What strategies were found to be effective in preventing suicide deaths and suicidal
behaviour among LGBTI people?

One Site has commissioned an evaluation of the Trial activities and services, but its results were not
available to the national evaluation. Impacts identified for aftercare services are discussed in
Chapter 5. This section describe the outputs and anticipated impacts from the other Trial activities
focused on LGBTI people.

Outputs: participation

Consultations generally showed that there was a good uptake of activities for LGBTI people,
including their being waitlists for aftercare services and other Trial programs, and requests for
additional training. Table 7.8 provides participant numbers for LGBTI-focused activities by type.

A total of 1981 people participated in workforce-focused activities. Community health organisations
and related services were the primary target workforce, reflecting the focus on building suicide
prevention capacity in specialist LGBTI services and organisations.

Table 7.8 Community-based activities targeted at LGBTI people

Awareness raising and engagement 1068
Capacity building 887
Professional development and training 1063
Information, services or other activities for at-risk 498
individuals or groups of people at higher risk of suicide

Implementation of guidelines, standards and other quality 99
improvements

Other 17
Total 3632*
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* Participant numbers for 19 activities are missing because they were not provided or were censored
due to being estimated audience reach numbers for media and campaigns based on the population
catchment area, so overestimated participation.

Outputs: appropriateness (met needs and expectations)

Providing LGBTI-focused aftercare services met an identified need, because no such services existed
previously in either PHN. Stakeholders agreed that LGBTI people often did not feel safe presenting to
mainstream services. Trial services and activities complemented existing PHN services, because
neither offered mental health or suicide prevention programs to this population specifically. They
also complemented activity offered by specialist LGBTI services who did work related to alcohol and
drugs or mental health, but not suicide prevention specifically.

Impacts: increased awareness and knowledge

Information on changes in awareness and knowledge was obtained from documents provided to the
evaluation, including pre-post and post-only questionnaires, reports of informal and anecdotal
feedback, and reports from consultations with PHN Trial staff and service providers. Outcomes
reported included improvements in:

e General awareness about mental health and suicide

e Knowledge about suicide

e Knowledge about how to help/where to get help

e (Capacity to respond to suicidality within the community.

There was no information available on improvements in cultural safety for LGBTI people at
mainstream services.

Impacts: increased help seeking

Anecdotal information from consultations suggests increased service referrals and uptake of
services. Data from the PMHC MDS was not suitable for investigating changes in mental health
service use in this focus population.

Impacts: integration and coordination

At both Sites the Trial created new collaborations and coordination between organisations, some of
which were formerly in competition and fragmented. It was recognised that this coordination was
mainly between specialist LGBTI organisations, and there is still work to be done to achieve greater
integration and coordination with mainstream services. Improved coordination of suicide prevention
programs with other programs and services for LGBTI people occurred within commissioned
provider organisations.

Impacts: other

Anecdotal reports identified an increase in the suicide prevention workforce capacity by building a
peer workforce; empowering the community through taking a community-led approach to the Trial
in general; and building the evidence base for LGBTI suicide prevention through research and
evaluation.

7.4.3 LGBTI people: what challenges were encountered?

While ultimately a successful process, the co-design process was lengthy and required some difficult
conversations to reduce pre-existing tensions or competitiveness and form solid relationships.
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Other challenges were accommodating the diversity of the LGBTI population, including intersectional
identities, and the limited capacity of small volunteer-run community organisations to participate.
Historical competition for funding had resulted in distrust across the sector, and the dominance of
large organisations meant relationships took time to build. One Site encountered resistance from
schools to LGBTI-focused training programs. In common with other focus populations, the lack of
evidence on the most effective and acceptable interventions was an obstacle for planning.

7.5 Focus population — older adults

A single Site elected to focus on older adults.

7.5.1 What strategies were established for the targeting and delivery of suicide prevention
service and activities for Older Adults?

Activities implemented

There were no aftercare services or other clinical services for older adults established as part of the
Trial. Other activities focused on older adults included PHN-level and local initiatives. In total, there
were 12 activities recorded in the community-based activities database (1.1% of the total).

Most activities for older adults (66.7%) consisted of awareness raising and engagement, and
included activities primarily aimed at those who work with older adults, although there were
activities provided for older adults themselves. Activities included community champion-facilitated
events and conversations with older people. These activities were about wellbeing and social
isolation, rather than suicide or mental health explicitly.

A small number of capacity building activities were delivered, including Mental Health First Aid for
Older people, and SafeTALK.

Other activities included creating a service directory, providing community grants for small outreach
events aimed at reducing social isolation rather than directly addressing suicide prevention, and the
development of a suicide response plan.

Tailoring activities

The main strategies for tailoring activities to suit older adults were delivery of training programs or
workshops specific to suicide prevention in older adults; collaborating with organisations which work
with older adults; and focusing on wellbeing and taking a social isolation perspective.

Activity promotion and recruitment

Promotion strategies included enlisting community champions, word of mouth and creating a poster
campaign to raise awareness of activities. In order to reach socially isolated older adults in the
general community population-wide campaigns were implemented.

Involvement of people with lived experience of suicide

Older adults with lived experience of suicide were involved as members of the Trial Committee and
as community champions who delivered awareness activities and events.
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7.5.2 What strategies were found to be effective in preventing suicide deaths and suicidal
behaviour among older adults?

Outputs: participation

Over 700 people participated in activities recorded in the community-based activity dataset, the
overwhelming majority of whom attended awareness-raising and engagement events.

Outputs: appropriateness (met needs and expectations)

Little information was gathered regarding the appropriateness of Trial activities, but stakeholders
mentioned in consultations that Trial information and awareness activities facilitated connections
between older adults and services that did not exist prior to the Trial.

Impacts: increased awareness and knowledge

A single post-activity participant feedback report indicated benefits from participation in an expert
workshop in terms of being more knowledgeable about suicide and its causes, how to help someone
who may be at risk, and where to get help. Community stakeholders considered good progress had
been made in raising awareness about the social isolation of older adults and the available support
services, but not specifically about suicide, because that was not the aim of the majority of activities.

Impacts: integration and coordination

Stakeholders described the development of linkages between the PHN and mental health service
providers, local councils and other community organisations working with older adults (e.g., the
RSL). One staff member mentioned that the PHN had engaged with the Council of the Ageing but
that this had not led to their substantive involvement in the Trial..

Linkages were made with existing older adult community groups to provide suicide prevention
information, although not explicitly about suicide or mental health but instead framed around social
isolation and wellbeing.

Impacts: other

Community members assumed that community connection and discussions about social isolation
and wellbeing would reduce social stigma around mental health, but no evidence is available.

7.5.3 Older Adults: what challenges were encountered?

An overall challenge was the inability to achieve substantive buy-in from stakeholders, including
local organisations contracted to implement Trial activities. Engaging the aged-care sector and
building partnerships was difficult, because it does not see suicide prevention as its core business.
Moreover, competition between service providers was a barrier to engaging stakeholders in the
sector. The general lack of time of key health sector stakeholders, including GPs, hospital staff and
aged care workers, to participate in the Trial was a challenge.

Barriers to direct engagement with older adults were noted, including that this is a broad and
diverse population group, and the difficulty in reaching those who are not in contact with aged care
support services or aged care.

There was resistance to specifically targeted suicide prevention due to stakeholder preferences for
focusing on wellbeing and social isolation, and reaching older adults through their children or
families was not explored as an option. COVID-19 was a significant challenge due to the vulnerability
of this focus population.
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Outputs and impacts: General population

Although the Trial was designed to focus on priority population groups, most Trial Sites also
implemented activities for the general population. Sites with a single focus population often
included some general population activities as a way of reaching members of their focus population
who may not identify with that population or participate in focused activities. This chapter discusses
Trial activities that were not described in the context of a particular focus population group. It
presents a synthesis of the key findings from multiple data sources related to the Trial outputs and
impacts for the general population. Detailed information about general population activities can be
found primarily in chapters 11, 12, 14, 16, and 23.

Following the program logic, this chapter outlines findings and learnings regarding the achievement
of objectives in the implementation, output and impact steps. Specifically, section 8.1 describes how
the objective of implementation of community-based activities for the general population was met,
including types of activities and how they were promoted. Section 8.2 then describes the key output
of community participation as well as outputs that support community participation, that is if the
activities met identified needs and expectations. Section 8.2 also describes the impacts resulting
from the achievement of output objectives, including changes in awareness and knowledge,
community capacity, mental health service use and other impacts. Additional impacts of the
implementation of Trial activities for the general population with respect to increasing coordination
and service integration are also noted.

7.6  What strategies were established for the targeting and delivery of suicide
prevention service and activities for general population?
Activities implemented

Information on the types and numbers of activities was primarily collected via the community-based
activity database into which Trial Sites entered descriptive data on non-aftercare service activities.
Thirty-five per cent of activities entered into the community-based activities database (n=386) were
marked as not specifically targeting one of the Trial focus populations.

Table 7.9 details the types and proportions of all general population activities.

Table 7.9 Types of activities for the general population

Awareness raising and engagement 30.2
Capacity building 47.2
Professional development and training for GPs, health and mental health 9.8
workforces

Information, services or other activities for at-risk individuals, groups of people 2.1
at higher risk of suicide, or people with lived experience of suicide

Implementation of guidelines, standards and other quality improvements 6.0
Other 4.7

Capacity building activities represented almost half of the activities implemented for the general
population. They took the form of a range of training programs for communities, including programs
for which there is evidence available such as ASIST, Mental Health First Aid, SafeTALK.

Awareness-raising and engagement activities accounted for 30% of general population activities.
These included media and social media campaigns on suicide, mental health and/or general
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wellbeing, a wide variety of community events including exhibitions, family fun days, workshops and
forums, and producing and distributing information and resources on available services.

Professional development and training for general practice and other health, mental health and
allied health workers included the Screening Tool for Assessing Risk of Suicide Workshop for GPs and
Advanced Suicide Prevention Training for health professionals.

Information, services or other activities for at-risk individuals, groups of people at higher risk of
suicide, or people with lived experience of suicide included a range of activities in addition to
aftercare services described above. These included support services for individuals, supporting
bereavement groups, drop-in and support groups, and developing a “warm line” to provide non-
crisis support. Multiple Sites offered training to people with lived experience of suicide to become
advocates and tell their stories safely.

Implementation of guidelines, standards and other quality improvements, in terms of general
population activities, principally involved training for media professionals and others who engage
with the media on responsible reporting of suicide guidelines.

Other activities included research, scholarships, developing postvention protocols, developing
referral and health pathways, sponsoring conference attendance for PHN and/or contracted
organisation workers, establishing and/or supporting local suicide prevention networks, and (at one
Site) work to improve safety at a known local suicide hotspot.

Tailoring activities

By definition, general population activities are not tailored to specific populations, but they were
tailored (particularly in regional areas) in a place-based manner, including through using local stories
in information resources or media campaigns, engaging community champions, linking in with local
events, and contracting local organisations to implement Trial activities.

Almost half of all activities were workforce related, either through the delivery of activities in
workplaces, through focused training for particular professions, or the activities themselves being
aimed at building a suicide prevention workforce.

Activity promotion and recruitment

Community activity and programs were promoted by a range of approaches, including local media,
social media and websites; through local community organisations, businesses and networks,
including suicide prevention networks; word of mouth; using community champions; and through
PHN networks.

Involvement of people with lived experience of suicide
People with lived experience of suicide were involved in delivering some training programs, and

shared their stories through materials such as calendars, books and media campaigns.

7.7 What strategies were found to be effective in preventing suicide deaths and
suicidal behaviour among the general population?
Outputs: participation

Trial Sites provided participation numbers for the activities recorded in the community-based
activities database. Table 8.2 indicates participation in general population activities.
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Table 7.10 Number of participants by Trial activity type
Activity type Participants*

Awareness raising and engagement 5,074
Capacity building 3,647
Professional development and training for GPs, health and mental health 618
workforces

Information, services or other activities for at-risk individuals, groups of people at 72
higher risk of suicide, or people with lived experience of suicide

Implementation of guidelines, standards and other quality improvements 552
Other 251
Total 10,214

* Participant numbers for 11 activities are missing because they were not provided or were censored due to being
estimated audience reach numbers for media and campaigns based on the population catchment area, so overestimated
participation.

For activities focused on the workforce, the main target was community health organisations and
related services, and volunteer or community groups providing services or support. Other
workforces targeted included schools, Aboriginal and Torres Strait Islander service providers, PHN-
commissioned services and emergency or crisis response services. A total of 5,173 participants were
reported as attending the workforce-focused activities recorded in the database.

Outputs: appropriateness (met needs and expectations)

Community-based activities for the general population were implemented as part of the overall
strategy for adopting a multi-component systems approach. There was no systematic assessment of
the extent to which such activities were currently being delivered in the Trial Sites, but needs
analysis activities (see Section 3.1.1), particularly community stakeholder consultations, identified a
need for these types of activities. Indeed, at some Sites there were unmet community expectations
about the extent of programs that were needed and which the Trial could provide.

Community stakeholders from six Sites considered that the shift towards delivery of a person and
community-centred approach to suicide prevention was a key outcome of the general population
Trial activities. Stakeholders saw this as promoting a broader focus on the community, rather than
health or clinical responses to suicide, that included the voices of people with lived experience.

Impacts: increased awareness and knowledge

Information on changes in awareness and knowledge was obtained from documents provided to the
evaluation including a limited number of pre-post and post-only questionnaires, and reports of
informal and anecdotal feedback in documents and from PHN Trial staff. The results of participation
in Trial activities reported in those data sources included improvements in:

e General awareness about mental health and suicide
e Knowledge about suicide

e Knowledge about how to help/where to get help

e Confidence to help

e Intention to help

e  Willingness to seek help for self.

Moreover, many of the training programs implemented have some evidence base supporting their
effectiveness in raising awareness, knowledge, and improving willingness and confidence to
intervene to offer aid. The program logic approach assumes that those gains will be replicated in
those who undertook those programs as part of the Trial.
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Impacts: improved community capacity

Stakeholders considered that the overall approach of the Trial of providing the community with a
grounding in evidence-based narratives and supporting data worked to increase their knowledge
and confidence to undertake suicide prevention, empowered and engaged community to be part of
the change, increased community pride, ownership, connectedness and resilience, and provided the
community with an understanding of how systems work and how to work with them.

Impacts: increased mental health service use — primary mental health care minimum dataset

Analysis of the PMHC MDS revealed no increased uptake of PHN-funded mental health services in
the general population related to the Trial.

Impacts: integration and coordination

Stakeholders identified a small number of instances in which some integration occurred and
coordination improved. These included organisations jointly providing activities, partnerships
formed between key stakeholders, and the establishment of ongoing local suicide prevention or
mental health and wellbeing networks.

Impacts: other

Other impacts reported by stakeholders included feedback from GPs that there seemed to be less
stigma and that more people were seeking help for mental health problems; improved knowledge
and capacity for suicide prevention in the PHN network; and the adoption of new approaches to
funding and commissioning services at PHNs that were more flexible and incorporated a broader
range of programs.

7.8 General Population: what challenges were encountered?

Engaging general practice and getting GPs to attend training was a frequently mentioned challenge.
This was due to the multitude of demands on GPs’ time, the transient GP workforce in regional
areas, the business model of general practice clinics, and the time commitment required for some of
the GP suicide prevention training packages.

Other challenges included sustaining community involvement and engagement in local suicide
prevention networks and activity over time, getting national training organisations to come to
regional and rural locations to deliver training, working within the short Trial timelines, and the
disruption to delivery of activities due to COVID-19.
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8 Outcomes: Suicide and suicide attempts

The difficulty in directly assessing the outcome of Trial activities in terms of reduction in suicides and
suicide attempts have been described above. Nonetheless the evaluation did endeavour to
investigate those outcomes. Stakeholders at several Trial Sites provided anecdotal information of
reductions in suicide attempts and lives saved. However, the main examination of the key outcomes
of suicide deaths and suicide attempts was through an epidemiological analysis of two routinely
collected datasets that investigated, at a population level, if any effects of the Trial could be
detected for the two key outcomes: suicide deaths and hospitalisations following self-harm. In
addition, dynamic simulation modelling exercises were conducted to model the potential for
reducing suicide deaths and/or hospitalisations for self-harm by implementing multi-component
approaches.

This chapter presents key results for the analysis of national mortality data and national data on self-
harm hospitalisations. Detailed information the analysis methods and results can be found in
Chapter 26.

8.1 Epidemiological analysis
8.1.1 Hospitalisations for self-harm

Self-harm hospital admission data for all jurisdictions for June 2010—June 2019 were obtained from
the National Hospital Morbidity Database, administered by the AIHW. Monthly rates of hospital
admissions over time within Trial PHNs were examined, and admission rates in Trial PHNs were
compared with a control group of PHNs which were not taking part in other suicide prevention trials
(e.g., the NSW LifeSpan Trial). Analyses were controlled for sex, age-group, socio-economic status,
year and month.

Within the Trial regions only, comparison of data from the periods before and during the Trial found
no evidence of a reduction in rates of hospital admissions for self-harm during the Trial period.

Comparison of Trial and non-Trial regions showed no difference in the rate of hospital admissions for
self-harm during the Trial period, or in the rate of change in hospital admissions for self-harm
between 2010 and 2019.

Where data were available for focus population groups — men and young people — analysis likewise
showed no reductions in hospital admissions for self-harm.

8.1.2 Suicide deaths

Australian Bureau of Statistics cause of death data were obtained for January 2010-December 2018,
the last month for which data were available. Monthly rates of suicide death over time within Trial
PHNs were examined, and Trial PHNs were compared with a control group of PHNs which were not
taking part in other suicide prevention trials. Analyses were controlled for sex, age-group, socio-
economic status, year and month.

Within the Trial regions only, comparison of data from the periods before and during the Trial found
no evidence of a reduction in the rate of suicide deaths during the Trial period.

Comparing Trial and non-Trial control regions revealed no difference in the rate of suicide deaths
during the Trial period, or in the rate of change in suicide deaths between 2010 and 2018.

Where data were available for focus population groups — men and young people — analysis likewise
showed no reductions in suicide deaths.
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8.2 Systems modelling

Systems modelling demonstration scenarios from two Sites (Western NSW and Perth South),
showed how implementing particular interventions and combinations of interventions can have
different impacts on outcome measures, in part attributable to differences in service system
infrastructure. These scenarios were for demonstration purposes only and did not reflect actual Trial
activities or outcomes.

Models found that implementing GP training alone had little impact on mental health-related ED
presentations, self-harm hospitalisations or suicide deaths. Combining GP training with mental
health education programs reduced suicide deaths in the Perth South region, but unexpectedly
significantly increased suicide deaths in the Western NSW region.

This unintended consequence arising from two evidence-based interventions applied in combination
is explained, in the Western NSW region, by the additional mental health service demand generated
beyond the availability of baseline service capacity, driving increases in the rate at which patients
disengage from services as a result of increases in mean wait times and dissatisfaction with the
quality of care they receive. Disengagement from the mental health system prolongs heightened
psychological distress and increases the risk of suicidal behaviour.

In addition to differential impacts of interventions (both individually and in combination), the timing
of impacts can also differ, and for both Sites will be well after the Trial and evaluation. For example,
mental health education programs implemented in 2021 in the Perth South catchment would be
unlikely to demonstrate impact until at least early 2027, whereas in the Western NSW catchment a
positive impact is unlikely to be seen until late 2027 after a period of no impact. This has significance
for the design of traditional evaluations, because potentially promising interventions may not show
impacts during the traditional 2—3-year evaluation due to demand/capacity dynamics in local areas
and other interventions being implemented in parallel, and hence may be inaccurately and
dismissed as ineffective.

87



9 Conclusions and considerations for policy

The Evaluation framework provided guiding questions to consider in terms of evaluating the
implications for policy of the Trial learnings in each the three domains of planning, adopting a
systems approach and suicide prevention services and activities for focus populations. This chapter
presents overall conclusions of the evaluation structured around those questions, namely: common
issues across all Sites; essential factors; characteristics of a systems approach in the Australian
context; and successful strategies that may be scaled up. Finally, it provides some overarching
considerations for policy drawn from those conclusions.

9.1 Conclusions—Planning
9.1.1 Were there common issues across Sites?

Stakeholders

A universally identified issue was that stakeholder engagement and a consultative planning process
takes time. Time is required to establish trust, build or rebuild relationships between community
stakeholders and between the PHN and community, and to establish a shared understanding and
common language across diverse stakeholders.

Sites experienced difficulties in engaging certain stakeholder groups, particularly GPs, and
representatives from hospitals and state education departments. The main barrier for GPs was that
they were time poor and had competing demands. There was no common barrier for hospitals and
state education departments, but getting buy-in at senior levels was sometimes hard.

Representation from a broader range of government portfolios, such as employment and social
services, was not widely or consistently included.

The capacity of community and NGO service provider stakeholders to participate was a common
issue. Many stakeholders had little time due to work commitments, belonged to small unfunded
community organisations, and had multiple competing demands, particularly in regional areas.

Identifying needs

The difficulty in accessing relevant local data on rates of suicide and suicide attempts to inform
planning was a common issue. This was sometimes because data custodians could not release data
specific enough to local areas and focus populations for confidentiality reasons (e.g., the small
number of suicide deaths), or because relevant data were not systematically collected (e.g., suicide
attempt data by ex-ADF status).

Planning process

Approaching planning as a one-off phase at the beginning of the Trial did not accommodate the
scale or complexity of the Trial or the need to build capacity in PHNs and among stakeholders in
evidence-based suicide prevention.

There was tension between community-driven approaches and evidence-based approaches. A key
underlying factor in this tension was that the view that the evidence base was centred around a

health or mental health response to suicide, whereas the community approach tended to be more
holistic and emphasised/attempted to respond to the broader social drivers and protective factors.

The Trial Coordinator role is pivotal, and when this role became vacant, activity stalled. Lack of role
clarity, complexity of the role, burnout and insecurity of tenure all contributed to staff turnover.
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Across Trial Sites, both PHN staff and stakeholders identified the need for more information and
support on operationalising a systems approach.

Evidence base

The lack of specific evidence for local contexts or focus population groups was a frequently identified
issue. It was noted that the published evidence on effective interventions is largely drawn from
metropolitan locations in Europe or North America, and rarely addresses population sub-groups. The
applicability of that evidence to regional Australia and for Trial focus populations is unclear.

9.1.2 What factors are considered essential for effective planning?
Stakeholders

Broad and inclusive stakeholder engagement is essential for effective planning to ensure that
planned strategies meet the needs of the community and to support the implementation and uptake
of services and activities.

Getting the right stakeholders involved, in terms of their roles within the community or their
organisations/agencies and their capacity to contribute, is also a key factor. The involvement of
decision-makers in planning and ongoing governance is important in terms of assessing the
feasibility of initiatives and progressing the implementation of planned activities.

Involvement of community stakeholders is crucial, and engaging with existing local suicide
prevention networks and groups is an effective way to reach them. Providing support to build
knowledge around evidence-based approaches and to coordinate involvement is necessary to
facilitate substantive participation in Trial planning.

Stakeholder engagement needs to be an ongoing process and not a one-off exercise undertaken at
the beginning of the Trial. It requires constant attention and reflection.

Taking time to engage meaningfully with the community and broker relationships with and between
all stakeholders is an essential contributor to successful planning.

Needs analysis

A thorough needs analysis that draws information from multiple sources, including comprehensive
consultation with community, is indispensable for planning. Mapping existing local and State suicide
prevention activities and initiatives should be included in that analysis.

It is important that needs analysis not only covers service availability but also examines the extent to
which those services reach those in need; for example, whether people don’t use available services
because they are unaware of them or because they don’t feel safe using them.

Governance and leadership

An essential component for effective governance is a governance structure that balances community
ownership and context, current events (such as drought, or loss of a community member by suicide),
and community priorities and preferences with structured leadership and coordination.

Governance structures that enable stakeholders to overcome pre-existing tensions and conflicts are
essential to build the foundation for inclusive stakeholder participation.

Leadership with the capacity to bring stakeholders to the table from all levels of government, the
service sector and the community, including people in decision-making positions, is fundamental for
effective planning and implementation.
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Good communication and transparency around decision-making processes is key for maintaining
stakeholder engagement.

Community capacity building

To support community participation and ownership of the Trial, it is important that PHNs adopt a
community capacity-building role and provide stakeholders with a foundational understanding of
evidence-based suicide prevention and systems approaches from which to proceed with the
planning.

The resources of the Black Dog Institute and/or other established suicide prevention organisations
are valuable supports for community capacity building.

Workforce capacity building

A dedicated suicide prevention coordinator role is essential. The position requires high-level project
and stakeholder management skills and, particularly in regional areas, local knowledge is an asset.
Continuity in the position is crucial.

9.2 Conclusions — Systems approaches
9.2.1 Were there common issues across Sites?

With respect to adopting either the LifeSpan or AAD framework, the most common issue was the
relevance of the frameworks to the local context or focus population group due to the frameworks
being derived from evidence produced in largely urban, general-population, non-Australian contexts.

A need for guidance on how to operationalise and implement such frameworks was noted.

Implementing the full suite of interventions from the chosen multi-component systems framework
was not attempted at most Trial Sites due to concerns about resources, capacity and time
constraints.

The time-limited funding period of the Trial proved a deterrent to most Trial Sites in terms of
commissioning aftercare or other clinical services due to concerns about withdrawing services at the
end of the Trial.

With multi-component systems frameworks, such as LifeSpan, there was a tendency among
community and service providers to support the components that aligned with their current services
or activities or priorities and be less supportive of the other components.

Common capacity issues hindering the adoption of a systems approach included knowledge about
the evidence base, ability to bring all the relevant stakeholders to the table, and capacity to
influence the system.

Across regional Trial Sites, workforce availability and capacity and service availability and capacity
were barriers to implementing many of the recommended interventions. This was exacerbated by
remoteness.

9.2.2 What factors are considered essential for effective service integration and
coordination of suicide prevention activities?

Bringing stakeholders from across the sector into the planning process and maintaining and
supporting their engagement over the longer term is fundamental for coordination of suicide
prevention activities.
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Ongoing coordination, in the form of an identifiable, ongoing coordinator role, as well as an effective
governance structure to maintain stakeholder engagement and oversight, is essential.

Achieving buy-in from state and territory government departments and agencies, particularly health
and education departments, is key for integrating services and coordinating suicide prevention
activities.

In addition, working in collaboration with state-driven suicide prevention initiatives is important for
achieving coordination.

Local hospitals and health districts are key stakeholders for suicide prevention, and establishing
effective collaborations is an essential component of creating more integrated services.

9.2.3 What are the elements that define a systems approach within an Australian context?

No single systems-based framework is likely to be able to accommodate the diversity of Australian
communities and contexts. A localised approach that can address the specific needs, context,
availability of services and other resources for a given region, and also considers the needs of diverse
population groups within the region, is required.

A systems approach would preferably adopt a more expansive definition of the system to include a
whole-of-government approach to address upstream social determinants of suicide, rather than a
predominantly health and mental health focus.

A systems approach needs to achieve a balance between a community-driven approach and
elements that require more top-down service capacity building and action at the structural level.

Some mechanism or agency is required to provide coordination and broker the engagement of
stakeholders across the sector, including community-based organisations and all levels of
government. Coordination between the state, territory and Commonwealth governments is
essential to develop and sustain a systems approach.

9.3 Conclusions — People who attempt or are at risk of suicide

9.3.1 Were there significant differences in approaches across Sites in terms of services
offered and links with other local services?

Most Trial Sites did not implement services for individuals, such as aftercare services, citing the lack
of continuity of funding as the key barrier to establishing such services.

The four Trial Sites that did implement services for individuals opted for aftercare for people who
had made a suicide attempt or had been assessed as at risk for suicide. All services adopted a client-
centred case management approach focused on linking clients with appropriate support services.
However, service models needed to be customised to be appropriate for different population groups
and account for the local context including the availability of support services.

General population aftercare services were not felt to meet the needs of LGBTI people or Aboriginal
and Torres Strait Islander peoples. A need was identified to develop safe, appropriate service models
for both population groups and developing services through co-design processes with LBGTI and
Aboriginal and Torres Strait Islander-specific service providers.
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9.3.2 What factors are considered essential in providing effective follow-up services and
ongoing support for people who attempted or are at risk for suicide?

Continuity of funding is essential to support the development and embedding of aftercare services
where a need for such a service has been established.

Hospitals are a key stakeholder and establishing formal referral agreements, while time consuming,
can overcome issues around staff changes, trust and understanding of non-clinical models of care.

Broad referral pathways to reach a greater number of at-risk individuals are important. Service
models that are limited to referrals from hospitals following presentation for a suicide attempt will
miss many at-risk individuals who do not present to hospitals because they do not feel culturally
safe, or because they don’t need medical intervention but are nevertheless at high risk.

The involvement of people with lived experience of suicide in the design of the services, particularly
those for LGBTI and Aboriginal and Torres Strait Islander-specific services, is key to developing
effective services.

Building cultural competence in mainstream services is essential, because clients from specialist
services need to be referred out at the end of the aftercare service program.

Accessing or developing a skilled workforce, including peer workers, is crucial for delivery of an
effective aftercare service.

9.3.3 What strategies have had a significantly positive impact and might be adopted in
other regions?

All Trial aftercare services were well received and well attended, and the availability of a service at
no cost to the client was a significant positive impact.

The focus population-specific services are innovative and responded to a pronounced need for
culturally safe services. They were well received and would be relevant to other regions.

9.4 Conclusions — Aboriginal and Torres Strait Islander Peoples
9.4.1 Were there common issues across Sites?

Working within the timelines set out for the Trial was experienced as a significant challenge across
all Sites which were undertaking Aboriginal and Torres Strait Islander-focused activities. Short
timelines were felt to impede genuine community engagement.

Community readiness was an issue because many communities had experienced recent loss, and
were overburdened by health and wellbeing initiatives and/or research and consultation.

Establishing governance structures that promoted genuine Aboriginal and Torres Strait Islander
governance was an issue at some Sites.

In addition, aligning the expectations and design of the Trial with the priorities and needs of
Aboriginal and Torres Strait Islander communities and stakeholders was a challenge.

The inherent design of the Trial as a time and place-limited initiative could not address structural
and systemic challenges such as disempowerment, racism, colonisation and intergenerational
trauma, nor the social determinants of health, all of which are underlying casual factors for suicide in
Aboriginal and Torres Strait Islander communities.
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9.4.2 What factors are considered essential in providing effective suicide prevention
services for Aboriginal and Torres Strait Islander peoples?

Suicide prevention services and activities need to be developed in the context of the structural and
systemic challenges and social determinants underlying suicide in Aboriginal and Torres Strait
Islander communities.

Governance models and ways of working and engaging with Aboriginal and Torres Strait Islander
communities that align with local Aboriginal and Torres Strait Islander governance are critical. Across
the Trial, the most coordinated and coherent overall approach was achieved when a single ACCHO
had carriage of the Trial and had a governance structure with strong leadership which brought all the
stakeholders together to resolve problems.

Governance structures in which the PHN role was focused on facilitating stakeholder engagement,
supporting Aboriginal and Torres Strait Islander leadership and decision-making, and undertaking
administrative processes around procurement were effective in identifying and implementing
activities that communities wanted and engaged with.

Comprehensive and inclusive planning processes, including the use of and access to suicide data to
support needs analysis and strong engagement of a diverse range of stakeholders from multiple
sectors and segments of the community, are vital.

Localised qualitative needs analysis based on broad consultation and local knowledge is required to
inform understanding of needs and gaps, including if available services are actually used, and if not,
why not.

Aboriginal and Torres Strait Islander-led design of activities and services or genuine co-design ensure
they are culturally safe, engender trust which supports their uptake, and build capacity in the
organisations participating in the design and service delivery.

The considerable diversity of Aboriginal and Torres Strait Islander communities requires suicide
prevention strategies and approaches to planning and implementing programs that are localised and
adaptive.

Adopting a community development approach to strengthen and restore local Aboriginal and Torres
Strait Islander governance by focusing on and starting from existing community strengths and assets
is important.

Building and restoring the capacity of the Aboriginal and Torres Strait Islander workforce to deliver
suicide prevention programs, either as staff from local organisations or from within the PHN, is
necessary to deliver culturally appropriate and safe programs and activities.

Improving cultural competency in non-Aboriginal organisations and agencies is essential to ensure
cultural safety for Aboriginal and Torres Strait Islander peoples, which in turn increases the use of
services.

Timing of suicide prevention initiatives has to be guided by community readiness and “work at the
speed of trust”. Communities may need time to heal, have more pressing priorities, or be
experiencing consultation or intervention fatigue.
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9.4.3 What strategies have had a significantly positive impact and might be adopted in
other regions?

The demonstrated commitment from the federal Minister for Indigenous Affairs and state and
territory members of government at the two Trial Sites exclusively focused on suicide prevention for
Aboriginal and Torres Strait Islanders had a significantly positive impact. Establishing some
mechanism for continuing and extending that visible Commonwealth and state government
commitment to ongoing suicide prevention efforts across the country would be valuable.

Operationalising the ATSISPEP framework to guide planning a multi-component, multi-level suicide
prevention approach was an effective strategy for developing a coordinated and coherent suite of
interventions.

Primary Health Networks facilitating a safe environment for Aboriginal and Torres Strait Islander
stakeholders to meet, work through any community and/or organisation issues, and then coordinate
the planning and decision-making on Trial activities was a successful approach. Key to such an
approach was the PHN taking time, listening and building and facilitating relationships between the
themselves and other stakeholders.

Strategies that empowered young people to participate and Trial Sites valuing and actioning their
contributions had positive impacts for the young people involved and for the Trial planning and
implementation.

Resources dedicated to strengthening the Aboriginal and Torres Strait Islander workforce, including
employment and capacity building and restoration of local community members to undertake
suicide prevention-related work, had a positive impact for individual workers, their community and
the organisations employing them.

Co-design of services and activities had a positive impact in terms of building working collaborations
and relationships and developing services and activities that were safe, appropriate and responsive
to community needs.

9.5 Conclusions — Other focus populations

9.5.1 Were there common issues across Sites?
Men

A common problem was identifying key stakeholders, including relevant community stakeholders.
Men are not a minority group in the community, and thus there are few male-focused organisations,
programs and agencies.

The diversity of men as a population group made it difficult to identify needs and target strategies. A
more targeted approach was required, and Sites focusing on men commonly narrowed their focus to
particular cohorts of men, usually workforce groups.

There is limited evidence about male-specific interventions, and there are few existing male-focused
programs or other interventions to implement. Trial Sites tended to commission generic
interventions but deliver them in environments where they would reach men.
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Young people

The most common issue identified was difficulty in accessing the education sector to participate in
Trial planning and to secure permission to deliver Trial activities in schools. Even having an education
representative on the Trial Committees did not necessarily facilitate access to local schools.

Young people themselves were less engaged in Trial planning than members of other focus
population groups. Advocates for young people or representatives of organisations providing
services or support for young people were more commonly involved than young people themselves.

Ex-ADF members and their families

Only one Trial Site focused on ex-ADF members and their families, and therefore no cross-Site
conclusions are possible. However, key issues identified at that Site are likely relevant to developing
a systems approach to suicide prevention for ex-ADF members and their families.

Negotiating cultural differences between stakeholders with an ADF background and civilians was a
challenge in the initial planning process.

Lack of data, in that ex-ADF status is rarely recorded in datasets, is an impediment to planning.

Difficulty in engaging ex-ADF members who are disconnected from and distrustful of DVA services
and mainstream ex-ADF organisations, as well as engaging younger ex-ADF members, were issues in
terms of delivery of initiatives.

LGBTI people

Key LGBTI organisations have had a lot of influence in the sector historically, and creating a space for
other input was seen as important.

Evidence on the effectiveness of interventions in LGBTI populations was largely absent, and Sites
considered that existing frameworks required modification.

Relationships needed to be rebuilt across a historically fragmented, fractious and competitive LGBTI
service sector.

Service capacity is limited in terms of availability of specialist LGBTI services, particularly in regional
areas.

Older adults

Only one Site focused on older adults. Getting traction with the Council on Ageing was difficult, and
engaging agencies and organisations who work with older people likewise. Reaching isolated older
adults was also an issue.

9.5.2 What factors are considered essential in providing effective suicide prevention
services or activities for focus populations?

Men

Men were difficult to engage in Trial activities; delivering programs in the workplace was an effective
strategy to reach them. Involving partners and families was also an effective strategy.

Young people

Supporting and empowering young people, including those with lived experience of suicide, to
become involved in suicide prevention planning and delivery of programs is essential.
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The involvement of key stakeholders, such as headspace and schools, is key for planning and delivery
of suicide prevention services and activities.

Ex-ADF members

It is important that people with lived experience of both ADF service and suicide are involved in
developing suicide prevention strategies and delivering suicide prevention activities and services for
this population. Respected leadership, including access to and influence with decision-makers in the
DVA, is a key factor.

Ex-ADF members who are disconnected from or distrustful of DVA services are potentially a high-risk
group. Developing a distinct non-DVA identity in order to reach this group is an important strategy.

Including families, the broader community, and workforces with high numbers of ex-ADF members
as first responders in suicide prevention initiatives targeting ex-ADF members enables programs to
reach as many ex-ADF members as possible.

LGBTI people

Providing capacity building and training to ensure non-LGBTI services are safe for LGBTI people to
attend is essential for delivering suicide prevention services and activities to LGBTI people.

Recognition of the diversity of LGBTI people and intersectional identities when developing services
and activities is important to ensure inclusion and relevance.

Building coordination and collaboration across the LGBTI service sector can improve care pathways
for LGBTI people seeking help.

Older adults

There was insufficient information available to draw conclusions about essential factors of successful
strategies for this focus population.

9.5.3 What strategies have had a significant positive impact and might be adopted in other
regions?
Men

Working with MATES in Construction had a positive impact, and the MATES model is readily
transportable.

Using community champions and men with lived experience of suicide to reduce stigma received
positive feedback.

Young people

Building the capacity of young people to participate in and lead suicide prevention planning and
activities through paid roles located at PHNs and/or headspace facilitated greater engagement of
young people in suicide prevention.

Developing and implementing inter-agency cross-sectoral postvention response protocols
embedded a coordinated response.

Delivering evidence-based suicide prevention gatekeeper training to those who work with young
people — particularly in schools — had a positive impact on students’ feelings of safety.
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Ex-ADF members and their families

A successful peer support model for ex-ADF members experiencing mental health problems has
been adopted by Open Arms (the DVA mental health service provider) in the local area and is being
scaled up.

The development of veterans health pathways will help ex-ADF members to navigate the complex
service system and facilitate access to services for those who need them.

An upstream focus on connection via participation in community volunteer and other activities and
seasonal media and social media campaigns encouraging connection received positive feedback,
with the latter being adopted in other regions.

LGBTI people

The co-design process forged collaborations and encouraged information sharing and partnerships in
what was previously a fractured service provider sector.

Harnessing the strong desire in the LGBTI community to take action in the area of suicide prevention
provided momentum and drove the planning and co-design processes.

The central presence of LGBTI people with lived experience of suicide in the planning but also
delivery of services and activities, including building a peer workforce, had a significant positive
impact.

The Trial’s emphasis on building LGBTI cultural competency in mainstream organisations, including
among general practice and other health and mental health service delivery settings, was well
received.

9.6 Considerations for policy

The evaluation of the National Suicide Prevention Trial has yielded a wealth of information on the
planning, implementation and the impacts of adopting evidence-based systems approaches to
suicide prevention. Recommendations for consideration in future policy making, and key learnings
supporting them, are provided below.

9.6.1 Taking a whole-of-government approach

Recommendation 1: A whole-of-government approach with strong leadership should be developed
as the foundation for system-wide suicide prevention.

e System-wide approaches that address the underlying social determinants of suicide as well
as providing support to at-risk individuals and communities require a whole-of-government
approach that includes coordination between State and Territory and Commonwealth
governments. This is consistent with the Productivity Commission’s Draft Report on Mental
Health (2019) %°, the Prime Minister’s National Suicide Prevention Adviser’s Initial Advice and
Early Findings (2019) 3 and the approach being adopted for the new Closing the Gap 2020
target to reduce suicide.

e The imprimatur of high-level leadership from Commonwealth and State Governments, plays
an important role in bringing all the relevant stakeholders to the table and building
commitment and long-term engagement.
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9.6.2 Developing a long-term strategy

Recommendation 2: A long-term strategy and approach to resourcing are required to build capacity
and confidence across the sector, support a responsive continuous improvement approach to
planning and implementation, and enable and embed system-wide changes.

e Alonger-term strategy and resourcing model are necessary to provide confidence across the
sector to invest in a full range of initiatives, establish and consolidate integration and
coordination, build and retain an appropriately skilled workforce and embed an evidence-
based approach.

e Atime-limited approach with a linear plan-implement structure does not accommodate the
developmental and foundational work which is required to move toward an evidence-based
systems approach to suicide prevention. Future policy should support a continuous
improvement model where planning is an ongoing iterative process informed by evaluation
in a virtuous cycle.

o Time-limited funding initiatives such as Trials can initiate local coordination and lay the
foundations for integration, but a longer-term strategic approach and resourcing are
required to embed a systems approach.

Recommendation 3: A long-term view needs to be taken on assessing the success of suicide
prevention initiatives and related decisions on continuing funding, due to the difficulties in
measuring direct effects of multi-component interventions and the likely time-lag to see effects on
rates of suicide and self-harm.

e To realise future gains it is crucial to persevere with strategies for which there is some
evidence, and systematically review, refine and adapt approaches as new evidence becomes
available.

e To understand the longer-term impacts and outcomes of large-scale initiatives such as the
National Suicide Prevention Trial, monitoring and analysis of outcome data should be
continued over an extended period.

9.6.3 Aboriginal and Torres Strait Islander governance

Recommendation 4: Suicide prevention strategies must originate from Aboriginal and Torres Strait
Islander specific evidence and knowledge and genuine Aboriginal and Torres Strait Islander
governance is fundamental.

e The renewed National Aboriginal and Torres Strait Islander Suicide Prevention Strategy, the
National Strategic Framework for Aboriginal and Torres Strait Islander People’s Mental
Health and the Social and Emotional Wellbeing and the Aboriginal and Torres Strait Islander
Suicide Prevention Evaluation Project Report, provide the framework for preventing suicide
in Aboriginal and Torres Strait Islander communities. Any suicide prevention initiatives
including Aboriginal and Torres Strait Islander peoples should originate from within that
framework rather than attempting to include or adapt these principles and elements after
the fact.

e Aboriginal and Torres Strait Islander governance principles, including leadership and self-
determination, should be the starting point for the planning, implementation and evaluation
of all suicide prevention strategies for Aboriginal and Torres Strait Islander peoples and
communities.

e Initiatives being led or funded through non-Aboriginal and Torres Strait Islander agencies
must include deeper consideration of structures and mechanisms to uphold and respect

98



Aboriginal and Torres Strait Islander governance as separate from corporate governance and
indivisible from Aboriginal and Torres Strait Islander social and emotional wellbeing.

9.6.4 Adopting a regional approach

Recommendation 5: A regional focus is necessary to ensure that initiatives meet local needs, are
responsive to local contexts and are sustainable. A region-based entity would be best placed to
coordinate and oversee regional level initiatives.

Frameworks such as LifeSpan and the Alliance Against Depression are a useful guide for
identifying domains of intervention and understanding multi-component approaches,
however they cannot be used as blueprints. Regional approaches responsive to local
contexts and conditions, and to the needs of different population groups within
communities, are required. Resources and support are required to build capacity to identify
local needs, work with the evidence-base, and develop tailored multi-component strategies
to suit local conditions.

There is a need for a coordinating entity at a regional level. That entity needs to be able to
engage with government at all levels as well as with community. PHNs are potentially well
placed to undertake that role, however, dedicated resources are required to support them
in such a role. Moreover, the ability of an organisation to engage stakeholders and drive a
more coordinated approach is enhanced when they have control or influence over
dispersing funding.

An important driver of regional suicide prevention activities was having a dedicated local
suicide prevention coordinator role to support community engagement and maintain
momentum. Key skills for such a role include a background in community engagement;
knowledge and passion about suicide prevention; sector knowledge; relationship
management skills; and existing connections with the community.

9.6.5 Building the evidence base

Recommendation 6: Continuing investment to develop the evidence base for suicide prevention is

crucial.

Continued investment is required to develop the evidence base both through directly
sponsoring research initiatives to establish the effectiveness of interventions, particularly for
higher-risk populations.

Resourcing to develop evaluation capacity and embed evaluation as part of a continuous
improvement approach within organisations who manage and deliver suicide prevention will
also contribute to building the evidence base.

Research that includes strong community and/or service partnerships, including a co-design
approach, may increase alignment of community-driven and evidence-based approaches.

As resources and capacity may not always be available to implement the full suite of
interventions optimal for a systems approach at any given time, identifying the key
ingredients and fostering and resourcing the implementation of those is desirable. This
requires building the evidence base not just at the intervention level, but at the system level
to determine what are the key components that deliver the best results in a given
community context. Systems modelling can make an important contribution in this area.
Evaluation of services for people who have made a suicide attempt or are at risk for suicide
should be ongoing, and findings shared to allow scaling up of service models, or components
of service models which are effective.
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9.6.6

Continued research and evaluation to build the evidence-base on suicide prevention for
Aboriginal and Torres Strait Islander peoples is required. Aboriginal land Torres Strait
Islander led research and evaluation should be supported to lead that work.

The evidence on the efficacy and effectiveness of interventions for specific at-risk
populations is limited but developing and further research and evaluation are required.

Building capacity across the system

Recommendation 7: Resources and mechanisms are required to build suicide prevention capacity
across the system. National, jurisdiction-based or regional resources may be an appropriate
mechanism.

9.6.7

Building the knowledge and skills of community stakeholders, PHNs and service providers in
evidence-based and systems approaches to suicide prevention is the cornerstone of a
system-wide coordinated, integrated approach.

Building a suicide prevention workforce, including a peer workforce, is a key area for action,
particularly in regional areas and for Aboriginal and Torres Strait islander communities.
Continuity of funding is crucial for building and retaining that workforce.

To support a community-driven approach, mechanisms for building community and service
provider knowledge and confidence to engage with evidence-based approaches to suicide
prevention are required.

Building the Aboriginal and Torres Strait Islander workforce and restoring capacity will be a
key driver of suicide prevention across Aboriginal and Torres Strait Islander communities.
System-wide cultural competence building is required for non-Aboriginal and Torres Strait
Islander organisations, agencies and communities.

Initiatives for at-risk population groups

Recommendation 8: Tailored approaches are required when developing suicide prevention
strategies for population groups with higher risk for suicide, and time and resources to develop and
evaluate these are necessary.

9.6.8

The diversity within any focus population must be addressed in initiatives targeting
particular at-risk populations. The availability of more fine-grained data is an essential tool
for this.

Co-design is an effective model for developing appropriate services, achieving engagement
of focus population groups and integration and coordination across specialist and
mainstream services.

For aftercare services, culturally-safe flexible service models with broad referral pathways
that are not restricted to those who present at hospitals, are necessary to ensure services
reach and are able to retain the greatest number of at-risk individuals.

There is a role for whole-of-population initiatives in reaching people from at-risk population
groups who do not necessarily identify with those groups.

The role of people with lived experience of suicide

Recommendation 9: People with lived experience of suicide have an invaluable contribution to make
in the development and delivery of suicide prevention and their knowledge and expertise needs to
be harnessed.

Support for people with lived experience of suicide, such as through structured training
programs, is essential to ensure that they can participate safely and fully.
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e Building capacity of organisations, PHNs and services providers to meaningfully involve
people with lived experience in the planning and delivery of services and initiatives is
required.

9.6.9 Data

Recommendation 10: Increased capacity to collect and provide timely accessible data, including at a
regional level, is crucial to support planning, to ensure resources are directed according to need and
so that outcomes of suicide prevention initiatives can be evaluated.

Recommendation 11: Opportunities to optimise currently collected data such as the Primary Mental
Health Care minimum dataset to capture data relevant to suicide prevention should be explored.

e Access to timely and appropriate data is crucial to support ongoing planning and evaluation.
Current initiatives such as the AIHW’s suicide and self-harm monitoring project will in part
address this, however continued development of data capture, analysis and access capacity
is important.
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Part Two: Evaluation details
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10 Document review
10.1 Summary of approach

Documents were collected from Trial Sites, the Department of Health and from PHN websites. Two
formal rounds of document collection took place over the course of the Trial, the first in the last
quarter of 2018 and the second at the end of the Trial in June/July 2020. Additional documents were
incorporated as they became available. At each timepoint a list of document types was provided to
PHNs with a request to provide all such documents they held, as well as any additional documents
they felt were relevant. Publicly available documents were sourced from PHN websites at both
timepoints. The Department of Health provided copies of routine reports submitted to them by Trial
Sites for January 2017-June 2020 as they became available.

10.2 Sample information

There was considerable variation in the number and type of documents Sites provided to the
evaluation. In the first round of document collection an average of 31 documents per Site were
reviewed (range 18-38), and data extracted from an average of 16 documents. In the second round,
an average of 43 documents per Site (range 13—97) were reviewed and data extracted from an
average of 33 documents.

Appendix 3 provides a detailed description of the documents included in the review. Briefly, they
included PHN National Suicide Prevention Trial Site Activity Work Plans, PHN six-monthly and 12-
monthly performance reports, PHN PMHC Activity Work Plans, and other documents relating to
mental health and suicide prevention needs assessments, Trial design and development,
commissioning and implementation, provider performance reports and activity reports.

10.3 Data analysis

All documents sourced were recorded in an inventory in broad categories of type of document for
each Site. A data extraction template was developed based on the evaluation questions that the
document review was expected to answer. Evaluation staff conducted an initial scan of document
titles and contents, and excluded those that were not relevant (e.g., copies of media campaign
materials and contact lists). They then reviewed remaining documents and input relevant data into
the template. The most common responses identified for each evaluation question and the number
of Sites for which the theme was present in documents is noted. Because of the variability in type
and number of documents provided, the absence of a theme from Trial Sites does not necessarily
mean it was not relevant; it may have not been provided.

10.4 Planning
10.4.1 Planning —identifying local needs and service gaps

Trial Sites used a variety of approaches to ascertain information on local needs and service gaps.
Sites used between two and six sources of information. The main data sources used were
consultations with stakeholders conducted by the PHN and routine PHN needs assessment reports.
Data on suicide deaths and attempts was also commonly accessed. Table 10.1 outlines the main data
sources used by Trial Sites identified in documents.

Table 10.1 Document review: Data sources for identifying local needs and service gaps

Data source Sites (n) ‘
PHN-run consultation with stakeholders 11
Routine PHN needs assessment reports 10
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Data source Sites (n) ‘

Data on suicide deaths and attempts 8
Community consultation by contracted organisation
Consultations by ACCHO contracted to run entire Trial
PHN service and workforce mapping reports
Contracted organisation service and workforce mapping reports
Existing regional or state suicide prevention reports
A Black Dog Institute “suicide audit”

Consultations were conducted with a broad range of stakeholders, including service providers,
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government departments and agencies, NGOs and community groups, and local suicide prevention
networks. All 12 Trial Sites conducted in-person consultations, and three Trial Sites also collected
stakeholder input via surveys.

At six Sites, community consultation on local suicide prevention needs was not directly conducted by
the PHN. Instead, at one Site an ACCHO was contracted to run the entire Trial, including community
consultations, and at others the PHN contracted community organisations (2 Sites), a university (1
Site), consultants (1 Site) or an ACCHO (1 Site) to conduct consultations.

Data on suicide deaths and suicide attempts were sourced either from data custodians specifically
for the Trial or drawn from other PHN needs analyses activities.

10.4.2 Planning — stakeholder involvement

Key partners were identified in Trial Annual Activity Workplans and their roles identified.
Stakeholder engagement commenced early in the Trial, and stakeholders were involved in planning
activities which continued in some form across the duration of the Trial at most Sites. A broad range
of stakeholders and service providers was involved through a variety of mechanisms in the
development of suicide prevention strategies at each Site.

Stakeholders were drawn from government departments and agencies, both Federal and State,
health sectors providers, NGOs and community organisations. The Federal Minister for Indigenous
Affairs (previously the Federal Minister for Indigenous Health) chaired a governance committee at
the two exclusively Aboriginal and Torres Strait Islander Sites. People with lived experience of suicide
were also included in Trial planning activities at all 12 Sites.

Table 10.2 indicates the main types key stakeholders identified in documents as involved in the
planning process.
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Table 10.2 Document review: Key stakeholders involved in Trial planning

Key stakeholder organisations represented Sites (n)

Government departments and agencies

Federal Government Departments: (for example, Health, Defence,
Veterans Affairs, Prime Minister and Cabinet)

State health departments

State mental health commissions

State education departments

Other state government departments and agencies

Local councils

Police

Schools

Health sector organisations and providers

Local hospital districts, hospital EDs

Ambulance service

General practitioners

Royal Australian and New Zealand College of Psychiatry
Royal Australian College of General Practice

Key service providers in sector (headspace, Anglicare, etc.)
Other providers/health networks

Aboriginal and Torres Strait Islander organisations and community

Aboriginal Community Controlled Health Organisations/Services
Aboriginal NGO service or activity providers

Cultural and/or advocacy and support organisations

National or regional peak bodies

Elders

Community members

Centre for Best Practice in Aboriginal and Torres Strait Islander
Suicide Prevention

Non-government organisations and community organisations — (non-
Indigenous)

Non-government organisations related to particular types of
suicide prevention or mental health service/activities (e.g.Roses in
the Ocean, Wesley Lifeforce, Mindframe)

Non-government organisations related to focus population groups

(for example, Men’s Health Forum)
Non-government organisations covering local towns/regions

Advocacy organisations related to focus population groups

Local suicide prevention networks

Other stakeholders

Local universities

People with lived experience of suicide
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State government

The main mechanism for involving state governments in Trial planning was via representation on
Trial Committees (10 Sites). State government stakeholder membership on Trial Committees
included representatives from local hospital districts, police, ambulance, justice departments,
education departments, health departments and other state-based agencies.

Other mechanisms through which states were involved in Trial planning included PHN Trial staff
sitting on state-wide committees related to suicide prevention specifically or mental health more
broadly (3 Sites), through inclusion in consultations, entering into partnership agreements, State
agencies providing data for the Trial, and at one Trial Site through the co-design and implementation
of a Trial activity.

Local councils

Local councils were involved in Trial planning mainly through participation on Trial Committees (7
Sites). Other mechanisms of local council involvement included participating in stakeholder
consultations (4 Sites) and being contracted to undertake local planning and delivery of Trial
activities in a specific area (1 Site).

Aboriginal and Torres Strait Islander organisations, services and communities

In the seven Sites which had a focus on Aboriginal and Torres Strait Islander suicide prevention,
documents noted the involvement of a range of Aboriginal community-controlled organisations.
Aboriginal community-controlled health organisations (6 Sites) participated as members of a Trial
Committee, and/or were commissioned to undertake consultations (3 Sites). Other organisations
included in Trial planning included:

e National or regional peak bodies such as the National Aboriginal Community Controlled
Health Organisation, and the Aboriginal Medical Services Association Northern Territory

e Cultural or advocacy support organisations, such as KALAC, Empowered Communities,
2Spirits and IndigiLez

e NGO service providers, such as RM Williams Bush Learning

e Elders and community members, including young people

e The Centre for Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention was
involved at two Sites and the Institute for Urban Indigenous Health at 1 Site.

People with lived experience of suicide

People with lived experience of suicide were involved in the planning at all Trial Sites, primarily as
members of Trial Committees (11 Sites). Some were representing an organisation for people with
lived experience of suicide, such as Roses in the Ocean. Others were participating in the Trial
Committee in another capacity but also had lived experience of suicide. People with lived experience
of suicide were also included in community consultations at six Trial Sites.

Community stakeholders

In their Annual Activity Workplans, all Trial Sites described a broad range of community stakeholders
involved in the Trial planning, noting that they were either members of a Trial Committee or
consulted as part of the planning process. The majority of community stakeholders mentioned were
affiliated with NGOs, advocacy groups representing focus populations, or established local suicide
prevention networks or groups.
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10.4.3 Planning — Trial governance structures

This section describes the structures employed by Trial Sites to oversee the planning and
implementation of Trial activities. The governance structures for the Trial Sites were described in the
Annual Work Plans, committee terms of reference and other documents.

Note: Four Sites contracted regional organisations to run the local Trial activity within the Site and
one Site contracted out management of the whole Site to an Aboriginal Community-controlled
Health Organisation. In the latter case, the organisation took on the PHN coordinating role, so they
are included below in the descriptions as a de facto PHN.

Overall Trial governance structures

While there were local variations at Sites in terms of the names of groups and committees and their
exact parameters of activity, the main governance structures described in documents were as
follows.

e PHNs convened an overall strategic advisory, decision-making and oversight that included
broad stakeholder representation (including, where possible, stakeholders in decision-
making positions in their organisations) and set the overall direction and priorities.

PHNs also convened working groups or sub-committees with specific expertise to research
the evidence and make recommendations to the overall committee, or alternatively make
decisions about activities within the overall strategies set out by the steering committee.
Four Sites had this structure.

e PHNs convened an overall steering committee which included broad representation and
made decisions about general population strategies and overall coordination. In parallel,
implementation groups of stakeholders from focus populations were established which
made all the decisions on strategies and priorities pertaining to that population for the Trial.
Three Trial Sites adopted this approach.

o  PHNs established an overall steering committee as described above. In parallel, contracted
organisations set up local working groups to implement local activities within the
parameters set out by the overall steering committees. Those local working groups reported
back to PHNs via representatives from the contracted organisations participating in the
overall steering committee. One Site had this structure.

e PHNs did not establish a single overall steering committee (4 Sites). At those four Sites:

o Regional steering committees to provide guidance on planning and implementation
to PHNs were established in two regions. Contracted organisations set up local
working groups which reported back to the relevant regional committee via the
contracted organisation representative (1 Site)

o Contracted organisations set up local working groups which reported back via the
contracted organisation representative directly to the PHN (2 Sites)

o PHN established a local working group which reported back to the PHN through PHN
membership (1 Site).
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Aboriginal and Torres Strait Islander governance

In the seven Sites with a focus on Aboriginal and Torres Strait Islander peoples suicide prevention,
the governance structure and degree of Aboriginal and Torres Strait Islander leadership of the Trial
varied across Sites. The main mechanisms were:

e Aboriginal and Torres Strait Islander-led overall Trial committees and working groups
supporting those committees (2 Sites)

e Aboriginal and Torres Strait Islander-led implementation groups with decision-making
responsibility (2 Sites)

e Aboriginal and Torres Strait Islander organisation representatives sit on overall Trial
Committees (1 Site), regional Trial committees (1 Site) or local working groups where there
is no overall Trial Committee (1 Site). Note that at two of these Sites local ACCHOs were
commissioned to manage the Trial in sub-regions and had a degree of leadership of
planning, but not carriage of the entire Trial within those regions.

10.4.4 Planning — facilitating factors

The main facilitating factor for planning described in documents was the involvement of key
stakeholders in identifying needs, planning strategies and coordinating implementation. Table 10.3
describes the main mechanisms through which stakeholders were involved in the Trial planning,
including membership of Trial Committees and participation in consultations.

Table 10.3 Document review: Mechanisms for stakeholder involvement in planning
Mechanisms Sites (n) \

Membership of Trial Committees 12
Participation in consultations 11
Member of a community organisation or ACCHO commissioned to lead all 6
or some components of the Trial

Local suicide prevention networks or staff collaborating with PHN 3

Documents also described various levels of stakeholder involvement in planning and decision-
making across Trial Sites.

At 10 Trial Sites, the PHN initially determined which systems framework approach to adopt, while at
the two Trial Sites focused exclusively on Aboriginal and Torres Strait Islander suicide prevention,
Aboriginal and Torres Strait Islander-led Trial Committees decided on the overall approach.

For the remainder of the Trial planning, the extent of stakeholder involvement and control over
service and activity planning varied between Trial Sites, as well as sometimes within Trial Sites for
different types of activities and focus populations.

For the 10 Sites which were not exclusively Aboriginal and Torres Strait Islander-focused, there were
varying degrees of stakeholder involvement in planning and decision-making.

A higher level of stakeholder involvement occurred at Trial Sites that opted to co-design strategies
with focus population groups and activities, either for the whole Trial Site or for particular elements
of Trial activities (3 Sites). Other Trial Sites ensured a high-level of stakeholder involvement by
having the majority, if not all, strategies and activities planned by contracted community
organisations, with PHN guidance and support (2 Sites). In three Trial Sites, the PHN made unilateral
decisions about the inclusion of individual services, but had a high degree of joint planning for the
rest of the Trial activities. A lesser degree of joint planning occurred when the PHN and Trial
Committees or contracted community organisations each made some decisions on strategies and
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activities, or when the PHN planned the overall strategies, and local community organisations or
working groups identified specific activities within those strategies (2 Sites). The lowest level of
stakeholder involvement in planning and decision-making occurred if the PHN decided the overall
strategies, took advice on the specific activities from Trial Committees, but retained decision-making
control over which activities to implement (2 Sites).

In some cases more than one approach was involved. For example, some PHNs made unilateral
decisions around activities involving existing inter-agency or regional activity in which the PHN was
already involved, but jointly plan other all other strategies. In other cases, there was a greater
degree of stakeholder involvement in planning for a particular focus population than in planning for
general population strategies.

Aboriginal and Torres Strait Islander leadership

Documents contained information on the extent of Aboriginal and Torres Strait Islander leadership
of the Trial planning process at the seven Sites with this focus population group:

e At one Site, an Aboriginal and Torres Strait Islander organisation was contracted to manage
the entire Trial and established Aboriginal and Torres Strait Islander-led Trial Committees to
undertake the planning

e At three Sites, Aboriginal and Torres Strait Islander-led Trial Committees were established by
PHNs which led planning and decision-making

e At two Sites, local ACCHOs or Aboriginal Medical Services were contracted to lead
consultations and develop activity plans in their local regions within the Site, within PHN
guidelines

e At one Site, Aboriginal and Torres Strait Islander stakeholders were involved in planning
through membership of a general Trial Committee or informal consultation.

10.4.5 Planning —challenges

There was limited information on planning challenges in documents. Documents from nine Trial
Sites provided some information on challenges encountered in the planning process. Challenges
could be categorised as related to stakeholders, community readiness, or capacity and other issues.
Table 10.4 outlines the main planning challenges mentioned in documents.

Table 10.4 Document review: Challenges encountered in planning

Stakeholder-related challenges
e Length of time needed to consult with stakeholders 5
e Length of time to establish collaborations, build relationships and 3
find common ground to develop plans
Community readiness and capacity

e Community resistance to new initiatives and/or lack of buy-in 2

e Community and sector capacity in terms of skill, knowledge and 2
time

e Community members unwilling to commit to a three-year project 1

e Recent bereavement and loss in the community 1

e Change/reform fatigue in the sector 1

e Competing priorities of stakeholders 1

Other

e Lack of data/evidence for focus population groups or regional 2
areas

e Slow pace of change in state systems 1
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10.5 Systems approach

10.5.1 Developing a systems approach — strategies

A range of strategies for developing a systems-based approach were identified in documents and are
described in Table 10.5.

Table 10.5 Document review: strategies used to develop a systems approach
Strategies Sites (n) \

Engaging with stakeholders across the sector 12
Adopting the LifeSpan or AAD systems framework 10
Developing referral pathways or health pathways 5
Signing of MOUs or formal agreements with state government 4
departments, agencies and/or service provider organisations

Integration of suicide prevention activities within and between Trial 2
commissioned providers

Integration of suicide prevention across PHN mental health 1
services/activities

Partnerships and collaborations established to deliver Trial activities 1

-

Liaising with government agencies and other service providers in the sector
to avoid duplication and establish linkages

All 12 Trial Sites focused on engaging with key stakeholders across the community, government and
service sectors. Stakeholder involvement is described in Section 11.4.2.

Most Trial Sites elected to implement to some degree either the LifeSpan (8 Sites) or the AAD
frameworks (2 Sites), which provided a framework for coordinating Trial activities. The two Sites
focused exclusively on Aboriginal and Torres Strait Islander suicide prevention did not adopt the
LifeSpan or Alliance frameworks. One used the ATSISPEP framework, and the other drew on
ATSISPEP but also developed their own framework: Strengthening our Spirits.

10.5.2 Implementing a systems approach —impacts

Documents identified instances in which improved coordination of services and suicide prevention
activities was achieved:

e PHN involvement in regional suicide planning, state government suicide prevention planning
or activities, cross-sectoral or inter-agency committees (4 Sites)

e PHN coordinating activity with state mental health and health agencies or key service
provider agencies (3 Sites)

e Care/health pathways developed (or under development) or dissemination of service
information to agencies and providers (8 Sites)

e Involvement in Trial governance committees facilitating connection between service
providers, agencies, NGOs — breaking down silos (9 Sites)

e Implementation of a “no wrong door” approach (2 Sites)

e Development and distribution of a region-wide protocol for self-harm and suicide and an
implementation guide (1 Site)

e Development of an Aboriginal Cultural Security Framework and formal agreements with
health and social support organisations to implement the Framework (1 Site)

e Data sharing agreements with agencies (ambulance, police) (4 Sites).
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10.5.3 Developing and implementing a systems approach — challenges

Documents did not directly address challenges relating to implementing a systems approach, but
documents from nine Trial Sites identified challenges involved in implementing the suite of planned
activities and services indicative of system-related issues. These included:

e Recruitment of suitably qualified staff at provider organisations and turnover of staff at
providers (2 Sites)

e Providers and community organisations need significant time for developing the knowledge,
skills and confidence to deliver projects (2 Sites)

e lack of services in general and lack of culturally safe services (for Indigenous and LGBTI) in
particular, both to deliver Trial-funded services and to refer out to from Trial-funded services
or meet increased demand generated by awareness raising (4 Sites)

e Poor awareness of other services and their activities (1 Site)

e Other lead agencies in the sector focusing on similar priorities but not collaborating with the
PHN (1 Site)

e Funding insecurity (1 Site).

10.6 Aftercare services for people who attempt or are at risk of suicide

10.6.1 Aftercare services — approach

Four Trial Sites commissioned services for individuals who had made a suicide attempt or were
experiencing suicidal ideation. In all cases, services filled a gap because they were established in
regions or developed for population groups which were not covered by existing aftercare services.

Service description

All commissioned services were primarily aimed at supporting clients through case management and
linking them with appropriate support and services in their community. Some services also included
a clinical component, such as sessions with a psychologist. Three Sites developed service models for
their chosen focus populations (Aboriginal and Torres Strait Islander peoples, LGBTI people) using a
co-design process. One Site implemented the Beyond Blue Way Back model as a general population
service, and one Site implemented a service model already operating in other regions of the PHN.
Table 10.6 describes service types and the number of Trial Sites commissioning each type of service.

Table 10.6 Document review: Types of aftercare services established

Type of service Sites (n) ‘
Aboriginal and Torres Strait Islander specific 2
LGBTI specific 2
General population 2

Tailoring services

The main approaches to tailoring the services mentioned in documents were:

e Co-design of the service with Aboriginal and Torres Strait Islander peoples or LGBTI people (2
Sites)

e Contracting Aboriginal and Torres Strait Islander or LGBTI organisations to deliver the service
to ensure trust and cultural safety (2 Sites)

e Including Traditional Healers, trauma-informed care, and narrative therapies as part of the
service model in Aboriginal and Torres Strait Islander-specific services (1 Site)
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e Broadening referral pathways and adjusting intake procedures in general population services
to make them more accessible (1 Site).

Linkages and referrals

Documents indicate that one Site had a narrow referral pathway into their general population
service limited to the local hospital, while the other three Sites had broader referral pathways into
the service, including accepting referrals from hospitals, GPs, other health and social services,
psychologists in private practice, police and magistrates courts, family, carers and self-referral. Two
Sites had formal referral agreements in place.

Service promotion and recruitment

Primary Health Networks promoted the services via their established network of providers (2 Sites),
regular communication with the relevant hospital staff if hospitals were the primary source of
referrals (1 Site), and through the stakeholders involved in Trial Committees (4 Sites).

Involvement of people with lived experience of suicide

Documents indicated that people with lived experience of suicide were involved via participating in
the co-design process, or as staff members, including as part of a peer-delivered service model at
one LGBTI service.

10.6.2 Aftercare services — outputs and impacts

Documents had no information on impact of aftercare services on rates of suicide death or suicide
attempts, and very limited information on the impact of services for clients. However, those
provided indicated:

e Improvement in severity of suicidal thinking as captured on the Suicidal Ideation Attributes
Scale (SIDAS) scale (1 Site)

e Improvement in level of distress as assessed on the K10 scale (2 Sites)

e Anecdotal feedback of positive outcomes from service (3 Sites)

e Anecdotal feedback of no repeat admissions to ED for service users (1 Site)

e Anecdotal reports of no new deaths by suicide in the local community (1 Site).

Other outcomes noted in documents include high levels of demand for the service, including waiting
lists at some services; benefits for family and friends due to the holistic approach taken at one
Aboriginal and Torres Strait Islander specific service; and close collaborative links being established
between the Aboriginal and Torres Strait Islander service and the state mental health service, with
an exchange of knowledge.

10.6.3 Aftercare services — challenges

Several challenges were identified in documents relating to the implementation of aftercare
services, including:

e Availability of suitably qualified organisations to deliver the service (1 Site)

e Recruiting suitably qualified staff, and staff turnover at service providers (2 Sites)

e Getting referrals from hospitals (2 Sites), with documents from one Site noting this was due
to the concerns about the non-clinical nature of the service

e Managing complex cases (2 Sites)

e Exit planning, due to long waitlists for LGBTI-specialist services to refer out to (1 Site)
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e Receiving referrals outside the remit of the service, due to the service being known in the
community as a culturally safe service for Aboriginal and Torres Strait Islander peoples
(1 Site).

10.7 General population suicide prevention activities

10.7.1 General population activities —approach

Although all Sites identified focus population groups, most also implemented activities for the
general population. Even Sites with a single focus population included general population activities
as a way of reaching members of their focus population who may not identify with that population
or participate in focused activities. (This section excludes the two exclusively Aboriginal and Torres
Strait Islander Sites, which are discussed in Section 11.8.)

Activity description

The community-based dataset (Chapter 12) captures a more comprehensive account of activities
delivered. Documents generally only indicated the range and types of activities conducted. The main
activities for the general population described in documents were as follows.

Awareness raising and engagement activities. All 10 Sites also undertook awareness and
engagement activities, including hosting or participating in community events, media and social
media campaigns, and producing and distributing resources. At two Sites, small grant programs were
implemented for community groups to run awareness and engagement activities. Not all awareness
and engagement activities were focused directly on suicide prevention; some were directed more
broadly at wellbeing, social connection or mental health generally.

Training to build capacity in communities, service providers, organisations, communities or other
groups to identify and/or support with people at risk or affected by suicide. All 10 Sites undertook
activity in this area. A variety of evidence-based trainings were conducted, including QPR, SafeTALK,
ASIST, Mental Health First Aid and Mindframe media training. A range of other training packages
were implemented for which the evidence base is still being built, for example, Wesley LifeForce
Training, Community Response to Eliminating Suicide (CORES). Training for people with lived
experience of suicide to become advocates was mentioned in documents from five Sites, and Train
the Trainer programs were mentioned in documents from four Sites.

Professional development and training. Seven Sites provided professional development or training
for GPs or other mental health or health professionals, including Advanced Training in Suicide
Prevention, affirmative practice training, and workshops on working with older adults.

Other activities. Other activities mentioned in documents include research, scholarships, developing
postvention protocols, referral pathways and care pathways, warm lines, and sponsoring conference
attendance for PHN and/or contracted host organisation workers.

Tailoring activities

General population activities by definition did not target specific groups within the population, but
rather reflected a place-based approach to suicide prevention. Documents from six Sites, all
regionally based, mentioned activities undertaken to tailor general population activities to the local
community. These included using local stories in information resources or media campaigns,
engaging community champions, linking in with local events, and contracting local host organisations
to implement Trial activities.
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Linkages and coordination

Documents contained little information about linkages between Trial activities and the wider sector.
Documents from four Sites mentioned coordinating activities with local suicide prevention networks,
and two Sites noted that formal MOUs had been signed: one with first responders for postvention
response, and a second with a local TAFE to deliver peer education project.

Activity promotion and recruitment strategies

The main strategies mentioned in documents for promoting Trial activities were via local media
(6 Sites), social media and/or websites (5 Sites), and through local community organisations,
business and networks (4 Sites).

10.7.2 General population activities — outputs and impacts

Five Sites provided documents which described activity impacts. Pre-post-activity surveys (4 Sites),
post-activity surveys (4 Sites), and reports of informal or anecdotal feedback (4 Sites) all indicated
that the activity had been beneficial.

Improvements were noted in general awareness (2 Sites), knowledge about suicide in general
(3 Sites), knowledge about how to help and/or where to get help (2 Sites), confidence to help
someone (3 Sites), intention to help someone (3 Sites), and willingness to seek help for self (1 Site).

10.7.3 General population activities — challenges

The main challenges encountered in implementing general population activities mentioned in
documents were:

e location related, including getting trainers to regional areas to deliver programs and getting
the media interested in regional stories (2 Sites)

e Staffing related, including difficulties in recruiting and retaining staff (3 Sites)

e Participation related, including getting GPs to attend training and sustaining community
engagement in local suicide prevention networks and activity over time (4 Sites)

e COVID-19 reducing ability to continue offering activities (1 Site).

10.8 Focus populations — Aboriginal and Torres Strait Islander peoples
10.8.1 Activities for Aboriginal and Torres Strait Islander peoples — approach

Activity description

At the time of the document review, two Sites with a focus on Aboriginal and Torres Strait Islander
peoples had yet to roll out many of their planned activities, due to a protracted planning process and
the disruption caused by the COVID-19 pandemic.

Two of the seven Trial Sites focusing on this population group commissioned individual services
specifically aimed at Aboriginal and Torres Strait Islander peoples (discussed in Section 11.6.1).

Other activities mentioned in documents were:

e Awareness and engagement activities, including community events and workshops (6 Sites),
creating and/or providing resources and information (2 Sites), and media and social media
campaigns (4 Sites)
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e Training to build capacity in the community (5 Sites), including Aboriginal and Torres Strait
Islander-specific training programs such as Suicide Story, You Me Which Way, Aboriginal
Mental Health First Aid, Liyan Natural helpers, Kimberley Empowerment Healing and
Leadership Program, and generic training programs such as SafeTALK, Accidental Counselling
and ASIST. Train the Trainer programs were also noted in documents from three Sites.
Training to build capacity in the workforce was also delivered, including scholarships to
support Certificate IV studies (2 Sites)

e Activities to strengthen connection to community and culture (5 Sites) including on-country
camps and activities, men’s and women’s groups, young fathers’ group, arts and music
activities

e Cultural competency training for GPs and the health workforce (2 Sites), developing a
postvention response protocol or service (3 Sites), an empowered young leaders campaign
(1 Site), establishing and/or supporting an Aboriginal and Torres Strait Islander suicide
prevention network (2 Sites), Traditional Healing (2 Sites) and equine therapy (1 Site).

Documents indicated that most Sites also provided some activities targeted at groups within
the population, including young people (4 Sites), men (5 Sites), women (5 Sites) and service
provider staff (5 Sites).

Tailoring activities

Documents described strategies used to ensure activities were culturally appropriate,
including:

e Programs being delivered by Aboriginal and Torres Strait Islander service providers, trainers
or facilitators (5 Sites)

e The involvement of Elders (2 Sites)

e Delivering programs specifically designed for Aboriginal and Torres Strait Islander peoples (5
Sites)

e Developing or providing a cultural safety framework for service providers (2 Sites)

e Co-design of activities with Aboriginal and Torres Strait Islander peoples (2 Sites)

e Holding separate sessions for men and women, using culturally-appropriate venues (2 Sites).

Activity promotion and recruitment strategies

Strategies mentioned in documents for promoting Trial services and activities and engaging
community to participate included:

e Word of mouth (3 Sites)

e Merchandise, flyers and posters (5 Sites)

e Social media (4 Sites) and local media (2 Sites)
e PHN networks (2 Sites)

e Service provider networks (1 Site).

10.8.2 Activities for Aboriginal and Torres Strait Islander peoples — outputs and impacts

Information on impacts related to aftercare services is provided in Section 11.6.2. There was little
information on the effectiveness of other suicide prevention activities. Documents from six Sites
include anecdotal reports on the outcomes of Trial Activities. These included improvements in:

e Awareness and knowledge about suicide (2 Sites)
e Intention, willingness and confidence to help someone (2 Sites)
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e Confidence to talk to others about suicide (1 Site).

Other impacts noted were greater connection to community and culture (1 Site), healing and
strengthened wellbeing (3 Sites), and decreased thoughts of self-harm (1 Site). Documents from four
Sites noted general positive feedback about programs had been received.

10.8.3 Activities for Aboriginal and Torres Strait Islander peoples — challenges

The main challenges noted in documents relating to implementing suicide prevention activities
focussed on Aboriginal and Torres Strait Islander peoples were:

e Staffing issues including recruiting and retaining Trial staff and having adequate resources
for staffing (4 Sites), staff recruitment and turnover at contracted organisations (2 Site)

e Poor attendance at events (2 Sites)

e PHN administrative delays in contracting (1 Site)

e Some organisations unwilling to collaborate (1 Site)

e Community readiness due to other priorities (2 Sites)

e COVID-19 (2 Sites).

10.9 Focus populations — men

Six Trial Sites elected to focus on suicide prevention activities for men.

10.9.1 Activities for men —approach

Planning of suicide prevention activities targeted at men was incorporated into the overall Trial
planning process. No Trial Site established a specific Trial Committee to focus on men.

Activity description

None of the six Trial Sites focusing on this population group elected to commission individual
services specifically aimed at men.

Activities focused on men mentioned in documents were:

e Awareness and engagement activities, including hosting or attending community events (4
Sites) and media campaigns (2 Sites)

e Training to build capacity, including evidence-based training programs QPR (2 Sites),
SafeTALK (3 Sites), Applied Suicide Intervention Skills (1 Site) and other training programs for
which the evidence base is yet to be established (4 Sites) including I'm Not Afraid To Talk,
Save our Mates, Tomorrow Man, Check Mate. Four Sites had implemented some activity
connected with the Mates in Construction — Mates General Awareness Training and/or
Connector Training. At two Sites the Mates in Farming model was implemented; the two
other Sites offered the standard Mates programs, through sporting clubs at one Site and in
industry settings at the other.

Tailoring activities

Documents mentioned two main strategies for tailoring Trial activities for men:

e Offering training or running awareness-raising events in male-dominated environments, for
example, workplaces, rotary clubs, and sporting clubs (4 Sites)
e Implementing male-specific training programs, workshops and campaigns (6 Sites).
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Activity promotion and recruitment strategies

Documents mention several avenues through which potential participants were reached.
These include promoting activities through:

e  Word of mouth (2 Sites)

e Sporting clubs, pubs and bars (3 Sites)
e Local media (2 Sites)

e Social media and/or websites (2 Sites)
e Male-dominated workplaces (4 Sites).

10.9.2 Activities for men — outputs and impacts

There was little information in documents on the effectiveness of suicide prevention activities. Only
three Sites provided documents reporting on activity impacts, including pre-post-activity surveys

(2 Sites), a three-month follow-up survey (1 Site), and anecdotal feedback (1 Site). All reports
indicated that the activity had been beneficial.

Improvements were noted in general awareness (1 Site), knowledge about suicide in general

(3 Sites), knowledge about how to help and/or where to get help (2 Sites), and intention to help
someone (1 Site). Other impacts mentioned in documents included 38 referrals to services by
peoples who had undertaken Mates in Construction connector training, and participants in the
Mates in Construction training reporting that they had used their skills or had sought help
themselves.

10.9.3 Activities for men — challenges

The main challenges noted in documents relating to implementing suicide prevention activities
focused on men were:

e Achieving buy-in from industries/workplaces/sporting clubs (2 Sites)

e Onerous administrative requirements and processes for delivering activities in workplaces (2
Sites)

e Managing expectations about the scope of training that could be provided within the time
and funding constraints of the Trial (1 Site)

e COVID-19 (1 Site).

10.10 Focus population —young people

Two Sites identified young people as a focus population, although several Sites also included some
youth-focused activities, including activities for young people within other focus population groups
(i.e., young men, young LGBTI people).

10.10.1 Activities for young people — approach
Activity description

No youth-specific individual services were commissioned. Other activities included those targeting
young people and those targeting people who worked with young people.

The main activities mentioned in documents were:

e Awareness raising and engagement, including media and social media awareness campaigns
directed at youth (3 Sites) and community awareness-raising events (2 Sites)
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e Capacity building for young people, including evidence-based programs Youth Aware Mental
Health training in schools (4 Sites), providing bursaries and support for young people to
study for Certificate qualification in community service (1 Site), and upskilling young people
to participate in Youth Reference Groups (1 Site)

e Capacity building for those who work with young people, including evidence-based training
programs such as Youth Mental Health First Aid (1 Site), QPR (1 Site) and ASIST (1 Site) for
teachers and other school staff

e Professional development and training for GPs and other mental health and health
professionals, including developing a GP training resource and offering Youth Mental Health
First Aid

e Other activities, including developing and distributing resources for families to support self-
harming youth, small grants, and a school support program.

Tailoring activities

The main mechanism for tailoring programs for young people noted in documents was the
involvement of organisations representing or working with young people, such as headspace,
education departments, and community organisations, in the Trial planning process through
membership of Trial Committees.

Documents note minimal involvement of young people themselves in the planning process. The
main mechanisms through which young people had input into Trial planning were consultation via a
youth survey, the PHN employing youth project officers, and membership of a Youth Reference
Group which was consulted as part of the planning.

Linkages and coordination

headspace was a key stakeholder at both Sites, and close linkages were established through
representation on Trial governance committees, the use of the Headspace Youth Reference Group to
inform planning, and locating Trial youth project workers at headspace. headspace was also
commissioned to deliver activities.

Activity promotion and recruitment strategies

Documents indicated that Trial activities aimed at youth were promoted through media and social
media and hosting events in locations where youth gather such as schools, sporting clubs and local
skate parks.

10.10.2 Activities for young people — outputs and impacts

Documents provided little information on effective strategies for young people. Post-training
surveys from one Site indicated improved awareness and confidence to help.

10.10.3 Activities for young people — challenges
Several challenges were mentioned in documents, including:

e Engaging GPs (1 Site)

e Engaging schools and getting access to students to deliver training (2 Sites)

e Reaching and engaging young people in Trial planning, as well as Trial activities (2 Site)
e COVID-19. (1 Site)
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10.11 Focus population — ex-ADF members and their families
10.11.1 Activities for ex-ADF members and their families —approach

A single Trial Site focused on ex-ADF members and their families. The Site developed and
implemented a strategy based on promoting social connection as key to wellbeing, rather than
emphasising suicide prevention directly.

Activity description

No aftercare services were commissioned for ex-ADF members as part of the Trial, but there was a
strong emphasis on developing general practice and mental health pathways for ex-ADF members.
There was also strong involvement from stakeholders representing organisations that provide
clinical and support services for ex-ADF members, such as Open Arms (an agency of the DVA).

Other activities included:

e Awareness campaigns involving media, social media and community events, including the
Check Your Mates campaign

e Training programs, including Mindframe and programs for which the evidence base is yet to
be fully established, such as CORES

e A small grants program to fund social and wellbeing activities for ex-ADF members and their
families

e The development of a peer support model rolled out through Open Arms, and the
development of Veterans health pathways.

Tailoring activities

There was no specific information in documents on how activities were tailored for ex-ADF members
and their families.

Linkages and coordination

The local suicide prevention network was a key partner, with strong representation on the Trial
Governance committee and close coordination of events and activities. There was also linkage with
the DVA, through the Open Arms agency involvement in the Trial Governance Committee and
adoption of the peer support model developed by the Trial. Linkages with the ADF were primarily
through the connections of members on the Governance Committee with personnel at the local
Army Facility.

Activity promotion and recruitment strategies

Activities were promoted through local media, social media, ex-ADF networks and organisations, the
local suicide prevention network and through the networks of members of the governance
committees.

10.11.2 Activities for ex-ADF members and their families — outputs and impacts

Documents provided included post-event participant feedback reports and anecdotal reports, all of
which reported improvements in awareness and knowledge about suicide and its causes.
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10.11.3 Activities for ex-ADF members and their families — challenges

Documents noted that the planned delivery of Youth Aware Mental Health training in schools could
not proceed, because approval from local schools could not be obtained.

10.12 Focus population — LGBTI people
10.12.1 Activities for LGBTI people — approach

Two Trial Sites focused on LGBTI people.

Activity description

Both Trial Sites commissioned an LGBTI-specific aftercare service, and contracted service providers
that delivered other LGBTI-focused services to develop and deliver them. Other suicide prevention
activities implemented for this focus population included:

e Awareness raising through social media campaigns and attendance at community events

e Evidence-based training, such as QPR and SafeTALK, including Train the Trainer programs

e Training for general practice and other health, mental health and frontline workers,
involving either affirmative practice training developed by the Site or the Screening Tool for
Assessing Risk of Suicide Training

e Other programs such as a family and individual mentoring program, peer support events,
and research.

Tailoring activities

At both Sites, LGBTI stakeholders were involved in the planning and development of suicide
prevention strategies via Trial Committees which co-designed suicide prevention strategies with the
PHNs. Those Trial Committees included representation from community-based LGBTI services, allied
health practitioners focused on LGBTI communities, peak bodies such as the LGBTI Health Alliance
and AIDS councils, advocacy groups, and people with lived experience of suicide.

Other ways in which Trial activities were tailored to be appropriate for LGBTI people included
adapting existing training programs to be LGBTI inclusive, the delivery of generic suicide prevention
training to specialist LGBTI agencies and services, and contracting services with LGBTI focus to
deliver suicide prevention activities.

Linkages and coordination

Documents indicate that at both Sites aftercare services coordinated with a range of other agencies
and services for referrals into the service, linking clients with other support services and referrals out
of the service.

Activity promotion and recruitment strategies

Documents indicate that aftercare services were promoted through LGBTI organisations and
networks, including those services and organisations that were involved in the Trial either as
members of governance committees or commissioned providers of Trial activities.

10.12.2 Activities for LGBTI people — outputs and impacts

Documents from both Sites note that the LGBTI-specific aftercare services filled a gap, insofar as
LGBTI people often did not feel safe presenting to mainstream services.
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An evaluation of LGBTI-focused services and activities is underway at one Site, with results not yet
available at the time of writing. Documents provided little information on impacts of activities and
services for LGBTI people, with only one anecdotal report that participants benefited from using the
aftercare service.
10.12.3 Activities for LGBTI people — challenges
Challenges mentioned in documents include:
o The extended length of time required for co-design resulted in a delay in rolling-out services
e Resistance from schools to LGBTI-focused training programs
e Recruitment and retention of suitably qualified staff for the aftercare service
o Difficulties obtaining referral to aftercare services from hospitals

e Exit planning for the aftercare service due to long waitlists for LGBTI services
e COVID-19.

10.13 Focus population — older adults

One Site identified older adults as a focus population. At that Site, local organisations were
contracted to implement Trial programs in each of three regional areas within the PHN catchment.

10.13.1 Activities for older adults — approach
Activity description

No aftercare services were commissioned for older adults. Activities mentioned in documents were:

e Awareness raising, including community awareness-raising events and service navigation
information sessions
e Capacity building with Mental health First Training for people who work with older adults
e Information sessions for GPs.
Tailoring activities

Documents mention liaising with peak bodies such as the Council on Ageing, and delivering
programs to people who work with older adults as approaches to developing activities for older
adults.

Activity promotion and recruitment strategies

There was no information in documents on how activities were promoted to older adults or to those
who work with older adults.

10.13.2 Activities for older adults — outputs and impacts

A single post-activity participant feedback report indicated benefits from participation in terms of
being more knowledgeable about suicide and its causes, how to help someone who may be at risk
and where to get help.

10.13.3 Activities for older adults — challenges

There was no information on challenges in the documents.
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11 Consultations with PHNs (interviews)
11.1 Summary of approach

Consultations were undertaken with PHN representatives via two rounds of interviews (group or
individual) conducted in May—December 2018 and March—July 2020, and via a brief mid-Trial survey
in mid-2019. This chapter describes the interviews and Chapter 13 describes the survey.

The two Sites that were exclusively focused on Aboriginal and Torres Strait Islander populations
were not included in the Round 1 and 2 PHN consultations. As described in Chapter 2, a modified
methodology was used for the evaluation of the Aboriginal and Torres Strait Islander component of
the Trial. Findings from PHN consultations regarding Trial activities focused on Aboriginal and Torres
Strait Islander people are reported in Chapter 17.

Trial coordinators were asked to identify PHN staff who had had some involvement with the
planning and/or implementation phase of the Trial and invite them to participate in consultations.
Interviews were conducted in person wherever possible, and by phone or via online
videoconference (Zoom, Skype, Microsoft Teams) when this was not possible due to distance or
timing or COVID-19 travel restrictions. The questions for the group and individual interviews were
the same, and were based on the Evaluation Framework?.

Round 1 questions focused on planning and implementation, including activities undertaken to
identify local needs, stakeholder involvement, barriers; the development and implementation of a
systems approach, including barriers; and planning, activities and challenges for focus population
groups. Round 2 questions focussed on implementation, integration and coordination of services
and activities; overall Trial impacts and outcomes; sustainability; and focus population activities and
challenges. A list of Round 1 and Round 2 interview questions is provided in Appendix 4. Not all
questions were asked at every interview; a subset relevant to each PHN staff member’s role and the
focus of their Site’s activities was used.

Interviews were conducted by two evaluators, with one acting as scribe, and were also audio-
recorded (with participants’ permission). Group interviews lasted 1-2 hours, and individual
interviews 30 minutes to one hour. Each participant received a plain language statement providing
information about the evaluation and the interview, and all participants provided informed verbal or
written consent to take part.

11.2 Sample information

Sixty-two PHN staff from 10 Trial Sites participated in consultations across two rounds. In Round 1,
46 PHN staff took part in consultations, with an average of five participants per Site (range 2-9).
Thirty-nine PHN staff participated via group interviews (36 in-person, 3 via videoconference), five
participated in individual in-person interviews, and two via individual phone interviews. One PHN
staff member participated in two group interviews.

In Round 2, 36 PHN staff took part in consultations, with an average of four participants per Site
(range 2-7). Twenty participants took part via online group interviews, 15 via online individual
interviews, two via individual phone interviews, and one via an individual in-person interview. Two
PHN staff participated in consultations for two Trial Sites which their PHN included. Twenty
participants had also taken part in Round 1 consultations.

Table 11.1 details the roles of PHN staff who participated in interviews.
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Table 11.1 PHN consultations: participant roles

PHN roles Round 1 Round 2
participants (n) participants (n)

NSPT coordinators, project workers 13 11
Portfolio manager: mental health, suicide prevention, AOD 7 4
portfolio/program managers

Portfolio manager: other portfolio 8 4
PHN-wide suicide prevention managers 2 3
Commissioning, procurement officers 3 2
Communications/community outreach staff 3 -
CEO/executives 2 6
Research, evaluation, QA staff 3 4
Other 4 3

11.3 Data Analysis

Notes from the group and individual interviews were uploaded to NVivo V.12 for analysis. Thematic
analysis of the interviews was then undertaken, considering all responses from all focus population
groups, using the notes taken by the researcher, supplemented by the audio-recordings when
needed. Initially, the two evaluators read all the interview notes and used the interview schedule to
deductively identify key themes and develop a coding framework that captured the full range of
comments. A modified framework analysis was conducted to order the themes into an overarching
framework to make sense of the emerging themes?Y), The two evaluators then independently coded
two of the interviews and determined their level of agreement. The themes were further refined to
address areas of disagreement, and consensus was obtained regarding the coded focus group. One
of the evaluators then coded the remaining content, consulting with another evaluator when
needed. The framework, and associated coding, was then finalised.

11.4 Planning
11.4.1 Planning —identifying local needs and service gaps

Trial Sites were asked to describe what activities they undertook to understand local needs and
identify service gaps. The most commonly described strategies were consultation (10 Sites) and
using data (9 Sites). Table 12.2 outlines the main strategies used by Trial Sites, and Appendix 5
details themes and provides related quotes.

A variety of consultation methods were used, including forums, meetings, surveys, individual contact
from PHN Trial staff, and engagement with existing community networks. Many Sites used multiple,
complementary methods of community consultation. Most community consultation activities were
undertaken by PHN staff, but four Trial Sites also contracted external agencies, such as universities
and consultants, to undertake some or all of the consultations.

Six Trial Sites incorporated information from consultations undertaken by the PHN as part of routine
planning activities, such as routine needs assessments and service mapping activities. One Trial Site
used findings from a previous PHN regional suicide planning symposium to inform the Trial planning.
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Table 11.2 PHN consultations: Strategies used to identify local needs and service gaps
Strategies Sites (n) ‘

Trial-specific consultation 10
Consultation data from routine PHN needs analysis or service mapping 6
activities

Data

e Drew on data already routinely collected by the PHN

e Contracted and organisation to source relevant data

Trial staff sought from data custodians (ABS, AIHW, LHNs)

e Anecdotal data from local service providers/agencies/ networks
PHN regional planning symposium findings

Existing interagency relationships

Employed local Trial Coordinators to identify local needs

Monitored media to identify trends in suicide

Ongoing evaluation of Trial activities to identify emerging needs

R R R R R DMWDOV

The number of community members and the extent of their involvement varied. For instance, at one
PHN over 3000 community members and organisations contributed to the routine PHN Needs
Analysis report that was used to inform Trial planning, whereas another PHN relied on a group of
around 30 key community representatives throughout the Trial planning and implementation
process.

Nine Trial Sites sourced data specifically to inform planning. Four Trial Sites contracted other
organisations, such as the Australian Institute for Suicide Research and Prevention, universities and
the Black Dog Institute, to source suicide-specific data.

11.4.2 Planning — stakeholder involvement

At all 10 Trial Sites the primary mechanism through which community stakeholders were involved in
the planning process was participation in Trial Committees established to inform and guide the Trial.
Six Trial Sites reported that they drew on pre-existing community groups to assist with planning for
the Trial. These community groups typically comprised service providers and other key community
representatives with an interest in suicide prevention. Staff from two Trial Sites described how these
community groups incorporated the Trial into their remit, and the other four Trial Sites used
community groups as the starting point for developing Trial-specific committees.

Primary Health Network staff described the involvement of a wide range of stakeholders in planning,
including representatives from community-based service providers, federal and state governments,
local hospital networks, local government, community organisations (including advocacy groups and
local suicide prevention networks or groups), GPs and mental health professionals, first responders,
Aboriginal and Torres Strait Islander organisations, and people with lived experience of suicide.

State government

Staff at two PHNs reported that the state government was not involved in the Trial; the other eight
PHNs reported a range of state government involvement. Stakeholders at most of these eight PHNs
reported that state government representatives attended Trial Committee meetings. Stakeholders
at four PHNs reported a close working relationship with state government that was underpinned by
formal agreements or supported by a state suicide prevention strategy. Other PHNs experienced
frustration in their efforts to engage with their state government.

Staff at six PHNs reported that representatives of local hospital networks were involved in the Trial.
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Local Government

Local government was involved in the Trial to varying degrees. Staff at two urban PHNs reported that
the local government was not involved in the Trial. Other PHNs had involvement of local government
in planning forums and ongoing representation in Trial groups. Some local governments were
actively involved and had already been working in suicide prevention, while for other PHNs work was
required to get local governments’ buy-in to the Trial. Involvement of local government in the Trial
was somewhat linked to the location of the Trial, with more involvement in rural areas.

Local Health Networks/ Hospitals

Seven Trial Sites described collaborations with LHNs and/or hospitals. These involved including LHN
stakeholders in initial consultations and then ongoing involvement on Trial Committees,
participation in care pathway mapping activities, and in sharing funding for a suicide prevention
coordinator role at one Trial Site. In most cases Trial Sites reported a positive and effective
relationship between the PHN and local hospitals.

General practice

Primary Health Network Staff reported a range of avenues through which they engaged with GPs,
including GP representation in consultations conducted to establish local needs, GP representation
on Trial Committees, involving GPs in health pathway development work, in developing specialist
training or information resources for focus population groups, and offering suicide prevention
training to GPs.

People with lived experience of suicide

Staff at nine Trial Sites reported involvement of people with lived experience of suicide in the
planning for the Trial. In five PHNs, Roses in the Ocean facilitated involvement of people with lived
experience of suicide through training of representatives. People with lived experience of suicide
were members of various PHN Trial Committees involved in the planning and governance of the
Trial.

11.4.3 Planning — facilitating factors

Stakeholders from all 10 Trial Sites identified strategies to respond to challenges and factors that
facilitated local planning. They identified facilitators related to the PHNs’ planning process and role,
as well as community-related facilitating factors. PHN-related and community-related facilitating
factors identified are listed in Table 11.3.
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Table 11.3 PHN consultations: Facilitating factors and effective strategies for planning
Facilitators Sites (n)
PHN-related facilitators

e  Skilled Trial staff 6
e  Providing support and resources 3
e  Working with existing organisations 2
e Time spent building relationships 2
e Maintaining engagement through information sharing 1
Community-related facilitators
e Motivated community 7
e  Pre-existing relationships with the PHN 4
e  Established community networks 2
e Having the “right” people involved 3
Support from Black Dog Institute 8

Staff at six Trial Sites described individual PHN staff members who had brought skills to the role that
had facilitated the Trial planning. Key skills identified were a background in community engagement,
knowledge and passion about suicide prevention, good relationship skills, and existing connections
with the community. These were seen as critical to the success of the Trial because the Trial was
“outside how the PHN usually does things”.

The most commonly reported community-related facilitating factor was a community that was
motivated and “keen” to take part in the Trial, and community representatives who were passionate
and eager to help.

Trial Sites use Black Dog Institute support in a range of ways. PHN Staff at four Trial Sites reported
that they had used the Black Dog Institute to provide resources such as research and data to support
the Trial. In three Trial Sites the Black Dog Institute had assisted selection of focus population
groups. Other support provided by the Black Dog Institute included hosting national forums and
workshops for Trial Sites, training for Trial staff, and regular monthly contact and support. The
majority of the PHN staff were positive about the role of the Black Dog Institute in the Trial,
describing its staff as supportive, responsive and helpful.

11.4.4 Planning —challenges

Primary Health Network staff at all 10 Trial Sites identified challenges encountered in the planning
and implementation process. The key themes were stakeholder-related challenges, operational
challenges, PHN-related challenges and data-related challenges. Table 12.4 details the main
challenges encountered.

Stakeholder-related challenges

Challenges related to working with community stakeholders were raised by stakeholders at all PHNs.
The most commonly-reported challenge, raised by PHN staff at seven Trial Sites, was that effective
stakeholder involvement in the Trial took much longer to coordinate than was anticipated. Trust
needed to be built between community stakeholders that had not previously worked together, and
to overcome pre-existing tensions. PHNs also often needed to work to develop their relationships
with community stakeholders.

Table 11.4 PHN consultations: Challenges encountered in planning

Challenges Sites (n)
Stakeholder-related challenges
e Length of time required to engage community 7
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Challenges Sites (n)

e Getting the “right” people on board 6
PHN-related challenges

e Staff recruitment and retention 6

e  PHN’s relationship with the community 6

e Internal PHN systems and processes 3
Operational challenges

e Short duration of the Trial 8

e  Geography of Trial Site 6

e Funding 4

Data-related challenges
e Lack of access to quality data
e Lack of real-time data on success of Trial activities 3

“Getting the right people on board” and getting those people to then work effectively together was
also a common challenge, cited by PHN staff at six Trial Sites. Challenges to effective community
stakeholder participation included practical constraints of meeting logistics, the capacity of the
community stakeholders to be involved, the level of community buy-in to the issue, and other
competing community needs and priorities.

PHN-related challenges

Primary Health Network staff at eight Trial Sites spoke about challenges related to the PHN that had
affected the Trial negatively.

While staffing was also identified as a facilitating factor, PHN staff from six Trial Sites described
problems with staffing of the Trial — primarily in finding skilled people to undertake the roles and
high turnover of staff.

Staff at six Trial Sites identified the PHN'’s relationship with the community as an issue that
hampered the Trial. Stakeholders from two PHNs reported that a negative perception of the PHN, or
lack of knowledge of the PHN, in the community was an issue. PHN staff at three Trial Sites identified
negotiating the level of PHN versus community ownership of Trial with the community as a challenge
and noted that they had needed to step back and let the community own and drive the Trial.

Primary Health Network staff at three Trial Sites reported that internal contracting and procurement
processes hindered the Trial by delaying implementation.

Operational challenges

Primary Health Network staff at eight Trial Sites raised the length of the Trial as a problem. As
mentioned previously, involving community stakeholders in planning took longer than anticipated,
and pressure was felt to achieve Trial goals within the original three-year timeframe.

Staff at six Trial Sites described challenges related to the geography of their Site. The distances
required to travel to undertake work and meet people in person was a significant factor in rural
Sites. Difficulties related to working across boundaries of hospital areas and across cities with
different needs were also raised.

Funding challenges included restrictions imposed by government budget cycles, the siloing of
funding from different levels of government, delays in receiving funding, and a need for more
funding.
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Data-related related challenges

Primary Health Network staff at seven Trial Sites reported that difficulty in accessing good-quality
data was a challenge for planning. Trial Sites were keen to access data related to suicide attempts
and deaths, especially regarding their focus population groups, but they reported that data was not
available, delayed or was inaccurate. Lack of data reduced Trial Sites’ ability to effectively plan Trial
activities. Three Trial Sites also said that they lacked real-time information about which suicide

prevention activities were successful, which they could have used to assess if they were on the right
track.

11.5 Systems approach
11.5.1 Developing a systems approach — strategies

Primary Health Network staff described strategies that had they had found effective in promoting a
more coordinated and integrated approach to suicide prevention within their Trial Site regions. All
10 Sites included in consultations identified working with a systems framework and the involvement
of stakeholders from across the system in the Trial planning and/or governance structures as
effective strategies. A range of other strategies also considered effective are detailed in Table 11.5.

Table 11.5 PHN consultations: Strategies effective for facilitating a systems approach

Strategies Sites
(n)
Involving key stakeholders from across the sector 10
Adopting or adapting a systems framework 10
Existing PHN governance and processes 4
Linking with key local groups/organisations 3
Community development approach 2
Identifying system-level needs or gaps 2
PHN flexibility in commissioning 2
The Trial coordinator role 4
Other 4
Development of referral or health pathways 4
Using commissioning to support integration and coordination 4

Staff from all 10 Trial Sites described stakeholder involvement as key to developing a systems
approach in terms of fostering engagement and cooperation across the wider sector. Stakeholder
engagement is discussed in detail in Section 12.4.2 above.

All 10 Trial Sites included in consultations had elected to work with a systems-based framework,
eight with LifeSpan and two with the AAD. However, most determined that it was not feasible to
implement all the strategies included in the frameworks and identified a subset of interventions and
activities to implement. In particular, only four Sites opted to implement services for individuals such
as aftercare services or other clinical services. The reasons given were concerns about sustainability
and potential harm in withdrawing a services at the end of the Trial. PHN staff from six Sites felt
having a framework was a useful tool, because it gave an overall structure to the Trial program of
work, helped identified areas to focus on, and aided in communication with stakeholders and
working group members to promote a shared understanding of the objectives and approaches.

Staff at seven PHNs spoke about the way in which they had adapted their chosen framework to be
appropriate for their local context (e.g., regional communities with limited services) or to suit their
focus populations. One PHN staff member spoke about how they had talked with their GPs and
learned that the way they assessed for depression was different than described in their framework.
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At another PHN, a staff member reported that they had added an element to the framework
regarding “social-connectedness, belonging, culture”. Staff from PHNs who were using the AAD
framework explained that they had chosen the framework for its focus on depression and working
with general practice rather than suicide, which felt like a “good fit” for the PHN.

Primary Health Network staff from four Trial Sites noted that the usual business of the PHN —
including existing PHN governance structures, PHN participation in inter-agency and multi-
jurisdictional committees and working groups, their established relationships across the sector
including with State based agencies, and their role in regional planning activities — aided in working
towards adopting a systems approach.

Four Sites mentioned the importance of a coordinator role to facilitate and maintain engagement
between service providers and organisations. It was noted that the engagement and coordination
between organisations requires time and resources which organisations themselves don’t have
capacity to provide, and so without a resourced dedicated role the level of engagement, the
cooperation and integration that has resulted from the Trial will not be sustainable.

Staff from four Sites used the commissioning process to foster integration of suicide prevention-
specific activity with other PHN-funded activity. One Trial Site described how they commissioned a
provider for a Trial-funded service which provides other related services as a way of building
integration between services; another described including suicide prevention knowledge/experience
as a requirement when commissioning non-suicide-specific mental health services.

Primary Health Network staff at two Sites mentioned a community development approach as an
effective facilitator. They considered that it increased community buy-in, promoted community
ownership and control, focused on social connectedness, general community wellbeing,
sustainability, and bringing community and the mental health/health system together.

Staff from three Trial Sites noted that linking in with key local groups or agencies facilitated
coordination across the sector, though not necessarily covering all elements. Two Sites highlighted
the role of local Suicide Prevention Networks and one local government. All three Sites were in
regional areas.

Staff from two PHNs noted that flexibility was required in PHN funding guidelines to be able to fund
the broader range of community-based activities that are included in the systems frameworks,
because these fall outside the traditional commissioning remit of PHN. As part of the Trial, the PHNs
had been able to have that flexibility.

Primary Health Network staff at two Sites mentioned identifying needs and gaps as a way in which

they engaged with addressing system-wide change. Both mentioned a focus on system-level needs,
rather than service-level needs, in terms of identifying pressure points within the system as well as
silos, and attempted to address these in planning.

Other strategies mentioned by single Sites only as facilitating a more coordinated approach to
suicide prevention were:

e Including a requirement for integration of services in contracts with commissioned providers

Implementing suicide awareness programs across all the PHN’s commissioned services, not
just the Trial services, which strengthened awareness and cooperation around care
pathways in the region

e Signing a formal MoU with the State Health Service

e The coordinator dealing directly with other services and organisations to promote referrals.
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11.5.2 Implementing a systems approach —impacts

Integration of Trial activities and services with existing activities and/or services

Primary Health Network staff from nine Trial Sites commented on the integration of Trial service
and/or activities with existing services. Staff from five Trial Sites felt that there had been integration
of Trial activities and services with existing services and agencies, with the qualification that
integration was still a work in progress. Staff from two Sites noted that there had been only a small
degree of integration, while staff from two Trial Sites considered there had been little or no
integration. Neither of the latter two Sites had implemented individual services.

Among Sites which did report some degree of integration, PHN staff mentioned a range of avenues
through which that integration had been achieved. There was no dominant approach taken across
Sites, with the most frequently mentioned outcome being increasing the availability of information
on existing services and/or health pathways (4 Sites). Other impacts are noted in Table 11.6.

Table 11.6 PHN consultations: Impacts related to service and activity integration
Impacts Sites (n)
Integration within and between commissioned providers 2
Partnerships and collaborations in delivery
Development of referral pathways
Development of health pathways, service information provision
Integration via participation in PHN governance bodies

= A NN

The organisations commissioned to provide Trial services and/or activities played a role in working
towards integration in several respects. For example, commissioned service providers integrated the
Trial-commissioned service or activity with the other activities they offered and by using their
existing networks and connections to other services to integrate Trial activities/services. Where a
commissioned organisation was a lead service provider in their particular locale or for a particular
population group, it had more opportunity for achieving integration via those avenues.

Partnerships and collaborations between commissioned organisations were also noted as an avenue
for service integration, including the development of referral pathways. Referral pathways between
commissioned services and state agencies also increased service integration. Non-Trial PHN
governance bodies have cross-sectoral representation and provided a forum to pursue linkages
between Trial services/activities and other services.

Achieving a more integrated and coordinated approach to suicide prevention across the system

Staff from 7 PHNs identified impacts related to overall integration and coordination across the
system. Key impacts identified were building relationships, the transfer of knowledge and breaking
down silos. Table 11.7 outlines main impacts.

Table 11.7 PHN consultations: Outcomes related to system-wide integration and coordination

Impacts Sites
(n)
Building of relationships and partnerships 7

Transfer of knowledge

Connected services and agencies: breaking down silos
Co-hosted events, aligning with other activities
Widened PHN scope of activities

Other outcomes

NNDN DO
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The most commonly-mentioned impact of the Trial in terms of endeavouring to establish a systems
approach was the building of partnerships and relationships between organisations. This included
between PHNs and NGOs , between PHN and state health and mental health agencies, and between
PHN and federal agencies (7 Sites).

Another impact in terms of promoting greater coordination and integration, mentioned by PHN staff
from five PHNs, was the mobilisation of the knowledge gained in the Trial. This took the form of the
take-up Trial programs by organisations not involved in the Trial (1 Site), organisations integrating a
Trial program across all their activities (1 Site), and the sharing of learnings and models from the
Trial with other organisations, PHNs and state government (2 Sites). Staff from three PHNs described
how their PHN was working with state government to provide input into suicide prevention at the
strategic policy level based on their increased knowledge from the Trial.

Staff from four PHNs noted as a key impact that the Trial enabled organisations and services to
connect and gain awareness about each other and the services and activities they offered. This
included both commissioned organisations and those that were not commissioned but were
involved in the planning phase of the Trial.

Primary Health Network staff from two Sites noted that co-hosting events and collaborating on
delivering training increased integration with community-based suicide prevention organisation
grassroots activities and state government initiatives.

Staff from two PHNs identified the widening the PHN scope as an impact of efforts to take a systems
approach. This included taking a more active localised community development approach,
commissioning a range of activities wider than services and health promotion, and also being more
flexible about contracting requirements and guidelines.

Other impacts resulting from adopting a more coordinated approach mentioned by a single Site
were:

e Building of capacity across non-specialist services as a way to break down silos between
specialist and mainstream services

e Commissioning of programs to fill gaps and provide a full suite of prevention, aftercare and
postvention programs

e Involvement of a large number of diverse organisations, agencies and business across
regional communities (60 organisations).

11.5.3 Developing and implementing a systems approach — challenges

Primary Health Network staff identified a range of challenges encountered in the process of
developing and implementing a systems approach. Table 11.8 outlines the main challenges
mentioned.

Table 11.8 PHN consultations: Challenges in establishing a systems approach

Challenges Sites (n)

Implementing a systems framework

e Resistance from community to systems frameworks 6
e Lack of information and support on implementation of LifeSpan 3
e Negotiating the level of modification required to the selected 4

framework to meet local needs/preferences
Coordination and integration challenges
e  Conflict/competition between providers or community 6
organisations
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e Limited influence across the system 5

e  Other barriers to integration 3
Stakeholder-related challenges
e General stakeholder engagement (described in 4.4.2) 10
e State government 4
e Local councils 3
e General practitioners, hospitals 3
e  Education departments, schools 4
e Service providers 3
e  Other key stakeholders 2
Capacity and logistic issues 4
Other challenges 2

Systems framework-related challenges

Staff at six Trial Sites described encountering resistance from the community about their chosen
systems framework. PHN staff noted that there were concerns from the community that the
framework would not be appropriate for them, and that community representatives had
communicated that “we already know what we’re doing”.

Primary Health Network staff at three Trial Sites commented that they lacked information and
support about how to operationalise and implement the LifeSpan framework, and that they required
assistance in translating the research into action. PHN staff from four Trial Sites felt that the Black
Dog Institute was not always able to adapt the LifeSpan framework to local conditions and need, and
two noted that the Black Dog Institute was insufficiently resourced to provide the level of support
they required. Three Trial Sites mentioned the dual roles of the Black Dog Institute, noting that it
was also a provider of several recommended training packages.

Stakeholder-related challenges

In terms of key stakeholder challenges, three Trial Sites noted difficulties in engaging with state
government, with one suggesting that, having already developed a State Suicide Prevention Plan,
there was some strategic planning fatigue. Two Sites commented that incompatibility with the
operating procedures or structures of State agencies hampered the implementation and
coordination of services or activities, and one Site mentioned that the time-limited nature of Trial
activities was an impediment to getting state government buy-in.

Three Trial Sites also noted difficulties getting local government involved, indicating that they had
different priorities, may not have established networks in the health sector, and lacked capacity in
terms of time and knowledge of the area. One Trial Site noted that it was a challenge to engage GPs
in development work, both due to lack of capacity and unwillingness to step outside their traditional
role. Two Trial Sites reported that gaining access to schools to implement programs is time-
consuming and not always possible.

Staff from three Sites noted challenges related to achieving engagement from organisations that
provide services/activities. These were related to providers being unwilling to engage if they were
not receiving funding from the project or to participate in any activity that was outside the scope of
their usual business.

Coordination and integration challenges

Primary Health Network staff from six Trial Sites noted that service providers and organisations were
often in competition with each other for funding. In some cases there were pre-existing conflicts
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between community organisations, meaning that considerable time and effort were required to
repair and build relationships in order to establish a coordinated approach.

Staff from five Sites identified the limited degree of influence of PHNs (3 Sites), local organisations
commissioned to implement the Trial (1 Site), and the membership of the Trial Committee (1 Site) as
a challenge for implementing a systems approach.

Staff from three PHNs mentioned barriers to achieving integration across the system. PHN staff from
two Sites thought that integration and coordination had not been prioritised, and that at their Sites
the focus on community-level activities rather than on service delivery did not lend itself to a more
integrated approach. One other Site, which did include a service delivery element, noted that while
there was more integration it was at the service level, not the system level.

Operational and logistical challenges

Staff from four PHNs raised challenges related to operational and capacity issues, all of which were
in regional or rural locations. Challenges included staff turnover in regional areas, diversity of local
government’s engagement across large regional PHN catchments, a lack of service capacity to
deliver new services in regional areas, and the Trial Site catchment sitting across regional
boundaries.

Other

Other challenges identified were the difficulty in migrating learnings from specialist services for
target populations into mainstream services (1 Site), and the lack of data on focus populations to
provide evidence of need (1 Site).

11.6 Aftercare services for people who attempt or are at risk of suicide
11.6.1 Aftercare services —approach

Service description

Four Trial Sites implemented non-clinical follow-up aftercare for individuals who had made a suicide
attempt or were experiencing suicidal ideation. Across the four Sites there were three general
population services (2 Sites), two Aboriginal and Torres Strait Islander-specific services (2 Sites) and
two LGBTI-specific services (2 Sites). All services were commissioned to address a lack of services
either in a specified region or for a specified population group. PHN staff from the two Sites that
commissioned general population services noted that the new service enhanced prior PHN suicide
prevention activity in terms of complementing existing commissioned services and increasing the
focus on aftercare.

Tailoring services

Staff from three Sites described ways in which the services were targeted either to regional context
or focus population. The three strategies mentioned included co-design of the service model with
stakeholders from focus populations (2 Sites); adapting Beyond Blue’s Wayback service model,
particularly the referral and intake pathways, to suit regional settings (1 Site); and delivery of the
service by focus-population provider organisations (1 Site).

Service promotion and recruitment

Services at all four Sites received referrals from GPs or local hospitals, with two Sites having
formalised referral agreements with hospitals in place. One Site implemented the Wayback service,
which has a restricted referral pathway from hospital only, while the other three Sites accepted
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referrals from a wider range of sources including police, ambulance, community mental health
services, other service providers delivering Trial activities, as well as self-referrals and referrals from
family and carers.

Linkages

The service model at all six aftercare services is a case-management approach which involves linking
service users with appropriate services and supports in the community. PHN staff at three Sites
noted that linkages with other services included connecting clients with other services offered by the
commissioned provider or with organisations that were part of their networks. At the PHN level,
linkages were facilitated through the PHN Trial Committees (2 Sites).

Involvement of people with lived experience of suicide

People with lived experience of suicide were involved in a range of capacities, including assessing the
need for the service (1 Site), design of the service model (3 Sites), and delivery of the service (1 Site).

11.6.2 Aftercare services — outputs and impacts

Staff did not have specific information on whether suicidal behaviour and self-harm had been
prevented among aftercare service users. Outputs and impacts for service users are described in
Chapters 21 and 22. PHN staff did, however, describe other outputs resulting from the
implementation of the aftercare services relating to meeting needs and fostering a coordinated
approach.

Complementing existing services or filling a service gap

Primary Health Network staff from all four Trial Sites that commissioned aftercare services were
strongly of the opinion that the services had successfully filled a gap, either in their region or for a
population group that had no targeted culturally safe services prior to the Trial.

Meeting needs and expectations

In terms of meeting community needs, PHN staff from three Sites indicated that the services had

had good uptake, with two Sites reporting that services were at capacity. PHN staff indicated they
had received feedback that clients were happy with the service (2 Sites), and that the service was
valued by other service provider organisations (2 Sites).

Staff from two Sites believed that the services were meeting their workplan targets, while at one
Site the provider had experienced difficulties for some time in obtaining referrals, which initially
restricted their ability to meet their targets.

Coordination with other services

At all four Sites offering aftercare services, coordination between the aftercare service and other
services was achieved primarily through the establishment of referral pathways. Other effective
coordination strategies mentioned included involving the state health department, state mental
health and LHN representation on the Trial Committee (1 Site), and integration of the services with
the other services delivered by the provider (1 Site).

11.6.3 Aftercare services — challenges

Primary Health Network Staff identified several challenges relating to implementation of services, as
well as the strategies used to address them. Table 11.9 lists the main challenges experienced.
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Staff at three Sites indicated that establishing the initial referral pathways and building knowledge
and trust with potential referrers about the service were early challenges. Strategies to address that
challenge included the service provider staff having face-to-face meetings with potential referrers,
providing feedback on the service outcomes to referrers to demonstrate the value of the service,
and including information about the service in community campaigns.

Table 11.9 PHN consultations: Aftercare service implementation challenges
Challenges
Referrals
State and local hospital system issues
Provider operational issues
Sector capacity
Other

R NN DNDW

Staff at two Sites referred to challenges related to state agencies, including the local hospital
systems. At one Site, the challenges included incompatibility in assessment and case risk
classification between the state-mandated model and the aftercare service model, which affected
who was referred to the service. The challenge was addressed through negotiations between the
provider and state agencies over referral pathways. The other Site experienced challenges around
the reluctance of LHDs to refer into the service, because it was a non-clinical service and they were
not confident referring vulnerable clients to it. The challenge was addressed in part through
adjusting the model of care to include a more clinical focus, with a clinician as team leader as well as
implementing a bi-lateral agreement with the LHD.

At two Sites there were challenges relating to service delivery capacity, with providers not having
sufficient staff to deliver the type or volume of services required. These issues were addressed by
restructuring contracts.

At the two regional Sites implementing aftercare services, issues around sector capacity were raised
— specifically, the limitations of the mental health infrastructure (1 Site) and limited availability of a
peer workforce (1 Site).

Two further challenges mentioned by one Site were the need to build an understanding of the
service with peak organisations so they would promote the service, and the need to build
understanding with potential clients so they would trust the service and make use of it.

11.7 General population suicide prevention activities

Most Trial Sites implemented whole-of-population, whole-of-community activities in addition to
more targeted activities for focus populations.

11.7.1 General population activities —approach
Activity description

Specific information on the types of activities implemented as part of the Trial were not sought in
consultation with PHN staff, because this information was more comprehensively captured in the
community-based activities dataset (reported in Chapter 13). While all Sites specified focus
population groups, they all also commissioned activities directed at the general population. This was
particularly the case in regional Sites. Examples of general population activities include:

e Media campaigns that may have been focused on issues relevant to the target population
but had a general population reach
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e Community-wide initiatives such as workshops, suicide prevention training courses, and
community events

e Developing general health pathways

e Establishing or supporting local suicide prevention networks

e Capacity-building such as Train the Trainer training, offering scholarships to support
Certificate IV training

e Supporting people with lived experience of suicide to participate and become advocates.

Tailoring activities

General population activities, by definition, are not tailored for a particular focus group. However,
PHN staff from six Sites indicated that they commissioned broader community-focused or whole-of-
population activities to reach members of their focus population who may not identify or align
themselves with that population or be isolated (3 Sites), or because in smaller regional settings there
is community resistance to only offering services or activities to particular segments of the
population (3 Sites).

Linkages and coordination

Approaches to coordinating and integrating are as described in section 12.5.2.

Activity promotion and recruitment strategies

Media campaigns (2 Sites) and getting the word out through stakeholder networks (1 Site) were the
two strategies for whole-of-population activities specifically mentioned.

Involvement of people with lived experience of suicide

Staff from six Trial Sites described the involvement of people with lived experience of suicide in their
general population activities. At all six Sites, people with lived experience of suicide had been
involved through their participation in the planning phase via membership of Trial Committees, and
at four Sites through involvement in delivering programs, the commissioning process or participation
in media campaigns. Five Trial Sites funded Roses in the Ocean training for people with lived
experience of suicide as part of their whole-of-community suicide prevention activities.

11.7.2 General population activities — outputs and impacts

Primary Health Network staff did not have information on the effectiveness of general population
activities with respect to the Trial outcomes of preventing suicide or self-harm. However, they
described outputs and impacts resulting from the implementation of activities related to meeting
needs, fostering a more coordinated approach and increasing awareness and knowledge.

Complementing or filling a gap

Staff from all 10 PHNs expressed the view that overall, the Trial activities addressed a gap or need.
PHN staff at two Sites noted that a lack of data and time to systematically assess needs in some
cases meant that Trial activities may not have been optimally directed toward greatest need.

Coordination of activities

Primary Health Network staff from seven Sites provided examples of areas in which greater
coordination and/or integration of population-wide suicide prevention activities had been achieved:

e Organisations jointly providing activities (3 Sites)
e Partnerships formed between key stakeholders (2 Sites)
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e The establishment of ongoing local suicide prevention or mental health and wellbeing
networks (2 Sites).

Met needs and expectations

In terms of meeting needs, PHN staff from four Sites indicated that the activities had been well
received and had had good uptake among both community members (4 Sites) and GPs (2 Sites). PHN
staff indicated they had received feedback that activity participants were satisfied with the Trial
activities (3 Sites), but dissatisfaction with Trial activities was noted at two Sites. GPs were
dissatisfied with the selected training package in one instance, and in another due to unmet
community expectations about the scope of activities the Trial should deliver.

Staff from five Sites believed that the Trial activities implemented at their Site were consistent with
their workplan targets, and had wholly or partially achieved their workplan objectives. However,
PHN staff noted that the initial workplans were often developed in a rushed manner, in the absence
of data and prior to a full community consultation process, and so did not accurately reflect
community priorities and capabilities. As such, workplans evolved over the course of the Trial, with
later workplans much more accurately reflecting feasible objectives and targets.

Increased awareness and knowledge

Primary Health Network staff from eight Trial Sites commented that the Trial activities had increased
knowledge about suicide and/or responsiveness to the needs of people at risk for suicide. They
offered a range of examples, including raising community awareness, reduction of stigma and
increased knowledge. In most instances the source of the information was from informal feedback,
anecdotal reports or observations, with only three instances citing campaign evaluation, survey or
participation numbers. Table 11.10 details the impacts identified.

Table 11.10 PHN consultations: Awareness and knowledge impacts

Impacts Sites (n) \
Increased community awareness 7
Increased knowledge 7
Reduced stigma 5
Increased confidence to provide help 3

Greater community awareness around suicide, suicide prevention, depression and/or mental
wellbeing was a key outcome mentioned by PHN staff at seven Sites. PHN staff at one Site cited a
consultant’s report on impact of a media campaign, and another Site noted that it had reached over
100,000 people over the life of the Trial through media campaigns and other Trial activities.

In terms of increasing knowledge, PHN staff referred to the uptake of structured suicide prevention
training programs (QPR, SafeTALK, ASIST etc.) among frontline staff, GPs, service providers (5 Sites)
and the broader community (5 Sites), while two Sites also mentioned Train the Trainer programs.

Primary Health Network staff from five Trial Sites reported that as a result of the Trial activities that
there had been a reduction of stigma and that people were more willing to have a conversation
about suicide or mental health. One Site reported that they received feedback from local GPs that
there seemed to be less stigma and they had been seeing an increase in people seeking help for
mental health problems.

Finally, three Sites noted that participants in training indicated they would feel more confident to
provide help to someone at risk for suicide or experiencing mental health problems.
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Other impacts

Staff mentioned a range of other impacts. Several PHN-related outcomes were noted, including the
building of knowledge and expertise in suicide prevention in the PHN network (1 Site), new skills in
using media for initiatives (1 Site), and new approaches to funding and commissioning services at
PHN (2 Sites).

Community impacts mentioned included providing the community with a grounding in evidence-
based narratives; increasing their knowledge about and confidence to act on suicide prevention;
empowering and engaging community to be part of the change; increased community pride,
ownership, connectedness and resilience; and the community gaining understanding of how systems
work and how to work with them.

Other impacts noted were the successful participation in work to restrict access to a known site
where multiple suicides had occurred (1 Site), suicide prevention workforce capacity building (1
Site), and the transfer of Trial learnings/programs to other areas of an organisation’s work or other
regions within the PHN (1 Site). Staff from one Site reported that police and postvention data
showed there had been a reduction in suicides in the Trial Site’s region.

11.7.3 General population activities — challenges

Primary Health Network staff identified the main challenges to the overall success of general
population activities as being related to engaging general practice (4 Sites), engaging the community
(4 Sites), and Trial design (4 Sites).

Staff from four Sites noted they had been less successful than they’d hoped in engaging GPs, noting
the multitude of demands on GPs’ time, the transient GP workforce in regional areas, the business
model of general practice clinics, and the time requirements of some of the suicide prevention
training packages for GPs as underlying factors. Approaches to overcoming these problems included
developing alternative training packages, offering training out of hours, and running events with
high-profile GP “champions”. However, overall PHN staff felt there was a need for substantial further
work to fully engage general practice.

Staff identified community-related challenges including resistance to evidence-based approaches,
existing community suicide prevention networks or lived experience of suicide organisations not
knowing the impact or safety of their (pre-Trial) activities, dominant organisations wanting to
impose their own agendas, and lack of reporting transparency in local implementation organisations.
The main approach to managing community-related issues involved Trial Coordinators engaging in
extensive interaction with community organisations and members to build knowledge and
relationships.

Trial design challenges related to timelines, sustainability and the applicability of systems
frameworks.

11.8 Focus population — Aboriginal and Torres Strait Islander peoples

Separate consultations were held with PHN staff from the Trial Sites focusing on Aboriginal and
Torres Strait Islander suicide prevention. These are reported in Chapter 17.
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11.9 Focus population —men

Six Sites identified men as a focus population group, in some instances focusing on particular cohorts
such as farmers, fishers, miners or older men.

11.9.1 Activities for men — approach
Activity description

Comprehensive information on activities implemented for men is collected in the community-based
activities dataset and is reported in Chapter 13. However, PHN staff from the six Sites described in
general terms the range of activities that had been implemented. Activities were primarily focused
on awareness raising around mental health and suicide and providing information on where to seek
help. They included media and social media campaigns, community events with lived experience of
suicide/community champion speakers, and providing information at regional events such as
farming field days. Structured male-focused training programs such as the Mates in Construction
General Awareness Training and/or Connector Training were implemented three Sites.

Tailoring activities

There were two main approaches. The first involved delivering generic programs and
materials/information in environments where men congregate, such as workplaces, men’s sheds,
pubs and sporting clubs (3 Sites). The second was to partner with male-focused organisations (e.g.,
Mates in Construction, Mates 4 Mates, Stop Male Suicide) to deliver male-specific programs and
workshops (5 Sites). One Site also engaged with women to get them to take the message home to
their male family members.

Activity promotion and recruitment strategies

Primary Health Network Staff noted that men can be difficult to engage. They described a range of
avenues through which they accessed male community members, including sporting clubs,
employers or workplaces, local councils, service clubs and farming field days (3 Sites). The
involvement of men with lived experience of suicide in delivering activities and the presence of
active community champions was mentioned as an effective strategy to encourage men to
participate (2 Sites).

Involvement of people with lived experience of suicide

Staff from three Sites described a range of ways in which men with lived experience of suicide were
involved in Trial activities. They included delivery of community awareness activities and appearing
in media campaigns (2 Sites), becoming trained trainers in Mental Health First Aid (MHFA)(1 Site),
and contributing via Trial Committees (2 Sites).

11.9.2 Activities for men — outputs and impacts

Staff did not have information on the effectiveness of Trial activities with respect to the Trial
outcomes of preventing suicide deaths or suicidal behaviour among men. However, they described
outputs and impacts resulting from the implementation of activities related to meeting needs,
fostering a more coordinated approach and increasing awareness and knowledge.

Complementing or filling a gap

Primary Health Network staff from four Sites stated that the focus on men was based on needs
being identified for this target population. Needs were ascertained through consultations with
community and other stakeholders (4 Sites) and by using data (3 Sites). However, PHN staff from one
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Site commented that other population groups with higher incidence of suicide death in parts of their
catchment were not being reached.

Coordination of activities

Staff from two Sites commented on coordination; at one Site, staff commented that there had been
some service improvement in service integration for men but there was still work to be done. PHN
staff at the other Site noted that the Trial Coordinator was engaging with established local networks
for men, and through that had increased collaboration between organisations.

Met needs and expectations

Staff from three Sites reported they had good uptake of activities targeting men. However, one Site
reported modest participation in training programs from men, and that their partners were
attending instead.

Two Sites reported that they had received informal positive feedback from participants in
community awareness and training activities, and one Site reported positive feedback from other
stakeholders.

Increased awareness and knowledge

Primary Health Network Staff from three Sites believed that the Trial activities had improved
awareness of the issue of male suicide.

Other impacts

Staff from one Site relayed anecdotal reports of more men seeking help from GPs in the region

following the roll-out of Trial awareness-raising and mental health training activities.

11.9.3 Activities for men — challenges

Primary Health Network staff from four Trial Sites identified challenges that reduced the success of
Trial activities for men:

e Difficulty in engaging men directly in the Trial planning (2 Sites)

e Scarcity of experts on men’s mental health and suicide in regional areas (1 Site)

e Difficulty getting traction because men were not perceived as a minority population or a
high-risk group (1 Site)

e Difficulty in engaging fly-in fly-out (FIFO) workers (1 Site)

e Difficulty in reaching the right person within workplaces and large companies to support and
progress the implementation of activities (1 Site)

e COVID-19-related restrictions had halted or severely impeded the implementation of
activities (1 Site).

11.10 Focus population —young people

One Trial Site was exclusively focused on young people, and PHN staff from five other Sites also
provided information on Trial activities involving young people.

11.10.1 Activities for young people — approach

Activity description

Primary Health Network staff mentioned a range of mental health or suicide prevention activities
aimed at young people:
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e Awareness raising through social media and other media, community events and workshops

e Capacity building such as Youth Aware Mental Health for young people and QPR training for
adults working with young people in schools and other settings

e Activities directed at elements of the system that engage with young people, including
developing a resource for GPs, capacity building for the workforce, and developing a
postvention response.

Tailoring activities

Strategies mentioned for tailoring activities for young people included selecting youth-specific
training programs (1 Site), working with youth services and organisations including headspace and
local council youth programs (3 Sites), and tailoring media and workshop content to young people
(1 Site).

Linkages

Staff from three Sites described ways in which linkages were made between Trial activities and other
agencies and organisations. These included the involvement of Schools in program planning and
delivery (3 Sites), working with local councils (3 Sites) and with youth services and youth-focused
organisations (3 Sites). PHN staff from one Site described how they worked with local councils who
do youth work and service providers to make each other aware of the services operating in the
region and to develop relationships between those organisations (1 Site).

Activity promotion and recruitment strategies

The main strategies for engaging young people to participate in Trial activities were delivering
programs in schools or other places where youth congregate (3 Sites), using social media to reach
young people (3 Sites), and working with local councils who run youth programs (2 Sites).

Involvement of people with lived experience of suicide

Primary Health Network staff from two Sites commented specifically on the involvement of young
people with lived experience of mental health or suicide in the Trial. That involvement had occurred
as part of the planning, and staff at both Sites indicated that they had done so in conjunction with
headspace to ensure a supportive and safe environment for young people with lived experience.

11.10.2 Activities for young people — outputs and impacts

Staff described outputs and impacts resulting from the implementation of activities related to
meeting needs, fostering a more coordinated approach and increasing awareness and knowledge.

Complementing or filling a gap

Staff from three Sites indicated that Trial activities aimed at young people met an identified need,
with staff from two Sites stating that Trial activities complemented other activities and services that
the PHNs commissioned in their region.

Coordination of activities

Primary Health Network staff at three Sites described strategies that had been effective for
increasing coordination. These included the Trial coordinator helping services and community
organisations to work collaboratively (1 Site), the development of information on service availability
in the area and on the links and pathways to access services (1 Site), and tapping into the shared
commitment of the community to reduce suicidal behaviour in young people in the region (1 Site).
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Met needs and expectations

One Site reported substantial uptake of QPR by teachers in schools in the region, with over 500
trained. At another Site, PHN staff remarked that while youth were chosen as a target population
primarily in response to high community recognition of a series of deaths among young people,
according to the data, middle-aged men were the population group with highest suicide death rates.

Increased awareness and knowledge

Three Sites provided indicators that Trial activities had increased awareness and capacity in youth
and adults who work with youth. Pre-post data showed increased suicide literacy and help seeking
(1 Site); in surveys, more young people reported that they felt supported in schools with staff
training in QPR than in schools with no QPR training (1 Site); and reviews of media campaigns
reported increased community awareness of suicide prevention (2 Sites).

Other impacts

Primary Health Network staff also mentioned increased help seeking by the audience of a social
media campaign, assessed by click-throughs to relevant Sites (2 Sites), and increased demand for
services following awareness activities, although this was based on anecdotal reports from a local
provider (1 Site).

11.10.3 Activities for young people — challenges

Staff at four Sites (from two states) noted challenges in implementing programs in schools, citing
reasons including saturation of schools with other mental health and wellbeing programs, political
resistance to LGBTI-related programs, and lack of engagement from the education department.
Other challenges they identified were engaging GPs and awareness activities generating demand for
services that could not be met.

11.11 Focus population —ex-ADF members and their families
11.11.1 Activities for ex-ADF members and their families — approach

A single Site focused on ex-ADF members and their families.

Activity description

The Site that focused on ex-ADF members and their families did not commission individual services,
but focused their activities on upstream risk factors which they characterised as the loss of
connection, purpose and comradery — the shared life — on exiting the defence forces. They
developed an overarching strategy organised into six “campaigns” (evidence-based programs,
clinical support, innovative programs, enduring connections, data and evidence, and community
response), most of which mapped to LifeSpan strategies. The activities included in the various
campaigns were GP training, developing ex-ADF members’ health pathways, community grants for
activities to foster social connection and/or purpose, mental health and suicide prevention training,
awareness-raising activities, and media campaigns.

Tailoring activities

Primary Health Network staff described the decision to focus on connectedness and wellbeing rather
than mental health or suicide prevention explicitly as the first and most significant tailoring strategy.
Other tailoring activities mentioned included expanding the cohort to families to reach those who
live with and support ex-ADF members, and adapting programs to ensure cultural safety for ex-ADF
members. PHN staff reported that one currently available training product (QPR) was not well
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received because it was not an Australian product, and therefore they decided to adapt an
Australian program (CORES) to use instead.

Linkages and coordination

Staff indicated that linkages had been established with key stakeholders in the sector. Open Arms
(the DVA) adopted the peer worker model that was developed as part of the Trial, initially in the
Trial region, but is scaling it up nationally. OASIS, the new ex-ADF members’ wellbeing centre, is
opening in Townsville, has strong linkages with the Trial Site, and will take over some activities at the
conclusion of the Trial. There have also been collaborations with Defence Forces locally, however
these have not been at a system level, but local linkages based on the personal relationships of
stakeholders.

Activity promotion and recruitment strategies

A range of strategies were implemented to promote Trial activities and boost participation by ex-
ADF members, including:

e Using branding that made it clear the programs were not DVA programs

e Developing a distinctive brand and multi-pronged communication strategy that would
resonate with ex-ADF members

e Focussing on connection and wellbeing rather than mental health and suicide, because the
latter were thought likely to deter participation

e Embedding awareness raising in a range of engaging community activities

e Opening events to the broader community so they can learn how to support ex-ADF
members who might not engage with Trial activity.

Involvement of people with lived experience of suicide

People with lived experience of mental illness and suicide (including ex-ADF members) had multiple
roles, including delivering Trial-funded activities, involvement in the design and planning of the Trial
activities through membership of Trial Committees, and participating in lived experience training.

11.11.2 Activities for ex-ADF members and their families — outputs and impacts

Primary Health Network staff described outputs and impacts resulting from the implementation of
activities related to meeting needs, fostering a more coordinated approach and increasing
awareness and knowledge.

Complementing or filling a service gap

Staff felt that the Trial activities had complemented existing PHN activities in the Trial region, insofar
as ex-ADF members had not previously been identified as a target group in service planning and
delivery at PHN level, despite constituting a high proportion of the population. They also said that
Trial activities were filling a gap by developing care pathways specifically for ex-ADF members.

Coordination of activities

Staff identified the sustained engagement of a large range of stakeholders from key organisations in
the sector and region in the Trial Steering Committee as evidence of effective coordination. They
noted that those stakeholders were in leadership and decision-making positions within their
organisations. Through establishing a strong collaboration with the local Suicide Prevention
Network, the Trial resulted in coordination of suicide prevention activities aimed at the general
population and those focused on ex-ADF members and their families.
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Met needs and expectations

Primary Health Network staff reported strong engagement with social media — over a million
engagements, mostly of men in their 20s and 30s, a group which would include ex-ADF members.

Support for Trial activities from a range of other stakeholders was noted by PHN Staff, including from
stakeholders sitting on the Steering Committee, and positive feedback from local and national
groups who adopted the Check your Mates campaign developed for the Trial.

Increased awareness and knowledge

Staff provided anecdotal reports of increased awareness among both community and service
providers of the issues of mental wellbeing and suicide among of ex-ADF members and their
families. They also noted that they believed the ex-ADF community was more aware of what services
were available to them, and that anecdotally they were aware that ex-ADF members were
responding to the messaging in campaigns such as Check Your Mates and reaching out to their
peers. Training was considered to have improved GPs’ understanding of the particular issues and
barriers ex-ADF members may face when accessing services.

Other impacts

Staff mentioned other indicators of effectiveness of activities, including a reduction of return to
inpatient psychiatric care following participation in a wellbeing program, men checking on mates,
and the adoption of or scaling up of Trial initiatives to broader populations or regions. PHN staff
reported direct feedback from participants that participating in Trial activities, especially the
community grant programs, had “saved their lives”.

11.11.3 Activities for ex-ADF members and their families — challenges

Challenges mentioned included that at the commencement of the Trial the PHN was still a relatively
new organisation, and initially lacked capacity for such a large undertaking. PHN staff noted that
there was a culture clash between those with an ADF background and civilians in the initial planning
stages, but that governance structures, regular and clear communication and a shared commitment
to the aims of the Trial overcame the issue. Reaching isolated ex-ADF members was identified as a
problem, and strategies to overcome it included funding community grants for engagement
programs as well as distancing Trial activities from the DVA. Resistance to imported training
programs was addressed by adopting and adapting local programs. It was also noted that the small
grant program involved working with small community organisations who were not always equipped
to meet the PHN’s administrative requirements, the solution to which was simplifying funding
application and reporting processes and providing support to organisations to meet those
requirements. An ongoing challenge is the complexity of navigating the system for ex-ADF members,
but the continuing work on developing care pathways will resolve that.

The PHN was unable to get approval to implement school-based mental wellbeing training and had
to abandon the program.

11.12 Focus population — LGBTI people
11.12.1 Activities for LGBTI people — approach

Two Sites focused on suicide prevention activities for LGBTI people.
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Activity description

Both Sites commissioned LGBTI-specific aftercare services and a range of community-based
activities. One Site also commissioned research on informal mental health and suicide prevention-
related support provided by peers and LGBTI community leaders. Activities included awareness
campaigns that offered information on services, affirmative practice training for emergency services
and first responders, individual and family mentoring programs, social connection and support
activities, establishing a community of practice for services involved in the Trial, and developing
health pathways for LGBTI communities.

One Site had a significant capacity-building focus. Capacity building was targeted at two cohorts:
people and organisations who had not worked with the LGBTI community, and people and
organisations who had worked with the LGBTI community but not in suicide prevention. Capacity
was built in the former cohort through an affirmative practice program, and in the latter with suicide
prevention training programs such as SafeTALK and ASIST.

Tailoring activities

Activities and services were tailored in a range of ways to be appropriate for the LGBTI population.
They included undertaking extensive community consultation that took a cultural approach; co-
design of activities and services with LGBTI services, community members and people with lived
experience; and by commissioning specialist LGBTI providers and organisations to deliver activities
and services. One Site also noted that it developed a whole-of-population campaign to capture
micro-communities who may not necessarily align themselves with the LGBTI community.

Linkages and coordination

Primary Health Network staff observed that, as a result of the Trial, linkages had occurred between
the specialist services commissioned to provide Trial activities as well as linkages within those
organisations between the Trial activities and other services they deliver. Other examples were the
aftercare services linking with GPs and Hospitals through referrals, and aftercare service clients
linking with other LGBTI-safe services.

Activity promotion and recruitment strategies

For the aftercare services, having broad referral pathways including self-referral, promoting the
service to other specialist LGBTI services, and promoting the services on the PHN Health Pathways
page were all used to engage clients. Additionally, word of mouth was one of the most important
avenues for promoting the service due to historical distrust of services in the LGBTI community.

For other Trial activities, word-of-mouth and cross-referral among commissioned providers were the
main avenues for engaging participants. Overall, PHN staff considered that the delivery of services
and activities by specialist LGBTI organisations built the trust needed to encourage participation.

Involvement of people with lived experience of suicide

Primary Health Network staff noted that people with lived experience of suicide had been involved
in a range of ways, including through activity delivery as a peer workforce, in the planning and
design of Trial activities, participating in lived experience training, and participating in tender
evaluation panels. It was also noted that many stakeholders participating in some other capacity had
lived experience of suicide, and that it was important to be cognisant of which “hat” they were
wearing at a particular time.
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11.12.2 Activities for LGBTI people — outputs and impacts

Information on the outcomes for aftercare service users is presented in Chapters 11 and 12. PHN
staff described outputs and impacts resulting from the implementation of activities related to
meeting needs, fostering a more coordinated approach and increasing awareness and knowledge.

Complementing or filling a service gap

The PHNs did not deliver specific mental or suicide prevention programs to the LGBTI community at
either Site. The Trial activities also complemented work done in LGBTI specialist services (e.g.,
alcohol and other drug-related activities).

At both Sites the co-design process resulted in the LGBTI community identifying and prioritising gaps
which the Trial then set out to fill. PHN staff from both Sites believed that the services and activities
met an identified need. Although mainstream aftercare services existed, these were not perceived
as culturally safe for LGBTI people. One of the Sites reported that they had substantial unmet
demand for the service.

Coordination of activities

Primary Health Network staff nominated several effective strategies for coordinating services and
activities. These included the establishment of referral pathways and the forming of new
partnerships and linkages between organisations which compete for funding.

Staff from both Sites acknowledged that most of the coordination and integration is between and
within specialist LGBTI services, and that achieving greater coordination and integration with
mainstream services requires further work.

Met needs and expectations

Staff from both Trial Sites indicated that there had been very good uptake of the Trial activities and
high numbers of participants in Connector training. They both also noted that the aftercare services
were at full capacity, with wait lists, and at one Site there were waitlists for other Trial activities.

Primary Health Network staff reported receiving positive feedback about Trial activities from
participants and from other service providers and stakeholders, including requests for additional
training.

Increased awareness and knowledge

Primary Health Network staff noted several impacts of the Trial in terms of increased knowledge
about and responsiveness to the needs of the LGBTI community. Impacts included increased
provider knowledge in non- specialist LGBTI services via participation in affirmative practice training,
in specialist LGBTI services via general suicide prevention training, increased community knowledge,
and the reduction of stigma as a result of awareness campaigns. The commissioning of new aftercare
services designed specifically to respond to the needs of LGBTI people experiencing a suicidal crisis
was seen by PHN staff as a successful outcome.

Other impacts

Other Trial impacts identified included the improvement of relationships and collaborative working
partnerships and linkages in the previously competitive and fragmented sector; the development of
an effective governance structure built around community implementation teams to oversee the
Trial; and the building of the evidence base in LGBTI suicide prevention through local evaluations
and research projects.
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11.12.3 Activities for LGBTI people — challenges

Primary Health Network staff identified challenges such as community resistance to LGBTI work,
including political barriers resulting from advocacy from conservative lobby groups. PHN staff at one
Site reported encountering considerable resistance to an attempt to implement LGBTI-focused
programs in schools, related to the Safe Schools controversy in the media, but also due to the
influence of conservative community organisations. To counter this challenge, they changed focus to
training staff who work with students rather than students themselves, and have continued to
engage with the education department to remove barriers.

Sector-specific challenges related to the size and funding structures of specialist services, and
historical competition for funding leading to distrust across the sector and dominance by the big
players. These challenges were overcome through the establishment of governance structures and a
co-design process which built relationships, trust and collaborations.

Further challenges mentioned included the length of time required for an authentic co-design
process, staff changes at PHNs and commissioned services, and PHNs having to find new ways to
work in terms of contracting and commissioning.

11.13 Focus population — older adults

Two Sites undertook some activities focused on older Australians.

11.13.1 Activities for older adults — approach

No aftercare services specifically targeting older adults were commissioned. The main activities were
awareness raising, training and lectures by an expert in the field of mental health in older people for
professionals, service providers and community members.

Primary Health Network staff from one Site indicated that they used population-wide activities to
attempt to reach older people in the general community. At another Site, PHN staff mentioned
adapting some of their training programs to ensure older people were better engaged. People with
lived experience of suicide were involved in the delivery of an awareness activity.

11.13.2 Activities for older adults — outputs and impacts

Primary Health Network staff had very little information on effective strategies for suicide
prevention among older Australians. One staff member mentioned that the PHN had engaged with
the Council of the Ageing but that it had not led to their substantive involvement in the Trial, and
another commented that the expert workshops had been well received but had not reached a lot of
people.

11.133 Activities for older adults — challenges

Staff at one Site indicated that there had been a general lack of traction in terms of implementing
suicide prevention activities for older adults. In part this was attributed to the fact that the
community organisations which the PHN had contracted to deliver the Trial in their local regions
were not motivated to focus on older adults and preferred to focus on the population as a whole.
Moreover, those community organisations did not have the same purchase in the aged care sector
as the PHN, thus the PHN needed to take more of a lead in progressing the Trial for this focus
population. PHN staff at that Site also noted that it had been a challenge to find inroads into the
aged care sector and build partnerships.
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12 Consultations with PHNs (mid-Trial survey)
12.1 Summary of approach

The extension of the Trial by 12 months allowed the opportunity for additional data collection from
PHN staff via the mid-Trial survey, undertaken in mid-2019. The mid-Trial survey was designed to
obtain an update on the planning and implementation of the Trial. At the time of the first round of
PHN consultations in 2018, many Trial Sites were only in the early stages of the planning process.

In May 2019 an invitation, along with a link to the survey and a plain language statement, was
emailed to 16 PHN staff at the 10 eligible Trial Sites. The two Indigenous-only Sites were excluded
because the survey was not included in the original protocols approved by the respective Aboriginal
Ethics Committees. Invitations were sent to the Trial coordinators and to other PHN staff who the
evaluators knew to have significant involvement in the planning, implementation and/or oversight of
the Trial (generally one or two staff per Site). Invitees could nominate additional staff members they
thought were relevant, and as a result, two additional invitations were sent.

The survey was programmed in REDCap, a secure online data management and online survey
platform. Questions focused on factors relating to the role of the Trial coordinator in planning and
implementation in terms of challenges and as a facilitator, and also briefly asked about facilitators
and barriers to adopting a systems approach. The survey questionnaire is shown in Appendix 6. The
survey was anonymous, and the respondents’ PHNs were not identified.

12.2 Sample information

Eleven PHN staff completed the survey. The survey was anonymous so there is no information on
which Trial Site participants were from.

12.3 Data analysis

Responses to the online mid-Trial survey were imported into NVivo V.12 for analysis. Thematic
analysis of survey responses, considering all responses together was undertaken. The survey
questions were used to deductively identify key themes and develop a coding framework that
captured the full range of comments. A modified framework analysis was conducted to order the
themes into an overarching framework to make sense of the emerging themes?Y. One of the
evaluators independently coded the responses, consulting with the other researcher as needed; the
second researcher then reviewed the coding and consensus was achieved between the two
evaluators. Themes and quotes are provided in Appendix 7.

12.4 Planning

12.4.1 Planning — facilitating factors

The mid-Trial survey survey gathered information on the role of the PHN Trial coordinators as key
facilitators of the planning and implementation process. Many skills and knowledge domains were
mentioned, the most frequent being project management skills (9 respondents) and stakeholder
management skills (7 respondents). Table 12.1 shows the main Trial coordinator facilitating factors
identified in the survey.

Table 12.1 PHN mid-Trial survey: Trial coordinator facilitating factors

Project management skills 9
Stakeholder management skills 7
Suicide prevention experience/knowledge 4
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Facilitators Respondents (n)

Sector knowledge 3

Nine respondents commented on the value of good project management skills and experience. They
specifically mentioned strategic thinking, knowledge of project management best practices and
principles, organisation skills, attention to detail, project planning, reporting, and evaluation.

Seven respondents highlighted stakeholder management skills as important to the Trial coordinator
role. They mentioned networking and relationship building, interpersonal and communication skills,
and influence and negotiation skills.

Four respondents commented on the importance of suicide prevention experience or knowledge,
including experience in conducting community suicide prevention programs.

Three respondents mentioned sector knowledge, describing it as sound knowledge of the
community that the Trial covers and the context of the Trial within suicide prevention and mental
health.

12.4.2 Planning — challenges

Ten respondents identified challenges related to PHN staff.

Seven respondents mentioned difficulties with staff turnover and recruitment that had slowed the
roll of the Trial and led to loss of insight and knowledge. This was identified as a more significant
issue in remote communities.

Four respondents commented on the challenging nature of the coordinator role, stating that it
involved high workloads and a unique set of skills. Working with communities was thought to lead to
burn-out due its time-consuming nature and the degree to which it taxed networking and
relationship skills.

12.5 Systems approach

The mid-Trial survey asked about facilitators of, and challenges encountered in, the process of trying
to implement a systems approach.

12.5.1 Developing a systems approach — strategies
Integrating and coordinating services and activities

A range of facilitators were identified, each by a single respondent, that promoted the integration
and coordination of services and activities. They included encouraging partners to collaborate,
sharing resources, applying a whole-of-community systems (vs service-driven) approach, engaging
the community and sector to be part of the change, developing referral pathways, improving
collaboration, and promoting programs to increase knowledge and confidence across community,
primary and acute care settings.

Involvement of key stakeholders

The involvement of key stakeholders was seen as a facilitator of developing a systems approach.
Respondents identified several factors that promoted the involvement of key stakeholders, including
the PHN having well-developed relationships with key stakeholders across jurisdictions (1
respondent), the PHN having strong relationships with services and agencies across the sector (2
respondents), the capacity and knowledge of Trial staff (and particularly their connections to and
knowledge of the community and key stakeholders, 5 respondents), engaging in networking and
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information sharing (2 respondents), and funding local coordinator positions for local areas within
the Trial Site (1 respondent).

12.5.2 Developing and implementing a systems approach — challenges

Respondents identified a range of challenges affecting the implementation of a systems approach:
working with stakeholders, timelines, working with a systems framework, the PHN’s role and
capacity, Trial administration, and other unique challenges. Table 12.2 outlines the major challenges.

Table 12.2 PHN mid-Trial survey: Challenges encountered in developing a systems approach
| Challenges . Respondents(n) |
Time required to develop 5
Systems frameworks
PHN’s role and capacity
Accountability
Data collection
Engaging lived experience in a meaningful way
Inadequate funding/resourcing

(I SN NN

Five respondents reported that it took much longer than anticipated to engage the community,
develop plans, understand and operationalise a systems approach, and commission providers, and
that the initial time allocated to the Trial for this establishment phase was unrealistic.

Four respondents commented about difficulties in applying a systems framework. Respondents
reported that it had been challenging to implement all parts of the framework, and others expressed
concerns that the frameworks did not attend to other factors such as social determinants of suicide.

Four respondents remarked on the challenge of getting PHN staff and the community to understand
and accept the PHN’s role in the Trial, and also that PHN staff often had insufficient capacity in terms
of workloads and knowledge to undertake suicide prevention work.
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13 Consultations with community
13.1 Summary of approach

Two rounds of consultations were undertaken with community stakeholders. The first round
involved in-person consultations (May—December 2018). The second round of consultations was
undertaken via online videoconferencing, phone and in-person interviews (March—June 2020).
Round 2 consultations were conducted in person at one Site only, then moved to online
videoconference or phone to comply with COVID-19 physical distancing restrictions. The two Sites
that were exclusively focused on Aboriginal and Torres Strait Islander populations were not included
in the consultations. As described in Chapter 2, a modified methodology was used for the evaluation
of the Aboriginal and Torres Strait Islander component of the Trial.

Trial coordinators at each Site identified relevant community stakeholders and invited them to
participate in an individual or group interview. Interviews were semi-structured, using an interview
guide with open-ended questions based on the Evaluation Framework™?. Round 1 consultation
topics covered the establishment process, including how community representatives were involved,
their satisfaction with the process, facilitators and challenges in the establishment process, and
views on stakeholder inclusion. For Round 2, the consultations concentrated on the community
stakeholders’ involvement in the Trial and Trial impacts and outcomes (see Appendix 8 for the
Round 1 and 2 interview guides).

Interviews were conducted by two evaluators, with one acting as scribe, and were audio-recorded
with the participants’ permission. Group interviews lasted 1-2 hours and individual interviews
between 30 minutes and one hour. Each community stakeholder received a plain language
statement providing information about the evaluation and the interview, and all participants
provided informed verbal or written consent to take part.

13.2 Sample information

Participants were community stakeholders who were involved in the establishment, planning and/or
implementation of the Trial. Table 13.1 provides details of participant numbers and modes of
participation for community stakeholder consultations. In total, 127 community stakeholders across
10 Trial Sites participated in Round 1 consultations. Ten individuals from Round 1 participated in two
consultations. Thirteen participants from Round 1 responded to the consultation topics in survey
form. For Round 2, 124 community stakeholders from 10 Trial Sites (average per Site 24.5
consultations, range 10-46) participated in 81 interviews. Sixty-one community stakeholders
participated in an individual interview and 63 individuals participated in one of the 21 group
interviews. Thirty-nine community stakeholders in Round 2 had also taken part in Round 1
consultations.

Across both rounds of consultations, most community stakeholders came from the local and state
government health sectors, NGO service providers, local suicide prevention networks and
community organisations. In total, 19 community members with a lived experience of suicide
contributed to the consultations. Note that some community stakeholders in Round 1 belonged to
organisations that went on to deliver services or suicide prevention activities. At the time of the
consultations, they participated in the Trial as sector representatives involved in planning rather
than as commissioned providers. Table 13.2 displays the community stakeholder roles.
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Table 13.1 Community stakeholder consultations: Mode of participation
Interview format Round 1 Round 2 Total
Participants (n) Participants (n) participants

(n)

Individual interview: in-person 26 5 31
Individual interview: phone 32 8 40
Individual interview: phone + survey 5 0 5
Individual interview: videoconference 0 48 48
Group interview: in-person 41 13 54
Group interview: in-person + survey 3 0 3
Group interview: in-person + individual interview 2 0 2
Group interview: phone 0 2 2
Group interview: videoconference 5 48 53
Survey only 13 0 13
Total 127 124 251*

* includes thirty-nine individuals who participated in both Rounds of consultation.

Table 13.2 Community stakeholder consultations: Community stakeholder roles
Round 1 Round 2 Total

Participants Participants participants

(n) (n) (n)

Advocacy organisations 1 0 1
ACCHOs, Aboriginal and Torres Strait Islander groups 3 0 3
Community organisations focused on mental

health/suicide prevention 8 16 24
Councils 9 3 12
Defence force, ex-ADF agencies, veterans 7 10 17
Educators 2 3 5
General practitioners, psychiatrists, psychologists 5 5 10
headspace 6 3 9
Lived experience of suicide community members 10 9 19
Local hospital networks, state government health

departments or agencies 12 8 20
Local evaluators and consultants 5 1 6
Mental health, alcohol service provider/agency 8 4 12
Neighbourhood centres 8 3 11
Non-government organisation service providers 17 18 35
Other government agencies 4 3 7
Police 3 4 7
Local suicide prevention network/action group members 9 16 25
Community stakeholder and service provider 1 6 7
Other 2 12 14
Missing 8 0 8
Total 127 124 252

13.3 Data analysis

Notes from the individual and group interviews were imported into NVivo V.12 for analysis. A
modified six-stage framework analysis?Y was conducted by considering all responses together and
for all focus population groups using the evaluators’ interview notes, supplemented by the audio
recordings when needed. Two evaluators read and re-read the notes from a subset of 10 interviews,
then used the interview schedule to deductively identify key themes and develop a preliminary
coding framework that captured the full range of comments. They applied this framework to the
subset of interviews, identifying emergent themes. The two evaluators met to discuss and refine the
preliminary framework to address areas of disagreement, and consensus was reached on how to
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code information pertaining to focus population groups and whole-of-population approaches. One
evaluator then coded the remaining content, consulting with the other evaluators when needed. The
framework and associated coding was finalised and used to interpret the data to answer the
Evaluation Framework*® questions. Themes and sample quotes are shown in Appendix 9.

13.4 Planning
13.4.1 Planning —identifying local needs and service gaps

Community stakeholders described the ways in which they were involved in the planning and
development of Trial activities. Committee membership was the main mode of involvement, being
mentioned in 82% of consultations covering all 10 Trial Sites. Community stakeholders became
involved in Trial Committees through a variety of avenues. Some were involved via targeted
recruitment based on being a representative of a community organisation, government department
department/agency, service, local suicide prevention network or action group. Some community
stakeholders became involved in the Trial through their pre-existing involvement with the PHN, that
is, as a lived experience of suicide representative or a member of other PHN committees, Others
took part through being employed, either pre-Trial or in a Trial-funded role, at an organisation
commissioned to undertake local planning/needs analysis/community consultation to develop
community action plans and/or implement the Trial. Other avenues of involvement mentioned
included attending an initial community-wide consultation and then being recruited, being recruited
as a lived experience of suicide representative, belonging to pre-existing group or network that took
on the role of a Trial Committee, or volunteering in response to a call-out to community.

Non-committee-based community involvement in planning occurred via community outreach, in
which PHNs undertook targeted consultation with key community stakeholders, agencies and
organisations; consultation activities such as open community meetings, forums and surveys; and
ad-hoc interaction between Trial staff and community members.

13.4.2 Planning — stakeholder involvement

The nature and scope of the Trial Committee’s involvement in planning and development of Trial
activities varied across Trial Sites. Community stakeholders described three broad approaches. In
one approach the initial planning and scope of Trial activities was largely predetermined then passed
to the Trial Committee to progress the implementation. The scope may have been determined via
community consultation, or the PHN, or by a different body in the Trial governance structure, such
as an Advisory Group. That initial planning generally involved selecting the focus population and
regions within a Site, selection of a specific systems approach to adopt, and deciding the general
type of activities. This approach was reported by community stakeholders from three Sites. A second
approach reported by stakeholders from five Sites involved the Trial Committee deciding on
activities within broad parameters of the systems framework, and for the focus population group
that the PHN had selected. In some cases, this occurred through the development of a community
action plan, or in other instances via being involved in the overarching whole-Trial plan facilitated by
the PHN. A third approach reported by stakeholders from two Sites was that the Trial Committee
engaged in a co-design process with the PHN.

13.4.3 Planning — facilitating factors

Community stakeholders from all 10 Trial Sites identified strategies to respond to challenges and
factors that had facilitated local planning. These included factors related to stakeholder
engagement, community enablers and PHN enablers (see Table 13.3).
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Table 13.3 Community stakeholder consultations: Facilitating factors for planning
\ Facilitators Sites (n) \

Stakeholder engagement 10
Community-related facilitators
e High level of commitment to suicide prevention 8
e  Trial community-owned and led 3
PHN-related facilitators
e Taking a collaborative approach 6
e Bringing together community stakeholders 6
e Taking community input on board 3
e Communication 6
e  PHN staff/team 6

Community stakeholders from all 10 Trial Sites reported that stakeholder inclusion was strong and
commented that the PHNs had done a good job in engaging them in the Trial planning process. They
believed that for the most part all relevant stakeholders were included and, while they did note
missing stakeholders (described in Sections 16.4.4 below), they explained that generally the PHNs
had attempted to include them but they were unable or unwilling to participate.

Six Trial Sites noted that a strength of the Trial was that the PHN was taking a collaborative
approach, including leveraging local resources by funding existing programs or organisations,
working with state suicide prevention activities and/or personnel, taking care not to duplicate
activities, and working with existing suicide prevention networks.

Community stakeholders at six Trial Sites asserted that the Trial was bringing together stakeholders
who did not usually collaborate and who may sometimes even be competitors, including from across
community organisations, government agencies and service providers.

Community stakeholders from seven Trial Sites commended the PHN for listening to local knowledge
and welcoming input from the community.

Good communication with the PHN Trial coordinators and openness from the PHN were noted as
strengths of the PHN management of the Trial by community stakeholders from six of Trial Sites.

Finally, six Trial Sites’ comments mentioned the committed, enthusiastic, capable, well organised
PHN staff/teams.

13.4.4 Planning —challenges

Stakeholders from all 10 Trial Sites identified challenges to the planning process. The main themes
were stakeholder engagement challenges, community-related factors, PHN-related factors, and
other challenges (see Table 13.4).

Table 13.4 Community stakeholder consultations: Challenges encountered in planning

\ Challenges Sites (n) \

Stakeholder-related challenges

e  Missing stakeholders 8
e Getting stakeholders to work together 9
e Stakeholders wearing ‘multiple hats’ 3
e Operational challenges 7
e Other 9
Community-related challenges
e Competing priorities or preferences 8
e Lack of community capacity 9
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‘ Challenges Sites (n) ‘

PHN-related challenges

e PHN not directive enough 9
e Overlap with existing activities 9
e PHN not responsive to community 8
e Communication 6
e  Funding mechanisms 4
e Staffissues 5
e PHN ‘taking over’ 3
Other Challenges
e Data
e  Trial timeframes 8

Stakeholder-related challenges

Community representatives from eight Trial Sites noted missing stakeholders. The stakeholders
mentioned were Site specific; there was no one group of stakeholders consistently noted across
Sites. However, hospital, first responder and education stakeholders were most frequently
mentioned.

Community stakeholders recognised the efforts made by PHNs to be inclusive and identified multiple
challenges to the involvement of stakeholders, including:

e Capacity issues, such as difficulty in balancing competing work and community activity
demands

e Logistic barriers related to the travel distances within regional Sites, timing of meetings and
Trial timelines for identifying and recruiting stakeholders

e Relationship barriers, such as the need for strong relationships to be established within
communities, particularly for Aboriginal community involvement, personality clashes on Trial
committees, and discord on Trial committees leading to people dropping out

e Risk-related barriers, for example, the appropriateness of having young people involved
when it might put them at risk if exposed to the subject matter

e Recruitment issues, such as the PHNs not reaching out to groups, community members
being unsure or unaware that there is a place for them at the table, invited stakeholders not
attending, and organisations being unaware that the Trial was happening.

Getting stakeholders to work together. Community stakeholders noted that the diversity of
stakeholders involved meant that Trial Committee members had different levels of exposure,
experience, and knowledge of suicide and suicide prevention. Consequently, managing the process
to ensure all viewpoints were considered, while giving due weight to experience, was a challenge in
terms of stakeholder management reported by community stakeholders from nine Sites.

There was recognition that community stakeholders often had competing demands and priorities
and that managing diverse agendas and getting stakeholders to focus on the Trial could be hard.

It was also noted that the diversity of stakeholders — clinicians, community advocates, lived
experience of suicide representatives, government agencies and others — made it difficult to find a
common language.

Multiple hats. Another challenge identified by community stakeholders from three Sites is that they
often wear multiple hats. For example, many people involved in the Trial had lived experience of
suicide, as well as being an organisation representative, and it was not always clear in their
participation in Trial Committees which hat they wore. Another example was that individuals may be
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invited onto a Trial Committee to represent their community, but also be employees of services
intending to tender to provide Trial services. It was noted that in small regional communities, or in
certain focus populations within communities, this is largely unavoidable.

Operational challenges. Several operational challenges were identified in terms of effective running
of Trial Committees by stakeholders from seven Sites. The issue of finding the optimal size for the
Trial Committee was raised; in many cases it was difficult to ensure that the group was sufficiently
agile to facilitate consensus while representing a diversity of views. In terms of moving the planning
and implementation process along, good facilitation, consistency of attendance and regular
meetings were identified as vital to avoid repeating work when members didn’t attend or when new
people joined. Membership change and the loss of knowledge over time was also identified as a
challenge.

Other stakeholder challenges. A few comments from community stakeholders from nine Sites
related to who would be the most appropriate representative from organisations or agencies, with
differing views. One community stakeholder noted the difficulty in identifying the right people, for
example, chief executive officers and decision-makers versus people who know what is happening
on the ground. Another observed that when agencies or government departments do participate,
they generally don’t send a representative from the executive level (i.e., a decision-maker).

Community-related challenges

Stakeholders from all 10 Trial Sites discussed community factors that presented challenges in the
Trial planning process. In the main, those comments concerned competing interests or priorities,
lack of community capacity, and overlap with existing activities.

Competing priorities or preferences. Broadly, the comments in this theme concerned the challenge
of implementing a systems, evidence-based approach in the context of communities having other
priorities or preferences. Community stakeholders from eight Trial Sites reported this challenge.

Comments indicated a tension between using evidence or using experience as the basis for planning
Trial activities, and in general community experience was accorded priority over an evidence-based
approach. Some community stakeholders noted that community experience and/or opinion did not
match the information from the data, and some community stakeholders explicitly stated that they
were not using evidence but their own experience as the basis for planning. Views were expressed
that community service providers or community suicide prevention organisations already know what
to do so do not need to consult the evidence base.

Community stakeholders also identified a range of challenges involved in the adoption and
implementation of a systems approach. These are discussed below in Section 6.5.4 in relation to
challenges encountered in developing a systems approach.

Lack of community capacity. This was identified as a challenge to the planning and implementation
of the Trial on multiple fronts by stakeholders from nine Sites. The first was burden on community
representatives and organisations in terms of time commitments required, balancing work, and
involvement in other non-Trial community activities. Capacity was also raised as an issue in terms of
lack of understanding of the systems approach being taken by the PHNs, resulting sometimes in
decisions about activities not being informed by understanding of the logistics of implementation.

Lack of interest in the community and an unwillingness to get involved were identified as challenges.
In some instances, this was attributed to “trial fatigue”, because communities had seen various
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programs come and go over the years. A related challenge was that of keeping people, organisations
and agencies interested and engaged over time.

PHN-related challenges

PHN not directive enough. Community stakeholders involved in Trial planning at nine Trial Sites
commented that they had insufficient direction or information from their PHN. An area in which
more information would have been useful was the bigger picture of the Trial, including its purpose,
context, funding and process of dispersing funds, roles and responsibilities. It was felt that having
more of this type of information would have led to more informed decision-making and avoided
revisiting decisions made hastily with incomplete information.

Community stakeholders also mentioned insufficient guidance and training of project leaders (both
host organisation staff and stakeholders) on Trial Committees, and that more direction and support
around the systems framework was needed.

PHN not responsive to community. Community stakeholders from eight Trial Sites commented that
the PHN was not sufficiently responsive to the community on several fronts. Multiple stakeholders
expressed the view that only local people know what works in their area, that the PHN and systems
approaches are not local and therefore the PHN doesn’t understand local conditions, local
communities, local organisations and community approaches.

Others commented that the PHN arrived with a pre-determined framework/activities/program so
there was little room for community voices, and that the PHN imposed their framework on the
community. Related to this were comments that PHN staff retained the decision-making role,
regardless of their level of understanding (in the community’s view), and that PHN control of the
funding was a mechanism for imposing their will.

Overlap with existing services/activities. Community stakeholders at nine Trial Sites expressed
concerns that Trial activities would overlap with services or programs already going on. There did
not seems to be any perception among those stakeholders that any service mapping or systematic
identification of gaps had occurred. Comments indicated that there was a lot of suicide prevention
activity going on already and that overlap was either already evident or probable.

Stakeholders expressed the view that a better approach for the Trial would be to negotiate
relationships with existing agencies/organisations offering services and programs, and that in some
cases the Trial just came in and started up without seeming to consider existing services and
programs, or just subsumed existing activities.

Communication. Challenges related to communication included that community stakeholders didn’t
know what was going on or that there was a lack of feedback from community consultation or the
outcomes of commissioned consultations, and insufficient information on the implementation and
status of the Trial (6 Sites).

Funding mechanisms. The PHN funding mechanisms were described as onerous and slow to disperse
funds, the commissioning process as complex, and the time for tender processes as compressed (4
Sites).

PHN staff. Several challenges related to PHN staffing, including that staff were often under-
resourced and spread too thin, that they were not necessarily always the best fit for the job, and
that staff turnover delayed progress considerably (5 Sites).
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PHNs “taking over”. Community stakeholders at three Sites raised the issue of the PHN “taking
over”, that is, the perception that the PHN had come in and taken over an existing community-led
group or initiative (although in all cases the groups or organisations had agreed to become part of
the Trial). Dissatisfaction with a change in direction was expressed in one case, and with the Trial
“branding” of the activity obscuring the original organisation in the other two cases.

Other challenges

Data. Community stakeholders from two Sites commented on the lack of data, the need for data to
assess Trial impacts and outcomes, and that community “knowledge” is often not backed up by data.

Trial timeframes. There were concerns from stakeholders from eight Sites that the Trial period is not
long enough to be able to see change. In addition, that rushing to meet Trial timeframes makes it
difficult to do things properly and to a high standard (e.g., build relationships and get buy-in, bring
stakeholders up to speed with evidence and a systems approach, consult, and develop action plans).
It was commented that Trial timelines are driven by internal and government requirements, not by
the actual time it takes to perform the necessary community engagement.

13.5 Systems approach
13.5.1 Developing a systems approach — strategies
13.5.1.1 Strategies to facilitate adoption of a systems approach

Community stakeholders highlighted a range of strategies undertaken by PHNs which they
considered facilitated efforts to adopt a systems approach (see Table 13.5).
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Table 13.5 Community stakeholder consultations: Strategies for facilitating a systems approach

Involving key stakeholders in Trial planning

Using an evidence-based framework (i.e., LifeSpan/AAD framework)
Drawing on the evidence-base

Community engagement approach

Community as experts

Localised and holistic

Community ownership and buy-in

Time to build relationships and trust

Direct participation in Trial

Involvement of people with lived experience

PHN-related facilitators

Communication strategy

PHN flexibility

Capacity building of community and service providers
Interagency policies and agreements

Identifying needs and gaps

Funding

Place based approach

Monitoring and evaluation

Succession planning
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The involvement of key stakeholders in the Trial planning process was the most mentioned strategy.

Community representatives from nine Trial Sites indicated they considered that the PHN had
included all the key stakeholders, and the 10™ Trial Site noted that the PHN had tried but
encountered difficulties due to local factors. Key stakeholders included police, ambulance, local
hospital networks and EDs, education departments and schools, target group advocacy

organisations, Aboriginal organisations, community members and elders, local government, mental

health agencies (state, local), local suicide prevention network members, headspace, people with
lived experience of suicide, state suicide prevention coordinators and ex-ADF organisations. Key

stakeholders were involved in ongoing coordination of Trial activities through membership of Trial
Committees. Section 6.4.2 describes the mechanisms through which stakeholders were involved in

Trial planning.

Stakeholders from six Sites identified working with either the LifeSpan or AAD framework as a useful
strategy, most often using it as a starting point for assessing where gaps existed in current suicide

prevention activities, as well as adapting or modifying it to suit local conditions. Community

stakeholders at four Trial Sites mentioned using evidence to inform decision-making about programs
and activities to implement.

Community engagement approach

Adoption of a community engagement approach to the Trial implementation was cited as a key

facilitating factor at eight Trial Sites. Stakeholders from seven Sites explained that such an approach
positioned the community as experts in their own setting and involved the PHN recognising, valuing
and drawing upon multiple segments of the community. A community engagement approach was

contrasted with a health or clinical approach, in that it was localised and holistic (7 Sites) and
involved people with a lived experience of suicide (2 Sites). For stakeholders from five Sites, the

involvement of community members in key decisions promoted community ownership and buy-in

for suicide prevention activities. The opportunity for direct participation in the Trial through the

grant programs was also seen to promote community buy-in in Trial activities (3 Sites). Stakeholders

159



from four Sites emphasised the importance of having adequate time to build relationships and trust
with community members.

PHN-related facilitators

Communications strategy: Stakeholders from six Sites identified a clear communication strategy as
facilitating a systems approach to suicide prevention. Stakeholders from five Sites said it was helpful
for the PHN to maintain open and transparent communication with community members and
service providers about Trial activities, including strategies and activities that were not working.
Community stakeholders from three Sites described mechanisms for sharing information, including
Trial representatives sitting on high-level committees, using existing community networks,
stakeholder engagement gatherings, social media and radio promotions.

PHN flexibility: Stakeholders from six Sites underscored that it was critical for PHNs to adopt a
flexible mindset to adapt the scope of the Trial activities to local needs to facilitate a systems
approach.

Capacity building: Stakeholders from five Sites said that capacity building of community members
and service providers in suicide prevention (e.g., knowledge of frameworks, how to respond people
in crisis) built their trust and confidence and kept people engaged in the Trial. Stakeholders from two
Sites also noted that Trial staff had professional development opportunities through Trial activities,
which were important in rural and regional Sites.

Interagency policies and agreements: Interagency policies and agreements were identified as
strategies for facilitating a systems approach by stakeholders from five Sites. Examples included
integration of Trial activities into local mental health, wellness or alcohol management plans;
agreements between the PHN and state mental health organisations to align forward plans; shared
investment in suicide prevention activities; and formal partnership agreements for practice, referral
pathways and data sharing.

Identify needs and gaps: Stakeholders from five Sites saw strategies to identify needs and gaps in the
Trial Sites as facilitating a systems approach to suicide prevention, including the mapping of key
stakeholders in the region, staff competencies and service delivery challenges.

Evidence-based framework: The use of an evidence-based framework such as the LifeSpan
framework was seen to be useful for structuring a systems approach to suicide prevention,
particularly in areas with some existing community suicide prevention activities and/or networks (4
Sites). Multiple stakeholders emphasised the importance of the framework being used in
conjunction with community engagement.

Funding: Stakeholders from four Sites identified funding as a key facilitator of the systems approach.
Funding allowed for activities and organisations to be coordinated in a systematic way (2 Sites) or
existing activities running on a volunteer basis to be funded (1 Site).

Place-based approach: Stakeholders from three Sites saw adoption of a place-based approach,
including the colocation of services and the creation of a physical space for people in crisis, as
facilitating systems activities.

Monitoring and evaluation: Stakeholders from three Sites recognised iterative planning, monitoring
and evaluation, and data-driven decisions as important for implementing a systems approach.
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Succession planning: Community stakeholders from three Sites commented that succession
planning, and a focus on the sustainability of Trial activities from the outset, helped to foster
ownership for Trial activities from the organisations and stakeholders involved.

13.5.1.2 Developing a systems approach — strategies to facilitate coordination

Community stakeholders across Trial Sites described four broad strategies for facilitating
engagement and cooperation as a means to develop a more coordinated approach to suicide
prevention. Details are provided in Table 13.6.

Table 13.6 Community stakeholder consultations: Factors facilitating engagement and cooperation

Bringing organisations together

e From different sectors and levels of operation

e C(Clarified organisational role in suicide prevention

e Overcame historical siloing and interorganisational competition

e  Opportunity for face-to-face meetings and networking
PHN coordinator role

e Leadership and responsiveness

e  Well connected to local community

e Engaged stakeholders through committees and networks
Enabling environment

e Leveraging existing networks

e Direct contracting of local organisations

e Community readiness

e Mobilised around recent loss
Involvement in planning, consultation, Trial Committees

NN B D OO0 U0 0O

Bringing organisations together. Bringing organisations together was the most common way in
which engagement and cooperation was facilitated, discussed by community stakeholders from nine
Sites. For community stakeholders from eight Sites, this involved bringing organisations from
different sectors and levels of operation together. The Trial served as a platform for organisations to
come together on equal footing, focused attention on suicide prevention, and clarified the role that
each organisation played in suicide prevention in their locality (5 Sites). Stakeholders from five Sites
commented that the Trial had brought together organisations and representatives that had
historically not worked together because of siloing and competition. Stakeholders from four Sites
observed that the face-to-face meetings, forums and networking facilitated collaboration.

PHN coordinator role. Community stakeholders from eight Sites identified the PHN coordinator role
as key to promoting engagement and cooperation in the Trial. With respect to that role,
stakeholders from eight Sites identified leadership, openness and responsiveness as key capabilities
enabling the suicide prevention coordinator to be the go-to person and able to drive targeted action.

Stakeholders from five Sites indicated that the coordinator being well connected to the community,
providing a local presence, seen and known by community was important for engagement.

The Trial coordinator also had a key role in promoting stakeholder engagement through coordinating
the Trial committees, participating in non-Trial committees and working groups, and liaising with
community organisations and service providers (4 Sites).

Enabling environment. The broader enabling environment surrounding the Trial was described as
facilitating engagement and cooperation (8 Sites). Community stakeholders spoke about how the
Trial had promoted engagement through leveraging existing local, regional, state and interstate
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suicide prevention networks, action groups, alliances, partnerships, support groups, community
groups, identity groups (e.g., Indigenous groups) and industry groups (e.g., farmers’ groups) to
support Trial activities. Stakeholders discussed how having the same organisations and
representatives sitting on local, state and federal committees facilitated information sharing and a
consistency of approach to suicide prevention.

Stakeholders from four Sites spoke about the direct contracting of local NGOs, community
organisations and networks to run Trial activities as another way to foster stakeholder engagement.
Community stakeholders commented that it was more effective to build on existing networks, ideas
and programs than to start afresh in areas where there was significant historical distrust of public
institutions, such as regions with large Aboriginal and Torres Strait Islander populations.

Stakeholders from four Sites described a high level of community readiness, openness and
willingness as a key component of this broader enabling environment to facilitate engagement and
cooperation. Some stakeholders explained that the Trial had satiated a thirst for activity and funding
in suicide prevention that had existed for many years.

Stakeholders from two Sites stated that recent deaths by suicide had forged community
commitment and resolve to working together.

Involvement in planning, consultation, Trial Committees. Stakeholders from seven Sites highlighted
that the involvement of community and service prov