
 

 

Population and strengths-based collaborative 
approaches to community wellbeing as a vehicle 
for suicide prevention. 
Suicide is devastating for individuals, friends, families and communities. Suicide is a 
relatively rare event though, and it is difficult to identify people who will die by suicide. We 
believe that the current focus on primary suicide prevention should be paired with whole-of-
population upstream efforts which aim to address causes of suicidal ideation and attempts 
and help people that may otherwise slip through the service cracks.   

 “what good does it do to treat people’s illnesses, then send them back to 
the conditions that made them sick” (Sir Michael Marmot)  

Improving service access and efficacy can only be part of a comprehensive solution. Social 
isolation and loneliness, unemployment, housing and financial stress, relationship stress and 
breakdown, substance abuse, mental and physical illness and legal concerns have been 
linked to suicide. These issues will likely not be removed by treatment but require action at 
the community and policy level. 

Training and better integration of services can help create an environment where people are 
aware of changes in each other’s mental health and have the capacity to help as well as the 
opportunity to link into community social groups can help protect the mental health of the 
population. This approach, which can occur at a community level, builds networks that can 
address upstream factors before they create the conditions that contribute to mental illness, 
self-harm and suicide ideation. 

The Centre for Rural and Remote Health created five focus areas for suicide prevention 
which present a comprehensive approach to suicide prevention. These focus areas 
recognise the need for short- and long-term strategies. We advocate for investment in a 
population-based approach to build healthy and resilient communities (Focus Area 5). 

Community initiatives, such as Our Healthy Clarence, use the foundation of mental health 
and wellbeing to build social capital, community pride and resilience through creating events, 
supporting volunteers, social groups and networks and changing the community narrative. 
These initiatives are in tune with community strengths and needs and have acted as 
valuable entities for advocacy to government. They have also been a vehicle for facilitating 
primary suicide prevention activities such as training and education for literacy building and 
stigma reduction, advocacy to address service gaps, and facilitators of community 
engagement with services. 

In support we append the following documents: 

Hazell, T., Dalton, H., Caton, T., Perkins, D. (2017) Rural Suicide and its Prevention: a 
CRRMH position paper. University of Newcastle, Australia. 

Powell, N., Dalton, H., Perkins, D., Considine, R., Hughes, S., Osborne, S. and Buss, R. 
(2019) Our Healthy Clarence: a community-driven wellbeing initiative. Int. J. Environ. Res. 
Public Health 2019, 16, 3691. 

A resource kit to support Community Wellbeing Collaboratives - 
https://www.crrmh.com.au/programs-and-projects/community-wellbeing-collaboratives/ 
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This paper has two purposes: to draw attention to the unacceptable 
rates of rural suicide and to suggest where we should focus our 

attention if we are serious about making a difference.

How should we go about preventing rural suicide? p.30

What can be done about rural suicide? p.14

How can we understand suicidality? p.8

Rural health and wellbeing p.5

Why focus on rural suicide? p.4

Background  p.3

What do we know about rural suicide? p.9

Figure 2: Structure of Rural Suicide and its Prevention: a CRRMH position paper

Overview
Rural suicide causes enormous distress 
to individuals, families, workplaces, and 
communities and needs to be addressed 
seriously. We would like to start by expressing 
our sympathy to all whose lives have been 
touched by the suicide of a family member, 
friend or acquaintance.

In 2016, the number of suicides per 100,000 
people in rural and remote Australia was 
50% higher than in the cities.  This rate 
gets higher as areas become more remote 
and has been growing more rapidly than 
in the cities.  The rate for Aboriginal and 
Torres Strait Islander people is twice that 
for non-Indigenous people.

The CRRMH believes that five focus areas 
are needed to address this situation.  Two 
are for immediate action to prevent suicide 
deaths (now and into the future) and three 
are designed to prevent deaths in the future. 

The prevention of rural suicide is not the 
sole responsibility of health services or of 
mental health services.  There are important 
roles for governments, private sector, health 
and welfare institutions, rural and remote 
communities, and individuals.

Figure 1: Rural Suicide prevention Focus areas 

We have drawn on research evidence and on the experience of rural stakeholders. We hope that this will help in addressing and 
reducing these deaths in our rural communities. 
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Figure 3: Summary of Rural Suicide Prevention Forum key messages

Background
On the 11th of April 2017, the CRRMH held a Rural Suicide 
Prevention Forum.  The Forum was opened by His Excellency 
General The Honourable David Hurley AC DSC (Ret’d), 
Governor of New South Wales.  Senior representatives of key 
stakeholder organisations were invited to hear presentations 
from academic, service provider, Aboriginal and Torres 
Strait Islander, and small community resident and suicide 
prevention experts. Primed by these talks and a briefing 
paper [1], group discussions followed to obtain the insights 
and ideas of those attending.  The CRRMH regards the Forum 
as an important first step in preparing the current position 

paper, and we trust that those in attendance will recognise 
that their contributions did much to inform the positions we 
are proposing.

Figure 3 below describes the key messages participants 
took from the Forum. Whilst this Position Paper summarises 
the latest evidence on rural suicide prevention it is important 
to recognise the thoughts, ideas and experience of those 
living in rural communities and working in the mental health 
system. Their experience is most important in improving rural 
suicide prevention. 

Develop Community Capacity and Capability

• Establish a mentoring program to develop community leaders for rural suicide prevention

• Build on and use the strengths and knowledge in the local community and

• Invest in training, developing and supporting our local workforce and leaders so that
knowledge and capacity stays in the community

the many passionate people working to make a difference

Create Hope and Focus on Wellness

• Use language that welcomes people, not alienates. Messaging should be about wellbeing,

rather than always using ‘mental’ and ‘suicide’

• We have the assets, we have the resources, we have the goodwill – getting all of these on the same page

with a common agenda will deliver better quality, more focused and better resourced solutions
• The “ripple effect” in rural communities may deepen the impact of suicide,but can also be used to strengthen prevention

• Go upstream – build strength, resilience and hope in communities

Educate our Next Generation

• Invest in school-based mental health promotion prevention and early intervention

• Education, education, education when they are young

Recognise the Diversity of Rural Communities• “Go the extra mile” with communities experiencing intergenerational
trauma e.g rural Aboriginal communities

• Consult and look at the strengths of a community and harness them• Recognise the importance of community identity and local circumstances...
there are communities within communities
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?Why focus
on rural suicide
“When you’ve seen one rural town…
       you’ve seen one rural town.” (Anon.)

Stories and images of rural Australia have played an important 
part in the formation of the country’s national identity, even 
though most Australians live in capital cities (66%).  Often 
the impressions of rural life held by those living in cities are 
romanticised and outdated, drawn from popular nineteenth 
and twentieth century sources such as the poetry of Banjo 
Patterson, Henry Lawson and Judith Wright.

Rural communities are diverse and vary in size, location, 
proximity to other towns and regional centres, population 
dispersion, culture, ethnicity, and other demographic factors.  
Planning for the prevention of rural suicide at the local and 
regional level needs to take this diversity and variation 
into account.

Rural communities play a critical role in the economic prosperity 
of Australia, with 67% of the value of Australia’s exports 
coming from regional, rural and remote areas and with 45% 
of tourism spending occurring outside Australia’s capital cities. 
The location of rural communities is usually tied to economic 
drivers such as amenable climate, the resource availability 
(such as water, pasture, fishing, minerals), and access to 
transport routes.  Over time, these drivers may come under 
tension (land and water use for agriculture versus mining) 
and change due to factors such as prolonged drought, 
resource depletion, or the relocation of local industries (such 
as abattoirs and food processing plants).  Consequently, rural 
communities change in terms of their prosperity, viability and 
sustainability.

Rural communities also vary in their level of attractiveness 
and lifestyle possibilities, with some locations providing 
favourable conditions for primary industry, mining and 
tourism.  Rural communities that can offer an attractive 
lifestyle may be successful in increasing investment and 
diversification of jobs in the service sector and other 
support industries. 

All rural communities face the threat of periods of adversity 
due to natural events (such as fire, flood, and drought).  When 
these occur, the wellbeing and economic security of rural 
communities are negatively impacted often for prolonged 
periods and thus long-term uncertainty and population decline 
may ensue.  It’s important to consider that whilst alternative 
employment may be available locally in large cities, rural 
communities may depend on fewer employers, and thus job 
loss due to adversity (commodity price reductions or poor 
weather) all may have a disproportionate effect. Periodic 

adversity has an impact on the wellbeing of rural communities 
and needs to be addressed in planning for rural suicide prevention.   

Outside large regional centres there is often a shortage 
of resident medical and allied health specialists such as 
psychiatrists, psychologists and mental health nurses.  In 
more remote areas, there may be a shortage of generalist 
health providers such as general practitioners (GPs) and 
community health nurses.  Many rural health services are 
affected by a relatively high staff turnover, inexperienced 
staff, thin supervision and extended periods during which 
positions are not filled. 

The provision of adequate health services in rural and remote 
areas is clearly an important place to start when planning 
to reduce rural suicide.  The impact of such inadequacies 
in service provision has already been demonstrated with 
studies showing that in rural and remote areas there is a 
higher prevalence of risk factors for chronic illness, higher 
death rates and lower uptake of treatments for mental illness 
(although it is acknowledged that this is an overall fact and that 
some rural communities may have very different indicators).  It 
is not surprising then that the rate of suicide outside our capital 
cities is more than 50% higher than within them.

It should be acknowledged that there are 
localities in rural and remote areas where 

the suicide rate might be very low.  A 
recent study shows that rural suicide is 
not a homogeneous phenomenon. This 

heterogeneity suggests that local, placed-
based factors (social, economic etc.) may 
be more important drivers of psychological 

distress, poor social and emotional 
wellbeing and suicide than mental illness.

The diversity and variability of rural communities suggests 
that those who plan and provide services for those living in 
rural and remote Australia need to treat the prevention of rural 
suicide as a complex endeavour. Furthermore, the diversity 
and complexity of factors impacting on rural suicide illustrates 
the need to think flexibly about what should be different 
for the prevention of rural suicide, compared with strategies 
currently accepted as successful in metropolitan areas. 

We take an aspirational position that rural 
suicide can be prevented. This paper puts 
forward concrete suggestions about how 
rural suicide can be reduced in the short, 

medium and long term.
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Rural health  
and wellbeing
The health status of rural Australians

“The health of Australians in rural and remote 
areas is generally poorer than that of people 
who live in major cities and towns.” 

Commonly cited reasons for this poorer health status 
include substantial differences between the metropolitan 
and rural and remote populations in exposure to the  
social determinants of health.  

Some of the social determinants of health listed above 
are not exclusively rural.  However, in rural and remote 
communities, the health effects of these factors are further 
compounded by poor access to public transport and 
communications (such as broadband, mobile coverage),  
and environmental challenges (such as droughts, floods,  
and bushfires).

Suicide prevention for rural localities should begin 
with an assessment of the characteristics, needs and 

capacity of the local community. 

Social Determinants
•  lower levels of income, employment  

and education
•  higher occupational risks, particularly  

associated with farming and mining
•  geography and the need for more  

long-distance travel
• poorer access to fresh foods
• poorer access to health services

Figure 4: Social determinants of health and the health status of rural Australians [2] 

Rural Suicide and its Prevention: a CRRMH position paper 5

Poorer Health Outcomes
•  higher mortality rates and lower  

life expectancy
•  higher reported rates of high blood  

pressure, diabetes and obesity
• higher death rates from chronic disease
•  higher prevalence of mental health  

problems, including dementia
• higher rates of alcohol abuse and smoking
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The burden of mental illness also falls on those who live with, 
know or care about a person with a mental illness in a rural 
setting. They experience frustration about poor access to 
services, and the burden of assisting the ill person to access 
treatment when it is available (often at some distance in a 
regional centre), and the effort and cost of visiting while they 
are in hospital can be high.  Concern about the ill person’s 
social isolation and possible access to the common means 
of suicide (medical drugs, poisons etc.) when at home may 
also be a great stressor for rural carers.

Particular risks in rural settings

People living in rural areas experience unique circumstances 
that can increase the risk of ongoing mental ill-health and 
suicide, especially if emerging problems are not recognised 
and addressed.

For many living in rural and remote areas, their economic security 
is somewhat out of their control and hence they experience 
higher levels of insecurity than those who live in cities, who 
might have greater opportunities to gain employment and 
provide for themselves and their families.

For those who own, manage and work on farms, their security 
depends very much on the variability of the seasons.  Even 
when seasonal conditions suggest a hopeful future, their 
personal experience reminds them of the realistic risk of 
future adverse conditions, such as too much or insufficient 
rainfall, too high or too low temperature, hail, frost, fire etc. 
This causes prolonged periods of stress and an inability to 
celebrate success until financial benefits are fully realised.
In addition, even the income from successful farming yields 
is dependent on the external market at the time of sale.

This uncertainty extends to those whose livelihoods depend 
on the prosperity of farming, with many small businesses 
relying on being paid sometime in the future, if, and when 
there is a successful season.  One business woman, whose 
small town is losing its retail businesses, said that she feels 
powerless because:

“I can’t spend money in the town until I get 
paid, and I’ll get paid (hopefully) when the 
farmer does”.

“Timely diagnosis, treatment and ongoing 
management of mental health conditions in 
rural and remote areas is likely to occur later 
or not at all, often resulting in an increased 
likelihood of hospitalisation and sometimes 
leading to the most tragic of outcomes - 
self-harm and suicide” [2]

Rural mental health

National surveys indicate that the prevalence of the common 
mental illnesses is similar across the country (around 20%) [2].

However, the impact of mental illness on the lives of rural 
residents is greater due to differences in access to, and 
uptake of, effective treatments and services.  Figure 5 shows 
the differences between major cities and other areas in 
access, utilisation and mental health spending.  It shows that 
the burden of having a mental illness falls more heavily on 
those who live in more remote areas of the country.

Figure 5: Access and utilisation of mental health 
services in rural and remote areas compared to 
major cities.1

1 Generated using information from the National Rural Health Alliance 2017 [2] based on multiple sources
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While there is considerable literature on the threats to the mental 
health of workers who drive, or fly to work at mines, it must be 
remembered that there are also many occupations associated 
with agriculture (such as truck drivers and shearers) that involve 
workers being away from their home for long periods of time, with 
increasing risks to health and mental health.

A further stressor in many rural communities is the actual or 
planned change in the economic basis of their community, 
including tensions over the competing interests in how the 
water and land should be used. On the Liverpool Plains for 
example, there is great concern being experienced by some 
who do not want any expansion of the coal seam gas industry, 
while at the same time others are greatly concerned about the 
decline in small towns and see the new jobs as necessary for 
the future of the region.

Rural decline is a further consideration, especially for those 
without the option of moving to a more prosperous location. 
They may witness the gradual closure of small businesses in 
nearby small towns and see they are going to face increasing 
costs for essential services. Rural decline weakens both the 
economic and social capital of the area.

A further consideration is the reluctance of many rural 
residents to utilise support services when their circumstances 
lead to feelings of anxiety or depression. Apart from the 
reluctance to admit that they may have a problem there is 
also the perception that services may not prove to be helpful.

“Reluctance to expose their private lives 
to strangers or acquaintances from locally 
based services, or to undertake the journey to 
distant services where cultural or behavioural 
differences could be misunderstood, may 
impact on rural dwellers’ wellbeing.” [3]

The positives of a rural lifestyle

“People in rural areas regularly score better 
than their major city counterparts on indicators 
of happiness. This may be testament to the 
positive aspects of rural life, and the 
interconnectedness of people living there. 
In rural areas, there are higher levels of civic 
participation, social cohesion, social capital, 
volunteering and informal support networks 
from neighbours, friends and the community.” [2]

Characteristics such as these are an important platform 
upon which to build a strategy to reduce rural suicide.

Resilient2 communities demonstrate the strength of their 
underlying social capital when they need to cope with 
downturns in economic capital and the effects of natural 
disasters and other impacts on their environmental capital. 
In less populated rural areas, with greater social isolation, 
the social capital may not be sufficient to adequately 
cope with adversity.

This community resilience is critical to the resilience of 
individuals and families who belong to that community.  While 
in the short-term communities may need outside help to cope 
with certain negative circumstances, their longer-term resilience 
will be enhanced by the extent to which those outside resources 
complement and enhance local capability.

While generalisations such as these are supported by 
population-level research, they disguise the fact that these 
benefits may not be experienced equally by everyone and 
everywhere in rural areas. Consequently, efforts should be 
made to challenge and support rural communities to extend 
social connectedness, and to reduce the exclusion of some 
individuals based on their race, culture, sex, sexual preference, 
income or location.

Rural settings also hold the potential for powerful collective 
planning and problem-solving efforts and this may be 
harnessed to address the problem of rural suicide. 

“Rural and small-town settings offer unique opportunities 
for inter-professional collaboration and the engagement 
of different elements of local society, including indigenous 
communities, economic interests and broader elements of 
civil society.  While networking and partnering are possible 
in any health service environment, we contend that rural 
environments offer a much less cluttered setting in which to 
observe the processes and outcomes of primary health care 
development.” [5]

2  “Resilience” is the capacity of an individual, organisation or community to adapt successfully to change and to the onset of adverse circumstances or trauma.

Building strong resilient rural 
communities is an important 

investment to ensure that such 
communities can support the 
most vulnerable in times of 

adversity and those who may 
experience suicidality.



How can we 
understand 
suicidality
In plain terms, a suicide is the result of a deliberate act by 
a person with the intention that the act would lead to their 
death.  Both the deliberate nature and the clear intention  
to die are key definitional requirements.

The term “suicidality” in this paper refers to a state in which 
a person has thoughts about suicide, or forms intentions, or 
develops plans, or enacts suicide-related behaviours such as 
intentional self-harm (though not all episodes of intentional 
self-harm directly relate to suicidality).

Unlike other causes of death, we remain puzzled to explain 
how a person can be in such a state that they want to take 
their own life. The fact that suicide is so different to other 
so-called “health issues” is illustrated by the fact that it has 
been studied in such vastly different disciplines as etymology, 
biology, genetics, sociology, philosophy, history, medicine, 
psychology and psychiatry.

Collectively, these disciplines see suicidality as having its 
origins in the person’s early life experiences which will be 
discussed later in this paper. These origins interact with  
other interpersonal, environmental and societal influences  
in complex patterns over many years” [6]. (see Appendix 1  
for a full description of three prominent theories on suicide) 

Suicide rates in rural and remote areas 

are higher than in major cities
FACT

Suicide rates in areas outside capital cities 

 are increasing at a higher rate
FACT

Suicide rates are progressively higher
in rural, remote and very remote areas

FACT
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What do we know 
about rural suicide

The first thing we know is that the rate of suicide outside of the 
Greater Capital Cities is much higher than in areas inside of 
the Greater Capital Cities.

The most recent annual data on suicide in Australia was 
for the year 2016 and was published in September 2017 [7].  
It showed that in 2016:

• The overall suicide rate for the whole of ustralia
was .  per 100,000

• The rate of suicide in all of Australia’s Greater		
apital	 ities combined was .  per 100,000

• The rate of suicide for the combined areas	outside
the Greater Capital Cities was over 50% higher at 

.  per 100,000
• The number of deaths outside the Greater Capital 

Cities comprised 	of	suicide	deaths	in	 ustralia.

Figure 6: Suicide rate, by region of usual residence, 
Australia, 2016 [7]3
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National and State policy to prevent suicide in Australia must 
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Cities is much higher than those within.
3 The Australian Bureau of Statistics does not 

publish suicide data for the rest of the territory 
for the Northern Territory or the ACT in the 
table from which these data are derived.
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The data on suicide and self-inflicted injuries in Australia 
shows that as locations become more remote there is an ever-
increasing death rate from such causes (see Figure 7 [8]).

Figure 7: Death rates, suicide and self-inflicted 
injuries, Australia 2010-2014 [8]
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Indigenous suicide rates are nearly
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Data also published by the Australian Bureau of Statistics (ABS) 
shows that the rate of suicide has been rising more sharply 
outside of the Greater Capital Cities during the period 2012 
to 2016 compared to the rates for the Greater Capital Cities 
(see Figure 8).  

Figure 8: Suicide rates by region, 2012-2016, 
Australia, 2016 [7]

Suicide rates have increased in Australia by 4.5% from 2012 
to 2016.  In the Major Capital Cities Statistical Local Areas 
(combined) rates rose by a much lower rate of just 2%, while 
in areas outside the capital cities, they rose by a significantly 
higher rate of 9.2%.

Suicide rates are rising more sharply 
in areas outside the Greater Capital 

City Statistical Areas.

Suicide prevention policy and strategies 
must address the factors that account 

for this pattern. The solutions may differ 
from those that seem to be working in 

the capital cities.

Suicide rates in rural and remote areas

are higher than in major citiesFACT

Suicide rates in areas outside capital cities

are increasing at a higher rateFACT

Suicide rates are progressively higher

in rural, remote and very remote areas
FACT

1

2

3

In 2016, the final report of the Aboriginal and Torres Strait 
Islander Suicide Prevention Evaluation Report was released 
providing guidance for future work on suicide prevention in 
Aboriginal and Torres Strait Islander populations.  The following 
is an excerpt from the Executive Summary of the report.

“Suicide has emerged in the past half century as a major 
cause of Indigenous premature mortality and is a contributor 
to the overall Indigenous health and life expectancy gap.  
In 2014, it was the fifth leading cause of death among 
Indigenous people, and the age-standardised suicide rate 
was around twice as high as the non-Indigenous rate.

Indigenous children and young people are particularly 
vulnerable, comprising 30% of the suicide deaths among 
those under 18 years of age. In addition, Indigenous 15–24 
year olds are over five times as likely to suicide as their 
non-Indigenous peers.

‘Suicide clusters’, or a series of suicide completions and/or 
self-harming acts that occur within a single community or 
locale over a period of weeks or months, is also a significant 
concern, particularly among younger people.  

As males represent the significant majority of completed 
Indigenous suicides, gender can also be understood 
as a risk factor.  However, the number of suicides and 
increasing self-harm among Indigenous females is an 
ongoing concern.” [9]

From 2001 to 2010, the standardised death rate for suicide 
among Aboriginal and Torres Strait Islander people was 
21.4 per 100,000 compared to 10.3 per 100,000 for the 
non-Indigenous population [10].  

From 2012 to 2016 the rate of suicide for the Indigenous 
population was 23.7 per 100,000.  This was more than twice 
the rate as for non-Indigenous Australians over the same 
period 11.6 per 100,000 [7].
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From 2001-2010, the majority of suicides among Aboriginal 
and Torres Strait Islander people occurred outside of capital 
cities. This is in complete contrast to non-Indigenous suicides, 
the majority of which occurred within the capital city (based on 
data from NSW, QLD, SA, WA and NT) [10].

Figure 9: Number of Suicides by Geographic Region 
and Aboriginal Status 2001-2010 [10]

boriginal	or	 orres	Strait	Islander	People	suicides

on Indigenous	suicides

To reduce the suicide rate 
among Indigenous Australians, 

specific policies need to be 
developed to account for the 
high proportion of Indigenous 

suicides that occur in rural 
and remote communities.
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Much has been written about suicide by farmers.  Nevertheless, 
it is difficult to draw any firm conclusions from the combined 
findings because of the way in which the occupation of ‘farmer’ 
is inconsistently defined. Is it the person who owns a farm, a 
person who manages a farm, a person who works on a farm or 
a person whose livelihood depends on farming? 

A recent Australian study [11] analysed previous studies about 
suicide rates in various occupations.  While it concluded that 
“significantly elevated risk was also apparent in farmers and 
agricultural workers” it also noted the limitations of their paper:

“There was also a large amount of heterogeneity 
between studies, which is likely because of 
inherent differences in how occupation was 
defined and classified, variation in when the 
study was conducted, and the social and 
geographical context of the study.” [11]

It is quite possible that rural suicide is a problem across other 
occupational groups in rural areas, particularly those which 
involve lesser-skilled occupations, seasonal workers, and 
itinerant workers.

A recent study from New Zealand [12] examined coroner’s 
records for 185 deaths in farm and agriculture related 
occupations and showed some interesting findings:

• Only one person was unemployed at the time  
of their suicide

• There were twice as many deaths of farm 
labourers as of farm owners or managers

• 91.8% were male
• Mean age was 41
• One in five were recently separated or divorced
• One third of those who died lived alone
• The most common precipitating condition was 

mental illness (28.6%) and mental illness was also 
frequently found in cases where there were other 
precipitating conditions

•  The risk factor profile for these suicides was like 
non-farm suicides.

Various other rural industry leaders have approached the 
CRRMH concerned about the welfare of their workforce.  
Examples include; primary industry workers, environmental 
inspectors, workplace safety inspectors, saleyard owners, 
and stock and station agents.  Those who provide services to 
farmers can often be highly stressed by their frequent contact 
with stressed and distressed farmers, particularly when they 
are affected by natural and man-made adverse events.  

The CRRMH has provided workplace training for managers 
in the mining sector, and for quarry managers and owners.

A further complication is that those who work primarily 
in farming frequently work in other occupations, such as 
nursing, teaching, mining etc. and many farmers have a quarry 
on their farms as well.

The impact of rural stress 
extends beyond those who own 

and work on farms.

Further research is needed to 
understand the mental health 
status of other occupational 

groups whose work is related to 
providing services in rural and 

remote areas.

Other industries are concerned about

increasing rates of suicide in rural areas

FACT
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FACT
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FACT
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It has often been said that rural men are less likely to ask 
for help when at risk of suicide than those in cities, but the main 
difference may lie more in how they ask for help and who they ask.

Griffith University researchers examined the Coroners’ 
records for male suicides in Queensland from 1990 until 2012.  
They looked specifically at whether or not the person who died 
had told anyone of their intention to take their own life. Telling 
someone is a form of help-seeking in that it could indicate that 
“I need help” rather than “I need a service to help me”. The 
researchers concluded:

“The current findings do not support the 
expectation that suicide among rural men in 
Queensland would be characterised by lower 
levels of communication of suicidal intent than 
suicide among men in major towns.” [13]

The implication of this is that the provision of “gatekeeper 
training”3 should be provided to those occupational groups 
to whom rural men may express suicidal intent.

This research also indicated that the appropriateness and 
effectiveness of health services used by rural men should 
be a key priority in efforts to reduce rural suicide. 

Apart from population data about suicide deaths, there is 
little epidemiological research about rural suicide.  Many 
studies into the risk and protective factors for suicide have 
not included an adequate rural sample. Planning and policy 
making is informed by studies conducted in densely populated 
areas. When planning for the prevention of rural suicide, no 
assumption should be made that research findings will be 
applicable in rural areas.  

Further, many but not all studies conducted in rural areas do 
not make a comparison to urban populations.  Similarly, there 
are fewer studies of interventions in rural areas compared to 
those undertaken in major cities.

“It is clear that although there is a strong interest in 
understanding rural suicide, and despite many coordinated 
efforts toward its prevention, the field of suicidology still 
has a great deal to learn about the phenomenon of rural 
suicide”. [14]

3  The term “Gatekeeper Training” refers to courses designed to increase the knowledge and skills of professionals and others in a community whose role frequently 
brings them into contact with vulnerable people who may be at risk of suicide.  The role of a “gatekeeper” is to watch out for warning signs or conversations that 
indicate that a person may be under considerable stress and therefore at risk of suicide.  They are trained to have a safe and helpful conversation with the person 
who they are concerned about, and, depending on the results of their conversation to offer assistance appropriate to the seriousness of the person’s risk.

There needs to be a greater investment in research to understand 
suicide epidemiology in rural and remote areas.



What can be done 
about rural suicide
Although still a relatively rare event comprising one in every 
5,000 deaths in Australia in 2016, the unique nature of suicide 
calls out for a serious attempt to prevent it. Suicide is often 
seen as either a personal choice or a mental health problem, 
and this leads many people to believe that suicide is difficult 
to prevent.

Any suicide is unacceptable, especially if the person’s risk of 
death is not recognised and they have not had access to a 
range of medical, psychological and social support services 
to prevent their desperate act. Further, when the number of 
people choosing suicide increases in most years, there is an 
imperative to make considered efforts to turn this trend around.

This paper advocates that a plan to prevent rural suicide 
should be based on helping those who are affected by 
suicide right now, and address the individual, relationship, 
community and environmental factors that protect against 
suicidality and those that increase the risk of suicide.

We propose that rural suicide prevention should be comprised 
of five focus areas for action designed to save lives now and 

to lower the number of deaths and rates of suicide increasingly 
over years to come.  These recommended focus areas draw 
on the ideas and suggestions obtained from participants at 
the Rural Suicide Prevention Forum in April 2017, local and 

international sources, and our own experience and research.

?What can be done ?What can be done 
about rural suicide?about rural suicide

14
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Five focus areas for rural suicide prevention
In this section of the paper, each of the focus areas are described with suggestions on what suicide prevention efforts might be 
worth trying in the immediate, medium and long term. Figure 10 outlines these five focus areas and the order of priority that should 
be given to each.

Figure 10: Five focus areas for rural suicide prevention
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1. Preventing people who experience suicidality from taking  
their own lives – what might work?
a.	 	Provide	sufficient	funding	to	ensure	adequate	health	and	

mental	health	services	are	accessible	in	rural	and	remote	
ustralia

b.	 	 a e	 oint	action	at	the	regional	level	to	plan	and	provide	
adequate	health	and	mental	health	services	in	rural	and	
remote	 ustralia,	tailored	to	local	needs

c.	 	Ensure	best	practice	emergency	care	is	available	for	those	
who	ma e	suicide	attempts	in	rural	and	remote	 ustralia

d.	 	Provide	long term	follow up	care	for	people	who	ma e	a	
suicide	attempt	or	are	thin ing	of	suicide

e.	 	Provide	high	quality	health	information	for	people	who	
ma e	a	suicide	attempt	or	self harm	and	for	their	family	
and	friends

f.	 	Provide	professional	development	for	all	rural	GPs
g.	 	Provide	guidelines	for	health	care	practitioners	in	rural	areas	

so	that	they	will	encourage	those	who	have	made	less	
in urious	suicide	attempts	to	see 	appropriate	health	care

h.	 	Provide	follow up	social	support	programs	for	people	
who	attempt	suicide	or	who	self harm

i.	 	Provide	support	for	rural	schools	and	wor places	to	
support	those	who	have	made	suicide	attempts

.	 Increase	suicide	awareness	in	rural	and	remote	 ustralia

People who have made a suicide attempt but do not need 
emergency treatment, should nonetheless be encouraged to 
discuss their attempt with a GP who can then develop a plan 
for further assessment, treatment and follow-up care.  

Professional development training in suicide risk assessment 
needs to be made accessible to rural general practitioners and 
other health professionals. Students in medicine and allied 
health disciplines should also be given relevant training before 
they commence rural placements. 

Rural schools should be provided with information, advice and 
practical assistance to support those affected by a suicide 
attempt in their school community.

Similar access to information, advice and assistance should 
be made available to rural workplaces, possibly through work 
safety authorities in states and territories, to support the return 
to work of people who have made a suicide attempt (especially 
those who will require support from work to attend follow-up 
appointments with health professionals). Return to work 
coordinators also need to receive specific training on how 
to provide adequate support for those who have attempted 
suicide and require transition back to work.

Programs that provide social support by lay people, such as 
the Way Back Service (currently being trialled by beyondblue)
should also be provided in rural and remote Australia.

A suicide awareness campaign should be designed, evaluated 
and then implemented in rural and remote areas. The campaign 
should encourage rural people to reach out to those friends, 
neighbours, work colleagues and others who have made a 
suicide attempt.

1Prevent people who 
experience suicidality 

from taking their 
own lives 2

34

5 2

34

5People who attempt and those contemplating suicide are at 
much higher risk of death by suicide than those who do not 
experience suicidality.  

National and state suicide prevention policy must prioritise 
reducing the inequality of access to high quality emergency 
care, primary health care and mental health services (including 
those provided by both government and the private sector) 
experienced by rural people.

The  recognises that the devolution of planning 
responsibility for mental health and suicide prevention to 
Primary Health Networks (PHNs) provides the opportunity for 
joint planning to identify and address gaps in the provision of 
health and mental health care to those who have attempted 
suicide (and to those most at risk of suicide).  

Care for those who attempt suicide should not stop after 
they are discharged from hospital or the GP’s surgery.  Risk 
of further suicidal behaviour will continue for the person’s 
lifetime and should remain an issue of evaluation for GPs as 
part of the patient’s long-term health care. There is a need for 
short, medium and longer-term actions for people who make a 
suicide attempt or who self-harm.

Preventing suicide has an immediate and a long-term 
component.  A patient saved from death from a massive 
heart attack will need lifetime care and support. The same 
is needed for patients saved from death by suicide. The 
implication is that a management plan, spanning years, 
is needed for successful prevention. [15]

Rural people who attempt suicide should be given the same 
level of health information when they are discharged as 
would be the case for a patient presenting with other serious 
health conditions (such as heart and respiratory conditions 
or diabetes). The provision of health information to patients 
on discharge is part of normal care for many acute health 
conditions. It would be helpful if standardised patient education 
resources could be developed by state health departments 
which could then be tailored by local health authorities and 
PHNs to include locally relevant information and the availability 
of services.

Health information should also be provided to family members 
and close friends, including how they may support the patient 
after they are discharged and what to do in a crisis.

FOCUS

emote	 ustralia,	tailored	to	local	needs
e	best	practice	emergency	care	is	available	for	those	
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Identifying and preventing suicidality in health care settings
On average, 45% of suicide victims had contact with primary care providers within one month of suicide. Older adults had higher 
rates of contact with primary care providers within one month of suicide compared with younger adults. [16]

The evidence that a large proportion of people who die by suicide have seen a GP or other health practitioner in the weeks leading 
up to their death suggests that these patients may be experiencing suicidality at the time of their visit.  A more concerted effort 
needs to be made in health care settings to ask patients about suicidality. 

Regional health authorities should ensure that rural health staff are adequately trained and resourced to identify and provide a 
high standard of care to those who present with suicide ideation or a suicide attempt. Guidelines developed by the Black Dog 
Institute [17] are one example that could be considered for adoption in emergency departments in rural areas, or the Suicide Risk 
Assessment and Management in Emergency Department (SRAM-ED), developed by the Queensland government:

While the US Preventive Services Taskforce does not recommend screening for patients with no present symptoms of emotional 
distress or no obvious risk factors for suicide, it does indicate that, if there are other risk conditions, then risk assessment might be 
appropriate. Examples might be patients whose medication could be lethal in overdose, such as those being treated for drug and 
alcohol problems, those with chronic pain, or those with a terminal illness. The need for assessment might be more important when 
the patient is experiencing acute stressors (such as relationship breakdown or loss of income). This may be particularly important 
for rural patients as they may have relatively fewer opportunities to be identified as experiencing suicidality.

Expert advice is needed to develop guidelines about who might be periodically assessed in rural settings, what might indicate the 
need for assessment and the frequency at which they should be assessed. Guidelines should be provided to all health practitioners 
in all rural health settings.

Suicide Risk Assessment and Management in Emergency Department (SRAM – ED)

SRAM-ED is a training package developed by the Queensland Centre for Mental Health Learning. It is 
comprised of foundational and advanced components to improve the capability and capacity of sta� 
working in EDs to safely and e�ectively recognise, engage and respond to people experiencing a suicidal 
crisis. Speci�cally, SRAM – ED aims to: 

 – Increase participant awareness of personal reactions to suicidal people and their impact on practice
 – Increase participant capacity to develop a therapeutic alliance with a suicidal person
 –  Increase knowledge and skills in suicidal risk assessment and management with the context of an 

emergency department.

The valuable insight of lived experience is incorporated into this training via an Advisory Group comprising 
service users and carers. 

1.  Identifying and preventing suicidality in health care settings – what could work?
.	 nderta e	an	e pert	advisory	process	to	identify	which	patient	groups	should	have	periodic	screening
l.	 	Provide	a	periodic	assessment	of	suicidality	for	patients	with	 nown	ris 	conditions	for	suicide	as	part		

of	their	ongoing	care
m.	 	Provide	professional	development	for	all	rural	GPs,	practice	nurses,	and	relevant	allied	health		

professionals	in	the	assessment	and	treatment	of	suicidality

ocess	to	identify	which	patient	groups	should	have	periodic	screening
ovide	a	periodic	assessment	of	suicidality	for	patients	with	 nown	ris 	conditions	for	suicide	as	part		
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Identifying the presence of 
suicidality in the community
The early detection of suicidal thoughts and behaviour, and 
effective care for those of us who are at risk, are crucial in ensuring 
that people receive the care they need and deserve. [17]

If people who experience suicidality can be identified (either 
in the family, the workplace, the school, or in the community), 
an opportunity is provided for them to receive effective and 
evidence-supported interventions which may prevent further 
suicidal behaviour.  

Gatekeeper training programs aim to enable participants to 
ask about suicide by increasing their understanding of the 
signs of suicide and by providing a safe learning environment 
in which to practise. When a person is identified as being at 
risk, the gatekeeper is urged to assist them to access the 
most appropriate services, ranging from emergency telephone 
services (‘000’), the local hospital, the mental health service, 
primary health care, or telephone mental health services.

While gatekeeper programs targeting the general community 
are justifiable, those who have contact with more high-risk 
people should be given priority.  These include “front-line” 
occupations such as police, ambulance, rescue workers and 
prison officers.  

Gatekeeper programs vary in their content, educational approach 
and length of delivery.  The 2-day Applied Suicide Intervention 
Skills Training (“ASIST”) is the most comprehensive program.

How to help people who are experiencing suicidality is also 
addressed as part of the 2-day Mental Health First Aid Course, 
and a range of half-day and one-day training products have 
been developed and are being implemented by several 
organisations including Lifeline and Wesley Mission.

“Gatekeeper training programs” 
aim to enable participants to ask 
about suicide by increasing their 

understanding of the signs of 
potential suicide and by providing 

a safe learning environment in 
which to practise.

Workplaces might be encouraged to ensure that their staff who 
work in a middle management, supervisory or human resources 
role undertake periodic training that includes increasing 
knowledge and skills to identify those who may be experiencing 
suicidality. 

The CRRMH has developed “Good SPACE”, a 4-hour 
gatekeeper training program. “SPACE” is an acronym for 
“Suicide Prevention through Awareness, Courage and 
Empathy”. This workshop is designed to address the 
training needs of communities in rural, remote and very 
remote areas.
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A national “Gatekeeper Training Initiative” would be helpful to 
identify the settings in which such training should be rolled 
out routinely, and to provide incentives to workplaces to 
ensure that identified “gatekeepers” are well trained and able 
to reach out to those colleagues who may be experiencing 
suicidality and support them to access appropriate health 
and support services.

Other support for those 
who are experiencing suicidality
It is often the case that the development of suicidal thinking 
and the formulation of plans take place in private and is 
not disclosed to others, even if they ask. This is perhaps 
even more likely in rural and remote areas where the risk 
of social isolation may be greater than in capital cities and 
larger rural towns.  

Consideration should be given to a carefully planned public 
health awareness campaign targeted at rural and remote 
areas.  One goal of such a campaign might be to encourage 
those in the community who are having thoughts and plans of 
suicide or those who have made a suicide attempt to reach out 
for health and social support.  

To inform this campaign, research needs to be undertaken 
into people’s knowledge about the availability of crisis support 
services and their ability to identify the best crisis services for 
different groups in the community.  Research is also needed 
to determine how those who experience suicidality may be 
motivated to act to reduce their own risk of death by suicide.

At the local government level, an assessment of locations that 
are commonly chosen for suicide should be undertaken and 
local plans devised to minimise the likelihood of further suicide 
attempts at these sites could be undertaken.

1. Other support for those who experience suicidality –
what could work? 
p.	 	Design	and	roll out	a	rural	public	health	campaign		

that	encourages	people	who	e perience	suicidality		
to	use	health	and	social	support	services

q.	 	Identify	ways	in	which	access	to	the	means	or	
locations	of	suicide	in	rural	and	remote	areas		
can	be	restricted	

1. Identifying suicidality in the community
– what could work?
n.		 	 	national	“Gate eeper	 raining	Initiative”	should	be	

rolled	out	across	rural	and	remote	 ustralia	to	enable	
those	in	“frontline”	or	“first	responder”	positions	to	
provide	assistance	to	people	who	e perience	suicidality

o.	 	Provide	encouragement	to	employers	to	provide	regular	
gate eeper	training	programs	in	the	wor place

oll out	a	rural	public	health	campaign		
that	encourages	people	who	e perience	suicidality		

means or
emote	areas		

In recent years, several efforts have been made to implement 
a form of suicide awareness and gatekeeper training tailored 
for Aboriginal and Torres Strait Islander health workers and 
communities.  

The  is currently delivering and evaluating the 
“We-Yarn” program which is co-delivered by an Aboriginal 
man with lived experience of suicidality and a non-Indigenous 
facilitator.  We are working towards training other Aboriginal 
facilitators so that in the future the program can we delivered 
more widely. We have learned that:

 • Permission to provide the program must be given 
by elders and by Aboriginal health service providers  

 • Aboriginal service providers should be trained 
first, and then participate in yarning with the wider 
community

 • Aboriginal service providers and communities want 
to talk about suicide and how to prevent it

 •  Program delivery must be flexible and allow plenty 
of time for the telling of cultural stories and stories 
of the experience of suicidality

 • Participants see the restoration of connections to 
lore, land, family and community as key to the 
prevention of Aboriginal suicide.
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FOCUS

Those bereaved by the suicide of a family member or close friend 
will experience normal grief reactions (shock, denial, sadness, 
confusion, anger) but are more likely also to experience a level 
of responsibility and feelings of shame, guilt and trauma. They 
are likely to blame themselves and are subject to the negative 
reactions of others who may also blame, reject and isolate them.

A particularly acute impact will be experienced by those 
bereaved who have shared the burden, often over many years, 
of supporting a person with serious mental illness and those 
who have played an active role in trying to prevent a person who 
experiences suicidality from dying (being on “suicide watch”).

The risk of negative impact is higher for those who are close 
to the deceased person: their life partner and children; their 
siblings; those in their friendship groups; and those at the same 
workplace or who share an occupational association. In smaller 
rural areas, the knowledge of a recent suicide spreads rapidly 
throughout the community and can often cause a great deal 
of concern. The person’s GP and others who may have been 
providing support are also at risk of a higher negative impact.

Research from American and Australian researchers has shed 
light on how many people are affected when they find out 
about the suicide death of a person they know [19]. Forty-eight 
percent of their sample reported that at some time in their life 
they have known someone who had died by suicide. 

On average, the respondents knew of three separate people who 
had died by suicide, while 1% had known more than ten. Those 
who had been exposed to suicide were much more likely to 
experience depression, anxiety, suicide ideation or post-traumatic 

stress disorder (PTSD) compared to those who reported that they 
had not known anyone who had died by suicide.

While policy makers across the world recommend the provision 
of support for those bereaved by suicide, it is difficult to make 
specific recommendations due to the lack of epidemiological 
and intervention research that has examined who needs 
support, the type of support needed, and for how long that 
support is needed.

Nevertheless, there is enough research and practice-based 
evidence to suggest several courses of action.

A recent qualitative study of people bereaved by suicide 
identified three main themes: 

 • The need for acknowledgement of the loss  
and the life of the deceased; 

 • The role of stigma following the loss; and
 • The need for proactive provision of direction 

and support during the grief journey [20].  

The authors have made several recommendations about how 
a GP might provide support to bereaved family members. How 
GPs can provide other support should form the basis of suicide 
prevention training targeting GPs and medical students.

hat	we	heard	at	the	 ural	Suicide	Prevention	Forum

“So rural communities are very connected 
and very proud. We thrive on the sense of 
community and love knowing that we can 
count on each other to pull together. That 
same connectedness means that a crisis or 
disaster has an impact on the entire community. 
Everybody knows everybody and we are all 
touched by a tragedy.”
Sonia O’Keefe (NSW Farmers Association)

ecommendations	for	the	GP	coping	with	those	bereaved	
by	suicide	 from	
•	 	 nderstand	the	grief	process	in	suicide	and	be	aware		
of	the	effects	of	stigma

•	 se	the	term	‘died	by	suicide’	not	‘committed	suicide’
•	 	Be	aware	of	a	potential	shift	in	family	dynamics	
following	loss	by	suicide

•	 	Be	vigilant	about	assessing	the	mental	health	of	those	
bereaved.	 ag	the	notes	of	family	members	when	a	
suicide	occurs.		 ote	the	anniversary	and	birthday	of		
the	deceased	and	be	aware	that	these	times	may	
precipitate	mental	ill health	in	the	survivors	

•	 	 lways	ac nowledge	the	loss	and	mention	the	
deceased	person	by	name	where	possible	

•	 	 a e	yourself	aware	of	voluntary	and	professional	
support	services	in	your	local	area

•	 	Bear	the	comple ity	of	suicide grief	in	mind	
when	scheduling	visits	to	the	surgery:	allow	time,	
accommodate	patients	who	do	not	wish	to	wait	in	the	
waiting	room,	consider	house	calls	where	necessary

•	 	 onsider	developing	a	practice	policy	to	train	ancillary	
staff	to	facilitate	these	visits

•	 	 hen	considering	medication,	try	to	ascertain	if	this	is	
something	the	patient	wants	and,	where	appropriate,	
ma e	sure	the	patient	is	educated	about	their	
medication	and	the	potential	delayed	onset	of	effect

•	 Be	proactive:	be	the	first	to	contact	the	bereaved	
•	 	Be	aware	of	your	own	limitations	and	emotional	
barriers	and,	if	you	feel	unable	to	provide	optimal		
care	to	the	suicide bereaved,	suggest	a	suitable	
colleague	as	an	alternative

Bear	the	comple ity	of	suicide grief	in	mind
when	scheduling	visits	to	the	surgery:	allow	time,	
accommodate	patients	who	do	not	wish	to	wait	in	the	

Bear	the	comple ity	of	suicide grief	in	mind
when	scheduling	visits	to	the	surgery:	allow	time,	
accommodate	patients	who	do	not	wish	to	wait	in	the	
waiting	room,	consider	house	calls	where	necessary

hen	considering	medication,	try	to	ascertain	if	this	is
something	the	patient	wants	and,	where	appropriate,	
ma e	sure	the	patient	is	educated	about	their	
medication	and	the	potential	delayed	onset	of	effect

bereaved
e	of	your	own	limitations	and	emotional	

barriers	and,	if	you	feel	unable	to	provide	optimal	
care	to	the	suicide bereaved,	suggest	a	suitable	
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medication	and	the	potential	delayed	onset	of	effect
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e	of	your	own	limitations	and	emotional	

barriers	and,	if	you	feel	unable	to	provide	optimal	
care	to	the	suicide bereaved,	suggest	a	suitable	
colleague	as	an	alternative
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Apart from their GP, family members may receive help and 
support from bereavement support services. 

Staff and volunteers of these services should be trained to 
understand the particular nature of grief after suicide and 
to provide appropriate support to those bereaved by suicide.

All people bereaved by suicide should be provided with 
information about the likely impact on them and the range 
of bereavement support and other counselling services 
available in the local community and by telephone or online.  
Standardised health information should be developed which 
can then be tailored by PHNs and local health authorities to 
include locally relevant information.

Rural schools should be provided with information, advice 
and practical assistance to support those affected by suicide 
in their school community. Similarly, access to information, 
advice and assistance should be made available to rural 
workplaces, possibly through work safety authorities in states 
and territories, especially when a suicide happens at work.

Ordinary citizens are probably best able to reach out to and 
provide support to those bereaved by suicide.  It is difficult to 
know how to start a conversation and so there is a need to 
provide quality information and advice on how conversations 
about suicide can be held in a safe and helpful way. In 
NSW, a set of resources called “Conversations Matter” has 
been developed which could be adapted, evaluated and 
disseminated across rural and remote areas, perhaps through 
a partnership with local government authorities.

A range of practical resources relevant for individuals, 
families, community groups, workplaces and educational 
settings are available from the Conversations Matter website: 
www.conversationsmatter.com.au 

Resources include:

 • Talking to someone who is thinking about suicide
 • Talking to those bereaved by suicide
 • Telling a child about a suicide
 • Having a safe group discussion about suicide
 • Managing community discussions about a local suicide

The public health awareness campaign recommended 
previously should include information and encouragement for 
rural people to reach out to those friends, neighbours, work 
colleagues and others who have lost someone to suicide or 
those bereaved by suicide. Widespread dissemination of the 
“Conversations Matter” resources to rural and remote areas 
is recommended.

Inquiry should be made about the adequacy 
of bereavement support services in rural 
and remote areas and strategies developed 
to address any inadequacy or inequity in the 
provision of these services.
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2.  Help people affected by suicide – what could work?
a.	 	Provide	outreach	and	ongoing	support	to	people	

bereaved	by	suicide
b.	 	Publicise	the	ways	in	which	GPs	can	support		

those	patients	
c.	 	 nderta e	an	audit	of	bereavement	support		

services	in	rural	and	remote	areas	of	 ustralia
d.	 	Educate	staff	and	volunteers	of	bereavement	

support	services	in	remote	areas	of	 ustralia	
to	ensure	support	provided	to	those	bereaved	
by	suicide	is	in	line	with	current	best	practice	
guidelines	 	

e.	 	Provide	suicide	bereavement	support	information,	
tailored	for	rural	and	remote	areas

f.	 	Provide	specific	suicide	bereavement	support		
for	schools	and	wor places,	tailored	for	rural	and	
remote	areas

g.	 	Disseminate	the	“ onversations	 atter”	resources	
across	rural	and	remote	areas	to	assist	ordinary	
citi ens	to	have	helpful	conversations	with,	and	to	
support,	those	bereaved	by	suicide,	tailored	to	rural	
and	remote	conte ts		

	h.	 	Ensure	 ournalists	employed	by	rural	media	have	
opportunities	to	receive	training	and	other	support		
to	develop	safe	and	helpful	ways	of	discussing		
suicide	in	newspapers,	radio,	television	programs	
and	online

i.	 	Increase	support	for	people	bereaved	by	suicide		
in	a	suicide	awareness	campaign	for	rural	areas

Reporting of suicide in the media
It is apparent that people in rural and remote areas consume 
more media than people in larger cities. They have local news 
provided by the radio, television and in the local newspapers, 
as well as the media they receive from state and national news 
outlets and social media. Journalists working for rural media are 
usually residents in the rural community, and are often reluctant 
to report about suicides that occur in the local community out 
of sensitivity to those who have experienced the loss. They 
may even be a friend or acquaintance of the deceased person. 
Nevertheless, locals are able to read, listen or watch the news 
published in the state capitals, as well as be exposed to a 
variety of social media channels. Due to this, local contexts are 
often not reported on, perhaps leaving a false picture of the 
community in which the person who died by suicide lived.

Rural media need support to develop safe and helpful ways 
of discussing the issue of suicide in their newspapers, radio, 
television programs and online channels.

hat	we	heard	at	the	 ural	Suicide	Prevention	Forum

“Given that suicide is a preventable cause 
of death, saying NOTHING about how to 
prevent it makes no sense. 

If you are worried that someone may be 
at risk of suicide, saying NOTHING makes 
no sense.

If you know someone who has experienced 
a loss (because of suicide) saying NOTHING 
makes no sense.

Given suicide is an issue that affects 
everyone, having a media that reports 
NOTHING makes no sense.

But, saying whatever we like, whenever 
we like, with little concern about the impacts 
our words may have, is also inappropriate.”
Jaelea Skehan (Everymind)

support
ed	for	rural	and	

tailored	for	rural	and	remote	areas
bereavement

for	schools	and	wor places,	tailored	for	rural	and	

esources	

support,	those	bereaved	by	suicide,	tailored	to	rural	
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opportunities	to	receive	training	and	other	support	
to	develop	safe	and	helpful	ways	of	discussing	
suicide	in	newspapers,	radio,	television	programs	
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Disseminate	the	“ onversations	 atter”	r
across	rural	and	remote	areas	to	assist	ordinary	
citi ens	to	have	helpful	conversations	with,	and	to	
support,	those	bereaved	by	suicide,	tailored	to	rural	
and	remote	conte ts		

e	 ournalists	employed	by	rural	media	have	
opportunities	to	receive	training	and	other	support	
to	develop	safe	and	helpful	ways	of	discussing	
suicide	in	newspapers,	radio,	television	programs	

ease	support	for	people	bereaved	by	suicide	
in	a	suicide	awareness	campaign	for	rural	areas
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FOCUS

Counselling and social welfare 
support services must be adequate
Government and non-government services for vulnerable and 
disadvantaged people in rural and remote areas need to be as 
high-quality and accessible as those provided in capital cities 
and large regional centres. These services include income 
support, social housing, home and community care, domestic 
violence, disability, and relationship counselling services.

The staff of these services are well placed to identify and 
provide low-level support to those whose circumstances may 
increase their likelihood of experiencing loneliness, mental 
health problems and risk of suicide.

One service that is ubiquitous across rural and remote Australia 
is Centrelink and, in addition to providing income support, it 
also provides access to social workers and psychologists. To 
ensure a minimum level of expertise is available in rural and 
remote areas, Centrelink social workers and psychologists 
should receive training to enable them to manage referrals for 
clients with mental illness and those considered by other staff 
to be at risk of suicide or self-harm. Centrelink should actively 
promote the use of their social work and psychology services.

Similarly, all regional and rural offices of government provided 
and government-funded social welfare services should have 
at least one staff member trained in the Applied Suicide 
Intervention Support Skills (ASIST) 2-day training course.

Where social support services are provided by not-for-profit, 
non-government organisations funded by the Commonwealth 
or state governments, contracts should require providers to 
have plans for equitable and adequate provision of services 
in rural and remote areas. Each rural service provider should 
have a clear policy on how any concern about suicide in a 
client should be managed.

Supporting vulnerable people 
in the community
While certain people may be more pre-disposed to thinking 
about suicide, it is the stress associated with their present 
circumstances that exacerbates that condition and leads to 
thoughts and intentions to harm themselves.

Ordinary citizens may have the most important 
role to play by being willing to lend a helping 
hand to those who are doing it tough.

While it is not always possible to know that a person is 
experiencing hard times, it is possible to observe their behaviour 
and listen to their words and then to show concern, enquire 
about the person’s wellbeing and offer to stand by them until 
the situation improves.

Common signs that someone is “doing it tough” include:

 • Harmful alcohol or other drug use
 • Reckless behaviour which is out of the ordinary
 • Withdrawal from social situations
 • Neglect of personal care.

Social isolation and social exclusion are important barriers to 
full participation in rural life. Rural communities (perhaps with 
leadership from local government) should be encouraged (and 
resourced) to develop positive strategies to reduce loneliness 
and promote the social inclusion of all marginalised groups 
within their local communities.

A public awareness campaign throughout rural and remote 
Australia should be designed to reduce the stigma associated 
with mental illness and suicide, using mental health and social 
support services. A partnership between rurally located health 
agencies and local media (print, radio, television and online) 
should be considered to increase the effectiveness of such a 
campaign. As a part of this campaign, schools and workplaces 
are important targets for assistance to understand more about 
mental illness and suicide.

3. Provide support to vulnerable groups in the 
community – what could work?
c.	 	Increase	social	inclusion	in	rural	and	remote	

ustralia	and	reduce	the	marginalisation	of	
vulnerable	groups

d.	 	 onduct	a	public	health	campaign	in	rural	and	
remote	areas	to	reduce	social	isolation	and	stigma	
associated	with	mental	illness	and	suicide

onduct	a	public	health	campaign	in	rural	andonduct	a	public	health	campaign	in	rural	and
remote	areas	to	reduce	social	isolation	and	stigma	
onduct	a	public	health	campaign	in	rural	and

remote	areas	to	reduce	social	isolation	and	stigma	remote	areas	to	reduce	social	isolation	and	stigma	

3. Counselling and social welfare support services – 
what could work?
a.	 	Ensure	all	 entrelin 	social	wor ers	and	

psychologists	are	adequately	trained	to	provide	
support	to	clients	who	may	be	vulnerable

b.	 	Provide	mental	health	and	suicide	prevention	training	
to	social	support	agencies	provided	by	government	
or	government funded	agencies	in	rural	areas
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FOCUS

Many of the known risk factors for mental illness and suicide 
(in both younger and older age groups) have their origin in 
childhood.  Addressing the conditions that children experience 
in childhood and adolescence is an important longer-term 
strategy for prevention. 

Childhood risk factors include: early experience of loss 
(including family disintegration); exposure to domestic and 
other types of violence; low family income; unstable housing; 
and poor physical and mental health.  Children who experience 
chronic illness are at higher risk of anxiety and depression [23].

Suicide prevention for these groups can focus on three 
main strategies: 

1. Reduce the prevalence of risk factors and adverse life 
events in childhood; 

2. Provide support to children and parents when 
they display behavioural and emotional problems, 
experience early learning difficulties, or are exposed 
to trauma and other adverse life events; and

3. Increase the resilience of children and young people.

Reduce the occurrence of risk 
factors and adverse life events 
in childhood 
The experience of risk factors and adverse events can begin 
soon after conception. The overall health of children is 
further dependent on the mother’s health during pregnancy.  

Some childhood accidents can be avoided, and while the 
development of chronic illnesses may not be entirely avoidable, 
it is possible to reduce the likelihood in many cases.  The higher 
prevalence of risk factors related to child and maternal health 
and the development of chronic illness in rural and remote 
areas should not be ignored.  

Those responsible for planning, evaluating and implementing 
public health programs should consider how they may help 
to reduce rural suicide. Studies which aim to evaluate the 
effectiveness of public health measures may also consider 
including measures of childhood mental health as key outcome 
measures.

A sense of being safe is essential for good health and wellbeing. 
Exposure to conflict and violence in the family, neighbourhood 
and at school, is an important risk factor for children. The work 
done by police, local councils, and schools is very important to 
the longer-term prevention of suicide.  

A child who experiences a breakdown in parental relationships 
is also at higher risk for suicidality in their teenage years 
and throughout life. It is important that people in rural and 
remote Australia have the same access to family relationship 
counselling as anyone else in Australia.

4. Reduce the occurrence of risk factors and adverse 
life events in childhood - what could be done?
a.	 	Implement	and	evaluate	programs	to	reduce	family	

and	neighbourhood	violence,	the	use	of	tobacco,	
alcohol	and	other	drugs	during	pregnancy	and	in	
early	childhood	to	improve	child	health,	reduce	
the	li elihood	of	chronic	illness	and	ensure	their	
relevance	to	rural	and	remote	settings

b.	 	Implement	rurally	relevant	and	tested	programs		
to	improve	maternal	and	child	health	

c.	 	Ensure	the	adequacy	and	accessibility	of		
family	relationship	counselling	services	to		
reduce	family	brea down

24
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Provide support to vulnerable 
children and their families
An Australian study [23] which followed children from seven 
to 36 months old found that up to 14% of children exhibited 
behavioural problems by the end of the study. 

The longer-term consequences of these early problems include:

 • Learning difficulties
 • Poorer peer relationships
 • School dropout
 • Substance abuse
 • Poor vocational outcomes
 • Alcohol abuse; and
 • Suicide.

To avoid these difficulties, parents and children need access to 
specialist education and health expertise.  

An enquiry should be made into the adequacy of services 
provided to children and families who live in rural and remote 
Australia, and to devise and provide funding for strategies 
to ensure equal access and quality. The beneficial effects of 
home visits to the mothers and babies of low-income families 
have long been known. This enquiry should examine how this 
service could be provided in rural and remote areas.  

Similarly, there is evidence that providing mentorship by 
supportive, stable and mature adults is effective in helping 
vulnerable young people. This strategy could be relatively easy 
and inexpensive to implement in rural areas. Such a program 
should be well-designed and evaluated before implementation 
at the local level.

Children who experience traumatic events (whether natural 
or man-made) may experience medium to long term anxiety. 
While it is normal for such events to lead to a short period 
of increased alertness and anxiety, these effects tend to 
diminish over time (four to six weeks). Prolonged anxious 
behaviour should be identified and psychological and social 
support provided.

Families and schools need to be provided with access to 
high-quality health information after their children have been 
exposed to trauma. Schools may need additional support to 
recognise the signs of ongoing anxiety and children need to 
be given access to expert psychological and medical advice.

4. Provide support to vulnerable children and families - 
What could be done?
d.	 	Provide	assistance	to	rural	children	 and	their	

families 	who	e hibit	behavioural	and	emotional	
problems,	or	learning	difficulties	through	individual,	
family focused	and	school based	programs

e.	 	Provide	early childhood	home	visits	to	provide	
education	by	trained	staff	to	rural	low income	
e pectant	and	new	mothers	

f.	 	Introduce	mentoring	programs	to	connect		
vulnerable	young	people	and	supportive,		
stable	and	mature	adults	

g.	 	Provide	psychological	and	social	support	for	
children	who	e perience	traumatic	events	and		
show	signs	of	being	an ious

It is recognised that many of the above points may already 
exist in some form in rural areas. The point here is that all 
rural communities should have equitable access to such 
important preventative support services
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Increase the resilience of children and young people
“Closing the gate after the horse has bolted” is a well-known rural metaphor, indicating the foolishness of doing something 
to prevent problems after they have already happened. Building the resilience of children and young people provides them 
with protection against experiencing mental health problems in later life should they experience serious problems as a result 
of traumatic events.

Fortunately, much valuable work has been done to identify the link between individual, family and environmental factors that are 
associated with the prevention of mental health problems later in life [24] and interventions have been trialled to address many of them.  

Figure 11: Environmental factors associated with the prevention of mental, emotional and behavioural 
disorders in young people [24]

Australia has already made considerable progress in 
developing healthy and safe schools. Australian and state 
governments should ensure that their early childhood and 
education policies contain measures to create mentally 
healthy environments. Adequate professional development 
and other support should be available for early childhood 
centres and schools to implement health promotion 
programs in rural and remote schools. Evidence from the 
evaluation of a range of health and mental health promotion 
initiatives indicates that a combination of strategies should 
be implemented concurrently, including what is taught, how 
it is taught and how the overall school environment and ethos 
is configured to support the desired changes.
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4. Increase the resilience of children and young 
people - what could be done?

	 h.	 	Develop	a	national	initiative	for	promoting	the	
resilience	of	children	and	young	people	through	
early	childhood,	in	school,	university	and		
vocational	settings	

i.	 	Design	specific	strategies	for	and	assign	sufficient	
resources	to	support	full	implementation	in	rural		
and	remote	areas
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FOCUS

Promotion of mental health 
and wellbeing
A focus on the promotion of good mental health and wellbeing 
was once a cornerstone of national mental health and suicide 
prevention plans in Australia and remains so in many overseas 
countries. While the Fifth National Mental Health Plan refers to 
health promotion, it does not suggest any concrete actions or 
assign responsibility for this component of suicide prevention.  

The World Health Organisation [25] and the Centres for 
Disease Control and Prevention (CDC) [6] recommend a focus 
on health promotion as an important part of national suicide 
prevention plans.

Although much more should be done to build the evidence 
base for effective interventions, the  believes that a 
National Suicide Prevention Strategy that does not contain a 
focus on building better mental health and wellbeing is short-
sighted and pessimistic.  

The  advocates for Australia to take a long-term view 
on the prevention of suicide by reinstating an emphasis on 
building individual and community strengths so as to bring 
about a continuous decline in suicide rates.

Build mental health and wellbeing 
in rural communities
In recent years, many organisations have seen the value of 
creating supportive workplace environments that promote the 
mental health and wellbeing of staff and customers and there 
are a great many resources available to assist organisations 
that wish to adopt a mental health promotion strategy. Indeed, 
several organisations have been motivated to develop and 
adopt policies and strategies to ensure a mentally safe and 
healthy workplace. This trend is due to two main factors: 
workplaces have come to recognise that poor mental health 
contributes to accidents at work and to greater absenteeism 
and presenteeism4.

In Western Australia, the government has funded the Act-
Belong-Commit campaign which has been adopted by 
local government authorities, workplaces and schools. The 
campaign was developed by researchers at Curtin University 
and was informed by community consultation and a review of 
the literature [26].  The campaign has been carefully evaluated 
and adopted in numerous local communities across Australia.  

Two things need to be done:

Build mental health and well-
being in rural communities

Build the resilience of rural 
communities

4   Presenteeism refers to the loss in time at work by people who attend work but whose productivity is reduced due to their mental health problems 
or by worrying about the illness of a family member.

1
2
1Two things need to be done:

Build mental health and well
being in rural communitiesbeing in rural communities

Build the resilience of rural 

Two things need to be done:Two things need to be done:

Build mental health and wellBuild mental health and well
being in rural communities

Two things need to be done:

Build mental health and well
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5. Build mental health and wellbeing in rural communities
– what can be done?
a.	 	Provide	incentives	for	wor places	and	other	

organisations	to	adopt	policies	and	programs	
to	promote	the	mental	health	and	wellbeing	of	
employees	and	members

b.	 	Promote	the	adoption	of	mental	health	promotion	
campaigns	 such	as	 ct Belong ommit 	at	the	
local	community	level	with	leadership	by	local	
government	authorities	which	already	play	a	very	
important	role	in	providing	and	improving	the	
amenity	that	is	needed	for	individuals	to	adopt	
mentally	healthy	behaviours

The campaign seeks to achieve twin objectives: to inform and 
motivate individuals to adopt three behaviours that will improve 
mental health; and to encourage local schools, workplaces, 
organisations and local councils to provide support for individual 
behaviour change by providing coordinated opportunities for 
people to “Act-Belong-Commit” together. 

In response to an increase in suicide rates in some rural 
communities, local councils have worked with other 
organisations and community members to develop ways in 
which community wellbeing can be improved as a means 
of preventing further suicides.  One example of this is in the 
Clarence Valley Council area, where a wellbeing collaborative 
has been established. The group gave themselves the title 
“Our Healthy Clarence” to demonstrate their intention to build 
health in response to suicide and to be optimistic of better 
times ahead.

Our Healthy Clarence
During	 ,	an	e traordinary	coordinated	community	health	and	community	services		
effort	was	created	in	the	 larence	 alley	to	address	a	higher than state average	rate	of	suicide	
in	the	Grafton,	 amba	and	 aclean	region	of	 S 	since	early	 .		In	response,	a	four phase	
process	has	been	implemented:
	
	 .	 ommunity	meetings	to	discuss	the	issue 	
	 .	 	 ommunity	interviews	to	identify	ris 	and	protective	factors	and	e isting	mental	health	

and	wellbeing	strategies
	 .	 or shops	to	commence	development	of	local	strategies 	and		
	 .	 	 he	formation	of	the”	 ur	 ealthy	 larence”	Steering	 ommittee	to	lead	the	development	

and	implementation	of	the	 	–	 	plan	for	improving	mental	health	and	wellbeing	in	
the	 larence	 alley.		

	 	 	 he	Plan	has	been	designed	collaboratively	and	belongs	to	everybody	in	the	community.		
o	one	organisation	has	 urisdiction	over	it.	
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Build rural resilience

Resilience is the capacity to adapt 
successfully to change and to the onset 
of adverse circumstances or trauma. 

Individual resilience is developed over a person’s lifetime and 
depends on a combination of personal strengths, previous 
experiences, and support derived from family, neighbours and 
community.  For people living in rural areas, individual resilience 
is improved by being connected to robust and supportive rural 
communities.

A paper on rural resilience in Eastern Europe [27] describes a 
model of rural resilience in terms of the quality of and balance 
between its social, economic and environmental capital, which 
is referred to by the author as the ‘multi-functionality’ of rural 
communities (see Figure 12).

When one aspect of rural community functionality is threatened, 
the community’s ability to adapt to adverse circumstances 
depends on the quality of the other forms of capital. In times 
of adverse economic conditions (such as reduced demand or 
poor commodity prices), or of environmental problems (such 
as drought or bushfire), communities which have invested in 
building strong social capital are more able to endure and 
adapt than those without these strengths.

Figure 12: Factors that build resilient rural 
communities [adapted from 27] 

The responsibility for implementing a strategy to build rural 
resilience lies with a very broad range of stakeholders including 
state government departments of planning and infrastructure, 
transport and environment. Regional planning bodies and 
local councils, local business organisations and community 
members should also be involved.

Identifying those communities which need most support in 
building their resilience (whether these be at the LGA level or 
small town level) would be an effective first step.  

We believe that it is possible to use a range of indicators to 
identify rural communities which might be vulnerable and 
to develop plans to restore the capability of such communities 
to endure current difficulties and to adapt to future change.

uswellbroo 	 ealthy	and	 ell

The economy of Muswellbrook, in the Upper Hunter 
region of NSW, has been dominated for many decades by 
open-cut mining, which has brought many benefits to the 
community. However, this industry has caused a great deal 
of environmental damage which will require considerable 
remediation to return the countryside to its original condition 
when it mainly supported agriculture. Now the local council 
anticipates that when the mines and Liddell Power Station 
close, the economy and social fabric of the shire will be 
threatened. A process of planning for the future wellbeing of 
Muswellbrook has commenced with leadership from the Shire 
Council and other stakeholders taking a Collective Impact 
Approach to ensuring a healthy future.

Building strong multi-functional 
rural communities is an important 

investment to ensure that such 
communities can support the 

vulnerable in times of adversity 
and those who may experience 

suicidality.ECONOMIC
CAPITAL

SOCIAL
CAPITAL

ENVIRONMENTAL
CAPITAL

RESILIENT
RURAL

COMMUNITIES

5. Build healthy and resilient rural communities - 
what could be done?
c.	 	 ompile	indicators	of	the	social,	environmental		

and	economic	capital	of	rural	communities	to	
identify	pilot	sites	for	the	implementation	of	
strategies	to	improve	the	resilience	of	communities	
whose	social,	environmental	or	economic	capital		
is	wea

d.	 	 onitor	progress	in	the	resilience	of	rural	
communities	over	time
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How should we go 
about preventing 
rural suicide?
This section outlines some general principles that the 
considers should be used to guide future work in preventing 
rural suicide.

Approaches to the prevention of 
rural suicide should be aspirational

Suicide is a stubborn problem and if we knew the answers 
we would be seeing lower suicide rates. Clearly the way 
we currently think about and respond to the problem is not 
working in regional, rural and remote Australia.  

Until now the public response to the problem has understood 
suicide as a health or mental health issue. Most of the 
national and international reports and plans have focussed 
on preventing those who experience suicidality from trying to 
end their life. Evidence for effective interventions is limited and 
focusses too strongly on identifying and treating people who 
experience suicidality.  

While helping those at risk of suicide due to their present 
circumstances is important, it is not a sufficient response, 
especially if we want to reduce the number of people who 
experience the distress of suicide well into the future.

To achieve these goals, we will need to act immediately 
to reduce suicides in rural areas and the number of people 
who experience suicidality in both the short and long term. 

Higher rates of suicide in rural and 
remote Australia, and the current 
upward trend in rural suicide rates, 
cannot be accepted.  

Two aspirational goals should 
be set:

1
2

To reduce the gap in suicide 
rates between those in rural 
and remote areas and those 
in the greater capital city 
areas; and

To reverse the upward trend 
in annual rural suicide rates.
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Suicide prevention should be 
addressed using a public health lens

Most of the risk and protective factors for mental illness 
and suicide also influence other aspects of individual and 
public health.

For too long, suicide has been viewed 
only through the lens of mental illness and 
consequently suicide prevention has been 
left to health and mental health practitioners.

Increasingly, suicide is recognised as a public health issue and 
the knowledge and expertise of public health practitioners 
is now needed to design a comprehensive public health 
approach to suicide prevention.

Broad public health approaches that address the known risk 
and protective factors for good health and mental health 
should be included in any plan for rural suicide prevention.

Rural suicide prevention should include a focus on creating 
“suicide safe” communities by:

 • Planning for the longer-term economic viability 
and prosperity of rural communities;

 • Creating safe environments in the home, the school, 
the workplace and in the community; 

 • Creating socially inclusive rural communities that reject 
discrimination due to race, ethnicity, sexual preference 
etc., especially of those who live alone or are in more 
remote geographic locations;

 • Increasing the understanding of good mental health 
and how individuals and communities can increase 
their overall health and wellbeing; and

 • Increasing the understanding of mental illness and suicide.

Regional and local planning should aim to create a balanced 
rural environment that maximises the social, economic and 
environmental capital of rural communities. When some rural 
communities become vulnerable due to changes in social, 
economic or environmental degradation, assistance should 
be provided to manage the negative impact on those who 
continue to live in those communities. Relocation assistance 
should be considered where the needs of individuals can no 
longer be met by the local community.

Leadership and planning for rural 
suicide prevention

Leadership and planning in rural suicide prevention is needed at 
all levels of government – Commonwealth, State and Territory, 
regionally and locally. This should extend beyond health and 
related portfolios, with acknowledgement that healthy resilient 
communities depend upon social, economic and environmental 
capital. Medium and longer-term reductions in rural suicide 
rates will depend on effective policies across health, social, 
economic, environmental areas as well as due consideration 
to groups specifically at risk such as males and Indigenous 
people. Moreover, multiple tiers of government should work 
cooperatively to create and implement cohesive policies that 
support rather than compete or obstruct each other.

The role of the Commonwealth
The  acknowledges the positive gains made in 
devolving the planning and funding of health, mental health 
and suicide prevention to the regional level. This decision alone 
should have a positive impact on the scarcity of health and 
social support services in rural areas and the development of 
service models that address local circumstances. 

Ideally, overall leadership should be at the prime ministerial level. 
The  suggests that the Department of Prime Minister 
and Cabinet should commence a process in which all relevant 
portfolios are required to develop a 5-year plan to design and 
implement policy and funding changes that will contribute to 
creating robust and prosperous regional and rural communities 
better equipped to support the wellbeing of their members.

The Commonwealth should strive to provide leadership to the 
states and regions of Australia to undertake a cross-portfolio 
approach to planning for longer-term reductions in rural suicide.

The role of the states
What is happening to prevent suicide in capital cities is not 
working in rural areas of the states of Australia.

Each state should establish its own policy unit to advise the 
Premier and Cabinet on rural suicide prevention. These units 
should develop short and longer-term plans for reducing the 
rate of suicide in rural areas and establish a multi-sector expert 
panel that includes regional representation to ensure policies 
and plans are relevant to the diversity of rural communities. 
This panel should consider that suicide prevention efforts in 
rural areas need to contextualise approaches that have been 
successful in more densely-populated areas. This might result 
in approaches that would not be needed in capital cities.
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The role of local communities
Local communities are best-placed to identify local opportunities 
for suicide prevention, both in terms of how to help those who 
might be at risk of experiencing suicidality and how to improve 
the resilience of their community.  A great example of how local 
communities can be resourceful and achieve good outcomes 
is the Little River Land Care Group in Western NSW who acted 
to ensure that farmers in their area were supported during the 
severe drought that occurred in the last decade.

The role of local councils
Local councils have long held primary responsibility for 
planning and implementing public health measures. The 

 considers local councils as having a vital role to play 
in achieving the aspirational goals recommended by this paper. 

The recently released “South Australian Suicide Prevention 
Plan 2017-2021” has placed local government responsibilities 
as one of its main platforms. This leadership is admirable and it 
is notable that this state has the narrowest gap in suicide rates 
between its capital city and the rest of the state. Local councils 
have two broad roles to play: to work in partnership with local 
communities to plan and implement programs and services 
that will meet local needs; and to advocate for the wellbeing of 
their communities. 

The suicide prevention strategies recommended in this position 
paper that are particularly relevant to implementation at a local 
government level are:

 • Adopt policies that promote well-being and prevent 
suicide and promote these to other businesses and 
services in the local government area;

 • Support positive social connections and inclusiveness
of lonely and marginalised groups;

 • Identify local gatekeepers and arrange for the  
provision of gatekeeper training in local communities;

 • Lobby for the provision of adequate social support 
and counselling services; and 

 • Provide support to, or initiate, local “Suicide 
Prevention Networks” or “Wellbeing Collaboratives”, 
and ensure that adequate support is provided to 
participating staff and volunteers.

To facilitate local councils’ involvement, state governments 
should undertake a consultation process to clearly define the 
particular roles that local government could play, and invest in 
capability development within local councils to enable them to 
do this.

The suicide data that are currently available are not adequate 
for regional and local area planning. While efforts are being 
made to standardise the collection, and reporting of suicide 
deaths, even this will not be enough to allow regional planning 
of suicide prevention strategies. Data difficulties should not 
hold up the process of taking action to prevent rural suicides. 

Efforts should be made at a state level to provide a range 
of suicide-related indicators annually on a regional and local 
government level. Such data could include numbers of people 
presenting at hospital emergency departments, hospital 
admissions, occasions of service for mental illness and drug 
and alcohol problems, and reports of domestic and community 
violence.
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National, state and regional suicide prevention plans should 
actively engage the rural community members to formulate and 
implement local strategies to prevent suicide and build resilience. 
Local communities could undertake the following roles:

 • Adopt the goal of making their community mentally
healthy and undertake local initiatives 

 • Encourage local organisations (schools, businesses,
councils etc.) to adopt policies and programs to 
ensure they support the mental health and wellbeing 
of their staff, clients, customers etc.

 • Raise awareness of mental illness and suicide to 
reduce stigma

 • Devise local strategies to reduce loneliness and 
increase social inclusion

 • Be alert and recognise those who may be at risk 
of becoming suicidal

 • Be aware of self-help strategies, and online and 
telephone services that can help people who are 
experiencing stress in their lives

 • Be courageous and reach out to those whom 
they are concerned about and offer to help them 
to access appropriate help. 

Little River Land Care
“ s 	Pip	 ob	what	the	single	biggest	accomplishment	of	the	 ittle	 iver	 andcare		
Group	is	of	the	past	five	years	and	you	might	be	surprised	by	the	answer.	Surprised		
because	it	has	nothing	to	do	with	planting	trees,	environmental	wor s	or	anything		
you	might	consider	‘traditional’	 andcare	activities.		

‘For	us	it’s	that	we	haven’t	lost	a	single	farmer	in	our	catchment	to	suicide’	said	Pip,	the	group’s	chief	e ecutive.
By	 	it	was	a	catchment	that	had	been	in	drought	for	three	years	–	and	it	was	beginning	to	show.	 ittle	 iver’s	staff	
found	themselves	becoming	‘accidental	counsellors’	to	members	dropping	into	their	office	–	one	of	the	few	remaining		
community	organisations	in	 eoval.

For	the	group,	it	was	a	reflection	not	only	of	the	level	of	trust	they	had	developed	with	members	but	that	there	was	a		
growing	issue	around	mental	health	in	their	region.	 	string	of	suicides	in	the	state’s	west	reiterated	the	severity	of	the		
problem	–	and	the	need	for	action.

Pip	said	it	triggered	a	turning	point	for	the	organisation.	 he	group’s	management	committee	made	a	vow	it	would	do		
everything	it	could	to	prevent	farmer	suicide	and	raise	awareness	around	mental	health.”

Story	from	“farmonline	 I ”	

Little River
BIG  PICTURE
Little River Landcare Group Inc

Little River
BIG  PICTURE
Little River Landcare Group Inc
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Leadership and planning for 
Aboriginal suicide prevention
Addressing the shocking higher rates of suicide in Aboriginal 
and Torres Strait Islander communities is a critical priority for 
any plan that aims to reduce rural suicide.

The  urges the Commonwealth and State Governments 
to give urgent attention to the implementation of the Aboriginal 
and Torres Strait Islander Suicide Prevention Strategy (2013).

The  also notes the excellent work of the Aboriginal 
and Torres Strait Islander Suicide Prevention Evaluation 
Project (ATSISPEP) [9].  A critical recommendation of this 
report stresses the need for leadership of suicide prevention 
by Aboriginal and Torres Strait Islander people. 

A common success factor in community-
based interventions or responses to 
Indigenous suicide is their development 
and implementation through Indigenous 
leadership and in partnership with 
Indigenous communities.  

All Indigenous suicide prevention activity 
should include community-specific and 
community-led upstream programs focused 
on healing and strengthening social and 
emotional wellbeing, cultural renewal, and 
improving the social determinants of health 
that can otherwise contribute to suicidal 
behaviours, with an emphasis on trauma 
informed care [9].

The role of those who have experienced 
suicide themselves or have been affected 
by the suicidality of others

Those among us who have had experience of suicidality, have 
recovered and are no longer at risk, often wish to step up and 
help others who are having the same experience. Also, those 
who have provided support to a person who is experiencing 
suicidality, and those who have been bereaved by suicide can 
play an important role in the prevention of suicidality in others. 
These people are said to have a “lived experience of suicide”. 
Should they wish to do so, they need to be connected to one 
of several organisations which provide training and ongoing 
support. This is important to avoid any risk that talking about 
their experience may negatively affect their mental wellbeing. 
Such organisations need to consider how they can effectively 
support rural people with a lived experience of suicide. This will 
enable rural communities to benefit from the roles people with 
a lived experience can provide. 

Roles that people with lived experience can play include:

 • Providing advice on the development of information 
and resources provided to those who are currently 
experiencing suicidality, those who are providing them 
with support, and those who have been bereaved 
by suicide; and

 •  Participating in efforts to raise awareness of suicide 
and to break down stigma surrounding the experience 
of seeking help for suicidality.

People with a lived experience 
of suicide, who have been 

given training and have active 
support, should be given a 
role in all levels of suicide 

prevention planning.



As a first step, the  urges a further investment in 
consultation with Aboriginal leaders and communities in order 
to design a national capacity-building strategy to enable this 
aspiration to be realised.

Further investment by state governments to increase the 
capacity of Aboriginal and non-Aboriginal health and welfare 
workers to respond to suicide risk in Aboriginal communities is 
absolutely essential.

In conclusion
The  pays our respects to those who have died by 
suicide, and those who have lost loved ones and friends to 
suicide. We acknowledge those who are currently struggling 
with suicide and trust that the strategies recommended in this 
paper will lead to better solutions to keep you safe.

We acknowledge the good work of so many doctors, nurses, 
and other health practitioners who have provided good care 
and support to people who have experienced suicidality and to 
their friends and family. Our recommendations are designed to 
help you to continue your work in a safer environment.

We acknowledge the bravery of those with a lived experience 
of suicide who use their experience in the cause of suicide 
prevention, and the courage and generosity of those who have 
gone out of their way to assist those in distress because of 
suicide.

We look forward to being part of the solution to the poorly 
recognised and unacceptable problem of rural suicide.

hat	we	heard	at	the	 ural	Suicide	Prevention	Forum

One of the drivers behind these rates of 
Aboriginal suicide is disempowerment.  
Come out and have a look in these Aboriginal 
communities where we are. Don’t hide and 
think: “I know all the stats”. Unless you go out 
into the communities and talk to local people 
you won’t know what really happens. At the 
top of this disempowerment is racism.

Nicole Turner (Chair of Australian Indigenous Allied 
Health Association)
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Appendix 1 – Theories of Suicide
Theory 1: The Integrated Motivational-Volitional Model

The first of these, “The Integrated Motivational-Volitional Model of Suicide” [29], attempts to explain of how people come to the 
point where they have a reason to start seeing death as a solution to their current distress and then develop the desire for suicide. 

Figure 13: Theory 1 – The Integrated Motivational-Volitional Model of Suicide
Adapted from O’Connor R. (2011) [29]

Certain background factors (“risk factors”) have been identified that seem to be more common in those who experience suicidality 
but none of these are so closely linked to later suicide that they are, on their own, likely to lead to suicide. It is thought that these 
may pre-dispose someone to think about suicide if negative circumstances arise.  

In rural areas, social isolation is a particularly potent background factor. While living alone, or being separated by distance from 
communities and loved ones is very relevant, other marginalised groups, such as people living with disabilities, the elderly, being 
Aboriginal and, or, being gay, lesbian, bisexual, transgender or intersexual, are more likely to experience social isolation in rural and 
remote areas.

While many of those who die by suicide have a mental illness, it is not necessary to be mentally ill to experience suicidality and to 
make a suicide attempt.

The experience of negative life events (such as sudden loss, bullying, loss of employment, relationship failure, accidents, onset 
of illness or mental illness) can trigger a situation in which a vulnerable person develops a level of motivation and intention and 
contemplates suicide.  

Background Factors and 
Chronic Stress 

which increase vulnerability

Adverse Life Events
which lead to acute current stress

Thoughts of being 
defeated, humiliated

Thoughts of suicide 
and forming intentions

Suicidal Behaviour

Sense of being
trapped with no 

escape or rescue
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The psychological state of people at risk of suicide is one where they view their current circumstances as overwhelming, they feel 
defeated and humiliated and unable to solve their problems [30]. They believe they are trapped with no hope of escape, and that 
there is no one who can rescue them. If over time things do not improve, this may lead to the contemplation of death as a way 
out of their distress; and, in turn, can lead to thinking about and forming an intention to take their own life . If this escalation is not 
identified (either by the person or those around him or her), and help is not sought or is not available, the person is then at high 
risk of making a suicide attempt [29].

Theory 2: The Interpersonal Theory of Suicide

A second theoretical model helps us to understand how it can be that some people are able to override their natural fear of 
death and the instinct to avoid pain and death, and are able to attempt to take their own life (see Figure 14).  The kernel of this 
“Interpersonal Theory of Suicide” [31] is that, in order for a person to be able to take their own life, they must desire	suicide and be 
capable	of	causing	their	own	death. To desire death, the person at risk has reached the point where they have come to hold two 
firmly-held beliefs: (a) that they are all alone, disconnected from others, with no one to turn to and no one to whom they can give 
support; and (b) that they are a burden on others, that their death would be worth more than their life to others.

The theory suggests that, although these beliefs are firmly held, they are most likely exaggerated and possibly incorrect. Research 
shows that, if people who hold these beliefs are identified and receive a range of treatments and supports, they can become more 
connected and their sense of self-worth can be increased [32].  

Figure 14: Theory 2 – Interpersonal Theory of Suicide
Adapted from Van Orden et al. (2010) [31]

The theory underlines how important it is that, if we are worried about a person, we should ask them whether they are thinking of 
suicide (no matter how threatening that might sound).

The second element of the theory proposes that certain individuals can become more capable of suicide, either by their natural 
fearlessness (high risk-taking), or through having developed a familiarity with death and pain (for example being exposed to death 
through their occupation such as doctors, farmers, stockmen, veterinarians etc.), or through gradually building up the ability to 
overcome their fears through constantly thinking about and rehearsing how they would end their life.

If a person has developed the desire for death and is capable of making a suicide attempt, they are at higher risk of eventually 
making a lethal or near-lethal attempt on their life. On the other hand, if a person who desires death does not have the capability, or 
if someone who is more capable of ending their life does not desire death, neither would be likely to make a suicide attempt.
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Theory 3: The Ecological Model of Suicide

American research has pointed to the complex factors which may be implicated in a death by suicide and the wide range 
of agencies and individuals which might be needed for effective suicide prevention.

Figure 15 demonstrates the combination of individual, relationship, community and societal factors which contribute to suicide 
risk and might need to be addressed in preventing suicides.

Figure 15: Theory 3 – An Ecological Model of Suicide [adapted from 33]

Such public heath approaches imply going beyond trying to identify an individual at imminent risk of suicide and attempting to 
intervene at that point. It is also necessary to develop interventions that address the needs of vulnerable groups who may become 
suicidal in the future and to recognise the societal and community factors which may influence suicidality and address them as a 
public health issue.
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Abstract: In 2015–2016, the Clarence Valley in Northern New South Wales, Australia, experienced
an unexpectedly high number of deaths by suicide, and the resulting distress was exacerbated by
unhelpful press coverage. The local response was to adopt a community-wide positive mental health
and wellbeing initiative. This paper describes the process and achievements of the initiative called ‘Our
Healthy Clarence’. Key stakeholders were interviewed at year two and relevant documents reviewed.
Data were analysed using document and thematic analysis. Our Healthy Clarence was established
following community consultation, including forums, interviews, surveys and workshops. It adopted
a strengths-based approach to suicide prevention, encompassing positive health promotion, primary
and secondary prevention activities, advocacy, and cross-sectoral collaboration. A stakeholder group
formed to develop and enact a community mental health and wellbeing plan. Factors contributing to
its successful implementation included a collective commitment to mental health and wellbeing, clarity
of purpose, leadership support from key local partners, a paid independent coordinator, and inclusive
and transparent governance. Stakeholders reported increased community agency, collaboration,
optimism and willingness to discuss mental health, suicide and help-seeking. Our Healthy Clarence
draws ideas from mental health care, community development and public health. This initiative
could serve as a model for other communities to address suicide, self-harm and improve wellbeing
on a whole-of-community scale.

Keywords: wellbeing; community-driven initiative; mental health capacity building; collaboration;
public health; community development; mental health promotion; suicide prevention; rural

1. Introduction

Rural communities in Australia are diverse, with strengths and weaknesses that influence mental
health, wellbeing and suicide. Rural residents have been reported to have higher social capital,
community identity and life satisfaction [1–4]. These strengths can be harnessed to address the
challenges of rural living, one of which is the comparatively lower access to and use of health and social
services [5–7]. This is due to there being fewer service providers per capita in rural areas, and increased
distance and opportunity costs for service users. Sociocultural factors, such as norms of self-reliance,
are stereotypically stronger in rural and remote areas and may also contribute to lower service use [8].
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These factors, combined with overall rural socioeconomic disadvantage, contribute to the disparity
between rural and urban health outcomes, such as reduced life expectancy and higher rates of disease,
injury and suicide [7,9–13].

Despite the similar prevalence of mental illness across Australia, suicide rates are 50% higher
in rural and remote populations compared to the capital cities [14–16]. This suggests that different
strategies are needed to prevent rural suicide. The Centre for Rural and Remote Mental Health identified
five areas for attention in its position paper on preventing rural suicide [14]. These include frontline
responses (clinical intervention and postvention support), with longer-term primary prevention (both
universal and selective), building protective factors in children and young people, and the promotion
of community wellbeing including approaches that address the broader social determinants of mental
health [17,18]. The latter is important, as many risk factors associated with poor mental health
and wellbeing are community-level factors, such as social isolation and a lack of opportunities [19].
In addition to the 3128 people who died by suicide in 2017 in Australia, there were many more
who attempted suicide, self-harmed, had suicidal thoughts or suffered from debilitating poor mental
health [20,21]. A comprehensive approach which encompasses the promotion of mental health and
wellbeing, primary and secondary prevention, clinical intervention and postvention will help those
who are suicidal, those at risk and may prevent others from becoming so [17,18].

Prevention and promotion initiatives aim to change individual and community behaviour across
settings. Principles from public health and community development can help structure these approaches
by focusing on behaviours and their associated factors, the social determinants of health, and policies
and practices of organisations and community groups [19]. The promotion of mental health in a
rural community is a task that is too large and complex for a single organisation or profession [22].
Public health or community development initiatives are often classed as bottom-up (community-led)
or top-down (government-led). The advantage of bottom-up initiatives is community appeal, as the
initiative is driven by their priorities, which may promote agency [23,24]. However, these groups
may lack authority or the organisational capacity to alter the service landscape. For action to occur
on the social determinants of mental health, there must be both community buy-in and the ability
to effect social and structural change. A collaborative group that includes the range of perspectives,
experiences and capacities mentioned above should be well-placed to implement a more comprehensive
approach to community wellbeing by focusing on behaviours, determinants and structural and policy
changes [25].

This study was undertaken to examine the implementation of a community-driven mental health
and wellbeing initiative in Northern New South Wales, which began in response to a geographic
cluster of local suicides. The two aims to this project were to: (1) describe the initiative, its context,
process and factors; and (2) analyse community and stakeholder perceptions of implementation.

2. Methods

The formative evaluation, namely, “a rigorous assessment process designed to identify potential
and actual influences on the progress and effectiveness of implementation efforts” [26], adopted a
mixed-methods approach. The purpose was to track and describe the implementation of a mental
health and wellbeing initiative, and to identify factors associated with implementation and perceptions
about the impact on the community. The authors recognise that there are multiple definitions of
community, for the purpose of this study, community means a group of people bound by a geographical
area, in this case the Clarence Valley. The purpose of this formative evaluation was not to demonstrate
the success of the initiative as it is premature to make such claims. However, this initiative was of
interest as it is a novel, low-cost, small, bottom-up, locally-driven approach which has demonstrated
a level of sustainability and opportunistic advocacy. The perceptions from participants about the
success of the initiative may relate to their internal justification to continue their activities. This is an
observational study. Due to the situation within the community in 2016, it was not ethical to create an
experimental trial which would have disempowered the community and delayed the response, or to
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gather baseline data in a community that was in crisis. Temporal comparisons are necessarily based on
(a) publicly available data (which is limited), (b) documentation (which is limited), and (c) subjective
reflections by stakeholders.

Data collection included a review of 65 project documents, which were the primary data source
for aim 1 and quantitative information (training numbers etc.), and completion of 36 semi-structured
interviews, which were primarily used for aim 2 and establishing context. The initiative’s Project
Coordinator and steering committee members identified key informants and shared relevant
documentation. The purposive sample included stakeholders with direct (steering committee members)
and indirect (lay community members, volunteers and service providers) involvement with the initiative
including representatives from the community, education, police, primary and secondary health care
services, local government and various local services with an interest in mental health. Participants
were also given the opportunity to nominate other stakeholders for an interview, so that recruitment
could snowball. Of those interviewed, 64% (23/36) had steering committee experience.

Interviews were recorded, transcribed, de-identified and stored using NVivo 11 [27]. The quotes
that are in this manuscript were selected as they represented a theme from the qualitative analysis.
Document and inductive thematic analysis were used to identify themes and concepts within the
transcribed interview data and the documentation [28–30]. This enabled the retrospective generation
and validation of a program logic model and a key events timeline [31,32]. Feedback, verification and
validation of findings were sought from key team members in a face-to face workshop and during
successive iterations of this manuscript (RB, SH and SO). The project was approved by the University
of Newcastle human research ethics committee (H-2017-0421).

3. Results

3.1. Clarence Valley Context

The Clarence Valley Local Government Area (LGA) has 51,570 residents and covers 10,441 km2 on
the northern coast of NSW in Australia (see Figure 1). The LGA is served by the Northern NSW Local
Health District (LHD) who deliver secondary and tertiary care, with approximately 300,000 residents
across 20,732 km2 and the North Coast Primary Health Network (PHN), who support primary care,
with approximately 520,000 residents across 32,047 km2 [33,34].

Figure 1. The Clarence Valley in the context of Australia (A, red marker); the North Coast Primary
Health Network (B, red marker compared to the dark red shaded area) and the Clarence Valley Local
Government Area alone (C, grey outlined area).

In 2016, the Clarence Valley scored 926 on the Socioeconomic Indexes for Areas (SEIFA) for
disadvantage, which places it in the lowest quintile in NSW [35]. Between 2015 and 2017 there were
97 hospitalisations for self-harm in the Clarence Valley (187.8 per 100,000) which was appreciably
higher than the NSW rate (104.5 per 100,000) [36]. This represented an appreciable increase over the
previous 5 years. In 2016, the Northern NSW LHD, as a whole, had an appreciably higher suicide rate
than the rest of NSW (17.8 and 10.0 per 100,000, respectively) [36]. It is difficult to determine the exact
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number of deaths by suicide in the Clarence Valley by year, but it was perceived by the community
and media that there was a geographical cluster, and this represented a contagion.

3.2. Our Healthy Clarence

In early 2016, the LHD was lobbied by the community and services to take action. In response,
the LHD and PHN organised an interagency meeting to consider the next steps for the Clarence Valley
community. This meeting consisted of primary care, mental health, social and voluntary services from
the Clarence Valley region who were members of other mental-health-related interagency groups,
as well as external consultants. As a result of these initial meetings, the perceptions of the broader
community were sought. Semi-structured interviews were conducted with 99 local stakeholders by
a Centre for Rural and Remote Mental Health associate, who was external to the community and
was seen as impartial. The interviews revealed that the community were committed to addressing
mental health issues within the community, but that there was a low awareness of available services
and poor communication between services. A series of community workshops discussed the findings
from the interviews which began to orient the community towards action, rather than problem
description. Consultants also presented local health, social and service data, coupled with several
evidence-informed models and frameworks on public health, mental health and wellbeing, and suicide
prevention (including Lifespan) [37–40]. These workshops were attended by over 100 community
members who had a broad range of backgrounds and experiences. The initial vision for the community
was a focus on mental health and wellbeing rather than a narrow suicide prevention committee.
A steering committee was formed where members were nominated by the community, members
needed to have the time available to commit to the group. The steering committee developed a plan
for improving mental health and wellbeing in the Clarence Valley, based on the workshops, iterative
feedback and a vote.

The 2016–2018 mental health and wellbeing plan [41] had five objectives:

1. To improve access for people at risk of self-harm to treatment, crisis care and care after an attempt.
2. To improve the ways in which workers and the community respond to people at risk of self-harm.
3. To ensure that suitable mental health and wellbeing programs are available in schools.
4. To improve community awareness of mental health. This includes how to access information

and services.
5. To improve our connection with the community. To improve early support for people who are at

risk of self-harm and to help prevent self-harm.

The initiative was named Our Healthy Clarence (OHC) by the participants of the community
workshops. The OHC steering committee includes community members, service providers and
government department representatives. Once the plan was agreed and published, working groups
were created to implement each of the strategies. These groups included steering committee members
as well as other key stakeholders (e.g., School principals for objective 3). Community ownership
was reinforced by the community endorsement of the initiative and its logo, which were voted on by
the community.

3.3. Description and Progress of Our Healthy Clarence

The early success of OHC included a collective approach to advocacy and improving access to
help and care, yielding numerous new services including a headspace centre and pop-up information
and referral hubs in community centres.

A retrospective program logic model of OHC was constructed from the documentation analysis,
including the original OHC plan, coupled with additional content from the stakeholder interviews.
The activities mapped consistently to the five objectives in the 2016–2018 plan [41] (see Figure 2).
The purpose of the figure is to illustrate the breadth of activities undertaken and capture their strategic
alignment with the OHC plan objectives in order to understand the intervention and its components.
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Figure 2. Our Healthy Clarence—what happened?

Analysis of documentation and interviews have informed a timeline of key events and phases
that have shaped the initiative. Figure 3 shows how OHC developed over time. The inception phase
included a range of engagement activities such as community forums, interviews, a community report
and a planning workshop with a mix of subjective and objective data. The agreed plan implemented
over time included key events such as the funding of services identified in the original community
engagement report and the appointment of an OHC Project Coordinator funded from the pooled
resources of several participating organisations.
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Figure 3. Key events and changes to Our Healthy Clarence over the planning and implementation period.
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Funding to address service gaps was attained through advocacy and proposals by OHC and
the broader Clarence Valley community. Funds were allocated to support the establishment of new
services in the region, including a headspace clinic in Grafton and an aftercare service, not to directly
support the activities of the steering committee.

3.4. Summary of Key Contributory Processes and Identified in Documents and Interviews

The following table provides a short summary of the themes and sub-themes identified in the
analysis of documents and interviews (Table 1). Each theme is presented in more detail below.
It should be noted that many of the themes are an articulated reflection of overcoming obstacles or the
identification of the absence of an enabler.

Table 1. Key themes and sub-themes from the interviews and document analysis.

Theme Sub-Theme

The community-owned,
codesigned approach promoted
engagement and empowerment

The community decided priorities which promoted buy-in

Multiple channels of engagement promoted representation

Engagement should be harnessed while it is present

Community readiness can arise from a variety of circumstances

The initiative took a
strengths-based approach to
suicide prevention via wellbeing

The wellbeing approach helped the community build after tragedy

The wellbeing approach gave a broader reach into community

The strengths-based approach got the community to realise its assets

Policy and programs focused on suicide prevention as a negative
construct conflicted with the community desire to focus on community
wellbeing as a positive approach

Governance and structure were
important to the success of the
initiative and matured over time

Early forums made it clear that community were drivers

Professional support assisted the governance of the initiative

Collaboration helped to realise the vision

Positions were given the flexibility to adapt to community needs

The committee had to balance inclusivity and size

The committee had to balance transparency,
sensitivity and confidentiality

The culture of collaboration
increased trust, coordination
and agency

Service collaboration was an approachable goal to begin

The experience of collaboration built empowerment within the group

Consistency between institutions improved services

Personnel changes created challenges for collaboration

The activities of the initiative
consistently reflected the
community vision

Services became more accessible as the vision developed

The pop-up hubs go beyond traditional community centres

Existing community networks were used to reach into community

Willingness for mental health training helped to build
awareness and capacity

OHC coincided with a changed
community narrative of hope
and agency

The community transitioned from fear to hope

The community became more willing to solve problems in the context of
their strengths

The community developed the perception that their concerns were
heard and addressed

Positive stories across the community were important to build hope

Community hope could be threatened in the event of a suicide
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3.4.1. The Community-Owned, Codesigned Approach Promoted Engagement and Empowerment

From its inception, community governance was central to OHC. This reflects a strong bottom-up
approach to community development, where the community decides what they want to achieve.
This approach stimulates “buy-in” for the initiative and can be a powerful impetus to get the
initiative started.

‘ . . . there was a sense that, for it to be successful, it had to come from the community themselves and
not someone coming in from a couple of hundred kilometres away, or two hours away, saying how to
do things’—Participant 26

The early consultation meetings, workshops and interviews provided pathways for community
input. This approach enabled community feedback through multiple channels and empowered key
community members to represent sectors of the community and stay in tune with issues as they
changed. This cross-cutting advocacy and communication worked across all areas (see Figure 2).

One of the advantages of this bottom-up impetus is that it builds on community interest and drive.
In this case, the community were motivated to do something about the suicides in their community
and to examine broader wellbeing. As such, the initial engagement by lay community members in the
planning was high. The early energy was harnessed to create the community plan (via community
interviews and planning workshops). Participants recognised, however, that this form of engagement
dissipated quickly.

‘I think what hasn’t worked well is . . . keeping the community engaged. Because community were
very engaged to start with, extremely engaged. They are the ones that drove that meeting or those
three meetings where over 100 people came to each one. More and more, as experts came in, those
community members petered out and just went, okay, so we now we know the experts are involved, as
does happen, so the engagement didn’t continue.’—Participant 1

The engagement in activities and training has remained strong, but direct lay community member
involvement in the steering of OHC was lower than initially planned. Six places were allocated for lay
community representatives, with only two taken up, and a further three youth representatives joining
more than a year later. While this was noted as a weakness by some, other participants underscored that
the majority of steering group members were local residents, irrespective of the services they represented.
The majority of the participants wanted to see more community representative involvement in the
steering committee, but realised it was difficult to bring new people into the initiative, after the
community urgency had dissipated.

‘It actually needs to have a good cross-section of community engaged people sitting on steering, who
are from community and not from the services... So I think . . . the steering membership should have a
stronger community presence.’—Participant 18

‘I would say the opportunity missed, in my view, is harnessing the community passion in an effective
way early on.’—Participant 6

Community engagement fluctuated over time, reflecting variable community readiness and
perceptions of sustainability. For a community to take a bottom-up approach, there must be interest
and motivation in the subject. Often this arises through adversity, such as natural disasters or social
disadvantage. The issue of whether a crisis is necessary to stimulate an initiative like OHC divided
participants. Some believed that community drive should be harnessed as it arises, while some thought
it could be manufactured through the advocacy of a passionate community group.

3.4.2. The Initiative Took a Strengths-Based Approach to Suicide Prevention Via Wellbeing

OHC took a community wellbeing and strengths-based approach to their planning which aimed
to build mental health, mental health awareness, capacity to recognise and respond to declining mental
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health and reduction of stigma across the community. The committee was determined to maintain its
priorities and ownership, as external input increased. Throughout the initiative, the committee has
been pressured to take an individually focused, narrow approach to suicide prevention. Participants
recognised that the wellbeing approach was helpful for themselves and for the engagement of
community members, which was clear in the strategic objectives (see Figure 2).

‘I think it’s about taking the focus away from suicide and bringing that into resilience-building and
fostering hope within a community and done through participation, different activities, activities
available to young people, things that they can hook into and find meaning from.’—Participant 30

This approach allowed the steering committee to work towards mental health, wellbeing and
reducing suicide, without feeling responsible if and when a suicide did occur and being prepared for
such an event. This approach made the initiative relevant to all community members, as everyone is
able to take steps to improve their wellbeing. This shift made mental health and wellbeing part of the
conversation throughout the community and gave them a broader scope to make use of opportunities
such as mental health month. The approach helped to empower the steering committee as it allowed
them to see what was good in their community, rather than focus solely on weaknesses.

‘The overall effect has been to move . . . from a deficit kind of conversation to a strength-based hope-filled
conversation.’—Participant 35

The other aspect of the strengths-based approach focused on community assets. Many communities
have underutilised services which are ineffective or disjointed. The early stages of OHC greatly
improved the awareness of services and service collaboration, which increased their ability to obtain
funds for programs and decreased duplication.

‘You never know what you’ve got until you actually look about what you have, as far as services go. I
mean a lot of areas may or may not have a range of services but they will have some. So, find your
strengths; find those local services that know your area, are made up of workers from your area, to
really give that focus.’—Participant 2

3.4.3. Governance and Structure were Important to the Success of the Initiative and Matured over Time

Participants recognised that the people involved in OHC were crucial to its success. However,
it was the way these people applied their skills, experience, resources and networks that made the
initiative viable. Firstly, the Local Health District hosted the community forums despite reputational
risks. This gave the community a chance to have their voices heard by decision-makers.

‘I have been here a long time; I am completely embarrassed because I am going to a meeting I have no
answers for. And then I think well, how would a community member feel? . . . But somebody has got
to lead it. You can’t wait . . . ’—Participant 27

Secondly, one of the early barriers to bottom-up, community initiatives is the loss of direction due to
limited structure, documentation and professional systems. Initially, the LHD and PHN supported
the formation of the Mental Health and Wellbeing Plan and provided professional and secretarial
skills for the steering committee, which instilled processes of professionalism that have helped the
steering committee to function (see Figure 2). This included a formal application process and terms of
reference for committee, membership which provided legitimacy and helped to manage membership,
conflict and action. The professional involvement also helped to lead the initiative initially and build
leadership qualities in the steering committee.

‘My first response was of frustration, because I could see that around the table, we didn’t have the
solution, because we didn’t have the decision-makers. But very quickly from there, the initiative
grew into something that was actually actively led and supported by people who were more senior, in
particular, government organisations.’—Participant 13
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Thirdly, there was the function of the steering committee itself. The steering committee brought
Clarence Valley Council, LHD, PHN, services, government departments and community members
together to examine all aspects of wellbeing promotion. It comprised of 15–20 members throughout,
and although the members have changed, the core philosophy remained. The group were responsible
for developing both iterations of the Mental Health and Wellbeing Plan, which have been key tools in
articulating the vision to partners, community and government. The steering committee now has a
track record of planning, action and results. Participants reported that it was able to effect change and
respond to adversity as it arose. As the steering committee matured, it has targeted particular groups
and organisations who can contribute to the vision but has maintained control over the processes that
occur under the name of OHC. Although the process was not quick or easy, it enabled decision making
and local control over vision and direction.

‘The early days of the steering committee was very labour-intensive, and it was, in the most part, an
adjunct to our day jobs. So, a lot of energy went into it and at one point there was a core group of local
service providers that had dubbed it Our Unhealthy Clarence, because we were almost obsessed with it.
But it’s kind of that kind of energy, I think that’s needed to get things off the ground.’—Participant 35

The final sub-theme was the structure adopted by OHC. Each objective had a working group
with steering group members and the broader community that reported to the steering committee
(see Figure 2). These working groups gave people a broad remit for action while maintaining
accountability. It allowed the flexibility to ‘go where they were needed’. For example, one member
visited schools, media, community events and services to garner community support in the most
acceptable way. The coordinator position proved important in facilitating community engagement.

‘I feel that what’s worked well is having a coordinator; that’s made a huge difference. I think a lot of
the services are already quite strained . . . It’s helped in my old role to have the flexibility that I had to
be able to respond to social issues.’—Participant 4

By early 2018, it was clear that the working groups had become less effective as membership
declined. This was attributed to the burden participating along with unclear guidelines for action. In the
next iteration of the plan, the working groups are being redesigned as time-limited implementation
teams, giving volunteers clearer objectives and time-limited involvement.

The question of steering membership divided opinion. Some participants felt that it would become
ineffective if it became too large, but others felt it important to include more community members. There
was an interesting tension between inclusivity and effective committee size. Although the steering
committee membership has not increased significantly since 2016, the membership profile has altered.
The LHD and PHN now take a smaller role and some senior members have reduced their participation.
However, over this time there has been an increase in community representation. This may represent a
changed focus for the initiative, as it becomes a more community-driven. Key decision-makers were
important in the formation of the initiative and in establishing the structure, but as the committee
moved to the promotion of wellbeing, perhaps the voices of the community needed to become stronger.
One participant also raised the issue of confidentiality on the steering committee. It was important
to balance confidentiality with transparency. The OHC has evolved to better suit the needs of the
community, and so the membership has changed accordingly.

3.4.4. The Culture of Collaboration Increased Trust, Coordination and Agency

Collaboration between services and other members of OHC was seen as a major reason behind
the improvement of services, care and community activities. While it was difficult for the community
to establish the initiative, greater service collaboration was achieved and created a platform for change.

‘I think the services themselves though provide a good starting point to enable action. I think any
community is unaware of where to start, it’s quite overwhelming. I think that there needs to be initially
that service collaboration to discuss where to from here, in the same way that we did.’—Participant 4
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This collaboration included services sharing information, advocating for and collaborating on
bids for new services, and arranging community events. Nonetheless, this collaboration made the
services better at contributing in ways that were good for the community. Personnel and structural
changes in collaborating organisations have been challenges for OHC, and at times caused a decrease
in impetus and cohesion.

‘There’s been some leadership changes and unfortunately the people that were involved with this
mustn’t have kept terribly good notes because [some organisations are now] largely unaware of what
Our Heathy Clarence is about.’—Participant 16

As the committee learned to collaborate, they became a powerful and assertive entity for liaising
with external agencies (such as government, private organisations who deliver mental health services
by contract, and non-governmental mental health organisations), so that more activities were organised
with the voice of the community understood and listened to, rather than being driven by the priorities
of the external agents. The example of schools working together was powerful. The principals of all
Clarence Valley High Schools, now meet regularly and have a consistent strategic plan for mental
health and wellbeing. This has meant that children who move between schools receive consistent and
continuous care, if needed. It also means that the principals had established protocols to follow and a
network of support.

3.4.5. The Activities of the Initiative Consistently Reflected the Community Vision

Due to the strengths-based focus of OHC, it was important to participants that the initiative
promoted positive wellbeing through its activities, which should be community-oriented (see Figure 2
for overview). However, the participants also recognised that the way services were delivered needed
to change to improve access to care. New services such as headspace and the Way Back Support Service
were seen as key community and steering committee achievements and successful advocacy. The entry
into services was also made easier and less daunting.

‘I wouldn’t know about half of the services if Our Healthy Clarence hadn’t happened. And that’s
coming from someone who already was studying to work in the sector.’—Participant 2

As the initiative has matured, it has become more community-oriented, and the addition of a
full-time coordinator was seen as key in growing the initiative in the community.

‘The steering committee decided that no service provider at that time or community member really had
the capacity to lead that plan, so it was decided that there was a need for a paid worker, and so five
organisations committed to co-funding that [coordinator] position and that just made a significant
difference . . . ’—Participant 4

As the plan was implemented, more activities and safe spaces were provided in the community.
The creation of community pop-up hubs, where Youth Workers were employed to help people in a
range of circumstances, was seen as a valuable way to engage with the community. The hubs offer
a range of activities for a number of demographics but have been particularly successful in giving
young people a safe place. The staff have found that they can develop relationships with the visitors
which enables them to hear about the stresses experienced. They were then able to refer to relevant
community services, whether for mental health other needs, such as housing or financial counselling.
The two pop-in hubs had nearly 3000 ‘drop-ins’ in the first quarter of 2018.

‘It has taken a little while just to get the young people used to the hub and used to the people that work
here and to get to open up a bit, but what makes us different is we’re running with youth workers in
charge as opposed to just volunteers or centre staff. So if we overhear a conversation or if a young
person approaches us with concerns that they have we’re able to address them by referring them on to
services.’—Participant 14
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Participants recognised that engaging the whole-of-community has been a challenge as community
members have other priorities. However, there have been successful ways to engage with groups
within the community, particularly youth and through social media. Alongside the hubs, there have
been more community events about education and awareness building, particularly in Mental Health
Month, as well as activities to promote social connectivity.

‘Activities, so many activities– having come from the Hunter Valley there is nothing- there are so
many activities here for the kids and it’s really pushed quite effectively through all forms of social
media. Having arrived here and new to the town and not knowing anyone – we don’t have any family
here or anything—I accessed that information quite quickly and really easily.’—Participant 10

The Clarence Youth Action Group has become an important part of OHC and organises activities
for young people in the community. Participants valued the role that they played as a voice for youth
and as a role model for younger people.

‘They act as a fantastic consultative body to—I mean, they’re part of the steering committee but
if we’re thinking about doing a youth event, then we do it with them and they help us be on track
and make sure that we’re hitting the objectives of what the young kids want. So that’s been a huge
masterplan, the number of events that they’ve led and initiated.’—Participant 23

The participants noted that community members now seemed more willing to talk about mental
health, and often this was attributed to the training in the community. Under the banner of OHC,
approximately 2000 people were given some form of mental health or suicide prevention training
which helped them recognise distress, start conversations about mental health and realise the options
for help in their community. Interviewees believed that these approaches had improved awareness
and reduced stigma. Participants also acknowledged that, due to the wide range of activities of OHC,
evaluation had been and would continue to be difficult.

3.4.6. OHC Coincided with a Changed Community Narrative of Hope and Agency

Through the establishment of the OHC and its early achievements, participants perceived that the
community had transitioned from one of fear to a community of hope. The process of community
consultation and response in the form of OHC as a positive community wellbeing initiative rather than
a focus on preventing suicides was key in contributing to the sense of hope (see Section 3.4.2, above).

‘The community narrative has certainly changed. No longer do I hear we’re a community that’s been
forgotten; I’m not hearing about we’re a community where all our young people are dying, that it’s a
suicide town, that there’s nothing here for the kids, why doesn’t government people do something for
our community? That’s changed, that’s changed. There’s been a real change in narrative where it’s
now shifting to, what can we do to ensure the mental health and wellbeing. That’s the focus and that’s
hard to measure but it’s certainly out there happening.’—Participant 23

The community and OHC committee have become aware of their strengths and trust in their
capacity to use them to address challenges as they arise.

‘Now, with that collaborative stuff, there is that sense that we can work together, we can achieve
anything. And that’s not just with mental health, that’s actually with a couple of other social issues
that have come up recently, we’ve done it before so we can do it again.’—Participant 4

Since the inception of OHC, there has been a concerted effort to improve the media coverage of
mental health-related issues in the Clarence Valley, which has contributed to the positive community
narrative. Through the OHC website, social media and through the committee and working party
membership there were many positive stories about mental health and coverage of related issues has
been informed by Mindframe guidelines and steering committee agreement. As a result, the tone
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of newspaper articles since the inception of OHC has changed towards positive and destigmatised
language (see Supplementary Materials S1 for methodology and results). Through the use of the media,
the community made it clear that they needed more support, especially when it came to youth mental
health. The establishment of headspace and other initiatives in the early stages of OHC were key in
demonstrating that the concerns of the community were being heard and responded to (see Figure 3
for timeline). This contrasted to previous attempts to address concerns about suicide which were
perceived to fall on deaf ears.

The participants recognised that it is likely there will be other suicides in the community.
While there were concerns about the impact of this the sense of hope, participants suggested that the
community was well-placed to respond to this in a positive and supportive way.

‘I think that heat has gone out, if you like, or the anxiety has gone out of the community, but it would
return very quickly if there was another teenager take their own life down there again. But what I do
think is much better now, is the network of people, and they would together really, really quickly and
look at a community response, rather than an ad-hoc, lots of different, smaller responses . . . I think
that would be an improvement as a result of Our Healthy Clarence.’—Participant 26

4. Discussion

The Our Healthy Clarence (OHC) initiative is a comprehensive and upstream approach to suicide
prevention. Its overarching goal is the promotion of health and wellbeing. It is a collaboration between
the community, local government, health services, education, police, and community-managed
organisations. While each organisation plays a significant role, the initiative is community-controlled.
Understanding the process and factors for its implementation may support its continuation and inform
other communities faced with similar challenges.

OHC was formed in response to a crisis. Since its inception, the community, as represented by the
OHC governance committees, was resolute in keeping the initiative focused on community mental
health and wellbeing. This resolve was tested by policy and program directives linked to suicide
prevention which focus on an individual conception of suicide prevention. Despite these challenges,
OHC has maintained its vision on community mental health and wellbeing and become a valued
community initiative and this has coincided with an improvement in circumstances for the Clarence
Valley community. Through active collaboration it has created a movement of community members
with the confidence and capacity to address community issues in a concerted and pragmatic manner.
The structure and collaborative nature of OHC have given members a reliable source of support and
information for achieving change. It has been valuable for the community to see that there is an
organisation who will take action or advocate for improvements in issues related to wellbeing and
this has changed the community narrative about mental health, suicide and the quality of life in the
Clarence Valley. This has been achieved by harnessing the community-driven vision and energy and
enabling action through top-down authorisation and direction and the ability to leverage expertise
when required.

The actions of OHC mirror the five focus areas of the Centre for Rural and Remote Mental
Health’s Position Paper on Rural Suicide and its Prevention [14]. The initiative has improved care
after a suicide attempt, through the Way Back Support Service and greater service collaboration. It has
also increased access and pathways to care for the community through the improved mental health
care at the emergency room, pop-up hubs and through extensive mental health training. These
primary prevention techniques have been used in other community suicide prevention initiatives [42].
However, OHC has taken extra measures to prevent suicide by working to build protective factors in
the community by building social connectedness and creating an awareness of wellbeing. This aligns
with the third, fourth and fifth focus areas in the Rural Suicide Prevention Position Paper, which focus
on longer-term prevention by building a healthy and resilient community, increasing protective factors
in young people; and providing support to vulnerable sub-populations. The evidence from OHC
supports the view that mental health services are only one part of the solution. Many of the issues that



Int. J. Environ. Res. Public Health 2019, 16, 3691 14 of 17

cause people to become suicidal lie in stressors and other social and economic determinants. Without
addressing these factors, suicide prevention will be limited as the factors that were present before
treatment will be unchanged afterwards.

The influence of social determinants on suicide means that suicide prevention, and more broadly,
mental health promotion should be seen as public health issues. One of the functions of public
health initiatives is to stimulate behaviour change that is conducive to health. There are two relevant
issues that relate to best practice to create behaviour change and gauging community change in
health promotion initiatives. Firstly, there is a tension between bottom-up and top-down community
development. Bottom-up approaches are successful as they are in tune with the community and can
build support more easily and seem to be key to empowerment and sustainability [24]. Meanwhile,
top-down development contributes decision-making capacity and resources to the initiative. OHC had
both bottom-up investment and top-down support as needed for the development of the initiative,
which contributed to the sustainability of the initiative. The impetus came from the community
and this aided the sustainability of engagement throughout. However, the initiative clearly gained
momentum when key decision-makers hosted the community forums. Once the community had been
engaged successfully, these senior decision-makers played an important role in setting the professional
groundwork for the steering committee and the mental health and wellbeing plan. Over time,
the Clarence Valley community have recognised that OHC is able to enact change. The participants
recognised that the decision-makers were important in making action happen, particularly in the early
stages of the initiative. Therefore, this initiative has moved through phases where different degrees of
community consultation and engagement have occurred, as it did so, the initiative moved between
top-down and bottom-up practices. As the steering committee and community increased in confidence,
the initiative has become progressively more community-owned and represented.

Secondly, although participants recognised the value of evaluation, there was no clear agreement
about how to demonstrate progress and impact. There are challenges to the evaluation of OHC
as the initiative operates in a complex setting and pursues a multi-dimensional outcome, namely,
wellbeing [43]. Participants recognised that a simple metric such as suicide rate or hospital admissions
for self-harm would not adequately reflect the objectives of the initiative, which are much broader.
Additionally, suicide remains a relatively rare phenomenon, and as such occurs only in low numbers
in rural communities. Therefore, the suicide rate of a town can fluctuate greatly due only to a handful
of cases. It would also be difficult to link the actions of OHC directly to changes in the suicide rate
as broader social factors remain relevant to individuals. To date, the initiative has gathered a broad
range of evidence of progress in the community. This practice is supported by other public health
initiatives in complex settings, where a randomised controlled trial is neither practical nor ethical [44].
Kagan and Kilroy [45] suggested that including both objective and subjective measures is beneficial to
gain a greater understanding of projects in the field of community development. For the Clarence
Valley, this method would capture and value the voices of the community in their evaluation, which
would help maintain the community-driven aspect that is important to the stakeholders of the initiative.

Limitations

This study has several limitations, given that it is a formative evaluation there is limited assessment
of impact and all such data is based on subjective perceptions by interviewed participants. Moreover,
with a purposive and snowball sampling methodology to capture context, experiences and processes,
the sample is both small (n = 36) and potentially biased to those who know more about the initiative
and may not be impartial. There is no baseline data as the opportunity to study this initiative came
after its inception.

5. Conclusions

OHC has taken a wide-ranging approach to the promotion of community wellbeing. In addition
to primary suicide prevention techniques such as gatekeeper training, destigmatisation, after-care,
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and improved access to care, they have an overarching philosophy based on community wellbeing.
It is too early to establish whether the positive focus on wellbeing has had an effect on the suicide rate,
but this may be a poor impact measure due to the relative rarity of suicide. OHC has created a group
of stakeholders that have changed the narrative about mental health and wellbeing in the Clarence
Valley and have the agency and capacity to address issues as they arise. As such, OHC could serve as
a model for other communities who wish to address mental health and wellbeing. This project has
highlighted, however, that these initiatives must respond to the local context and build on local assets
if they are to be relevant and sustainable. More rigorous evaluations of community-based initiatives
such as OHC have the potential to inform knowledge about suicide prevention. Opportunities for
more rigorous methodology and design could be explored. However, the tension between the needs of
communities and the requirements of rigorous research design need to be considered [46].
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Community wellbeing toolkit 



Introduction 
We all experience our mental health on a spectrum between well and unwell, indeed we can live healthy and 

contributing lives, whilst living with a mental health condition. Whilst many individual factors contribute to 

our mental health and wellbeing, such as genetics, sleep, and nutrition, external factors have a substantial 

part to play.  

Community wellbeing recognises that the mental health and wellbeing of individual people is impacted by 

factors beyond themselves, including social, economic, and environmental factors. This toolkit is designed to 

help people reflect on their communities and how its environment influences their wellbeing and that of 

others. 

Community wellbeing is a large concept and cannot be addressed by any singular person or organisation. It 

takes collaborative effort to effect change. Communities are diverse and their context demands tailored 

planning to address the issues most relevant to a given community.  

At the Centre for Rural and Remote Mental Health (CRRMH), we have been addressing community wellbeing. 

With the support of the NSW Mental Health Commission, we undertook a scoping literature review on 

collaborative approaches to community wellbeing, and evaluated one such collaborative ‘Our Healthy 

Clarence’. At the CRRMH’s third Rural Suicide Prevention Forum at the 2019 Sydney Royal Easter Show, we 

brought together several collaborative communities to share knowledge and field test the resources in this 

toolkit. The toolkit of resources that we have produced aim to support collaborative approaches to community 

wellbeing.  

The community wellbeing collaborative approach can be used to build short term and long term protective 

factors against suicide, as recommended in Rural Suicide and its Prevention: a CRRMH Position Paper.  

We welcome feedback and plan to add to this resource toolkit in the future.  

The toolkit includes  

 a guide for collaborative approaches to community wellbeing 

 wellbeing and suicide prevention for all 

 a guide to gauge the wellbeing of your community across a number of areas 

 a guide to gauge how well your collaborative approach is working 

 a glossary of terms  

https://www.crrmh.com.au/
https://nswmentalhealthcommission.com.au/
https://www.crrmh.com.au/content/uploads/Review_A-collaborative-approach-to-community-mental-wellbeing_Final.pdf
https://www.crrmh.com.au/content/uploads/Report_Our-Healthy-Clarence-2018-Evaluation_FINAL-1.pdf
https://www.crrmh.com.au/content/uploads/Report_Our-Healthy-Clarence-2018-Evaluation_FINAL-1.pdf
https://www.crrmh.com.au/content/uploads/RuralSuicidePreventionPaper_2017_WEB_FINAL.pdf


People
Purpose

Place

• Gather a group of interested and 

willing local champions and leaders

• Engage with the broader community 

and discover what the people want

• Obtain data and support from 

external, expert and objective sources

• Formalise your leadership committee

• Flexibly engage a range of skilled 

volunteers, champions and mentors

• Ask people with a lived experience to 

share their story and advise on action

• Begin to develop a vision of wellbeing for 

your community

• Collaborate to identify and leverage 

resources

• Agree upon priorities, goals, roles, 

responsibilities and how to assess 

achievements 

• Build trust through regular and effective 

communications and participation 

• Demonstrate patience and commitment 

• Share the plan with community

• Identify and map local assets

• Work with existing community social 

networks and groups

• Promote the idea of wellbeing in the 

community

• Promote and implement a range of 

mentally healthy activities 

• Help the community have conversations 

about mental health and wellbeing

• Advocate for changes in service access 

and experience

• Advocate for social change towards 

wellbeing (action on the social 

determinants of health)

Track and 

share 

progress

• Share achievements and milestones

• Evaluate progress towards objectives and adapt the initiative as 

appropriate

• Learn from your own work and that of others

• Reach out to new partners who could contribute to wellbeing

• Establish wellbeing as ‘business as usual’

Effect: Improvements in community and individual wellbeing

Initiation: Community readiness – local recognition of an area for improvement

(for example: life satisfaction, opportunities, social networks, participation, community pride, parental support, youth engagement) 

A Guide to Collaborative Action for 

Community Wellbeing

Key Themes

 Driven by community

 Inclusivity and respectfulness 

 Iterative process

 Evidence building and informed

 Value in lived experience



We advocate for an upstream approach to suicide prevention as

“What good does it do to treat people's illnesses, then send them back to 

the conditions that made them sick?" - Sir Michael Marmot

Wellbeing and suicide prevention for all

_______

Number of 

Australians*

Suicide deaths in 2017

It is estimated that there are 25 attempts per suicide death

4% of the population will make a suicide plan in their lifetime

13% of the population will experience suicidal ideation in their 

lifetime

4,920,000
20% of the population will experience a mental health 

problem in any given year

4,993,800
One in four Australian adults are lonely 2

11,070,000
45% of the population will experience a mental health 

problem in their lifetime

It is very likely that everyone will know a close friend or family 

member who is affected by mental illness or suicide, that is, 

poor wellbeing
24,600,000

MENTAL

ILLNESS

MENTAL

ILLNESS

SOCIAL

3,128

78,200

984,000

3,198,000

SUICIDE

THE 

RIPPLE 

EFFECT

* Numbers calculated for 2017 from ABS, 

CDC & the Department of Health data

1 Better Health Channel

2 Australian Loneliness Report – Swinburne University

Wellbeing is not just the absence of disease or illness. It is a complex combination of a person's

physical, mental, emotional and social health factors. Wellbeing is strongly linked to happiness and life

satisfaction. In short, wellbeing could be described as how you feel about yourself and your life.1 While

there are many factors that contribute to wellbeing, these are some that relate directly to community

wellbeing initiatives.

WELLBEING IS EVERYONE’S RESPONSIBILITY



HOW IS YOUR COMMUNITY GOING?

How connected are 

your community 

members?

There are strong 

social connections

Most people are 

socially connected

Certain groups are 

socially isolated

Social isolation is 

widespread

How socially 

supported are your 

community 

members? 

People go out of 

their way to help 

others

People in need are

supported but 

individual support is 

lacking

Those in need are 

often unsupported

Broader social 

factors prevent aid 

being given

How do people feel 

about the 

community?

People are proud to 

live here and new 

people move here

People are 

generally happy but 

think there is room 

for improvement

People have hope 

that issues can be 

addressed

People feel 

disconnected and 

can’t see a route to 

improvement

Do people have 

access to 

meaningful  

activities?

Planned activities 

are inclusive and 

appropriate

Activities go ahead 

but don’t appeal to 

certain groups

Community

activities and events 

are rare

No community 

events or activities 

occur

How is the 

economic climate?

There are 

opportunities for all

Some industries are 

thriving

People are moving 

away for work

Industries are in

decline with a lack 

of training options

How does your 

community look and 

feel?

Public spaces are 

used, cared for and 

appreciated

Parks and 

community

buildings are rarely 

used

Areas are poorly 

cared for and feel 

abandoned

There are limited

places for the 

community to go

What is health and 

social care like?

People have 

choices and access 

services when 

needed

Access is held back 

by lack of 

knowledge and 

social factors

There are limited 

services available

People have to

travel to access 

crucial services 

WHAT CAN YOU DO?

Keep it up!

Focus on the 

community’s 

strengths

Hold public 

workshops

Promote 

opportunities within 

the community

Design targeted 

opportunities

Gather information

to advocate for 

change

Ask for external 

guidance

Build partnerships

with local networks
Organise activities

Work together with 

local stakeholders



Is there a clear and 

shared vision?

Everyone shares 

the same vision

Partners share the 

vision, community is 

unaware

Partners have 

disparate visions

There is no clear 

vision of where 

we’re going

Keep it up!
Invite new 

collaborators

Develop Terms of 

Reference
Document progress

HOW IS YOUR COLLABORATIVE GOING?

Do partners 

communicate 

regularly?

Regular meetings

with strong benefit
Regular meetings 

Sporadic

communication

Very little 

collaboration

Is the community 

represented?
Well represented Partly-represented

Represented, but 

not active
Under-represented

How involved is the 

community?
Community-owned Engaged Consulted Informed

Does everyone 

understand their 

responsibilities?

Clear 

responsibilities, 

fairly aligned to 

capabilities

Responsibilities 

clear but unfairly 

distributed

Partners take 

actions without 

discussing with the 

group

It is unclear who will 

do what

Are decisions made 

fairly and 

democratically?

Everyone in the 

collaborative has an 

equal voice

Everyone is 

consulted but 

certain voices 

dominate

Power dynamics

within the group 

impede

collaboration

Partner distrust and 

independent 

decision-making

Are you having an 

impact on the 

community?

Community is 

aware and values 

the impact

Community is 

unaware of positive

impact

Community impact

is limited
No impact yet

WHAT CAN YOU DO?

Promote initiative

Organise a 

workshop to 

understand 

partners’ context

Organise a 

workshop to 

develop a vision

Be patient

Collaborate on 

achievable, short-

term activities

Ask for support



 

  

Glossary of terms 

 Advocate - support or recommend a change or action to those who can make it 

 Champion - someone that embodies the message of the initiative 

 Collaborate - working jointly in a community 

 Collaborative - a group of people working towards a common vision 

 Evidence building - creating evidence to support your method 

 Inclusive - an openness to learn from a variety of experience 

 Iterative - an approach that doesn’t rely on an order, but reflection and refinement 

 Lived experience - knowledge and understanding built by living through something 

 Local assets - strengths and resources within the community 

 Mentor - an experienced person who advises others 

 



 

Centre for Rural and Remote Mental Health 

T: +61 2 6363 8444 E: crrmh@newcastle.edu.au 

PO Box 8043 Orange East NSW 2800 

    

 

https://www.crrmh.com.au/
https://www.facebook.com/crrmh/?ref=hl
https://twitter.com/crrmhnsw
https://www.youtube.com/channel/UCTyKF-qXG1g1hND6tiTZdzw
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