
Culturally and Linguistically 

Diverse Suicide Prevention 

Project Evaluation 

Final Report

June 2021

Ms Sanam Ahmadzada1, 2 
Ms Megdelawit Melaku1, 2 
A/Prof Fiona Charlson1, 2 

• School of Public Health, University of Queensland

• Policy and Epidemiology Group, Queensland Centre for Mental Health Research



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 2 
 

 
 
This evaluation report was commissioned by the Queensland Transcultural Mental Health Centre (QTMHC) 
and conducted by the Policy and Epidemiology Group at the Queensland Centre for Mental Health Centre 
(QCMHR) and School of Public Health at the University of Queensland.  
 
For further information and feedback, please contact: 
Sanam Ahmadzada, Research Officer, QCMHR: s.ahmadzada@uq.edu.au 

 

 

Suggested citation 

Ahmadzada S, Melaku M and Charlson F. (2021) Culturally and Linguistically Diverse Suicide Prevention 
Project Evaluation: Final Report. Brisbane, Australia: School of Public Health, The University of Queensland; 
Policy and Epidemiology Group, Queensland Centre for Mental Health Research. 

mailto:s.ahmadzada@uq.edu.au


 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 3 
 

 

Contents 

Figures ............................................................................................................................................................ 5 

Acknowledgements ........................................................................................................................................ 6 

Abbreviations.................................................................................................................................................. 7 

Executive summary ........................................................................................................................................ 8 

1. Background ..................................................................................................................................... 9 

2. The CALD Suicide Prevention Project ........................................................................................... 9 

2.1 Aims of the Project ............................................................................................................................ 9 

2.2 Implementation changes ................................................................................................................. 10 

2.3 Target audience .............................................................................................................................. 10 

2.4 Training courses design and development consultation .................................................................. 10 

2.4.1 Interagency Network Members ....................................................................................................... 12 
2.4.2 Steering Committee Members ......................................................................................................... 13 
2.4.3 Lived experience consultants .......................................................................................................... 15 

2.5 Training Courses, Modules and Learning Outcomes ...................................................................... 16 

2.5.1 Training course 1: Culturally Responsive Suicide Prevention Training for Human Service Workers
 16 
2.5.2 Training course 2: Communicating about Suicide in the Media (30 minutes) .................................. 17 

2.6 Online Resources ............................................................................................................................ 17 

3. CALD-SPP Evaluation Aims and Objectives ............................................................................... 17 

4. Evaluation Methods ...................................................................................................................... 17 

4.1 Evaluation frameworks .................................................................................................................... 17 

4.1.0 The RE-AIM (Reach Effectiveness Adoption Implementation Maintenance) ................................... 18 
4.1.1 Consolidated Framework for Implementation Research (CFIR) ...................................................... 18 

4.2 Evaluation overview, participants and recruitment .......................................................................... 26 

4.3 Recruitment ..................................................................................................................................... 26 

4.3.1 Pilot training participants ................................................................................................................. 26 
4.3.2 Interagency Network members ....................................................................................................... 27 
4.3.3 Steering committee members ......................................................................................................... 27 
4.3.4 Lived experience consultants .......................................................................................................... 27 

4.4 Data collection ................................................................................................................................. 27 

4.4.1 Questionnaires ................................................................................................................................ 27 
4.4.2 Interviews ........................................................................................................................................ 28 
4.4.3 Administrative data .......................................................................................................................... 28 

4.5 Evaluation setting ............................................................................................................................ 30 

4.6 Participant consent .......................................................................................................................... 30 

4.7 Ethical considerations ..................................................................................................................... 30 

4.8 Data management and privacy ....................................................................................................... 31 

4.9 Data analysis and dissemination ..................................................................................................... 31 

5. Evaluation Results ........................................................................................................................ 32 

5.1 Process evaluation .......................................................................................................................... 32 

5.1.1 Lived experience consultations ....................................................................................................... 32 
5.1.2 Interagency network consultations .................................................................................................. 40 
5.1.3 Steering Committee consultations ................................................................................................... 43 

5.2 Outcome evaluation ........................................................................................................................ 47 

5.2.1 Reach .............................................................................................................................................. 48 
5.2.2 Effectiveness ................................................................................................................................... 50 



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 4 
 

5.2.3 Adoption .......................................................................................................................................... 68 
5.2.4 Implementation ................................................................................................................................ 70 
5.2.5 Maintenance .................................................................................................................................... 70 
5.2.6 Intervention ..................................................................................................................................... 70 
5.2.7 External setting/context ................................................................................................................... 74 
5.2.8 Inner setting (community setting) .................................................................................................... 75 
5.2.9 Process ........................................................................................................................................... 78 

6. Discussion ..................................................................................................................................... 84 

7. Recommendations ........................................................................................................................ 88 

8. Appendices .................................................................................................................................... 90 

A-1 CALD-SPP project proposal ............................................................................................................ 90 

A-2 CALD-SPP project overview ........................................................................................................... 91 

A-3 Consultation questions (lived experience) ....................................................................................... 92 

A-4 Paid Participation policy .................................................................................................................. 93 

A-5 Support Plan for people with lived experience involved in CALD Suicide Prevention project .......... 94 

A-6 RE-AIM evaluation framework ......................................................................................................... 95 

A-7 Dimensions of the Consolidated Framework for Implementation Research .................................... 96 

A-8 Evaluation questionnaires ............................................................................................................... 98 

A-8-1 Lived experience consultant ............................................................................................................ 98 
A-8-2 Interagency networks ...................................................................................................................... 99 
A-8-3 Steering committee ....................................................................................................................... 100 
A-8-4 Pilot raining participants ................................................................................................................ 101 

A-9 Evaluation Interviews .................................................................................................................... 104 

A-10 Evaluation Participant Information Sheets and Consent Forms .................................................... 107 

A-10-1 Interagency Network Member Information Sheet .......................................................................... 107 
A-10-2 Pilot training participants - Participant Information sheet............................................................... 108 
A-10-3 Lived Experience consultant Information Sheet ............................................................................ 109 
A-10-4 Participant Consent Form .............................................................................................................. 110 

A-11 Distress protocol............................................................................................................................ 111 

A-12 Online resources and their usage ................................................................................................. 112 

9. References ................................................................................................................................... 114 

 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 5 
 

Tables 

Table 1: Project processes evaluation- who did what ..................................................................................... 11 

Table 2: List of Interagency Networks ............................................................................................................ 12 

Table 3: Summary of Steering Committee members ...................................................................................... 13 

Table 4: Demographics of lived experience consultants – training (N=13) ..................................................... 15 

Table 5: Summary of evaluation domains and data sources .......................................................................... 20 

Table 6: Summary of data sources ................................................................................................................. 29 

Table 7:  Lived experienced consultant demographic distribution (N=6) ........................................................ 33 

Table 8:  Interagency networks demographic data (n=4) ............................................................................... 41 

Table 9: Steering committee member’s demographics (n=3) ......................................................................... 44 

Table 10: Demographics of pilot training participants ..................................................................................... 49 

Table 11. Literacy of Suicide Scale - change in percentage of participants who obtained a correct answer (%) 
at each time point ....................................................................................................................... 52 

Table 12: SIRI-2 item analysis of change at each time point. ......................................................................... 64 

Table 13: Adoption of the training course and online resources by training participants at 3-4 months follow-
up (N=9) ..................................................................................................................................... 69 

Table 14: Project budget and spending .......................................................................................................... 70 

Table 15: Training project's goals vs. perceived outcomes and learning ........................................................ 82 

 

Figures 

Figure 1: CALD-SPP evaluation overview ...................................................................................................... 26 

Figure 2: Recruitment of lived experienced consultants ................................................................................. 32 

Figure 3: Recruitment of interagency network members for the evaluation study .......................................... 41 

Figure 4: Recruitment of steering committee members for the evaluation ...................................................... 44 

Figure 5: Recruitment of pilot training participants ......................................................................................... 48 

Figure 6: Frequency of contact with CALD community at risk of suicide, has suicidal thoughts, seriously 
considering suicide or has made suicide attempts (at pre-training) ............................................ 50 

Figure 7: Self-reported knowledge of suicide, its causes and prevention (at pre-training, post- training and 
follow-up). ................................................................................................................................... 51 

Figure 8. Change in ability to recognise signs of suicide at each time point ................................................... 54 

Figure 9: Change in knowledge of appropriate terminology, time points: pre-training, post-training, 3–4-month 
follow-up ..................................................................................................................................... 60 

Figure 10: Stigma of suicide scale - changes in the overall and subscale scores after the training ............... 61 

Figure 11: Pilot raining participants selected SIRI-2 items average score ...................................................... 62 

Figure 12: SIRI-2 item analysis of median deviation from means at follow-up. .............................................. 63 

Figure 13:  Original training project timeline ................................................................................................... 80 

Figure 14: Amended evaluation timeline ........................................................................................................ 81 

Figure 15: The KAP model ............................................................................................................................. 85 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 6 
 

Acknowledgements 

Several people who were directly involved with the development and implementation of the CALD Suicide 
Prevention Project were interviewed and surveyed as a part of this evaluation. Their contributions have helped 
to provide a first-hand and real-world experience of the suicide prevention training in a multicultural setting. 
We would like to acknowledge and thank all these people for their contributions and generously giving their 
time to this evaluation study and report.  

We would also like to thank lived experienced consultants who selflessly shared their experiences. Lastly, we 
would like to thank the Project Team at Queensland Transcultural Mental Health Centre for their ongoing 
contributions, cooperation and support to this evaluation study. 
 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 7 
 

Abbreviations 

CALD Culturally and linguistically diverse 

CALD-SPP CALD Suicide Prevention Project 

CFIR Consolidated Framework for Implementation 

Research 

EOI Expression of interest  

HCQ Health Consumers Queensland 

HOI Health Outcomes International 

LOSS Literacy of suicide scale 

MHFA Mental Health First Aid (training) 

RDM Research Data Management 

RE-AIM Reach Effectiveness Adoption Implementation 

Maintenance 

SIRI-2 The Suicide Intervention Response Inventory - 2 

SOSS The stigma of suicide scale 

UQ University of Queensland 

QCMHR Queensland Centre for Mental Health Research 

QMHC Queensland Mental Health Commission 

QPR Question, Persuade, Refer (training) 

QTMHC Queensland Transcultural Mental Health Centre 

 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 8 
 

Executive summary 

Suicide, one of the leading causes of mortality worldwide, affects people of all ages and backgrounds. 

However, there are certain groups that are recognised as being high risk for suicide. People from culturally 

linguistically diverse (CALD) backgrounds are recognised as one of these priority groups in the Queensland 

Suicide Prevention Action Plan 2015-2017 due to a number of risk factors that increase their vulnerability e.g. 

migration stress, structural and service barriers, transgenerational trauma and more1. In response to this action 

plan and the findings of the Review of suicide prevention training and materials to support culturally and 

linguistically diverse communities report by Health Outcomes International, the Queensland Mental Health 

Commission funded the Queensland Transcultural Mental Health Centre to develop and implement a suicide 

prevention training for human service workers working with CALD communities.  

As part of one of the aims of the project and to ensure the effectiveness of the training, the Queensland 

Transcultural Mental Health Centre commissioned the Queensland Centre for Mental Health Research 

(QCMHR) to evaluate the CALD Suicide Prevention Project over the two years of development and pilot 

implementation. A mixed-methods evaluation study was conducted, drawing upon a range of different 

resources to assess whether the CALD Suicide Prevention Project reached its aims and dilevered a culturally 

and linguistically response suicide prevention training to effectively upskill human services and CALD media 

outlet staff.  

This report summarises the findings of the evaluation study and highlights the feedback and experiences of 

various consultants on the project, including people with lived experience, steering committee members, and 

interagency members, as well as pilot training recipients. It provides insight into whether the pilot training was 

successful in building suicide prevention capacity in human services workers, whether the stakeholder 

consultations and content of the training courses and online resources were appropriate and effective, whether 

the project will be sustainable. Importantly, it also identifies areas of improvement and provides 

recommendations for the further effectiveness of the training courses and suicide prevention strategies for 

CALD communities. 
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1. Background 

Suicide is a significant public health concern and contributor to mortality worldwide, with nearly 800 000 people 

dying by suicide every year 2-4. According to the Australian Institute of Health and Welfare, there were a total 

of 3,318 deaths by suicide (age-standardised suicide rate 12.9 per 100,000) in 2019, with approximately 75% 

males and 25% females 5.  Suicide was the thirteenth leading cause of death in Australia in 2017 and 

accounted for the largest number of years of potential life lost (11.4%)6.  

Suicide is influenced by several biological, psychological, social and cultural factors and can be complex to 

understand across different populations 7, 8. A 2018 literature review showed that specific migrant populations 

and ethnic groups are at a higher risk of suicidal behaviour and death by suicide than mainstream populations7.  

Queensland is a highly multicultural society. At the time of the 2016 census, 1 in 5 Queenslanders were born 

overseas, 1 in three had at least one parent born overseas, and more than 11% of the Queensland population 

speaks more than one language other than English 9. People from culturally and linguistically diverse (CALD) 

backgrounds have been identified as a priority population for suicide prevention in Australia1, 2. Views of suicide 

are influenced by a range of social, cultural and religious themes. Understanding the impact of culture on 

beliefs about suicide and associated mental health concepts, well-being, and stigma is essential to developing 

an effective suicide prevention strategy for CALD communities. 

In 2016, the Queensland Mental Health Commission (QMHC) funded Health Outcomes International (HOI) (a 

specialist management consulting practice) to review suicide prevention training and resources for people from 

CALD backgrounds. The findings of this review highlighted a number of issues related to suicide in CALD 

populations, including, pervasive stigma and taboo, barriers accessing mainstream suicide prevention 

services, and a lack of culturally appropriate suicide prevention training and resources.  

In response to the review’s findings, the QMHC funded the Queensland Transcultural Mental Health Centre 

(QTMHC) to develop and implement to develop suicide prevention training for service providers working with 

CALD populations (henceforth referred to as the CALD Suicide Prevention Project or CALD-SPP). The 

Queensland Centre for Mental Health Research (QCMHR) was commissioned to conduct an independent 

evaluation of the CALD Suicide Prevention Project. This report presents the final findings of the evaluation of 

the CALD Suicide Prevention Project.   

2.  The CALD Suicide Prevention Project 

The CALD-SPP is a state-wide project which aimed to develop a CALD Suicide Prevention Training course 

utilising resources identified by the previously mentioned HOI review to build capacity amongst multicultural 

communities and organisations. The original project proposal can be found in Appendix A-1 and the project 

overview in Appendix A-2. 

2.1 Aims of the Project  

The CALD-SPP aimed to:  

• Develop online training to increase the capacity of human services staff to identify and support 

individuals from CALD backgrounds at-risk of suicide.  

• Develop online training to upskill CALD media outlet professionals across Queensland on reporting 

and communicating about suicide and suicide-related events using the Mindframe Guidelines.  

• Develop culturally and linguistically appropriate suicide prevention resources. 

• Develop a suicide prevention online resource hub with CALD appropriate suicide prevention 

resources. 

• Conduct an independent evaluation of the outcomes of the CALD Suicide training courses pilot, and 

a process evaluation of the development and implementation of training courses. 
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2.2 Implementation changes 

During the development phase of the project, there were a number of changes and accommodations made for 

several reasons including feasibility, project sustainability and the COVID-19 pandemic. This section provides 

a brief summary of these modifications. 

The training was decided to be delivered online to sustain the training courses beyond the life of the project. 

However, a blended approach was to be taken where organisations could request to have a face-to-face 

component of the training delivered to their staff. People with lived-experience were going to be trained to co-

facilitate these face-to-face sessions under this plan. However, the COVID-19 pandemic made it impossible 

for the blended approach to be piloted and evaluated, so the plan was reverted back to online only. As the 

lived experience consultants were not able to share their personal experience through the direct delivery of 

the trainings, the Project Team video recorded their personal experiences and placed these videos within the 

online training modules.   In relation to supporting CALD media outlets, the original plan was to work in 

partnership with Mindframe, an Australian government funded national program supporting safe media 

reporting, portrayal and communication about suicide, mental ill-health and alcohol and other drugs, utilising 

their guidelines to deliver training courses to CALD media outlets across QLD. However, this partnership was 

not successful due to conflicting expectations. Therefore, the Project Team, with the approval of the QMHC, 

developed an online module focusing on communicating about suicide in the media utilising the Mindframe 

guidelines. Mindframe were involved in the consultation process with CALD media outlets and provided 

feedback on draft training document. Mindframe has reviewed online training course, Communicating about 

Suicide in the Media, for its accuracy and appropriateness.  

While recruiting pilot training participants, the expression of interest was sent to all CALD media outlets whose 

details were available on the Qld Multicultural Resources Directory, but QTMHC was unable to recruit any 

CALD media professionals for the pilot training. The training course, Communicating about Suicide in the 

Media, was evaluated with human service staff (not with training intended audience- CALD media outlet 

professionals).  Therefore, it has not been possible to evaluate whether this training is effective in supporting 

and upskilling CALD media outlets. The Project Team will need to review their recruitment plan in relation to 

these individuals and address any barriers to uptake for future sustainability and effectiveness of the course.  

2.3 Target audience 

The CALD-SP training course is a ‘gatekeeper’ training. The target audiences are: 

1. Staff in the human services sector working with individuals from CALD backgrounds across 

Queensland, and 

2. CALD media outlet professionals across Queensland 

2.4 Training courses design and development consultation 

QTMHC ran consultations with stakeholders to inform the development of the training course content and 

design, and the online resources and hub. Table 1 provides a summary of what each group contributed to:
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Table 1: Project processes evaluation- who did what 

 Development 

stage 

Introduction 

to the project 

Support to 

recruit lived 

experience 

consultants 

Consultation 

on training 

key 

components 

(Draft 

document) 

Consultations 

on training 

content (Draft 

document) 

Consultation 

on online 

training 

Consultation 

on suicide 

prevention 

resources 

Consultation 

on online hub 

skeleton 

Support to 

recruit 

training pilot 

participants 

Consultation 

on project 

processes 

S
ta

k
e

h
o

ld
e

rs
 

Steering 

committee 

members 

         

Interagency 

members     
   

 
 

Content experts 

(including CALD 

media outlet 

professionals) 

 
  

  
    

Lived 

experience 

consultants 
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2.4.1 Interagency Network Members 

QTMHC consulted with members of interagency networks throughout the training development and pilot 

implementation. Interagency networks were groups of organisations working in the CALD human services 

sector who gathered regularly to exchange information regarding CALD communities. Some networks focused 

on certain priority groups, for example, youth, Maori and Pacific Islander populations and refugees. Networks 

covered different locations across Queensland and held regular meetings throughout the year. 

Network members were presented with an introduction to the project and provided input and feedback on the 

training course components and pilot implementation. The list of all interagency networks can be found in 

Table 2.  

Individual members of interagency networks also partnered with QTMHC in additional ways, such as: 

• Introducing the project to their members. 

• Supporting the recruitment of consultants with lived experience through the dissemination of 

expressions of interest forms. 

• Supporting the recruitment of participants for the pilot of the training course. 

• Completing the pilot training course and participating in the outcome evaluation. 

Table 2: List of Interagency Networks 

Location Name of Network 

Brisbane Metropolitan Young Migrant and Refugee Mental Health Professionals Network 

Brisbane North Northside Multicultural Network   

Brisbane West Power of Us Suicide Prevention Network 

Cairns Cairns Refugee Health Network 

Gold Coast Gold Coast Multicultural Interagency Network 

Ipswich Ipswich to Inala Multicultural Network (IIMN) 

Logan Logan Community Suicide Prevention Network 

Logan Logan Multicultural Services Network 

Brisbane North Brisbane North Maori & Pasifika Family Safety Network (BNMPFSN) 

Toowoomba Toowoomba Refugee and Migrant Settlement Service Interagency (RAMSSI) 

Townsville  Townsville Refugee Health Network  

Brisbane Metropolitan Queensland Multicultural Advisory Forum (MAF) 

Brisbane Metropolitan Brisbane Refugee and Asylum Seekers Support (BRASS) Network 

Caboolture Redcliffe Caboolture Suicide Prevention Project Steering Committee/ Zero 

Suicide in Healthcare Multi-site collaborative meeting 

Redcliff The Redcliffe Way Back Support Service Community Reference Group  

Redcliff The Way Back Support Service Steering Committee Group meeting 
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2.4.2 Steering Committee Members  

QTMHC also consulted with steering committee members throughout the training course's development 

through regular meetings.  

They  partnered with QTMHC in the following ways: 

• Supported the recruitment of people with lived experience to participate in consultations.  

• Provided feedback on all aspects of training development which included the project plan, evaluation 

plan and training content (draft document and online training). 

• Supported the recruitment of participants to complete the pilot training course through the distribution 

of expression of interest forms to networks. 

• Provided in-depth feedback on the content of the training in their area of expertise. See Table 3, which 

provides more details on the area of expertise for each member. 

Table 3: Summary of Steering Committee members 

Sector represented Background/ Area of 

expertise 
Organisation 

Funding body A statutory commission that 

aims to drive ongoing reform 
towards a more integrated, 
evidence-based, recovery-
oriented mental health, alcohol, 
and other drug service system 
in Queensland. 

Queensland Mental Health 

Commission 

Services tailored to culturally 
and linguistically diverse 
people  

Specialised mental health 
community support service 
which specifically responds to 
refugees and migrants with a 
history of trauma or torture 

Queensland Program of 
Assistance to Survivors of Torture 
and Trauma 

Specialised culturally 

responsive mental health 
service provider 

World Wellness Group Ltd 

Domestic violence Culturally responsive domestic 
violence service provider 

Immigrant Women's Support 
Service 

Suicide prevention research 
experts, including media 
guidelines 

Specialised service in 
delivering evidence-based 
suicide prevention programs 
with special expertise in 
communicating about suicide 
in the media 

Everymind (Mindframe) 

Suicide prevention experts State-wise specialised service 
in providing support after a 
suicide 

Standby 

Family mental health 

program 

Community mental health 

service provider with a special 
focus on early intervention in 
culturally diverse communities 

Accoras 

Older persons Culturally responsive aged 

care service provider 
Diversicare 

Young people Peak body for Queensland with 

a long history in youth work 
which aims to be involved in all 
multicultural youth issues, 

Qld Multicultural Youth, Access 
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including youth-led systemic 
advocacy influencing 
government policy and 
programs and sector 
development and capacity 
building. 

Specialist public mental 

health services 

Specialist state-wide service 

that works to ensure people 
from CALD backgrounds 
receive culturally responsive 
mental health care and 
support.  

Queensland Transcultural Mental 

Health Centre 

Research expert QUT- School of Psychology and 

Counselling- Faculty of Health 

Federal funding for 

community suicide 
prevention & members of 
Suicide Prevention Australia 

Provides a wide range of 

programs and services, 
including suicide prevention 

PHN Brisbane South 

Provides a wide range of 
programs and services, 
including suicide prevention 

PHN Brisbane North 

Provides a wide range of 

programs and services, 
including suicide prevention 

PHN Northern Qld 

Settlement services Settlement service provider for 
migrants and refugees 

Multicultural Australia (previously 
known as MDA) 

State government mental 
health, drugs & alcohol & 
suicide prevention policy 

Supports the state-wide 
development, delivery, and 
enhancement of safe, quality, 
evidence-based clinical and 
non-clinical services in the 
specialist areas of mental 
health and alcohol and other 
drugs treatment. 

Mental Health, Drugs and Alcohol 
Branch 

Specialised in improving 
outcomes for people from 
culturally and linguistically 
diverse backgrounds and 
assisting in building safe, 
caring and connected 
communities. 

Multicultural Affairs Qld 

CALD people with lived 

experience 

Experts in providing feedback 

from a lived experience 
perspective 

Two members with lived 

experience of suicide from CALD 
background 
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2.4.3 Lived experience consultants  

QTMHC also consulted with a group of people from CALD backgrounds with a lived experience of suicide or 

bereavement from suicide. QTMHC advertised an expression of interest for lived experience consultants 

through its network of contacts, the project Steering Committee members, multicultural interagency network 

members, and bicultural workers. Out of the 22 applications received, 14 consultants were shortlisted and 

attended an orientation session. The full-day orientation session was delivered in partnership with Health 

Consumers Queensland (HCQ). It included an introduction to public mental health services in Queensland, 

information regarding QTMHC, an introduction to the project and its background, and the purpose of the lived 

experience consultant's role.  

Of the 14 lived experience consultants who attended the orientation, 13 attended the consultation sessions. 

Those participants were split into two groups to encourage more discussions, allow more time per participant, 

and manage possible risk if participant/s became distressed. While the consultation questions were developed 

before the session to guide the discussion (Appendix A-3), there was also time allocated for unstructured 

feedback regarding the development of the suicide prevention training. 

All lived experience consultants were consulted on the key components of the training courses and the simple 

English version of the suicide prevention community resource. Some of the consultants also provided feedback 

on the translated version of the community resource document, depending on their capacity, their ability to 

read and speak the language to be translated to and the availability of QTMHC bicultural workers who could 

review the translated document. Two consultants also participated as members of the steering committee, who 

were the only lived experience consultants to provide feedback on the draft document of the training courses 

and the online training. Three lived experience consultants agreed to discuss their lived experience of suicide 

on video, which was included in the online training course. All participants were paid for their participation in 

each session and for the work they completed per QMHC Paid Participation Policy (Appendix A-4).   

Table 4 provides a summary of demographic information of the lived experience consultants. Consultants 

represented the following cultural backgrounds: Indian, Polish, Chinese/Cantonese, Greek, 

Argentinean/Chilean, Russian, Maori, Tongan/Pacific Islander, Iranian, South Sudanese, Kenya/African, 

Vietnamese, Romanian and Filipino.  

Table 4: Demographics of lived experience consultants – training (N=13) 

Demographic factor Number of participants (%) 

Gender  

Male 3 (23%) 

Female 10 (77%) 

Age  

20-30 1 (8%) 

35-40 1 (8%) 

41-50 2 (15%) 

51-60 4 (31%) 

61-70 2 (15%) 

70+ 3 (23%) 

Type of lived experience  

Attempted suicide 1 (8%) 

Bereaved by suicide 4(31%) 

Carer 6 (46%) 

Suicidal Ideation 5 (39%) 

Witnessed suicide 1 (8%) 

Blank 3 (23%) 
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2.4.3.1 Support to lived experience consultants 

QTMHC made the following arrangements to mitigate any potential risk of distress in lived experience 

consultants who have had personal experience with suicide: 

• One day orientation program was delivered to all lived experience consultants prior to the consultation 

sessions.  

• QTMHC funded and supported lived experience steering committee members to attend a 2-day ‘Your 

Voice in Action’ workshop delivered by Roses in the Ocean.  

• Clinicians from  QTMHC were  were available to provide clinical support as required during and after 

the consultation session 

• Ground rules were established at the beginning of the consultation session (in collaboration with the 

group) to create a safe space for discussion. A background presentation and icebreakers were also 

part of the consultation agenda.  

• A written support plan (Appendix A-5) with after-hours support options was available to all participants.  

• A follow-up phone call was made to all participants to check their well-being within 2-3 days post-

consultation session. 

• Within one week of the consultation session, a second follow-up phone call was made to those who 

reported feeling sad or low mood in the first call.  

2.5 Training Courses, Modules and Learning Outcomes 

There are two separate but complimentary training courses, titled ‘Culturally Responsive Suicide Prevention 

Training for Human Service Workers’ and ‘Communicating about Suicide in the Media’. They comprise the 

following modules that take a total of six hours maximum to complete.  

2.5.1 Training course 1: Culturally Responsive Suicide Prevention Training for Human 

Service Workers 

Module 1: Culture and Suicide (1:30-2 hours) 

• Demonstrate cultural understanding of suicide and apply this understanding to practice.  

• Demonstrate the ability to use safe language when communicating about suicide. 

• Recognise the additional factors to consider when working with people from particularly vulnerable 

groups. 

• Gain additional resources and knowledge around accessing and working with interpreters. 

Module 2: Suicide Prevention: How to Recognise, Respond and Support (RRS) (2-2:30 hours) 

• Engage with someone who is experiencing suicidal thoughts or behaviours and ask about suicide in 

culturally responsive ways. 

• Support someone who is experiencing suicidal thoughts or behaviours and facilitate the development 

of a safety plan. 

• Identify protective factors, risk factors, warning signs and potential triggers. 

• Identify cultural factors that might increase the risk of suicide or decrease help-seeking behaviour. 

• Identify cultural strengths of the individual and their community and incorporate those strengths into 

safety planning. 

Module 3: Practicing Suicide Prevention in your Organisation for Volunteers and Staff (30 minutes) 

• Gain knowledge and skills to identify and respond to suicide prevention in your organisation. 
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Module 4: Supporting People Bereaved by Suicide (30 minutes) 

• Gain skills and knowledge to support family and friends bereaved by suicide.  

• Demonstrate integration of cultural factors into the support provided. 

2.5.2 Training course 2: Communicating about Suicide in the Media (30 minutes) 

• Gain skills and knowledge to apply best practices when communicating about suicide in the media. 

2.6 Online Resources 

The online resources developed, or updated, as part of the CALD-SPP are available on the QTMHC website 

https://metrosouth.health.qld.gov.au/qtmhc/programs-and-services/cald-suicide-prevention.  

Included resources are: 

• A suicide prevention community resource: Supporting someone in your community who is suicidal, 

available in 23 languages.  

https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-

 booklet_1.pdf 

• Culturally appropriate Safety Plan https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-

_qtmhc.pdf 

• An update to the existing Glossary of mental health and wellbeing terms for interpreters, translators 

and bicultural workers, to add suicide prevention terms.  The glossary is available in 30 languages.  

https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc_glossary_terms.pdf 

3. CALD-SPP Evaluation Aims and Objectives 

The evaluation aimed to assess the short-term processes and outcomes of the pilot of the CALD Suicide 

Prevention Training Project. 

The objectives of the evaluation were to: 

• Evaluate the training project's effectiveness in building suicide prevention capacity among human 

services workers, including improvements in knowledge, skills and competency, attitudes, stigma, and 

practices.  

• Explore stakeholder perspectives of the training project, including content, accessibility and cultural 

and linguistic appropriateness. 

• Assess the process of stakeholder consultation and engagement throughout the project development 

and pilot delivery process. 

• Explore a range of planning and implementation processes associated with the training. 

• Assess the sustainability of the training project and identify opportunities for improvement. 

4. Evaluation Methods 

The project was a mixed-methods evaluation study, drawing on data from multiple sources. It utilised an 

evaluation design that draws upon evidence-based methodologies and frameworks.  

4.1 Evaluation frameworks  

The use of two evidence-based frameworks provided a broad range of domains and components for 

consideration during the evaluation design. These were:  

https://metrosouth.health.qld.gov.au/qtmhc/programs-and-services/cald-suicide-prevention
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-_qtmhc.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-_qtmhc.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc_glossary_terms.pdf


 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 18 
 

1. The Reach, Effectiveness, Adoption, Implementation, Maintenance (RE-AIM) framework10 (Appendix 

A-6)  

2. The Consolidated Framework for Implementation Research (CFIR)11 (Appendix A-7)  

4.1.0 The RE-AIM (Reach Effectiveness Adoption Implementation Maintenance) 

The RE-AIM framework was first developed to help make research findings more generalisable by encouraging 

scientists and evaluators to balance internal and external validity when developing and testing interventions 10, 

12. It has continued to evolve and has been used to report health research findings in several different ways. 

More recently, it has been applied to policies and community-based multilevel interventions aiming to reduce 

health disparities. 

The RE-AIM framework consists of five dimensions:  

1. The Reach dimension assesses the number, proportion or representativeness of stakeholders 

involved in the training. 

2. The Effectiveness dimension assesses both negative and positive impacts of the training course. 

3. The Adoption dimension assesses the number, proportion or representativeness of settings and 

intervention agents willing to utilise and take the training. 

4. The Implementation dimension assesses the training participants' use of the training and QTMHC's 

consistency in delivering the training within the budget and in accordance with the aims of the project. 

5. The Maintenance dimension assesses the long-term effects of the training course at follow-up. 

4.1.1 Consolidated Framework for Implementation Research (CFIR) 

The Consolidated Framework for Implementation Research (CFIR) is a meta-theoretical framework that 

provides a repository of standardised implementation-related constructs that can be applied across the 

implementation research spectrum13. The CFIR comprises 39 constructs organised across five major domains, 

all of which interact to influence implementation and implementation effectiveness (Table 5). 

The CFIR provides a list of explicitly defined constructs for which data can be collected. It is essential, however, 

that the CFIR not be applied wholesale to every problem. The domains and constructs are intended to 

characterise the entirety of the implementation process, and researchers are expected to select constructs 

that resonate with a particular research question.  

The CFIR framework in this evaluation assesses the influencers of the training course. All the five domains of 

the framework used are modified to fit the prevention aims and objectives. A summary of the domains tailored 

to this evaluation follows. 

1. The "intervention" section of the domain assesses the stakeholders' opinions and perceptions of the 

training course quality and validity. This part of the domain also gathers information about 

stakeholders' expectations of the potential challenges and acceptability of the target population's 

training. 

2. The "external setting/context" domain explores a range of participant needs by identifying barriers 

and facilitators to receiving the training, their priority, and the availability of adequate training 

resources. 

3. The "inner setting (community setting)" assesses the acceptance of the training outcomes by the 

organisations' target population and commitment towards the implementation process; for example, 

the support provided for the training participants to implement their knowledge in their daily work. 

4. "The characteristics of individuals" assess participants' knowledge towards the training course and 

their beliefs on the aims and objectives of the training courses and their confidence to adopt new 

knowledge and practice. 

5. "Process" explores the planning and implementation process of the training. It gathers information to 

assess the participation of appropriate stakeholders to prepare the training course, suitability of the 
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training course for the target population, timeliness of the training, and the stakeholders' satisfaction 

with different aspects of the training. 

 

See Table 5 for a summary of each evaluation domain and respective data sources.
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Table 5: Summary of evaluation domains and data sources 

Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

RE-AIM 

Reach 

Number/proportion of individuals 

and target groups interested in 

receiving the training  

Quantitative   

*    

Demographics of those that are 

interested in receiving the training 

(i.e., age, gender, location, 

language, community) 

Quantitative   

* *   

How often do the people trained 

have contact with the target 

community 

Quantitative   

 *   

Was the training course 

accessible to staff working with 

CALD individuals 

Quantitative + 

Qualitative 

  

 * * * 

Effectiveness 

Change in the level of knowledge 

before and after the training 

Quantitative 

(Literacy of Suicide 

Scale) + Qualitative 

  

 * * * 

Change in the level of stigma 

before and after the training, 

including stigma related to people 

bereaved by suicide  

Quantitative (Stigma 

of Suicide Scale) 

  

 * * * 
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Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

Change in the level of skills and 

competency before and after the 

training 

Quantitative (The 

Suicide Intervention 

Response Inventory) 

+ Qualitative 

  

 * * * 

Change in the level of attitudes 

towards suicide and their CALD 

clients before and after the 

training 

Qualitative   

 * * * 

Change in practice before and 

after the training 

Qualitative   
 * * * 

Was the training course culturally 

and linguistically appropriate and 

relevant to the target audience  

Qualitative   

  * * 

Adoption 

Number/proportion of individuals 

that received the training who 

work with the target groups 

Quantitative   

  *  

How often do the people trained 

have contact with at-risk 

individuals since they were 

trained 

Quantitative + 

Qualitative 

  

  * * 

Implementation 
The cost of delivering the training 

course 

Quantitative   
*    
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Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

The proportion of funds spent on 

training delivery  

Quantitative   
*    

Maintenance 
Web statistics – usage of the 

online resources 

Quantitative   
*   * 

CFIR 

Intervention 

Stakeholder perception – 

Perception of different 

stakeholders on the quality and 

value of the training course 

Qualitative * * 

 * * * 

Stakeholder perception – 

Perceived difficulty on the 

implementation and delivery of 

the course, i.e., for training 

providers to deliver the training 

and training participants to apply 

it in their work settings 

Qualitative * * 

 * *  

Adaptability – The adaptability of 

the training course for different 

communities and language 

groups  

Qualitative * * 

  * * 

External 

Setting/Context 

Participant needs – 

Considerations provided to 

barriers and facilitators of 

receiving the training and its 

effectiveness  

Quantitative + 

Qualitative 

  

  *  
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Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

Participant needs – What were 

the training recipients' needs, and 

were these needs met? 

Qualitative   

 * * * 

Adequate resourcing – What is 

the demand for training 

participants in their work settings, 

and how they are coping with it  

Quantitative + 

Qualitative 

  

 *  * 

Inner Setting 

(community 

setting) 

Implementation climate – the 

willingness of communities and 

target groups to go to service 

providers after seeing a trained 

participant (from a training 

participants' perspective) 

Qualitative   

   * 

Culture - How supported trained 

participants felt by their 

organisation/community to 

provide help and support 

Qualitative   

 * * * 

Characteristics 

of Individuals 

Knowledge and beliefs about 

intervention – Knowledge and 

beliefs of participants about the 

training course 

Qualitative   

 * * * 

Self-efficacy – participants' 

confidence and belief in 

themselves to provide support to 

those at-risk of suicide 

Quantitative + 

Qualitative 

  

 * * * 
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Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

Individual state of change – 

Training participants' readiness' 

to apply the learnings of the 

training course 

Qualitative   

  * * 

Process  

Planning – the process of 

planning, the feasibility of the 

project and its suitability for use in 

the target groups and 

communities  

Qualitative * * 

*    

Engaging - attracting and 

involving appropriate individuals 

and organisations as different 

stakeholders in the project  

Qualitative * * 

*    

Executing - the extent to which 

the training course was 

developed and implemented 

according to the planned timeline  

Qualitative   

*    

Dose delivered – number of 

trained individuals by QTMHC 

Quantitative   
*    

The dose received – approximate 

number of people trained 

participants provided help to, as 

well as the engagement and 

interaction with the online 

resources 

Quantitative   

*   * 
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Framework Domain Evaluation question Type of Data Data source 

 Lived 

experience 

consultants 

survey 

Interagency 

network 

members 

survey 

Administrative 

data 

Training 

participant – 

Pre-training 

survey and 

interview 

Training 

participant 

– post-

training 

survey and 

interview 

Training 

participant 

–3-4 month 

follow up 

survey and 

interview 

Fidelity - goals and expected 

outcomes of QTMHC for the 

training course vs. perceived 

outcomes and learnings of 

training participants  

Qualitative   

*  * * 

Acceptability – the satisfaction of 

different stakeholders with 

different aspects of the training 

course (e.g., content, delivery, 

comfort, credibility, 

appropriateness, relevance, 

feasibility)  

Qualitative * * 

 * * * 

Recruitment – procedures used 

to approach and attract training 

participants and consultants 

Qualitative * * 

* *   

Reflecting and evaluating – 

training participants' and 

consultants' feedback about 

progress and quality of the 

training course and their 

experience 

Qualitative * * 

 * * * 
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4.2 Evaluation overview, participants and recruitment 

The evaluation of the CALD Suicide Prevention Project involved two major components: a process evaluation 

and an outcomes evaluation. The process evaluation covered the steps taken to design, develop and 

implement the training courses and online resources, including consultations with interagency networks, 

people with lived experience and steering committee members. In contrast, the outcomes evaluation involved 

evaluating the training course and its short-term impact on pilot training participants, i.e., the impact on their 

skills, knowledge, competency, and attitudes. Figure 1 shows the different participants recruited for this 

evaluation, including participants of the CALD suicide prevention training courses and people who were 

consulted during training courses’ design and development phase – (for example, members of the interagency 

networks, lived experience consultants, and steering committee members).  

 

 

                                   Process evaluation                                                  Outcome evaluation 

Figure 1: CALD-SPP evaluation overview 

4.3 Recruitment 

4.3.1 Pilot training participants 

QTMHC identified and recruited service providers from human service organisations to completethe training 

course. Prospective participants were provided with the evaluation information sheet and informed that 

participation in the evaluation was required to receive the training. Service providers who did not wish to 

participate in the evaluation were advised they would have the option to receive the training after the pilot 

phase.  

Contact details of all the individuals who provided consent to participate in both the training and the evaluation 

were collected. The research team contacted the participants via phone or email to set up a time for the first 

interview a few days or weeks before receiving the training course.   

 

The exclusion criteria for training participants, devised by QTMHC,were: individuals who worked with people 

younger than eighteen years old as their main clientele (i.e., more than 25% of their clients), individuals with a 

mental health qualification, and individuals who worked with Aboriginal and Torres Strait Islanders as their 

main clientele, (i.e., more than 25% of their clients). The inclusion criteria were:  individuals who worked for a 

Evaluation 
participants

Evaluating project 
design and 

development

Interagency 
network members

Lived experience 
consultants

Steering 
committee 
members

Evaluating training 
courses

Training recipients
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human services organisation and had the support of their organisation to complete the training or volunteers 

within community organisations. 

4.3.2 Interagency Network members 

During interagency network meetings, the QTMHC project team asked for members willing to be contacted by 

the Evaluation Team for the purposes of evaluation. Those who were willing to be contacted provided the 

QTHMHC project with their name, interagency network, and preferred method of contact. The QTMHC Project 

team then provided this information to the evaluators. The Evaluation Team then contacted these members to 

request their participation in an online videoconference interview to assess their experience and satisfaction 

with the consultation process.  

4.3.3 Steering committee members  

QTMHC team members sent out an email to all steering committee members requesting members interested 

in participating in the evaluation to contact the Evaluation Team directly. Online videoconference interviews 

were held for this group of participants to assess their experience and satisfaction with the consultation 

process.  

4.3.4 Lived experience consultants 

QTMHC consulted with 13 people from CALD backgrounds with lived experience of suicide ideation or 

bereavement by suicide. These consultants were asked to participate in the qualitative interviews to assess 

their experience with QTMHC and their satisfaction with how the consultations were conducted. 

The QTMHC project team initially asked the lived experience consultants if they were willing to be contacted 

by evaluators. The Evaluation Team contacted individuals that gave their permission via their preferred method 

of communication (i.e., phone call or email). The evaluators briefly outlined their role in the project and the 

interview content. If the consultants showed further interest in proceeding with the interview, an appropriate 

time and place were arranged.   

4.4 Data collection 

The research methods employed both quantitative and qualitative data to meet the evaluation aims. The 

evaluation team used primary data collected through face-to-face interviews and pre/post questionnaires and 

existing administrative data sources.  

4.4.1 Questionnaires  

Structured online questionnaires were administered to pilot training participants as part of the outcomes 

evaluation to assess changes in knowledge, skills and competency, stigma, and attitudes. These were 

administered at three time-points: pre-training, post-training, and 3-4 months after the completion of the 

training, which included additional questions relating to sustainability and training utilisation (Appendix A-8).  

The questions in the questionnaire were based on the evaluation framework and the training courses. 

Additionally, three pre-existing scales were utilised to measure changes in suicide stigma, suicide literacy, and 

competency.  

4.4.1.1 The stigma of the Suicide Scale (SOSS) 

This scale was developed for the public community and comprises 16 items, where each one contains a 

descriptor of people who end their lives by suicide 14. Participants filling out this scale indicate their level of 

agreement with the statement through a 5-point-Likert scale ranging from strongly disagree (1) to strongly 

agree (5). SOSS includes three subscales: stigmatising attitude toward suicide (8 items), attribution of isolation 

or depression on suicide (4 items) and normalising or glorification of suicide (4 items).   

The stigma items include arrogant, attention-seeking, barbaric, a burden, cowardly, cruel, an embarrassment, 

evil, failures, hurtful, ignorant, immoral, irresponsible, lazy, pathetic, punishing others, reckless, selfish, 

senseless, shallow, shameful, strange, stupid, unfair, unforgivable, unjustifiable, unnatural, useless, vengeful, 
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violent, and weak. Higher endorsement of these items means higher levels of stigma towards suicide and 

suicidal individuals. Isolation/depression items include alienated, broken, cut-off, depressed, disconnected, 

disturbed, hurt, in pain, isolated, lonely, lost, miserable, sad, trapped, unhappy, withdrawn. Higher scores in 

this scale mean a higher agreement that suicide is caused by social isolation or depression. 

Glorification/normalisation items include brave, committed, dedicated, fearless, motivated, noble, powerful, 

rational, realistic, strong, and understandable. Endorsement of these items means agreeing that suicide should 

be glorified or normalised.  

Each subscale score is calculated by obtaining the mean of responses to the items representing that subscale, 

yielding scores in the range between one and five. A mean score higher than three indicates agreement with 

the targeted concept14.  

4.4.1.2 Literacy of Suicide Scale (LOSS) 

The LOSS comprises 27 items used to measure literacy level about suicide in several domains, including 

causes, risk factors, signs/symptoms, and treatment 15. The questions are answered as 'True', 'False' or 'I don't 

know'. There are four domains of suicide literacy: (a) signs and symptoms, (b) causes of the nature of 

suicidality, (c) risk factors, and (d) treatment and prevention. Correct responses are scored 1, while incorrect 

or 'I don't know' responses are scored 0. Literacy scores are the sum of correct items converted to a 

percentage, with higher scores indicating higher suicide literacy. The LOSS has previously been validated 

using an item-response theory approach, as items from the scale have correct or incorrect answers15. 

4.4.1.3 The Suicide Intervention Response Inventory (SIRI-2) 

The Suicide Intervention Response Inventory (SIRI) is a self-report questionnaire designed to assess 

respondents' competence in selecting appropriate therapeutic responses to suicidal statements 16. The SIRI-

2 is comprised of 25 hypothetical client statements that imply some degree of suicidality. Each item includes 

two "helper" replies. Respondents are asked to rate the level of helpfulness of each helper response on a 7-

point Likert scale, ranging from +3 ("highly appropriate") to −3 ("highly inappropriate"). The results are analysed 

by calculating the deviation of average scores of participants to those obtained from a group of experts in the 

field of suicidology, with lower scores indicating superior performance. Scores range from 12.90 to 247.28. 

Robust internal consistency (.90 - .93) and test-retest reliability (.92) have been reported for this measure 16. 

Since initial analyses revealed that SIRI-2 scores were positively skewed, medians, rather than means, were 

reported when discussing SIRI-2 scores, and nonparametric tests were used. 

4.4.2 Interviews 

In addition to the online questionnaires, pilot training participants participated in recorded online semi-

structured interviews before and after the training and a follow-up scheduled 3-4 months after completion of 

the training a part of the outcomes evaluation. The full interviews can be found in Appendix A-9. 

Interviews were also conducted with lived experience consultants (face-to-face), interagency network 

members (video online) and steering committee members (video online) as part of the process evaluation. 

4.4.3 Administrative data 

Administrative data was also used to support both the process and outcomes evaluation of the training, Table 

6 addresses which administrative data were used for each evaluation domain. The following secondary data 

used in the evaluation was collected or developed by QTMHC: 

• Logistical information 

• Project-related documents and reports 

• Information from consultation including information from consultations with lived experience individuals 

who have given consent (to be analysed by the Evaluation Team).  

• The number of individuals and target groups interested in receiving the training and the number of 

participants who completed the training.  
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• Training promotion plans and materials  

• Training delivery costs and other relevant finances  

• Data related to the online training delivery method, e.g., registrations, module completions, in-built 

surveys, number of clicks etc.  

• Project and delivery timelines 

Table 6 summarises the primary data sources for the evaluation, the utilised methods, their purpose, and the 

participants involved.  

Table 6: Summary of data sources 

Participant Method Timeline Purpose 

Interagency 

network 

members 

An online video 

interview (or 

face-to-face if 

needed) 

Post consultation Quality, value, and effectiveness 

of consultations with QTMHC 

Lived 

experience 

consultants 

Face-to-face 

interview 

Post consultation Quality, value, and effectiveness 

of consultations with QTMHC, 

including being treated ethically 

and respectfully 

Steering 

committee 

members  

Online video 

interview 

Post consultation Quality, value and effectiveness 

of consultations with QTMHC 

Pilot 

training 

participants 

Face to face 

interview 

Pre-training Baseline   

Within four days post-training  Short-term impact 

3-4 months post-training Short-term impact 

Online survey Within 2-3 weeks pre-training  Baseline   

Within one-week post-training  Short-term impact  

3-4 months post-training  Short-term impact  
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4.5 Evaluation setting 

All interviews took place in a private space in a community centre, health facility, work setting, cultural 

or religious centre or another private location where individuals felt comfortable. The pre-training, post-

training and 3-4 months follow up questionnaires were administered online using Checkbox software. 

They were completed independently by the training participants before and after receiving the training. 

The option of an online, secure videoconference was provided to interagency staff members and 

steering committee members to allow them the convenience of participating in the evaluation from their 

own home or office. 

4.6 Participant consent 

Before starting the interviews and surveys, the participants were given a detailed information sheet. 

The information sheet for all participants included all the study details, including a summary of the 

content of their interviews or questionnaire, their role, any risks and benefits associated with the study, 

and contact details for the research staff and ethics committee. Participants were asked to provide their 

written consent. Pilot raining participants were required to consent to the evaluation to be eligible to 

undertake the training. All participants had the right to end their involvement in the evaluation study 

during the project at any time without it affecting their ability to complete the training course. 

All participants were informed of their right to stop the interviews at any point and withdraw their consent 

to participate in the evaluation. There were no penalties for withdrawing consent, and the participant 

only needed to communicate their decision to the interviewer. This was explicitly communicated in 

the information sheets.  

4.7 Ethical considerations 

Several ethical considerations were made while conducting this evaluation. One of these considerations 

was ensuring the privacy and confidentiality of all participants. All data was stored in de-identified and 

coded format to ensure this. These measurements were also clearly communicated to all participants 

through the participant information sheet (Appendix A-10). Please see Section 4.8 for additional 

information. 

Although there are no direct risks involved with participating in the interviews or surveys as part of this 

evaluation, some participants, especially those with lived experiences, may find discussing the topic of 

suicide distressing due to personal or external experiences. The content of the surveys and interviews 

will focus on the training courses, the participant's experience and the changes in their level of skills. 

Therefore, even though the evaluation did not focus on the participant's mental health, there was the 

possibility that they may feel distressed discussing the training courses and utilising the content in real 

life.  A distress protocol was devised with experts at QTMHC to address the situation in an appropriate, 

ethical and effective manner (Appendix A-11). The lead investigator also worked closely with the 

interviewers to ensure they had the right skills and training to effectively execute the distress protocol. 

Mock interviews were used as a way to practice as well. Furthermore, regular debriefing sessions were 

also held between the Evaluation Team members to ensure their safety and wellbeing. 

Participants who did not participate in the training or evaluation in their professional capacity, i.e., lived-

experience consultants and those who were volunteers at their organisation, were compensated for 

their time and travel costs by QTMHC, following the Paid Participation Policy (Appendix A-4).  

All participants were asked how they were feeling at the end of each interview, in addition to listening 

and looking for other cues to ensure their wellbeing. Furthermore, lived-experience consultants received 

a follow-up call from the evaluation team a week after the interview to check their wellbeing and safety.  
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4.8 Data management and privacy 

Each participant was allocated a unique identity code. Participant names, contact information and 

identity codes were stored separately from the data collected from or about them in a password-

protected electronic master list, only accessible by the research investigators. This was necessary to 

link the pre-and post-training interview results and questionnaire with the 3-4 months follow-up. Only 

participants' identity codes were recorded on notes made during interviews with them. Any personal or 

identifiable information disclosed during interviews was not recorded or included in any report.  

All data were stored in UQ Research Data Manager (RDM), an integrated data management system 

that allows safe and secure data storage in real-time, a platform provided and endorsed by the 

University of Queensland. The cloud is password-protected, and only the research team has access to 

the information on it. All the research team members' access to the data was to analyse and interpret 

it, prepare the evaluation report, and prepare any subsequent research papers and presentations. It is 

not expected that any other persons will access the data, and the data will not be used for any other 

purposes beyond the evaluation project. Data collected in paper form were converted into electronic file 

format during the project. Once they have been converted and stored in secure electronic file format, 

all paper copies of data were shredded and disposed of. The interviews were tape-recorded and saved 

to the online drive so that they could be transcribed. No data was stored in an identifiable form. Storage 

in re-identifiable form was required to ensure that data from different sources could be linked when 

necessary for the evaluation, developing subsequent research papers, and substantiating the research 

findings. Other than these specific circumstances, the electronic files will remain in the password-

protected online cloud. Its management and disposal follow the University's Research Data 

Management policies, as explained on this webpage – https://ppl.app.uq.edu.au/content/4.20.06-

research-data-management.  

Quantitative results will only be reported in aggregated form.  The qualitative data does not include any 

identifiable personal information.  

4.9 Data analysis and dissemination 

A mix of qualitative and quantitative data was collected at three time-points for pilot training participants 

– up to 2 weeks before the training, up to 2 weeks after the training, and three to four months after 

receiving the CALD Suicide Prevention training. Analysis of quantitative data primarily examined 

changes in participant scores from a range of assessment tools across these three-time points. 

Descriptive statistics (e.g., mean, median, and range) were utilised, and comparisons of scores were 

conducted using appropriate tests, including paired T-tests and ANOVA.  

All qualitative data collected from different participants was analysed using inductive thematic analysis. 

This evaluation report is prepared for QTMHC, which summarises the outcome of the evaluation. The 

final report will be accessible to the participants of the evaluation through QTMHC. In collaboration with 

QTMHC, the Evaluation Team also intends to publish research papers on the evaluation and its findings 

in relevant journals and to seek opportunities to present the research at conferences, seminars, and 

other professional forums.  

 

  

https://ppl.app.uq.edu.au/content/4.20.06-research-data-management
https://ppl.app.uq.edu.au/content/4.20.06-research-data-management
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5. Evaluation Results  

5.1 Process evaluation 

People with lived experiences, steering committee members and interagency network members were 

involved as consultants during the training courses’ development and planning. These stakeholders, 

especially those with lived experiences, expressed how impressed they were with how these 

consultations were undertaken. A steering committee was also established to guide the different phases 

of the project. Members of these different stakeholder groups discussed how their involvement was 

related to various aspects of the training, rather than its entirety, and based on their area of expertise.  

5.1.1 Lived experience consultations 

Out of the 14 lived experience consultants involved in the project's development phase, eleven 

individuals had given their permission to be contacted by the evaluation team. Of these eleven 

consultants, 6 people were interviewed, 4 people did not respond to repeated calls/ emails, 1 person 

could not be interviewed due to an unanticipated personal reason (Figure 2); equating to a response 

rate of 43%. All participants identified themselves as members of the CALD community and were 

comprised of 83% females and 17% males (Table 7). Lived experience interviews were delayed due to 

COVID-19 restrictions that did not allow for hiring or booking of safe venues for face-to-face interviews.  

 

 

 

Figure 2: Recruitment of lived experienced consultants 
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Table 7:  Lived experienced consultant demographic distribution (N=6) 

Demographic factor 
 

 Number of participants (%) 

Gender 
 

Male 1 (20%) 

Female 5 (80% 

Age 
 

25-35 1 (17%) 

36-45 1 (17%) 

46-55 2 (50%) 

56-65 1 (17%) 

66+ 1 (17%) 

Occupation 
 

Support services 2 (33%) 

Administration 2 (33%) 

Retired 1 (17%) 

Business owner 1 (17%) 

Religion 
 

Hindu 1 (17%) 

None 1 (17%) 

Christian 3 (50%) 

Catholic 1 (17%) 

Years in Australia 
 

0-5 years 1 (17%) 

6-10 years 1 (17%) 

11-15 years 1 (17%) 

16-20 years 1 (17%) 

20+ 2 (33%) 

Cultural Background 
 

African 1 (17%) 

Romanian 1 (17%) 

Filipino 1 (17%) 

Greek 1 (17%) 

Russian 1 (17%) 

Hindi 1 (17%) 

How they found out about the consultations 
 

QTMHC website 1 (17%) 

Received email 1 (17%) 

Received EOI from friend or contact at partner networks 4 (67%) 
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Genuine care and support throughout the consultation process 

All lived experience consultants displayed a high level of satisfaction with the facilitators and found them 

very helpful, organised, friendly, and empathetic. The facilitator treated "everybody as if they were a 

very special person". These consultants also appreciated the additional considerations made to make 

the meetings an emotionally safe space for them, e.g., "debriefing sessions" and "breaks during the 

sharing exercises", as well as the arrangement of professional help if there was a need for it before or 

after the training through contact numbers and follow-up calls. Overall, they felt very supported and 

respected during the whole process. One consultant explained saying: 

"They were very encouraging and very empathetic about this whole situation because everyone there 

was having a lived experience.  They explained things to us like you just did that anytime we are feeling 

distressed, we can immediately ask for help. There were some professionals there. So yeah, they were 

pretty good." 

This care was not only provided during the direct contact with the consultants but was also extended to 

them throughout the process, even when they were not directly working on the project. One consultant 

was sick during the project's duration but expressed how "extremely supportive" both facilitators that 

she worked with were. She described how one of the facilitators contacted her when they heard about 

her health concerns and shared that this had a large positive impact on her health and wellbeing: 

"When (the facilitator) came to know from the guy about my health, she called me. She didn't have to. 

Because there was no direct relation at that moment, she didn't need anything from me because of 

work. I said I will do it in a couple of (amount of time), or whatever deadline we discussed. But she 

heard about my health, and she called, you know, the talk we had on that day, it was a very big turn for 

me for that year, personally. So, I just adore those two guys. They were so selfless and very supportive." 

One of the other considerations made for lived experience consultants by QTMHC was follow-up phone 

calls post-sessions to ensure their wellbeing. This was consistently highlighted by consultants during 

evaluation interviews as they felt cared for through these different measurements. The care and 

engagement from the facilitators also made participants "feel part of the product." 

While support services were provided at different time points, only one of the interviewed consultants 

reported utilising them. One of the consultants explained why they did not use the 24/7 helplines 

provided, saying: 

"Because I couldn't admit to myself that I needed help, and plus I didn't know who to talk to. I just had 

that one number, and I don't... Like, it was pride, I guess. Should I ring or not." 

However, they were able to receive the necessary support eventually due to the follow-up calls, 

indicating the importance of direct communication in follow-up.  

Meeting environment, comfort level and opportunities for engagement  

The culture of respect and support extended to the environment and culture in workshops with all the 

lived experience consultants. Consultants generally spoke of the supportive and "cooperative 

environment" in these sessions where they found all group members "professional and friendly", which 

made it a safe space for them to share their thoughts: 

"Everyone was very respectful of everyone. Very supportive and understanding. People knew in that 

group, including the participants and the facilitators, that whatever they are saying that was very close 

to their heart and not a very easy thing to bring up. Some people have very, very hard experiences; 

some had better than us some has worse than us. So, everyone knew what the other person is going 

through, and it was very hard for them to talk about it. So, everyone [was] respectful of the other person, 
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and they were sharing. Everyone was supporting. If someone is struggling saying something, they were 

encouraging, very friendly and very supportive vibe."  

The combination of respectful communication with other members and the facilitators during the 

consultation made most interviewed consultants feel at ease, and that they were "able to and welcome 

to talk": This support was also helpful when consultants felt overwhelmed by the topic of discussion: 

"Having the support from other participants and the team helped a lot. First of all, I think being listened 

to helped a lot. They listened in a respectful way and having my feelings validated. Even when the 

emotions are high, the reasoning gets a bit lower. But having that space to talk to about helped a lot. 

Even having all these links to resources and numbers you could call if I needed support." 

Generally, most lived experience consultants who were interviewed felt very comfortable with each 

other and the facilitators and did not indicate any hesitations with how the meetings were conducted. 

However, one consultant expressed some concern about how open everyone was with their 

experiences. They believed this was because “their events have happened” and “they had already 

gotten over that trauma”. As this client was still experiencing some challenges, they felt less comfortable 

with sharing a lot about their experience and were “a little bit concerned” about it spreading in the wider 

community because “it is a small world” and other consultants may know them or people they know 

outside these sessions.  

Some engagement with lived experience consultants occurred virtually due to the COVID-19 pandemic. 

This created some barriers and decreased the comfort level for some lived experience consultants 

because they found in-person interactions to be more effective: 

"I think COVID made things a bit harder because we started meeting online. Because I really like the 

face-to-face meetings; when compared to the online ones I really like face to face."  

When the Evaluation Team asked the consultants if they had sufficient opportunity to voice concerns 

or provide feedback, one consultant described the different ways they were consulted that made it easy 

for them to have their opinions heard:  

"We were given the chance to comment on everything personally. Some things were discussed as a 

group and some things we were given so that you do your comments (at home/outside of consultation 

sessions) without influence by other people's idea. So, we were given the chance in every way! " 

Generally, all the lived experience consultants were more involved in providing feedback on the training 

content and development than delivery and implementation methods. One consultant said that the level 

of engagement made them feel like “we at that table would make contributions to our communities.” 

While these opportunities for feedback and engagement were present during the lived experience 

consultation meetings, one consultant raised that they were also asked for feedback on how the 

orientation sessions were run at the end of the orientation on day two. The consultant did not “think 

there was an opportunity for the facilitators to take on anything” and would have preferred to provide 

feedback on the first day so the feedback could be incorporated into the second day of the orientation 

session.  

Concerning the consultation sessions themselves, one lived experience consultant suggested that 

seeing the consultation questions beforehand or at the start of the session would have helped them 

prioritise the sections they should spend more of the discussion time on: 

“If we were able to glance on the questions…because sometimes you’ve got all these stories you want 

to share and you say that’s the first question, that’s the 2nd question that leads on to what you want to 
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say but since you’re so excited you start telling the story during the first question, the facilitators knew 

there was time for that but the people didn’t know. I think if we had time to glance at, have a look at the 

questions in the beginning then we would know where to place ourselves and our stories.” 

Distressing and challenging topic, despite the available support 

The consultants generally found the consultations to be very emotional and stressful due to the nature 

of the subject and their lived experience. One consultant highlighted that the distress followed them 

even after the meetings because it reminded them of their personal experiences: 

"Obviously, the discussions people were having, you know, all those experiences were bringing out all 

those memories or the experiences we have gone through. So obviously, it was stressful. Sometimes I 

felt heavy even going after, thinking about all those things. It didn't just end in the consultation only 

because it stayed with us even later when we finished what all those people were saying, what they 

have gone through, how we could relate. So, it was all heavy stuff." 

One participant explained that while the available support and care did not eliminate these triggers and 

distressing feelings because "the stuff you carry in your heart, in the mind, nobody can actually take 

that away", they did make it easier to go through that experience: 

"Maybe the support made it a bit easier to go through that stuff. If they were not supportive for us, it 

would have been harder for us, that I can say." 

They also acknowledged all the different measures taken to ensure their wellbeing, including the 

provision of contacts for support services to use even after sessions. Although the participant did not 

use any of these services by personal choice, they did not think much else could have been done by 

QTMHC to support them.  

"I felt distressed because it brought up some challenging moments that I have experienced in the past 

and during the consultation."  

It is important to note that each lived experience consultant that we interviewed stated that the 

distressing and uncomfortable feelings were not caused by the consultation sessions per se but due to 

the difficult content discussed. A consultant further clarified this by stating: 

"Well, I am uncomfortable with the experience that I have and the interaction with mental health 

services, but this particular training didn't cause or provoke any bad experience, but I mean people who 

have lived experience with this, and if this experience is negative then any conversation in this regard 

would trigger something." 

Furthermore, another consultant reiterated that the distress was caused by their feelings towards the 

topic but never because of "how it was being handled".  

Felt heard, represented, and appreciated 

They also felt respected and valued, especially when they had a chance to review the training's final copy 

and saw their feedback was taken on board. 

"I felt that my voice heard. They acknowledge my views. I think they were considered in the last version 

of the training."  

While the different opportunities and methods available for providing feedback were appreciated, the 

actual acknowledgement of these suggestions and their implementation into various aspects of the 

training made people feel seen.  
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"All the opinions that were expressed were taken into consideration. They sent the brochure to us, to 

me, so I guess to others as well, a few times. First time in English, then it was translated, then they 

consulted us if we think these translations need to be altered or they are not adequate or not appropriate 

and actually all suggestions that I made were taken into consideration. Because when they sent me the 

final version, it was all my suggestions, I was even surprised." 

Furthermore, the provision of reimbursement for their involvement was also a key component to 

participants feeling like their time and added value to the project was appreciated: 

"Because apart from being support in all that aspect, they also renumerated us and appreciated our 

time there. So, they gave us some money." 

Carpark, space, and logistic issues 

Most of the interviewed lived experience consultants experienced issues with finding a car park during 

consultations: 

"The only problem that we struggled with was the car park; it wasn't that easy. So yeah, the carpark 

was an issue, the rest of the things was ok….: I have no idea what they could have done. I don't know 

whether they were allowed to have another venue where the carpark was a bit easier. Because that's 

the only thing, the rest was okay." 

Some also highlighted a delay in receiving the payments, but they acknowledged that it was a delay in 

the system and not caused by the facilitators. Additionally, while inner-city parking was identified as an 

accessibility issue, consultants also highlighted that the facilitators tried to mitigate these barriers:  

"I had to drive and (the facilitator) tried to give us parking tickets because it was near the city, so some 

of us came from very far away. It was really out of control, but she really made sure we had the parking 

tickets, and it was arranged well on time." 

While parking and the location were looked at as a potential issue by most, one consultant found the 

location very convenient as "it was accessible by train or car". Furthermore, another consultant raised 

that while parking may have been difficult, it was not a concern because of the efforts made for parking 

spaces and tickets to be available to the participants. Instead, they reported difficulties finding the 

meeting room due to lack of signage or clear directions: 

"I myself didn't know where to go. I don't think there were signs. I remember now going into that building, 

but there are different offices there, and when I came a bit early, I went straight to the office, but it wasn't 

that it was the small stairs going up. But there was a sign saying QTMHC. It was still closed, so where 

do we go? There's the reception that's where someone should be met. At least someone should be 

meeting people." 

In addition to these concerns, one participant, who also reported being initially uncomfortable about 

having to share or discuss things in a group setting, found the meeting rooms to be "small" and did not 

help to increase their comfort: 

"...during the consultation itself, the very touchy one, the second one probably a bigger place would've 

been good as well. Because being cramped up with people, you don't really know yet, and you're 

sharing so much. We were allowed to just leave the room if we get upset, but it contributed somehow 

to something, I don't know." 

Cultural and linguistic appropriateness for the target community 

Lived experience participants were generally satisfied with the cultural and linguistic appropriateness 

of the different documents they were consulted on depending on their level of involvement. Different 
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consultants spoke of their involvement with different aspects of CALD SPP, including reviewing the 

training content and its appropriateness, reviewing translations the suicide prevention community 

resource and ensuring its appropriateness for their community in Australia: 

"I was involved in the editing of the translation to make it was more understandable for the people. 

Because the language sometimes changes…if they are staying in (country of origin), they will use more 

pure words of that language. But when people come here, bit of English mixed in, slangs and stuff. So, 

my focus was, because the document was going to be read by people here, so it was one of my focuses 

as well to make sure the words are not too heavy for people here to understand." 

They also believed that their own involvement, along with others from the CALD community with lived 

experiences, added to the cultural and linguistic appropriateness of the project because they 

satisfaction with the cultural and linguistic appropriateness of the SPP, as it allowed QTMHC to 

incorporate aspects of their culture in the different documents they reviewed: 

"It is very appropriate. Because mental health is a very, very delicate topic among the CALD community 

because it is not fully widely spoken. There is a stigma with mental health. So, they have really engaged 

the community members. They have broken down the myths, you know, trying to say this is the myth, 

but this is the truth. They have consulted widely among the different CALD community members, so 

they have incorporated all the cultural aspects of every community, different religious aspects because 

they were asking all these questions. So, I do feel they have definitely done a good job.” 

Furthermore, they thought the training might “start a conversation” in the community, which is lacking 

due to the “taboo” around suicide in their cultural communities. However, one consultant highlighted 

that while having the translated resource was helpful for “people who come from refugee or migrant” 

backgrounds and “don’t speak the language” to provide literacy and information on the topic and link 

them to support services, they held concerns over the appropriateness or relevancy of the places that 

people were told to go or call for help when suicidal. 

“This contains information in their native language which will obviously benefit. But like I said, the point 

is what information? Because when we devised this brochure, for instance, it gives you information and 

educates you on how people feel if they are suicidal and how the approach is in this culture, the 

Australian culture, for people who experience this, which could be different to the approach in other 

countries. Yes, it can benefit information-wise and education. But when we go further when we talk 

about help, where you can go, how you can reach out...its…in my opinion may be on early stages, when 

links like lifeline etc. There is no help there, unfortunately. This is from my experience, and maybe other 

people find it helpful.” 

The consultant showed concern over some of the included helplines because of their inability to cater 

to the CALD population. This is further discussed by another individual who found that some suicide 

helplines and services were not appropriate in general for any population. Still, the added layer of being 

a migrant or refugee made them “are even less fortunate because they are vulnerable”.  

The missed valuable opportunity for face-to-face training with lived experience trainers  

A few lived experience consultants expressed their preference for face-to-face training delivery and said 

they thought the “training might be underutilised” due to its online delivery. 

“We have come to a point in our world where if we are not sure about something, we create a website. 

And that is what this is all about and that I think is a failing. I would have liked to see this training 

happening face to face. I would have liked to see a situation where we could have invited more people 

with mental health problems to become trainer and therefore, get advantages that I got out of the 

process” 
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Due to the changing nature of the project, as discussed in 2.2, and the COVID-19 pandemic, the training 

will be available solely online, a decision that not all lived-experience consultants seemed to be clearly 

aware of. Some consultants had previously expressed interest to assist with the delivery of the training, 

and appeared to have been uninformed of the changing plans and whether they would be used, during 

the implementation of the training. 

“(The facilitator) had talked about the facilitation. The facilitation process to be done with different health 

service providers. That one, I have not heard what they have. Or maybe I have heard and forgotten, 

but the facilitation component, I think one of the lived experiences was to help with the facilitation 

process to kind of help with the pilot program. But I am not sure what happened. Because we did it, but 

in terms of now taking it to the health service providers to train them and for some facilitation to be done, 

I’m not sure about that.’ 

Furthermore, another consultant highlighted that their understanding and perception of the training at 

this stage is solely based on what is included in the training content. However, there may be issues that 

can arise during the implementation of the training and involvement in that process could have allowed 

them to have a better understanding: 

“Sometimes on paper things look “oh! Very good, very good!” but when you stand in front of people to 

whom you are supposed to be delivering, and then they start asking you questions, and you think, “oh, 

there are gaps in our understanding and theirs”. If the message is not getting, then you try to fill those 

gaps, and that’s my point.” 

However, these participants acknowledged that an online training course was required and appropriate 

due to the health pandemic. Still, they reiterated the value a face-to-face training can bring to the uptake 

of the training and its impact: 

“I think delivering it online is very useful now in this time when people can’t meet face-to-face for the 

training. It would be good in the future if it can be done both ways for members of the communities or 

workers in the communities to have the chance to ask questions and provide feedback directly. But at 

the moment, it’s the best way.” 

Concerns about uptake, utilisation, and sustainability of the training 

One consultant expressed concerns over “low-level take up” and “internalisation” of the content of the 

training due to there be no actual requirement for them as workers or as “an organisation” to do so: 

“But my concern has always been that it is, that there are no…no certification, there is no requirement 

to do this. There is no reason for me as a worker to do it. Yeah, my company says, I can just go tick, 

tick, tick and do it. … there are some questions that kind of force you to look at it. But quite often, we 

confuse knowledge with internalisation.” 

Additionally, a consultant raised that while there are questions in the training to keep one engaged, you 

could read the questions and “go back to that spot”, hence affecting the true understanding and uptake 

of the content. They also felt that the “need” for doing the training was not clear to organisations. 

Furthermore, while many different considerations were made, some consultants thought you could not 

know how the training will go until implementation.  

One lived experience consultant further raised that the people doing this training are “probably already 

going through so many trainings already for them to take things on”, highlighting the need for making 

the training language “concise”, “straightforward”, “simple” and “something they would remember”. 

“Because these people are busy, they go training hopefully they would remember those things.” 



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 40 
 

Need for timely engagement and involvement of various key stakeholders 

One consultant raised that the training could have a lot of value for a wider audience, including those 

that work very closely with the community, e.g., religious leaders and doctors as “there is very little 

understanding of mental health with doctors”, rather than limiting it to service providers who may be too 

busy to take the training thoroughly: 

“For example, I would have liked to see engagement with the priests, the imams, all these people who 

can make change, who can actually make change! But we didn’t.” 

Furthermore, they highlighted the need to get people with lived experience involved from the conception 

of a project, rather than “developing the framework” and then “bringing in consumer representatives” as 

consultants. This way, resources are invested in a project that caters to the needs of the target 

population rather than others deciding what they need. They further explained this by giving an example 

of how the commuter trains were designed: 

“What happened is we built these trains, but what happens that in terms of disability, there’s a step. 

That’s one thing. The toilet is at the far end of the last train. So, if a person with a disability wants to go 

to the toilet, they have to wait for the train station, get the guard to let them out, go all the way down 

there. Why? Because they conceptualised what they were going to do and brought the consumer right 

at the very end when things started going wrong, to say we had consumers. So, while we are working 

with Queensland Health and (the Project) team, we need to have the consumer before you make a 

decision. You need to identify from a consumer’s point of view what’s necessary, so we need to be at 

the inception level. Before the development. Before it all. Because the consumer will say, this is what 

we need.” 

Overall satisfaction with the training courses and consultation process 

Overall, all lived experience consultants were extremely satisfied with the training courses and their 

experience as consultants. While they thought the training courses were going to be useful for others, 

they found it to be a good learning opportunity for themselves as well: 

“The training is great, the work was great, and I certainly got a lot out of it.” 

“It was very interesting to find out how suicide was perceived in different cultures of different 

communities living in Australia. I think I have learnt a lot from other participants.” 

Some were so content with their entire experience that they felt like there was nothing the Project Team 

could have done to improve their experience or the project itself: 

“I don’t even have any suggestions. I think it was very well done and to the point. “ 

5.1.2 Interagency network consultations 

A total of 15 consultants from interagency networks were contacted from the list of people provided by 

QTMHC. Of those, only 4 people were interviewed. Reasons for exclusion of other individuals included 

being uncontactable (n=8), and hesitation to participate due to a long time passing since their 

engagement with the project (n=3) (Figure 3). Of those that participated, 75% were females, and 25% 

were male. Participant's age ranged from 36-45 to 56-65, and 75% identified themselves as part of the 

CALD community. Participants were based in Gold Coast, Ipswich and Moreton Bay (Table 8).  QTMHC 

team adviced to interview Interagency network members as part of the evaluation after the training is 

completely developed on online, due to their ongoing involvement. However, with the changing release 

date of the pilot, this was left to much later in the timeline and most of those interviewed were struggling 

to recall back to their experience.  
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Figure 3: Recruitment of interagency network members for the evaluation study 

Table 8:  Interagency networks demographic data (n=4) 

Demographic factor Number of participants (%)  

Sex  

Male                                       1(25%) 

Female 3(75%) 

Age   

36-45 2(50%) 

46-55 1(25%) 

56-65 1(25%) 

Identified as CALD 3(75%) 

Location  

Gold coast 1(25%) 

Ipswich 1(25%) 

Moreton bay 1(25%) 

Blank 1 (25%)  

Comfort level with the environment, timing and size of the group 

Some interagency network members found the time allocated for engagement with their interagency 

network to be limited, and there was not enough time allowing for discussion:  

"When the presenter came in for a presentation, there was obviously a time constraint, and it was quite 

intensive."  

They acknowledged that “time is always a constraint for everyone” at these meetings because there is 

only a certain amount of time available where everything needs to be fitted in: 

“It is very hard to compress things but I guess it was not their fault it was more to do with the meeting 

organisers who put that time frame. I guess more time would be helpful.” 

People attempted to be contacted

n=15

Included in the evaluation 

n=4

Unable to be contacted

n=8

Did not participated due to the long 
recall period

n=3
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Although no interagency members reported having any challenges or distressing thoughts during or 

after the meetings with the Project Team, they recognised the effort of facilitators to create a safe space 

and allow members to take leave, if necessary: 

“I did not become upset or distressed. But they set the grounding rules if you felt uncomfortable, upset 

or distress, needed a space- take a break from the session or let the facilitators know that and break 

and reconvene.” 

In addition to the restricted time given for the presentation, one network member also found the size of 

the meeting to be “quite big”, where they were not entirely comfortable to voice their opinions: 

“…on a personal level it’s not something that I would prefer to give feedback on especially because I 

am not from a culturally diverse background it is a little bit hard for me to be like you know wanting to 

provide feedback wanting to ask question. I think something like that it’s probably best to have smaller 

safer groups to have some discussions to bound back off.” 

Overall satisfaction with the training courses and consultation process 

All the interagency network members that we interviewed felt respected throughout the consultation 

process and in the manner that the facilitators responded to their suggestions and feedback: 

“They acknowledged the information that was being shared and taken on board and taken note of.’ 

They were also given opportunities at “different times” to “comment and provide feedback on a broader 

level”. Their involvement was limited to looking at the training overall rather than providing consultation 

on specific details of the design or content.  

Cultural and linguistic appropriateness for the target community 

All the interagency network members that we interviewed found this training course to be culturally and 

linguistically appropriate. One network member further added on the importance and timeliness of this 

course in the current climate:  

I think it is important and timely. I know that at the end of last year two of our clients from [agency]  

suicided. Nobody saw the signs, or nobody imagined that it would happen, and its people you wouldn’t 

expect to do that. So that’s why I am saying, I think it’s one of the most important trainings. And as I 

said mental health at the moment is on the high for multicultural community who would probably never 

seek support because of the stigma attached to mental health in our multicultural community. Less likely 

to seek support so at least if we have got the tools to support or educate them, it might help someone. 

Furthermore, another network member commended the Project Team on the different measures they 

took to involve members of the community in the development of the training.  The network member 

believed this improved the training’s cultural and linguistic appropriateness: 

“I think what was done to try to obtain information and understanding from the community, I think the 

process was a positive one and a very engaging one, a very productive one, and a very supportive one. 

Everything I have seen, and I have been involved, has been very positive in terms of the development 

of this very package.” 

Despite this, an interagency network member highlighted the need to ensure that training or resources 

targeting the CALD community acknowledged the differences within the CALD community: 

I guess just some feedback around understanding that although CALD groups are similar there are 

differences in the way they view suicide, if someone comes from Zimbabwe maybe views it differently 

than someone who comes from Iran but we are both multicultural, so it might be viewed differently by 

different multicultural – so I guess including those disparities would be very helpful to say there are 

differences and how we can address I for different cultural groups as well. 

Relevant, useful, and appropriate training for service providers 
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All interagency network members that we interviewed, who are also some of the target participants of 

the training, expressed that the CALD Suicide Prevention project would be useful to service providers 

because the training catered to challenges they face with CALD clients who have suicidal tendencies. 

Since the members of the interagency network are also a part of the target audience the training was 

designed for, this feedback also demonstrates the potential interest and usefulness of the training to its 

target audience. 

“I think it is good cause it gives people the opportunity to think about how they then support others by 

understanding suicide from a multicultural aspect. I think it is good because it gives those stakeholders 

who are involved in working with multicultural groups the opportunity to do that. Because they may 

understand multicultural groups better.” 

A network member expressed how the e cultural context of the training would help service providers 

cater to the needs of their CALD clients more effectively by understanding how to work through potential 

barriers such as stigma to initiate a conversation: 

“I think it will give tips to people on how to start a conversation, which I think is always the hardest part 

when you dealing with a topic that is quite difficult in itself and quite challenging to talk about in the 

CALD community so I really think that the questions and the way they are set out and some of those 

tips that are in there would be really helpful for people. And for participants, I think that’s what they are 

looking for. I think they are looking for what ways they can support someone, what ways they can 

identify that someone may be having bad thoughts, and maybe having a few challenges in their life. 

And how can they expand on that and draw some of that out to get the person talking about this 

situation.” 

Additionally, one network member said that the training courses are something that they “would’ve 

definitely brought back” to their workplace and “encourage (their) team to look at to do some training 

in”, as it would add great value to their knowledge and “professional development”. 

Inclusion of a wide range of resources 

Although a few network members believed the “tips” and learning how to “refer people professionally” 

was useful, they wanted to see the inclusion of a wider range of services, other than “call support” in 

the training resources. They believed that since the training information was available on the 

“Queensland Health website, people (may) be able to explore a bit broadly” and find other resources. 

Another network member was not sure if a list of culturally and linguistically responsive services were 

included with the training courses but felt that their inclusion was necessary: 

“I would say maybe (inclusion of) different support services that may also be culturally appropriate and 

may be able to assist someone who is feeling who is suffering from those thoughts and might need 

some professional assistance.” 

5.1.3 Steering Committee consultations 

Out of the nineteen steering committee members, four expressed interest in participating in the 

evaluation. One individual could not make the interview on the scheduled date due to personal reasons 

(Figure 4). All those that participated were females; none identified  from a CALD background. Sixty-

seven percent of the interviewed steering committee members were under the age group 46-55 years, 

and thirty-three percent were under 36-45 years (Table 9).  
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Figure 4: Recruitment of steering committee members for the evaluation 

Table 9: Steering committee member’s demographics (n=3)    

 Demographic factors                                                                                               Number of participants (%) 

Gender                             

Female                             3 (100%) 

Male                           -       

Age  

36-45                                   1 (33%) 

46-55                                   2 (66%) 

Identified as CALD 0 (0%) 

 

An organised, respectful, and supportive environment with different opportunities for 
engagement  

Steering committee members identified the different ways they provided feedback, including the 

approval of different materials and documents sent to the committee, direct one-on-one feedback, and 

group discussions. Regardless of the method, interviewed members spoke of the comfortable and safe 

environment that was created, where all kinds of feedback were welcome and taken on board: 

“I had the opportunity to provide written and verbal feedback at the steering committee meeting and I 

used both of those. Even if it wasn’t detailed feedback and it was just about particular ways of wording, 

I would do it by writing because there is no point talking about it. But if it was more of a concept then 

we would talk about it as a steering committee.” 

These members also felt that their feedback was valued and were satisfied with the amount of time they 

provided for the meeting and feedback requests.  

"They were always open to suggestion and also allowed sufficient time, which is important." 

In addition to being given different opportunities to voice their opinions, they were extremely satisfied 

with how their meetings were run due to the level of organisation, respectfulness, thoroughness, and 

clarity. All participants said the facilitators were very professional and organised and did their job well. 

“In addition to them being very receptive to feedback when it was offered, (the facilitator) was always 

extremely well prepared, so she would come to our reference group with content clearly mapped out, 

so it was very easy to understand exactly what was being developed and very good timelines, so lot of 

lead-time, lots of notice for when different points in time were coming to a particular milestone. That 

level of organisation also made it super easy to contribute to the project as we were very clear with the 

progress of the work.” 

Steering committee willing to be interviewed

n=4

Interviewed n=3
Unable to participate 

(personal reason) n=1
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The steering committee members spoke of the “warm and kind” treatment they received and the 

facilitators' effort to “draw out the range of opinions” from all the different committee members to ensure 

everyone is involved in the discussion. This inclusivity and level of respect was extended even if an 

opinion “was not agreed with”. They felt 

“Very respected, listening to people’s point of view. Even if it was not agreed with there was a very 

respectful explanation why a certain thing might not be possible, or it might be inconsistent with the 

intent.” 

Furthermore, one steering committee member spoke highly of the Project Team's measurements to 

ensure the committee members feel heard and respected. When a piece of advice was taken on board, 

they would follow up and “email saying thank you for putting us in touch”, which they found “helpful” 

because it helped close the loop.  

Generally, all the different stakeholders were more involved in providing feedback on the training 

content and development rather than delivery and implementation methods. For example, one steering 

committee member described their involvement as: 

"Probably more to do with the contents rather than the process. We did talk about a little bit of the 

process like various people we can communicate within the centre to let them know the course 

available". 

The pros and cons of a large, diverse group and lengthy meetings  

All steering committee members found the meetings to be “quite long”, identifying both the challenges 

and opportunities it provided. While they found the extended time “allowed to have details 

conversations”, they also found them difficult to accommodate in their busy schedule: 

“Particularly when in the early stages when we were meeting face to face so you also have to allow 

travel time that will also be an hour that is pretty much three hours so the half day is gone.” 

However, as the meetings were not too “frequent”, they found that the pros outweighed the cons. The 

steering committee was also said to be very diverse in terms of its members, which was seen as a 

positive thing in terms of having a range of opinions and also providing a learning opportunity to the 

members as they connected with different stakeholders in the sector: 

“It was a very good inclusive membership on the steering committee…there was a really wide range of 

people from all backgrounds, both culturally and linguistic background but also the type of services 

people worked for, consumers and carers as well, people with lived experience of mental health 

problems.” 

However, a committee member raised that such a big group can create a barrier for some people to 

express their opinion: 

"It can become difficult, just with such a large group particularly for people who are not used to giving 

feedback for something like this. So, I don’t know if that was necessarily a concern for me but I think 

the bigger the group gets, the more intimidating that can be for people to speak up and particularly 

giving constructive feedback around you think could be better, I think could be very challenging.” 

Cultural and linguistic appropriateness for the target community 

The steering committee members also considered the training project to be culturally and linguistic 

appropriate for the CALD consumers as it incorporated cultural factors. They credited its 

appropriateness to the extensive engagement with people from different CALD communities by different 

methods:  

"…because of the broad range of community that is represented and involved in its development. That 

is why it will be practical." 
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However, when asked about the cultural and linguistic appropriateness of the training course 

themselves, they felt that they were not the right people to answer as they did not identify themselves 

as a CALD person. 

Relevant, useful, and appropriate training for service providers working with the CALD 

community 

Furthermore, committee members thought the training is relevant for service providers that work directly 

with the CALD community because of the national interest in suicide prevention and the importance of 

understanding cultural nuances: 

“Suicide prevention is something most people are interested in and feel strongly about so having a 

package that is developed specifically for the people in CALD community would generate a lot of 

interest.” 

Another steering committee member also felt that the training courses covered challenging and relevant 

topics through very engaging methods that would help service providers in their roles: 

“I think as a whole it covers really important topics that I think are really difficult for people to wrestle 

with. Like how would you ask these questions of someone else, so I thought it was a really nice range 

of watching people, hearing from people around how they’ve done it and how they have managed it, so 

I think the range of videos and different style of questions to reinforce learning, I thought it was very 

nicely done.” 

Barriers to implementation, utilisation, uptake and sustainability of the training 

Some steering committee members raised  issues that may act as barriers to implementation, uptake 

or sustainability of the training project. One of the issues raised was the vast growing number of 

organisations working with the CALD community that the Project Team will need to be in contact with 

to ensure the training reaches the majority of the target participants: 

“The only thing that will be a challenge is the organisations in the CALD community; there’s lots of them. 

So, lots of specific ones that might work with a particular cultural group or might work with a particular 

issue, like refugees or so forth. We don’t always know who is out there because they might be funded 

by commonwealth government in many instances, not state government. so, the challenge is going to 

be whether the centre (QTMHC) knows who is out there but I think it might also rely on word of mouth 

or they will probably need to, maybe once a year some sort of much more of assertive promotion 

because I think organisations come and go. They get funded; they get defunded. And so being able to 

make sure that people who come along that are new or haven’t heard about it before, actually hear 

about it. That’s probably the biggest challenge, spreading the message.” 

While this changing nature of the sector was said to cause some barriers to the sustainability of the 

training project, a member also highlighted that the large number of suicide prevention trainings that 

are currently available: 

“I think one of the issues is, and we did talk about this, that there are lots and lots of trainings about 

suicide prevention.”  

Some of these trainings were said to be effective and “evidence based”, while others were developed 

by underqualified individuals with an interest in suicide prevention. The large number of available 

trainings created a challenge in talking to organisations to see “which type of program meets their 

needs”. The steering committee member suggested that QTMHC may need to take a more proactive 

approach with promotion of the training courses: 

“So, it’s about supporting organisations to say, there’s this package but there’s also this, this and this 

one and this one might meet your needs more because it’s much more culturally specific. And I haven’t 

spoken to the centre about how much capacity they have to work with organisations to help them 

navigate which training package to do. Because sometimes they build on each other as well. So, it 
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might be good to start with this one we are talking about and if people want more detailed information, 

they can go to this one.” 

Furthermore, some steering committee members commented about the length of the training and how 

it can impact its uptake but also highlighted that it was necessary, in order to incorporate all the 

necessary information: 

"It is possibly a little bit long. It is quite in-depth, which I think is very useful. Because it is what people 

are looking for. I am not sure how that could be different without losing some of that depth of skill that’s 

included in the package.” 

These concerns were further reiterated by another member, who felt that because of the online nature 

of the training in addition to its length, there is a possibility of limited engagement with the training 

material from the participants: 

"Everybody within the public mental health sector is incredibly overwhelmed and busy and underfunded.  

So, I think the challenge is really just giving people time and space to participate and to complete the 

training... I had to do all these annual online trainings and depending on when I get them, I will often 

just click, click and okay I have completed the assessment. I will be optimistic that other people are 

better at online training than I am... So, when you don’t have people contained in a room where they 

have to be there and present and you can say don’t check your phone while you’re there and you can 

sit with it, that’s the real challenge we all face with online delivery of resources.”  

In regards to the sustainability of the training courses or ones similar to it, one committee member 

highlighted the gap in organisational support faced by members of the community, who are often at the 

forefront of suicide prevention in their communities: 

“The other thing that strikes me is a lot of people working in the community as volunteer, and there are 

a lot of them, community leaders and community members that are just actively involved in their 

communities and also volunteers from a range of organisations, if you are not from an organisation that 

has got a lot of structured support for you as a worker it feels like the next gap now. what are the 

supports in place for people who are working very informally with people from CALD background? so 

debriefing or checking in or making sure they have done enough when they are working with someone. 

that is the piece that strikes me as missing now. I don’t think that can be addressed in the training, 

cause that’s different than training.” 

Overall satisfaction with the training courses and consultation process 

One steering committee member acknowledged the challenge the committee and Project Team faced 

to decide on what information to include in the training courses because “you could cover so many 

things”. However, they were very satisfied with how the Project Team handled this challenge and “made 

purposeful decisions around what they would cover”, which allowed the training to be “user friendly and 

engaging”.  

In general, all steering committee members that we interviewed expressed feeling comfortable with the 

feedback process.  

5.2 Outcome evaluation 

These results are from the pilot training participants directly invited to complete the pilot training and to 

provide feedback on the training content. Participants were identified through interagency networks and 

met specific inclusion criteria to participate. It should be noted that once the training is disseminated 

more broadly, future training participants may be substantially different in key demographics, level of 

contact with the CALD community, and other factors as compared to the current pilot participants. 
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5.2.1 Reach 

The Project Team sent invitations to participate in the pilot training through pre-established networks. 

A total of 95 people returned an expression of interest (EOI). After QTMHC's internal screening, 40 of 

these EOIs were sent to the evaluation team. Thirty-one people were screened for eligibility to 

participate in the training by the evaluation team; contact could not be made with nine people. A total 

of fourteen people were excluded based on the exclusion criteria, leaving seventeen eligible 

participants. Two of these individuals were excluded, one was non-contactable, and the other was due 

to limited availability for the pre-training evaluation questionnaire. Fifteen people participated in the pre-

training questionnaire and interview. Another three people were excluded from the final number of pilot 

training participants because they did not complete the training course and participate in the post-

training evaluation activities due to changes in their position at work and lack of time. A total of twelve 

individuals completed both pre-training evaluation activities, the online training  and post-training 

evaluation activities. Nine of these were able to complete the 3–4-month follow-up survey and interview 

(Figure 5).   

 

Figure 5: Recruitment of pilot training participants 

Pilot training participants comprised 83% females and 17% males ranging from age groups 25-35 to 

65+ years old (Table 10). More than half of the participants identified themselves as from a CALD 

background, and 92% percent had some contact with clients from a CALD background.  The pilot 

training participants came from various work areas and were based in Brisbane, Cairns, Ipswich and 

Logan.  

  

Total number of people expressed 
interest in the pilot training n = 95

Total number of EOIs sent to the 
Evaluation Team by QTMHC n = 40

Uncontactable = 9

- Phone not working (2)

- Busy to be contacted (2)

- To be contacted only by 
e mail (5)

Number of people screened for 
elligibility n = 31

Not eligible to 
participate the pilot 

training n = 14

Eligible to 
participate in the 

pilot training n = 17

Participants  able to take pre 
training test n=15

Unable to participate n = 3
- Change of role/position in 

their work (2)
- Unable to complete the 

training (1)

Participants able to take post 
training test n = 12

Partipants able to 
complete follow-up survey 

and interview n = 9

Unable to participate n = 3
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reasons (1)

Unable to complete 
training n = 2

- Uncontactable (1)

- Technical difficulties to 
participate (1)
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Table 10: Demographics of pilot training participants 

Demographic factors Percentage of participants 

at pre- and post-training 

(N=12) 

Percentage of participants at 

3–4-month follow-up 

(N = 9) 

Sex   

Female 10(83%) 100% 

Male  2(17%) 0% 

Age 
 

 

25-35 years old 3(25%) 2(22%) 

36-45 years old 1(8%) - 

46-55 years old 4(33%) 3(33%) 

56-65 years old 3(25%) 3(33%) 

65+ 1(8%) 1(11%) 

Identified as a culturally and 

linguistically diverse person 

7(58%) 6(67%) 

Current position  

Administration 1(7%) - 

Front line/ direct service 

delivery staff 

5(42%) 3(33%) 

Honorary Consul 1(8%) 1(11%) 

English Teacher 

(Volunteer/Paid) 

4(33%) 3(33%) 

Support Worker 1(8%) 1(11%) 

Peer worker 1(8%) 1(11%) 

Duration of experience in the current position  

Between 1-3 years 25% 3(33%) 

Between 3-5 years 17% - 

Less than one year 50% 5(56%) 

More than five years 8% 1(11%) 

Current work area/place 
 

 

Culturally specific 

services 

5(41%) 4(44%) 

Multicultural support 

services 

1(8%) 1(11%) 

Education 3(25%) 3(33%) 

Settlement support 

services 

1(8%) - 

Suicide prevention 

services 

1(8%) 1(11%) 

Location of work   

Brisbane 9(75%) 7(78%) 

Cairns 1(8%) 1(11%) 

Ipswich 1(8%) 1(11%) 

Logan 1(8%) - 

Frequency of work with clients who identify as culturally 

diverse? 

 

Daily 5(42%) 3(33%) 

Never 1(8%) 1(11%) 
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Occasionally 2(17%) 2(22%) 

Weekly 4(33%) 3(33%) 

Frequency of contact with the CALD community 

The target group in this project was human service providers working with CALD consumers. Out of the 

twelve pilot training participants, 92% worked directly with CALD consumers at different regularity. The 

other 8% of participants reported  they never have contact with clients from CALD backgrounds (Figure 

6). Furthermore, 57% (n=8) of the pilot participants had previously helped or provided support as part 

of their work to someone at risk of suicide, with suicidal thoughts and feelings,  seriously considering 

suicide, or with suicide attempts. 

 

Figure 6: Frequency of contact with CALD community at risk of suicide, has suicidal thoughts, seriously 
considering suicide or has made suicide attempts (at pre-training) 

5.2.2 Effectiveness 

Change in overall knowledge of suicide, its causes and prevention before and after the 

training 

Before attending the training, 33% of the participants self-reported a "poor" knowledge of suicide, its 

causes and prevention, 11% and 44% reported "fair" and "average" knowledge of suicide, respectively. 

In contrast, only 11% reported having "good" knowledge. These numbers changed after the training as 

the number of people who reported a "good" knowledge of suicide, its cause and prevention increased 

to 67%, with no one reporting to have "poor" or “fair” knowledge. At follow-up, more individuals reported 

they had “average” knowledge of suicide, its causes and prevention (67%) and only 33% self-reported 

a “good” level of knowledge (Figure 7).  

Pilot training participants also had a change in knowledge regarding the reasons that a person may be 

at risk of suicide and said: 

"I learnt that there was a lot of inputs to make someone isolated”. 

 

Weekly Monthly Yearly Not at all
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Figure 7: Self-reported knowledge of suicide, its causes and prevention (at pre-training, post- training 

and follow-up). 

These findings were supported by the results of the Literacy of Suicide Scale which also showed an 

overall increase in knowledge. Table 11 shows the LOSS scale results and the changes in the average 

score for each item.  
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Table 11. Literacy of Suicide Scale - change in percentage of participants who obtained a correct answer (%) at each time point 

Survey items Pre-training 
scores 

Post-training 
scores 

Follow-up 
training scores 

% Change in 
scores (pre- 
and post-
training) 

% Change in 
scores (pre- 
and follow-up 
training) 

Nothing can be done to stop people from making the 
attempt once they have made up their minds to kill 
themselves 

75% 100% 100% 33% 33% 

If assessed by a psychiatrist, everyone who suicides 
would be diagnosed as depressed 

67% 83% 89% 25% 33% 

Seeing a psychiatrist or psychologist can help prevent 
someone from suicide 

75% 92% 89% 22% 19% 

Most people who suicide are psychotic 83% 92% 89% 10% 7% 

Only experts can help people who want to suicide 92% 92% 89% 0% -3% 

There is a strong relationship between alcoholism and 
suicide 

33% 58% 56% 75% 67% 

People who talk about suicide rarely kill themselves 50% 83% 67% 67% 33% 

People who want to attempt suicide can change their 
mind quickly 

25% 17% 44% -33% 78% 

Talking about suicide always increases the risk of 
suicide 

67% 75% 78% 13% 17% 

A person who has made a past suicide attempt is more 
likely to attempt suicide again than someone who has 
never attempted suicide 

50% 58% 78% 17% 56% 

Media coverage of suicide will inevitably encourage 
other people to attempt suicide 

33% 42% 33% 25% 0% 

Not all people who attempt suicide plan their attempt 
in advance 

67% 67% 89% 0% 33% 

People who have thoughts about suicide should not 
tell others about it 

100% 100% 100% 0% 0% 

Very few people have thoughts about suicide 58% 67% 67% 14% 14% 

People who are anxious or agitated have a higher risk 
of suicide 

50% 50% 78% 0% 56% 

Most people who suicide are younger than 30 50% 50% 78% 0% 56% 

Men are more likely to suicide than women 75% 92% 100% 22% 33% 

People with relationship problems or financial 
problems have a higher risk of suicide 

75% 83% 89% 11% 19% 
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Most people who suicide don’t make future plans 25% 33% 33% 33% 33% 

If you asked someone directly; Do you feel like killing 
yourself?; it will likely lead that person to make a 
suicide attempt 

83% 92% 89% 10% 7% 

A suicidal person will always be suicidal and entertain 
thoughts of suicide 

58% 58% 78% 0% 33% 

A person who suicides is mentally ill 83% 67% 78% -20% -7% 

A time of high suicide risk in depression is at the time 
when the person begins to improve 

25% 42% 67% 67% 167% 

Motives and causes of suicide are readily established 50% 50% 56% 0% 11% 

Most people who attempt suicide fail to kill themselves 8% 33% 33% 300% 300% 

Those who attempt suicide do so only to manipulate 
others and attract attention to themselves 

92% 50% 78% -45% -15% 
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Change in ability to recognise warning signs  

Just over half of the pilot training participants reported knowing how to recognise the signs of suicide 

before completing training. The level of knowledge about signs of suicide increased to 89% after the 

training. This decreased to 78% at follow-up, but more people still self-reported knowing how to 

recognise these signs than at the pre-training time-point (Figure 9).  

 

Figure 8. Change in ability to recognise signs of suicide at each time point 

Before taking the training, participants were asked why someone might take their own life. Most 

participants related wanting to take one's life due to feelings of helplessness, isolation, trauma, drug 

and alcohol abuse, and hopelessness. both before and after completing the training and acknowledged 

that various factors could lead to it, not indicating a substantial impact caused by the training courses. 

Participants also expressed the question's vastness by calling it "a big question" and "the million-dollar 

question".   

"Because they don't see any other way out. They are probably feeling isolated and hurt. There might 

not be somebody there to speak to them. I had had a client before who was quite suicidal. The way I 

noticed it was she was very, very sad, kind of portrayed the feeling of complete hopelessness and her 

partner had betrayed her so badly. And I thought, oh my goodness, she doesn't see a way out, she 

doesn't see that there will be another day where the sun comes up."  

Similarly, training participants were also aware of some warning signs before the training, and while 

most people related to suicide to feelings of despair and not being needed, some also thought that the 

warning signs are not always visible and long-lasting:  

"Maybe isolation, oh, change in personality but quite dramatic that hopelessness not out of the positivity 

or anything. I know cases where you think they are perfectly normal but found that they commit suicide. 

They are not all clear, but a lot of them, it is good to keep an eye if they change in their environment 

like they lost their jobs, lost their families, been in some kind of hostile environment things like that."  

Another such participant who thought said that they are “not sure if there are always warning signs” 

before completing the training was able to list several warning signs after completion of the training 

courses, with feelings of despair as the main one:  

“After doing the training, I would lookout for someone who perhaps wasn’t taking care of themselves or 

seemed to have lost interest in life, or was talking about loneliness or isolation. Generally, I guess they 

are the warning signs of some of the depression that I might associate with a worry that I might have...It 
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just seems to me despair is the major reason, not being heard and just feeling like nobody can really 

understand where they’re up to. I guess that is what I came out of it (the training courses) with.”  

Another participant identified individuals withdrawing themselves and “not contacting people” as a 

warning sign before completing the training courses. Afterwards, they also recognised that experiences 

where an individual loses control of a situation could also be a risk factor.  

"They aren't in control of their life because of a situation. For example, they have visa issues so that I 

can see their worries, so I think that's a sign that they might be thinking of suicide because they can't 

control the situation."   

Given the current circumstances of a global pandemic and the toll it has had on people, several training 

participants also identified COVID-19 as a risk factor:  

"It could be physical isolation. If they can't go out anywhere, especially this year because of COVID, it 

could be the main risk factor."  

"I think they lost something, for example, they lost a family member, or they lose a job. Like COVID-19, 

a lot of people lost their jobs, so maybe they think, "oh, I can't do anything". So, I think that's a risk 

factor."  

Before taking the training courses, another training participant also mentioned “exposure to trauma”, as 

well as experiences of “abuse” or “hereditary illnesses”. They felt that it could be challenging to know 

warning signs in “non-native English speakers”, so you can see it in their “facial expression, body 

language, and energy levels”. A “sense of helplessness” or “not applying themselves to learning” were 

also seen as warning signs. After completing the training, the individual was able to identify other risk 

factors and warning signs like “sense of worthlessness, lack of social connection, loss of loved ones, 

lack of engagement and feeling agitated”. In terms of CALD clients, the pilot participant also became 

aware of additional risk factors other than physical cues and trauma, e.g., “their migration experience 

compounded with their current experience and lack of social connection”.   

Overall, all pilot participants recognised at least some warning signs and risk factors before taking the 

training. This level of knowledge generally increased as they reported additional warning signs and risk 

factors after completing the training. After the completion of the training, some training participants were 

able to list more social determinants as risk factors such as “loss of employment”, “financial difficulties”, 

and the “persistence” of “difficult” life experiences.   

Change in attitudes towards the importance of understanding culture while providing 

service  

For pilot training participants that came from a CALD background themselves, the importance of 

knowing one's cultural context appeared to be clear even before attending the training: 

"I think it's very important (to know the client's cultural context) because some cultures are very different. 

Like I am from (a cultural group) background, I can read the (cultural group) signs, but I can't read other 

cultural signs. For example, I understand (a particular language), so maybe I can understand read the 

suicide signs, or what they are saying may have implication that they want to commit suicide. So, I think 

it's very, super important." 

One of these CALD training participants was aware of and stated how different cultures view suicide 

differently across the world, from being "considered an honour" or “bravery” to being considered a 

"taboo" and “sinful”.  They found it essential "to look at it from cultural background" to "understand where 

the person is coming from and where this fits in". They also believed that knowing about a client’s 

culture can help them know the right way of dealing with the case and “understanding the signs”. 

"I think it is very important to be able to speak to somebody with the right information to give to them, 

to help them." 
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However, when the same question was posed to someone who did not identify themselves with a CALD 

community, during the pre-training interview, they said: 

"I am not sure I can answer that. I don't think I know enough about that to answer it." 

Additionally, they did not think the cultural context of a client could have an impact on their level of risk 

to suicide: 

"See, I wouldn't have thought so. I think it's more like they feel like they don't have any place.  They 

don't have a network; I think it's mainly isolation rather than culture, is my thought." 

 

When the same training participant was asked about the importance of knowing one's culture when 

providing support to someone at-risk of suicide after the completion of the training, they recognised the 

different ways culture can impact their experience: 

"I think when you are interacting with people from a different culture, learning to speak English is just 

the tip of the iceberg. There is so much more we need to understand…You don 't know those 

parameters. You don't know the pressures that they are under, and those pressures may well come 

from internal forces, not external forces. These are the things that we are not aware of; this is the tip of 

the iceberg." 

They also discussed learning the value of building a rapport and learning more about one's cultural 

background to be able to provide them with more appropriate care: 

"I learnt that you really should read up on their culture before you are talking to them; I didn't know that. 

I am Australian; what do I know? Nothing. So, the course taught me this, that there is a lot of preparatory 

work that you should do before you speak to a person from a different culture." 

Participants also highlighted how practices by services providers must be adapted to provide an 

appropriate and effective service: 

"I am not sure about other cultures, but for my culture, it's definitely taboo to ask, especially if the person 

is older than you or in different hierarchy; it's not appropriate to do it. So, I think knowing the culture and 

just changing the phrase, to ask in a more polite way or another way to ask the question. So, I think it's 

very important to be aware, and not just go straight away "do you want to suicide"; to rephrase it in 

different words." 

This also extends to rapport building for creating trust. After completing the training, the participants 

knew that they should ask the client directly whether they are considering suicide. Still, they also knew 

that when providing services to CALD communities specifically, they must also be mindful of how and 

when to ask the question and spend time building a level of trust: 

"It's a very personal question; it can be very confronting... It's important that that person trusts you 

before you ask this question, so they don't feel like you're crossing boundaries of privacy and culture 

before you ask these things. You can't just ask them; you have to see if that person is wanting you to 

be the person, they confide in."      

Some training participants who had more exposure to the CALD community in their work and had prior 

experience with working with individuals from diverse backgrounds were aware of the impact culture 

can have on one’s risk to suicide, their suicidal behaviours, as well as help seeking behaviours, both 

before and after the training. One such training participant, who did not identify as a CALD person, 

identified that the “vocabulary” used in Australia may be “more explicit”, “confronting” or “not always 

culturally appropriate” for those that to “adapt to a new health system” before completing the training. 

Furthermore, they believed that “there may be a stigma attached to seeking treatment or admitting in 

the first place that they may need help.” At the follow up interview they further added: 

“All cultures deal with this in a different way.  For some, there might be a stigma, it still may be 

unacceptable or not a custom to talk about issues such as this, including issues such as mental health, 
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so it can be seen as a weakness and that you just don’t discuss it.  It’s smaller communities and 

information travels a bit faster.”                                                                                               

Changes in knowledge about media etiquette 

 Some training participants were entirely against the use of social media and therefore could not identify 

what to consider when talking about suicide on social media before the training. However, while their 

feelings towards the general use of social media may not have changed, they could identify some safe 

ways to talk about suicide on media after completing the training. One such individual believed that 

social media “should be used positively”, if at all, but admitting to not knowing how to do so. At the 

three-month follow-up interview, the pilot participant was able to recall some media etiquettes around 

suicide that were included in the training course:  

“Well, it should be avoided because it can encourage others.  The language we use around it is often 

not appropriate, so yeah, I think there has been an issue in the media. There can be copycat cases, so 

it should just be avoided – and eliminate race, not racially profiled, or any kind of profile, socioeconomic 

as well.”  

Another pilot training participant who highlighted the need for “awareness and confidence” before talking 

about suicide online or on media before completing the training did not list any specific things that 

should be done or avoided. However, at the post-training interview, they recorded the steps that one 

should take while engaging in media in regards to suicide and reinforced how much they liked having 

this information in the training courses and wanted to have the section as a downloadable guide:  

“There were actually good things in there. Don’t put it on the front page, don’t glamorize it, don’t make 

an issue out of it, don’t put the details down, a certain word should be used, and again there is something 

else I would like to have and download it because you would refer those things you know when you 

want to write something. So, I love that.  And again, you don’t need to give the names, addresses, areas 

you don’t make issues out of it.”  

However, this training participant was less clear on their views about this module at the three-to-four-

month follow-up interview. They recalled that “(the training course) was against talking about how many 

numbers of people suicide” in the media. They were unclear about this recommendation as they felt it 

was like “hiding behind curtains like we are ashamed of suicide”. They believed the “public” should know 

about these statistics.   

One training participant consistently spoke of the training module about media during the post-training 

interview as they found it “very interesting” and helpful. Before completing the training, they only spoke 

about ensuring that people at risk of suicide or suicide ideations feel “safe to talk about it”. However, 

after the completion of the training, the pilot participant felt they would be comfortable to engage with 

media or on social media to start a discourse around suicide by providing support and ensuring the 

safety of those that were more at risk. 

Change in knowledge of protective factors to prevent suicide 

Participants were able to identify some protective factors both before and after the training, but two 

protective factor that was recognised more widely after the completion of the training was a “connection 

to the community” and “social support”:   

"…People who can give them mental support. If they join a club or society or some group of friends that 

can contact them regularly. The person might not drop down; this could be a safety net."  

When asked about protective factors before the training, one participant highlighted the value of learning 

English and considered the lack of English language skills to be one of the significant risk factors to 

suicide and feelings of isolation:  

"What I am learning is, and I am dealing with people who are coming to this country without English, is 

sometimes things like an English course or any connection with the society here can provide them, 
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someone, to talk to, communicate with that they haven't had. And it's a legitimate way that their culture 

accepts of them trying to learn a language.”  

However, after completing the training and similar to other pilot participants, the participant also 

acknowledged the influence of various social determinants like financial stability, employment, and, 

more importantly for the CALD community, the value of family and community as a protective factor. 

The participant described some elements that can protect an individual’s vulnerability to suicide, saying:  

“A very supportive community, Understanding parents, a good grasp of English and also a social life. 

You know, to be able to get along with your community and with Australians to try to better integrate life 

in these areas. And working.”  

Some other protective factors that different participants recognised both before and after completing 

the training were “a very strong social network, a secure family background, good communication 

between family members, good community liaison, knowing that it’s okay to speak up” “employment”, 

and staying engaged through different sports and activities. 

Change in attitudes towards engagement with community or other workplace staff 

while providing care  

 Most participants were generally aware of the need to consult with a trained professional when 

providing support to someone at risk of suicide, even before completing the training:  

"I think I will contact professionals, someone who has specialised in psychology. I will seek professional 

help or at least someone who knows that area."  

 When one of the training participants were asked who else they should engage from their client's 

community or their workplace, they also highlighted the importance of involving a professional in their 

care but identified themselves as their community representative:  

"I would certainly refer them, immediately to a psychologist or psychiatrist or the helpline, to a 

professional provider obviously because I am not professional. From their community, I would be their 

point of contact. They would seek the community advice here in the (their workplace)."  

 However, when the same question was posed to the training participant after the completion of the 

training, they highlighted a range of other people that could help in providing care that is culturally and 

linguistically appropriate:  

 "I need to work with their community groups. You might need an interpreter to help, especially if it is 

somebody who doesn't speak English very well. Or even if they do, I think sometimes...I learned that 

from the course as well that it's very hard to express your emotions like that even if you speak English 

very well. So, I would say maybe religious partners and other organisations within the community, 

psychiatrist, psychologist and all that."  

After completing the training course, other participants highlighted that there might be a benefit in 

providing a more integrated approach by linking their different service providers together:  

"First of all, I will see my supervisor or whoever is involved in the case. And then maybe I will tell, for 

example, if the person is seeking a psychologist or maybe if there is another social worker that knows 

the client, they can share information and work together. So, I think people that know the client if they 

allow then for them to work together is a very good idea."  

In terms of engaging anyone from the client’s community, several pilot participants showed interest in 

engaging with a family member, someone they were comfortable with from the community or a 

community leader even before completing the training courses, but only with the client's permission. 

They also talked about simply asking the client who else they wanted the service provider to engage 

with. One training participant acknowledged the same things, including asking for professional help 

while discussing who they will engage with to support their client before the training. After taking the 
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training courses, the training participant highlighted the need to ensure the cultural and linguistic 

appropriateness of the professional help they engage with for the CALD client:  

“If I feel that there is somebody from their own culture like say a psychologist or somebody who will 

soothe them...a psychologist or a social worker who can perfectly understand what they are undergoing 

like their cultural things, what is impacting them?” 

Change in knowledge of barriers to care and service utilisation for CALD community 

Before completing the training, most training participants identified trust issues, cultural stigma and 

taboo, and feelings of “shame, confusion, sense of failure” as the reasons for someone not going to the 

services they were referred to.   

“Because they are too scared to do that, or they are ashamed, very ashamed. Or they believe what 

they are doing is so wrong. They are concerned about being a bad person. I think all of that plays a role 

in it.”  

“Maybe they do not trust the organisation; they don't see it as credible; they don't think they will get 

support from that organisation.”  

After receiving the training, training participants also discussed these same factors and those past 

experiences and the lack of appropriate services could be a concern, suggesting that they already came 

into the training with a high level of awareness about these barriers to accessing care:  

“So, I think that's the reason they don't trust the people. Maybe they have had a bad experience before, 

so they would rather tell a friend.”  

Before taking part in the training course, one training participant believed that the reasons why some 

clients will not utilise the services they are referred to are because of how determined they are in their 

decision of dying by suicide:  

“There are some people who do not want to share because they are very determined to take lives away. 

Once they mention it, maybe people will go around and stop them from doing that. I think those who do 

not like to talk about it are those people who are serious that they want to take away their life.”  

At the post-training interview, they were able to identify that low service utilisation could also be because 

the client thinks “there is no help available” or due to fear of stigmatisation. However, three months after 

completing the training, they referred back to their initial sentiments by saying that only those who are 

serious about taking their lives do not go to services or talk about their suicidal ideations.   

Some pilot training participants were aware of different barriers to accessing care both before and after 

the training, with the ability to list additional barriers after completing the training. These individuals were 

also reported to see CALD clients more frequently, e.g., daily, which could impact their level of 

knowledge.   

Change in knowledge of appropriate language  

 The pilot participants were also asked which terms or words associated with suicide were appropriate 

or preferred and which ones were problematic, i.e., the terms are stigmatising or inappropriate (Table 

9). More training participants were able to identify the correct response for all but two terms (political 

suicide and cutter), which saw no change in the overall percentage (Figure 10). The most significant 

change in score was seen for the phrase “they took their own life” after the training, which could also 

be observed in the conversations. Before completing the training, most participants used the words 

“committed suicide” while participating in the interviews. However, a shift could be noticed in their 

language as they referred to people who died by suicide  using variations of the phrase “took their own 

life”. Unfortunately, some positive shifts in language seen at post-training were lost at follow-up for some 

terms. Still, more people recognised “cutter”, “political suicide”, and “committed” suicide at follow-up as 

language that was problematic. 
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Figure 9: Change in knowledge of appropriate terminology, time points: pre-training, post-training, 3–4-

month follow-up 

Before receiving the training, one pilot participant acknowledged their lack of confidence in knowing 

what the right words to use are when talking about suicide. Still, they were very aware of the importance 

of learning and using appropriate language:  

“I am always conscious about the words that we use. Sometimes I am not confident, like when they say 

I have to think twice about the words that I use. Because by nature I talk very fast and sometimes when 

I am dealing with somebody, I really need to think of what to say, what would be appropriate for them. 

That is one thing I am learning.”  

When looking at their scores, they correctly identified five out of the seven terms listed in Figure 9 at all 

three-time points. However, when looking at each term individually, they considered “committed suicide” 

as an appropriate way to refer to someone who died by suicide before completing the training, which 

was apparent in the qualitative interview and thought “suicide attempt" was problematic. At post-training 

and follow-up, they chose every item as inappropriate, perhaps suggesting that the training made them 

even more conscious and worried about using language around suicide. This nervousness about their 

use of language was further displayed in their response during the post-training interview when asked 

what they felt the least confident about:  

“The most difficult thing is, am I doing the right approach? Am I asking the right questions? And it’s such 

a delicate thing, so I must not make any wrong moves in the questions which would upset anybody and 

everybody. That was the most difficult part, I would say.  It is a bit difficult. I wouldn’t say I am 100% 

confident dealing with suicide still, even though I have the information, I would only try, but I am not 

sure.” 

 

Changes in knowledge of referral protocol and confidence of utilising it 

 One training participant who had previously worked with a “multidisciplinary team” in a hospital spoke 

of knowing how to refer someone at risk of suicide in a healthcare setting. However, without the support 

of a multidisciplinary team in their new job as a service provider, they felt that the help they could provide 

to their client was a lot more limited. When asked about how to refer their client, they said that they 

would” probably ask, have you talked about this with anyone else? what would you like me to do to help 

you, is there anything I can do to support you” but were not sure if that is what they should do or if their 

role allows them to do more.  

However, when they were interviewed three months after the completion of the training, they were a lot 

more confident while speaking of the referral protocol:  
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“You definitely would again, talk to them.  Not directly about the word using the language inside but ask 

them how they feel and what support do they have and then, refer on.” 

Change in the level of stigma before and after the training 

The median total pre-training score for the stigma of suicide scale (SOSS) was 157.0 (range = 81.0 to 

210.0), and the median total post-training score was 142.5 (range = 86.0 to 208.00) (Figure 11). 

However, these post-training improvements were lost at follow-up (media=160; range=92 to 210). 

Overall, the Friedman Test showed no statistical difference in the means of the pre-, post-, and follow-

up training test scores (p>0.05); however, this was not unexpected given the small sample size.  

 

Figure 10: Stigma of suicide scale - changes in the overall and subscale scores after the training  

One training participant, who also identified themselves as a CALD person, said that individuals who 

“do not like to talk about it, are people who are serious that they want to take away their life” before 

completing the training, which can encourage not opening up to be taken seriously. Furthermore, while 

discussing risk factors that can lead to suicide, they expressed stigmatising views towards those that 

take their own life by saying:  

“Some people who don’t like to work, they are not getting what they want, and they want to be dependent 

on their mother and fathers. When that doesn’t seem something easy or if they don’t get it or they don’t 

get the help they want, they think they are neglected; they are not wanted. Regardless of their age and 

what, they commit suicide. “  

Another pilot participant highlighted that before completing the training; they were “not understanding” 

of people “who are going through that kind of stuff”, which led them to “alienate them” in their mind and 

stated they were “afraid to talk to them”. They were concerned about it being “hard to communicate” 

with people at risk of suicide or suicide ideations, but completing these training courses has made them 

realise that these individuals “are just like normal human beings who had just struggled with something”.   

Change in the level of skills and competency before and after the training 

Most pilot training participants had improved scores (overall reductions in average deviations from the 

mean) at post-training and follow-up, except for a notable few (Figure 12). Statistically significant 

differences were found among certain characteristics of the pilot training participants. Participants who 
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had more frequent contact with CALD populations performed better overall on the SIRI-2 (pre-training 

p=0.027; post=training p=0.059).  Pilot training participants from non-CALD backgrounds also 

performed better on the SIRI-2 compared with participants from CALD backgrounds (pre-training 

p=0.001; post-training p=0.014). 

 

Figure 11: Pilot raining participants selected SIRI-2 items average score  

Participants demonstrated large deviations on a few SIRI-2 items (1A, 7B, 18B, and 21B), indicating 

these items may be problematic in pilot training participants from CALD backgrounds (Figure 12). 
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Figure 12: SIRI-2 item analysis of median deviation from means at follow-up. 
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Table 12: SIRI-2 item analysis of change at each time point. 

 

SIRI item Post-training Follow-up 

Client 1: I decided to call in tonight because I really feel like I might do 
something to myself…I’ve been thinking about suicide. 

  

Helper 1A: you say you’re suicidal, but what is it that’s really bothering 
you? 

Improved Improved 

Helper 1B: can you tell me more about your suicidal feelings? No change No change 

Client 2: And now my health is going downhill too, on top of all the rest. 
Without my husband around to care for me anymore, it just seems like 
the end of the world. 

  

Helper 2A: Try not to worry so much about it. Everything will be all 
right. 

No change No change 

Helper 2B: You must feel pretty lonely and afraid of what might 
happen. 

No change No change 

Client 3: But my thoughts have been so terrible…I could never tell 
them to anybody. 

  

Helper 3A: You can tell me. I’m a professional and have been trained 
to be objective about these things. 

Improved Improved 

Helper 3B: Some of your ideas seem so frightening to you that you 
imagine other people would be shocked to know you are thinking such 
things. 

Improved Improved 

Client 4: No one can understand the kind of pain I’ve been going 
through. Sometimes I just feel like I have to hurt myself, so I cut my 
wrists. 

  

Helper 4A: It seems like you’ve been suffering so much that cutting 
your wrists is the only way you can make the pain go away. 

Worse Worse 

Helper 4B: But you’re so young, you have so much to live for. How can 
you think of killing yourself?  

No change No change 

Client 5: What are you anyway? Are you a doctor? How do you know 
what I’ve been going through? You’ve probably always had it pretty 
soft.  

  

Helper 5A: So, you are wondering if I can understand how you feel. No change No change 

Helper 5B: You’re not even giving me a chance. I’ve had a pretty rough 
life too; you’re not the only one who’s seen some hard times. 

No change No change 

Client 6: My life has been worthless ever since my wife, Emma, died 
four years ago. The kids are grown and married now, and I’ve been 
retired from my job at the railroad for some time. It just seems that I’d 
be better off dead.  

  

Helper 6A: but try to think of what Emma would want for you. She’d 
want you to continue leading a productive life, wouldn’t she?  

Improved Improved 

Helper 6B: It sounds like everything just collapsed around you when 
Emma died… but what happened recently to make you think that dying 
is the only way out?   

Improved Improved 

Client 7: I really need help... it’s just...[voice breaks; silence]   

Helper 7A: It must be hard for you to talk about what’s bothering you. Worse No change 

Helper 7B: Go on, I’m here to listen to you talk. No change Improved 

Client 8: When you sum up my problem like that, it makes it seem less 
confusing and not so scary.  

  

Helper 8A: See, it really isn't so bad after all. It certainly isn't anything 
you would think of killing yourself over, is it?  

No change No change 

Helper 8B: Sometimes talking about problems do make them a bit 
clearer. I think you realise how dangerous your suicidal feelings were, 
that's why you decided to contact me. 

No change No change 

Client 9: You were supposed to help me, but you've only made things 
worse.  
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Helper 9A: I'm sorry. I was only trying to help. No change Worse 

Helper 9B: You sound pretty angry. Improved Improved 

Client 10: How could you ever help me? Have you ever wanted to kill 
yourself?  

  

Helper 10A: It sounds like you're concerned about whether I can 
understand and help you. 

No change No change 

Helper 10B: Sure, I've thought about suicide sometimes. But I always 
found more realistic solutions to my problems. 

Improved Improved 

Client 11: I don't know...this whole thing with my wife really gets to me. 
{Sobs] I try so hard to keep from crying...  

  

Helper 11A: Do you think that the reason it's hard for you to cry is 
because you're a man?  

No change Worse 

Helper 11B: With all the hurt you're feeling, it must be impossible to 
hold those tears in. 

No change No change 

Client 12: How can I believe in God anymore? No God would ever let 
this happen to me: I've never done anything to deserve what's 
happened.  

  

Helper 12A: Things have gotten so bad, that it's difficult to see any 
meaning in the things that have happened to you. 

No change No change 

Helper 12B: Well, God works in mysterious ways. Maybe this is His 
way of testing your faith. 

Worse No change 

Client 13: I don't know why I'm calling you. My family is financially well 
off, and my husband spends plenty of time with me, even though he 
has a successful law career. Even my kids have been doing well. They 
get good marks at school and have lots of free time activities with their 
friends. But nothing seems to interest me. Life is just a bore... 

  

Helper 13A: Considering all you have going for you, your problems 
can’t be all serious. Try to focus more on the positive aspect of your 
situation. 

No change No change 

Helper 13B: So even though things seem to be going well at one level, 
life still seems pretty depressing, even if it’s hard to say exactly why.   

No change No change 

Client 15: Is it really true, that many people feel this way? I thought I 
was the only one who had such dreadful, sinful ideas. 

  

Helper 15A: No. there are many people who suffer from mental illness. 
But with appropriate treatment by a qualified physician, some of these 
patients can be cured. 

Improved Improved 

Helper 15B: It is true. You're not the only one who has suicidal 
thoughts. And you can be helped to get through this crisis, just as 
others have been. 

No change No change 

Client 16: I'm so lonely, so tired. (crying) There just isn't anywhere left 
to turn.  

  

Helper 16A: You seem so alone, so miserable. Have you been feeling 
suicidal?  

Improved Improved 

Helper 16B: Come on now. Things can't be all that bad. No change No change 

Client 17: (over telephone) It's hard to talk here, with all these people.    

Helper 17A: Would it help if I asked questions?  No change No change 

Helper 17B: Why don't you call back some other time when you can 
talk more easily?  

No change No change 

Client 18: I have a gun pointed at my head right now, and if you don't 
help me. I'm going to pull the trigger! 

  

Helper 18A: You seem to be somewhat upset. No change No change 

Helper 18B: I want you to put down the gun so we can talk. No change Worse 

Client 19: Why should you care about me, anyway?    

Helper 19A: I've been trained to care about people. That's my job. No change No change 
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Helper 19B: Because I think your death would be a terrible waste, and 
it concerns me that things are so that you are considering suicide. You 
need help to get through this critical period. 

No change No change 

Client 20: I really hate my father! He's never shown any love for me, 
just complete disregard.  

  

Helper 20A: You must really be angry at him for not being there when 
you need him. 

No change Worse 

Helper 20B: You shouldn't feel that way. After all, he is your father, 
and he deserves some respect. 

No change No change 

Client 21: I don't think there's really anyone who cares whether I'm 
alive or dead.  

  

Helper 21A: It sounds like you're feeling pretty isolated. Improved Worse 

Helper 21B: Why do you think that no one cares about you anymore?  Worse No change 

Client: I tried going to a therapist once before, but it didn't 
help...Nothing I do now will change anything.  

  

Helper 22A: You've got to look on the bright side! There must be 
something you can do to make things better, isn't there?  

No change No change 

Helper 22B: Okay, so you're feeling hopeless, like even a therapist 
couldn't help you. But has anyone else been helpful before-maybe a 
friend, relative, teacher, or clergy?  

No change No change 

Client 23: My psychiatrist tells me I have an anxiety neurosis. Do you 
think that's what's wrong with me?  

  

Helper 23A: I'd like to know what this means to you, in this present 
situation. How do you feel about your problem?  

No change No change 

Helper 23B: I'm not sure I agree with that diagnosis. Maybe you should 
seek out some psychological testing, just to be certain. 

Worse No change 

Client 24: I can't talk to anybody about my situation. Everyone is 
against me.  

  

Helper 24A: That isn't true. There are probably lots of people who care 
about you if you'd only give them a chance. 

Improved Improved 

Helper 24B: It must be difficult to find help when it's so hard to trust 
people. 

No change No change 

Client 25: [Voice is slurred. unclear over telephone.]   

Helper 25A: You sound so tired. Why don't you get some sleep and 
call back in the morning? 

No change No change 

Helper 25B: Your voice sounds so sleepy. Have you taken anything? No change No change 

Before undertaking the online training, participants were generally uncomfortable with directly providing 

support to someone at risk of suicide or were not confident in their skills of identifying them,  

“Not at all confident. I don’t know the warning signs, and I wouldn’t like to bring the topic up if it wasn’t anything 

to do with how they’re feeling, so I don’t think I’m good with that sort of thing.”  

They felt unequipped to provide direct support to someone at risk of suicide and were unaware of the protocols 

they might have to follow:  

“I can talk to them if they want to talk to me, but I will be stuck… I am least confident if the person talks in 

extreme, I would be scared and shocked.”  

They did, however, have the willingness to help and “speak to them from the heart”, were open to asking for 

help and felt more comfortable with referring them to someone better equipped to address the situation:  

“I am comfortable to refer them especially.’  

“I am not confident to assess clients or noticing warning signs, but if I see someone sitting and crying, I would 

certainly talk to them.”  

They recognised their lack of expertise by saying they had “no background in psychology”, “no training” and 

were more hesitant in provide support due to a lack of confidence in their knowledge and skills:  
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“I might accidentally say something that upsets this person, and that would be a problem; I might accidentally 

say something that offends this person.”  

All the training participants displayed more confidence in their skills and ability to provide this support after 

completing the training. While they acknowledged that they may not always know how to deal with a situation 

due to its varying complexity, they felt better equipped to provide help and support to someone at-risk of 

suicide. When asked how confident they felt in providing support after the completion of training, a client said 

“So now I would be straight out asking, yes definitely. Where before, I might have been a bit hesitant, or even 

ask the wrong thing, or maybe without trying to be, you are a little bit harsh by saying don’t do that. But now I 

won’t, after taking the training. “  

Some participants were already aware of the sensitive approach one must take when discussing suicide in 

any form of media, including social media platforms. Still, some were entirely against discussing the topic in 

the media at all, reflecting on a personal memory of the news of a child taking their life spread on social media 

before their family knew.   

“I really think that there should be no room for this information in the social media platform. It is crazy.”   

After completing the training, participants were more aware of the different steps one should take to remain 

sensitive, responsible and appropriate in their discussion of suicide on any form of media. One of the 

participants highlighted learning through the training to always include helplines when discussing suicide on 

media to ensure if anyone at-risk of suicide is exposed to the posts, they can find appropriate help:  

“I think it's a very sensitive topic. So, I learned from the session that you don't describe too much detail, so 

keep and brief and then give support and helpline phone numbers and contact details. So, if someone has this 

issue, they can seek help.”  

Relevant to CALD communities, training participants also mentioned they learned not to discuss the person’s 

ethnicity and stigmatise it, as well as taking general care not to disclose a lot of details concerning the suicide:  

“You must not stigmatise it. You must not say their ethnicity. If you don’t say it is Australian, why would you 

say another nationality? How does that help? You wouldn’t name the person; you would check the details very 

carefully; you would not say the way the person did it for the reasons of copycats. What I learned from that 

section is underplay, do not provide detail and always make sure to put support services.”      

Change in attitudes towards suicide and the importance of culture of their CALD clients  

Some training participants were generally more hesitant and uncomfortable talking about suicide because they 

were concerned it may be overwhelming for them. The completion of the training course made them feel more 

comfortable and in control as they understood the role that they can play without overburdening themselves:  

“The thing I learnt is that you just be direct; you ask the questions. I like the fact that you have to be clear about 

the limitations of your role.”  

Furthermore, training participants were more understanding of the importance of culture and rapport building 

after understanding the impact different social and cultural determinants may have on a person:  

“We are dealing with people with trauma. So, you need to be sensitive to the pressures they are under.”  

“How their own community views suicide, how their own community deals with trauma, how acceptable it is to 

ask for help, all these things are important to know. “  

One training participant spoke of how the training courses were “a bit more of an eye-opener” for them during 

the three-month follow-up training because they had realised that there could be a lot of different factors that 

can lead to suicide. It is not just “people who have experienced trauma” or those with “depression”, which is 

what they previously thought. The knowledge they gained from doing the training had affected how they look 

at their clients, especially if they were to be at risk of suicide:  

"I think, in terms of feeling a little bit more equipped but also, you know, looking at broadening your 

understanding of who may suicide is very – it’s made me very mindful how I interact with anyone because you 

don’t know their story or their inner world.”  
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Another training participant mentioned that completing the training has given them “a much more nuanced 

approach”. They believed it could “build awareness of barriers and the different attitudes”, which they did not 

know about before. Additionally, they discussed how the training changed their attitude towards CALD clients 

and the approach they should take:  

“Simply to be sensitive about how people view it and how they view their own circumstances.  Completely 

different to perhaps how I would come in from an Australian born background.  So, there's just so many other 

pressures on other groups that I was not aware of until I did the course.”  

A training participant also admitted that they did not know most of the information they learnt through the 

training courses. The training also helped to “dismiss” their beliefs about certain “stereotypes” that “you hear, 

see and read about”.   

The training courses were also able to teach non-CALD participants the importance of understanding a client’s 

culture because of how suicide can be viewed differently in different cultures.   

“That is what I did find quite interesting. To take the fact that different groups are going to treat suicide 

differently. Maybe they try to hide it or so. And remembering that people that have to suffer suicide their whole 

family had to deal it within their church or what whatever their community. And that is a kind of thing that I 

never really take into account normally.”  

This knowledge was said to have increased their “knowledge and awareness: of the different “hurdles and 

obstacles” their CALD clients face. It also helped some training participants understand that they may have to 

change their approach to their client to provide appropriate care where the CALD client feels safe and 

“comfortable” to “disclose information,” e.g., having “a woman worker to talk to a woman client”.   

One pilot training participant, who knew about the importance of culture as they were also from a CALD 

background, highlighted how the training made them recognise the role the community can play in caring for 

a CALD client dealing with mental health concerns.   

Change in practices  

One training participant, who reported studying something in relation to mental health and suicide a very long 

time ago, and was from the CALD community herself, was correctly able to identify the different steps to take 

when faced with a client who is having suicidal ideations even before undertaking the training. They highlighted 

the importance of “building a rapport” and continuing to talk to the client so they can “trust” them and “come 

out with everything”. They spoke of “reporting it to somebody”, like their boss, at work and involving 

professionals to “really help” and possibly people from the client's community, all of which they acknowledged 

were dependant on the client’s consent. They recognised that involving others may lead to the client losing 

trust in them.   

Another training participant admitted to not being confident at all to provide support to someone at risk of 

suicide prior to the training because:  

“I don’t know the warning signs, and I wouldn’t like to bring the topic up if it wasn’t anything to do with how 

they’re feeling, so I don’t think I’m good with that sort of thing.”  

However, at three to four months following, they mentioned that while they are still not entirely confident, they 

have ended up using their knowledge because they “don’t like walking away if people are in trouble”. They 

also highlighted that the training course had made them “cautious and careful about applying one size fits all” 

when dealing with CALD clients, and they have learnt to educate themselves on their cultural background and 

community and try to “understand where they stand” before providing any support:  

“Well, I didn't take from the course that it was really only about transcultural.  I took from the course the lessons 

one should know or learn across the board in a broader way.  If I had to deal with a refugee group, for example, 

I would be much more mindful of reading up a lot more about it and going to the resources that I now know 

exist and learning, or even contacting someone to know how best to proceed.  So, it's made me aware that 

there are resources that I didn't know existed.” 

5.2.3 Adoption 

Number /proportion of individuals that received the training working with the target groups 
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How often did pilot participants have  contact with at-risk individuals since they completed 

the training? 

To assess how well pilot training participants adopted what they learnt during the training course, they were 

asked a series of targeted questions at follow-up (3-4 months post-training) (Table 13). Only 4 out of 9 

participants had come in contact with someone from a CALD background who was ‘at-risk’ of suicide (had 

suicide ideations, was seriously considering suicide, or had made suicide attempts). Similarly, only 4 out of the 

9 participants reported having applied what they learned through the training; and only 3 participants reported 

providing support to someone who was ‘at-risk’ of suicide. All 3 were from a CALD background. 

Table 13: Adoption of the training course and online resources by training participants at 3-4 months follow-up 

(N=9) 

Status (adaption) of training participants at 3-4 months  
Follow-up  

Number of 
participants (%)  

Participants attended any other training in the past 3-4 months 0  

Used online resources   

Yes 4 (44%) 

No 5 (56%) 

Frequency of online resources used   

Monthly 2 (22%) 

Once or twice 2 (22%) 

Participants applied their knowledge from the training  

Yes 4 (44%) 

No 5 (56%) 

Frequency of knowledge application    

Monthly 1 (11%) 

Once or twice 1 (11%) 

Weekly  1 (11%) 

Daily 1 (11%) 

Frequency of participants who come in contact with someone at-risk of 
suicide and form CALD background 

 

Weekly 2 (22%) 

Once or twice 2 (22%) 

Not at all 5 (56%) 

Provision of support for someone who is at-risk  

Yes 3 (33%) 

No 6 (67%) 

While some training participants, especially those from CALD communities, were not regularly providing 
support to someone at-risk of suicide as part of their work, during the interviews, they spoke of their prior 
experiences with providing support to at risk individuals within the community. Their exposure to such 
individuals was  often within their role as a community member rather than within their capacity as a service 
provider.  

Another non-CALD training participant who also reported not being in contact with any clients at-risk of suicide 

in the last three to four months talked about utilising the knowledge learned from the training in their personal 
life. The training participant spent time with a relative to work through feelings about a terminal illness: 

“She is a very engaged person, but I felt that I was able to employ the training, not to be frightened to discuss 
openly what her feelings were and how she might be managing and where her head was at.  Rather than 
panicking and blocking it, I was able to use the material to work through it and come out of it in a very positive 
way with her.  So, I have used it quite extensively in a personal way.” 
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5.2.4 Implementation 

The cost of delivering the training course and proportion of funds spent  

The QMHC funded QTMHC for a total of $433,268 for a 2-year project. It was spent as per Table 14.  

Table 14: Project budget and spending 

Item Approximate cost 

Labour costs- project officer 212,368 

Labour costs- other 24,577 

Lived experience engagement 20,000 

Resources development- translated resource 30,747 

Resources development- glossary  9,500 

Resources development- online training (including video production) 9,500 

Evaluation 100,000 

Evaluation participants payments 2000 

Training, workshops, memberships 4,300 

Catering, consumables and other 700 

Other 19,576 

Total $433,268 

 

Note: figures are approximates and only include QMHC funded budget (Does not include the additional 

QTMHC contribution to cover project officer labour costs for a two month extension or the QTMHC funded part 

of the development costs of the glossary of mental health and wellbeing terms for interpreters, translators and 

bicultural worker). 

5.2.5 Maintenance 

Web statistics – usage of the online resources 

The usage of online resources (From January 1, 2020, to April 13, 2021) is presented in Appendix A-12. 

Unfortunately, it was not possible to determine whether website traffic was from staff, pilot training participants, 

or the general public.   

However, during the three to four months follow-up interviews, when asked about how often the training 

participants used the online resources, most reported not using them at all since completing the training:  

“I did one day a long time ago after I had the training, but after that, I haven't really been because we get so 

busy and everything.” 

5.2.6 Intervention 

Pilot training participant’s perception of the online training courses and ease of navigation 

Most pilot training participants found the online training courses “easy to follow and understand”. However, 

several little things were raised by different individuals that caused some confusion or difficulty with navigation. 

For example:  

"I think it was only one question. I can't remember which one was it one question where did I got confused with 

the wording it was on the test; the wording didn’t match, but still, I didn’t understand where I was wrong. It was 

on section three.”  

Another issue that several pilot training participants raised was that while the training course prompted them 

to click on the “exit button”, they were either not able to find it or the link “did not work”, an issue that was 

caused by the web platform that was used for pilot purposes.   

Furthermore, a participant noted that there were “two documents that had the links not embedded into a word 

document”, not allowing them to “save it”. “Hyperlinks” were said to have been used in other sections of the 

training courses. They found them to be “very helpful” and recommended that it be done consistently across 
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all documents for better accessibility. Another training participant mentioned several points in the training 

courses that had mistakes to be corrected:  

“Course number two, one of the videos wouldn’t work. In question five in the media section, I don’t understand 

what it was about. In question seven, ‘glamorous’ was spelt wrong.”  

Most training participants noted the videos that accompanied the training courses to be the most enjoyable 

and helpful aspects of the training:  

“I think the videos were a big highlight for me. A lot of time, you get an online training, and the videos can be 

poor quality, or they are not very interesting to watch to look at or sometimes the content that has been spoken 

about either super irrelevant or not realistic. Those videos were very authentic. There were a lot of interviews; 

they were put together very well, their emotional drive behind them helped me to connect with the individuals 

very well.  They are very high quality. They make you engage in that aspect as well. they kept me engaged.”  

Additionally, another participant highlighted that seeing a “support worker at home” video was “really relevant” 

for them as their job involves home visits. However, they stressed that if such videos could give a clear example 

of how to apply the training in a work setting that they were familiar with would help put things “into context”.   

A participant raised that in other “courses” they have previously done, you have to “post in order to unlock” the 

next set of information. While they felt “kind of bad” about not engaging with the blog, they were happy and 

satisfied with not being forced to post there as part of this training and leaving the decision to engage in that 

platform to be a “personal preference”.   

Perception of human service workers on the quality and relevance of the training course on 

media 

One of the participants identified the module on media as their favourite, despite it being more relevant to 

those working in the media.  

“I thought for me the final module, on the press (media). Even though extremely interesting, I kind of thought, 

mmm, that should be for journalists, you know. It was very interesting to see how the module described that 

they have to be very careful on how to describe the situation because people might try to copy it. All of that, I 

never knew that! But I thought, mm, this is probably more for a journalist.” 

Another participant also highlighted this module and the need to expand similar work to understand better how 

to talk about suicide more appropriately.  

“Only area that I think needs to be expanded; nothing should be taken out. It's all very useful. It is still hard to 

grasp how we on the front line should discuss this in an appropriate manner. I found out that the most 

challenging part of the course. So probably, the media side of things was tough for me. I come from a marketing 

background, so I am surprised it was tough.  So maybe there needs to be some more effort there about how 

we talk about it; other than that, I felt I came out of it very well.”  

The preference for an in-person training course 

Some training participant highlighted their preference for a “face-to-face" delivery of the training:  

“I would have had the opportunity to spend more time and possibly to interact with the person face to face, 

share our stories more.”  

Another participant, who also reported facing some challenges navigating the online training courses, talked 

about the benefits being able to complete the training in the presence of others can give to their learning:  

"There is a difference between doing things alone and doing things in a group or maybe with a tutor or a 

teacher. Doing alone, it is hard to know whether I did it very well or others did it better than me. You don’t get 

close to anybody and ask them what they think. But I don’t know if all is ok it is ok but otherwise, doing in a 

team is much better than doing alone.”  

Another individual also highlighted that “face-to-face" training would have provided an opportunity for “role 

play”, which was seen as very helpful to reinforce learning.   

Culturally and linguistically appropriate and relevant to the target audience 
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Regarding the linguistic appropriateness of the actual training content, one training participant, who was also 

from a CALD background, expressed difficulties in completing the training due to language complexity. This 

language difficulty made it difficult for them to understand the time allocations and technicalities of the online 

training:  

"Could not follow the content because the language was too complex. Mental Health area is still new for me. 

Therefore, I need to take time longer than others to understand. Yes, English is my second language. I was 

worried to start it in the beginning because I thought it could disappear within 3 or 4 hours. In module 2 also.” 

Adding to this perceived difficulty with the language of the training courses, another training participant from a 

CALD background spoke of a few things that they “did not understand very well” and had to refer to a “dictionary 

to check what it means”. While they were comfortable doing that as they took it as another learning opportunity, 

they did talk about the difficulty it could pose to other people from a CALD background: “You know it’s only 

that not everybody can read English, not everybody can understand.  For those who can read, it’s okay. They 

can understand.  But those who cannot understand will need an interpreter.”  

Concerning the cultural appropriateness of the training, they mentioned that while they found it appropriate, 

others may not because some of the “information” may not sit “well with everybody”. However, they liked 

hearing about the lived experiences of others from “different cultural backgrounds” and hearing about the 

impact moving to Australia had on them.   

Another pilot training participant who was also from a CALD background talked about being able to relate to 

those lived experience stories and their migration journey:  

“The Chinese lady how she says about her migration, about the social isolation and how she had a problem. I 

mean, I could very well relate myself to that because being a migrant, you know. All that was very interesting. 

I listened with great interest.” 

Lack of opportunity to practice applying the learnings of the training courses and other 

implementation barriers 

Most people reported not having any or minimal contact with CALD clients at risk of suicide during the follow-

up period, meaning they did not “have the opportunity” to apply what they learned. One individual highlighted 

that their lack of engagement with such clients is simply because “not everybody suffers from it” and “it is a 

very situational” issue. Regardless, some of these training participants who did not get the opportunity to 

practice their new set of knowledge and skills still spoke of being content with their increased knowledge and 

awareness because it made them “feel secure” and “confident”. However, acknowledging the “gap between 

actually learning and having to apply it”, they felt that the training content should be refreshed over time:   

“I think it is definitely something that requires revision. I think that is where the ‘downloadables’ were useful. 

You can go back and look at them if you identify someone. You can refresh through the downloadable. So that 

is always my biggest concern the gap between learning and application.”    

Another training participant added that such training and such “concepts” should be reviewed “regularly”. One 

participant highlighted that that having more documents that “summarise the key factors” of the information in 

the “first modules” would help them in their practice because it would allow them to refer to it and “double-

check” things when they are faced with a CALD client at risk of suicide.   

 Although they felt more confident in providing support to clients at risk of suicide after the training, one client 

still expressed not knowing how to proceed if they were not responsive or reject their help.    

“Um, I think I would probably find it difficult if they say I don’t want to talk about it, and if they were persistent 

with that, I don’t think I would find the right words to finally get them to open up. That might be an issue.”   

Some participants highlighted the need for a more considerable emphasis on challenging situations and better 

guidance on responding to them, as those are often the experiences in practice.    

For other training participants, it was the nature of their job that was seen as a barrier to apply what they learnt 

during the training courses:   

“I feel you would need to know the person quite well.  I don't feel as a (their human service role) that, unless I 

had quite a prolonged exposure, that I would necessarily use it. “   
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A couple of training participant highlighted during the three-month follow-up interview that while they used to 

have more contact with CALD clients, their work and access to clients has been impacted by COVID-19, 

creating a barrier to implementing the learnings of the training courses:   

“I think it’s harder because of COVID and not being that – just removing the face-to-face also might be a bit of 

a slowdown, or impede, the ability to use this.”   

One person who was able to utilise some of the information they learnt during the training to provide support 

mentioned that they have not applied everything they have learnt because they “cannot apply them all in one 

day” and will need require more time to utilise different aspects of the training courses.    

Some training participants also did not think they see enough CALD clients as a service provider, in general, 

to be able to utilise the training courses.    

One training participant highlighted that the most significant barrier for implementing what they learnt would 

be to identify a “client who is at risk of suicide”:   

“You can’t say directly, so it is hard. Once it is identified, it is easy for us to refer them to a social worker.” 

Gaps and areas of improvement 

When reflecting on the training content, one training participant recalled two people they knew who took their 

own lives while seeking help from some of the recommended support services like “Beyond Blue”. They felt 

that this training or other training could focus more on “how to take it when it happens” and how to respond if 

a client rejects your help.   

One individual raised that they were “struggling to find culturally appropriate services” to refer their clients. 

They suggested for the training resources to include a “service navigation for CALD individuals” as a “collective 

directory”, which would also be “great to access support workers”. They wanted this resource to include 

information on what services accept clients with different barriers to accessing mainstream care, e.g., having 

“limited resources”—being on a “bridging visa” and not having access to “Medicare”.   

Several pilot training participants considered the lack of role play or opportunity to practice the theory as part 

of the training courses as a huge gap.   

“I am more practical person; theory is good to read it and listen it but I need a practice to cement it. “  

This affected their confidence to utilise the training information as without “experience” they cannot know if 

they are saying the right things or effective with communication with a client. While face-to-face trainings were 

listed as one solution for this earlier, some training participants also noted that simply receiving more guidance 

and explanation or a “how to” section to guide practice and role play would have been helpful. Quizzes were 

said to be “nice” in this regard, but “they were not big enough”.  

Concerning the quizzes, one training participant found that some answers to quiz questions were designed to 

be too easy to eliminate:  

“One question was ‘is it because he lives next to McDonalds’, and I thought well that’s just too obviously wrong.  

You know what I mean? There is a way of making it challenging and comprehensible but sometimes maybe a 

couple of those answers I thought were too easy and maybe they’re pushing people through the course.”  

On the topic of quizzes, a participant raised that having a “quiz-based reflection” would have been “helpful” to 

add at the end of Module 1, like it was done in “Module 2 and 3”. Furthermore, they felt that Module 1 could 

be longer and include “more interactive stuff.”  

While generally, all pilot training participants found the videos accompanying the training courses to be very 

helpful, one individual highlighted the need for more diversity in their experiences and backgrounds:  

“I would have like to see more diverse cultures. There was a lady from middle east, I don’t know where is she 

from, there was a Chinese lady and there was an African lady that is it. But there is so much diversity out there. 

Being ethnically different background, I would like to see how Europeans like Caucasians would deal with 

these things.”  
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Additionally, while they found the stories of people from those three backgrounds and of an elderly man to be 

“great and insightful”, they believed the topic of “young people” was “not touched at all”, while there was a 

“question about young people in one of the quizzes”.   

Online Resources 

The training participants that saw or engaged with the online resources included as part of the training found 

them to be very useful and straightforward:  

“Some of them are really, really good because I like the language in which it's written because it's easy to 

understand.”   

Another training participant spoke of liking the “glossary terms and references list” but wanted more description 

to be added with the list of websites to allow for easier navigation, mainly when they are limited for time:  

“Maybe if there was some more description of how we can use them, that could be more useful instead of just 

going to all the links and looking at them. Like a little synopsis on what they are why we should go there. So, I 

didn’t go to many of the links because I thought there are so many, I don’t have time. I didn’t post anything on 

the blogs because of the time constraints, so maybe that wasn’t so useful because I didn’t have time.”  

While talking about the lack of opportunities to apply what they learnt so far, one training participant noted that 

when that “opportunity” comes, they can “even go back and refer to the resource if I have to” as “the resources 

are always there”. This sense of security in terms of being able to access the information they will need 

whenever they want, led to increased confidence in their ability to provide the proper support.  

While many of the training participants did not engage with the online resources after completing the training, 

one individual even spoke about not knowing about their existence and did not know about ways to access 

them:  

“I’ve no idea how I missed that.  But I checked the emails, and there was nothing in the emails to say that “go 

to this, this is extra resources”.  I don’t think I got that.” 

Utilisation of information and learnings elsewhere 

A pilot training participant, whose work and exposure to CALD clients was affected by the COVID-19 pandemic,  

noted two instances in the three months since the completion of training where they provided support to 

someone at risk of suicide within their own CALD community: 

“I don’t work every day; the nature of the job has changed.  Before the COVID outbreak, I get calls regularly, 

but these days to be honest, I don’t work, that means I don’t get so many clients.  However, there are two 

cases that I got since the training.  One was a friend came into the house just for visiting and then we got a 

phone call from somebody who was suicidal.” 

They were able to listen to their stories and refer the two individuals to two services where they could seek 

help, i.e., “Beyond Blue”, “Lifeline” and “the World Wellness Group”. One of the community members had come 

to the training participant for a family member and when the participant checked up on them a few days later, 

they were very grateful for the help they received and mentioned that the individual at risk of suicide had 

“calmed down” and the support services “really helped” them.  

One training participant mentioned that while they had not gotten the opportunity to apply it, they noticed that 

the mental health professionals they work  with utilised  similar “techniques” to help “calm down and relax” 

their client. They found it useful to see  the information they had learnt  in action. 

5.2.7 External setting/context 

What were the pilot training participants' needs, and were these needs met? 

The training participants hoped to learn how to "help people when they want to suicide" and become better 

equipped to support them. Participants generally expected to face clients with suicidal thoughts in their work if 

they had not already. Their needs included wanting more information and guidance on what steps to take when 

providing a service to a client at risk of suicide.  

"I think I would like to find out more information about how to deal with somebody that might present themselves 

and is in a very bad situation…People come here (participant's workplace), and they ask questions about their 
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passports and driving licences and things like that and their pensions, and quite often they come with emotional 

concerns. Maybe their partner passed away or, you know, very much emotional concerned. And it is not part 

of diplomatic training to actually advise these people. So, from the course, I hope to gain a bigger 

understanding in how to actually help somebody in a difficult situation."   

These participants provided a range of different services to the public, including the CALD community. As part 

of these roles, they are faced with clients going through difficult situations that might be considered risk factors 

to suicide, and the training participants were aware of this and hence had a strong interest in being involved 

in this project.   

Participants highlighted their needs for learning more about “identifying” someone at risk of suicide, “referral 

pathways”, and “the science” of what drives a person to end their own life, and to   know how to “change their 

mind”. Furthermore, others, especially those from non-CALD backgrounds, wanted to learn more about culture 

and how to approach the conversation about suicide with clients from diverse backgrounds.   

After the completion of the training, all pilot training participants reported  that there  their needs were met and 

the training courses were successful in providing them with new knowledge that will help them i as a service 

provider:  

“A broader knowledge of the signs and a broader knowledge of what to say, appropriate language to use. And 

not, you don’t brush it off and rush and tell someone else. Actually, there are things that you can say that are 

appropriate and can help a person feel supported and contained. So, that was really important to know. It gives 

a lot of confidence. I think a lot of people just don’t know what to say, so they kind of avoid it.”  

One of the areas that most individuals spoke about was the cultural knowledge they gained through taking the 

pilot training courses:  

“I think I gained a lot of knowledge and awareness around culturally diverse backgrounds. It really helped. It 

kind of opened my eyes a little bit to the potentials type of things people can experience and the situation and 

I guess the impact that it can have in an individual.”  

Training participants generally felt “empowered” with new knowledge after the completion of the training. The 

cultural aspect of the training not only increased their level of awareness, but they also learned examples 

related to their everyday work on how to provide a more culturally and linguistically responsive service:  

“For example, one thing that stood out to me was around when a translator required that is not just because 

someone can speak English it doesn’t necessarily mean they don’t need a translator that to me is really 

interesting on that and there are so many things to consider around the translator. You know, age, gender, 

and all those different things you know are just what I thought is fascinating. Because I am a little bit ignorant 

but not ignorant after I know about that fact. So, I found that very interesting.” 

What is the demand for trained participants, and how are they  coping with it? 

According to the follow-up survey, the number of at-risk people who received support from each participant 

ranged from 0-5 people. This number was primarily close to 0 because most pilot training participants reported 

not having seen anyone from the CALD community who was at risk of suicide in the three to four months' time 

period between the completion of the training and the follow-up interview:  

“I mean, I didn't get the actual opportunity as such.  Regarding suicide, I haven't even got an opportunity to  - 

nobody has come and - because I'm not a professional counsellor, so nobody has come and told me any 

problem. “  

A few people had to provide support personally, rather than as a human service worker, as discussed earlier. 

Therefore, there is not enough information in the three months to assess the demand for trained participants 

and hence the adequateness of the resourcing.   

5.2.8 Inner setting (community setting) 

The willingness of CALD communities to go to the service provider after seeing a trained 

participant 
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As mentioned, most clients did not have the opportunity to support a CALD client at risk of suicide in the follow-

up period. However, one client who had regular contact with “refugees” through their job provided support to 

a client who felt better after the instance. Still, there was no indication of whether they had utilised any services 

after seeing them:  

“I have already had a chat with one lady about it, which was really great because she seems to be a lot better. 

It is not only because I spoke to her, but it is just you see the difference a little bit. It is great to see it working.”  

As mentioned earlier, another pilot training participant who provided support to two members of their 

community reported that one of those clients had utilised the services they were referred to and found it 

extremely helpful. They were able to know this information by checking upon them. This contact was not 

successful with the second community member, so there is no information about their willingness to go to a 

service provider after ttalking with the pilot participant.   

How supported trained participants feel by their organisation/community to provide help and 

support? 

One training participant highlighted the need for better support systems and training available from the 

organisations they work with as she saw the value in a training program like the one being evaluated:  

“I think we need to have a lot more assistance in understanding the background of our client. And the person 

that interacts puts us into this situation and introduces us, whether it be (name of different workplaces) or 

whatever, they should have a much bigger input into helping us be prepared to assist these people plus I think 

it’s really important that the person that gives you this opportunity to work with cross-cultural people should 

have a much better back up for you to help you do your job as best as you can do. So that's what came out 

for me, so I needed this to be able to do what I do better, and if I haven't got access to this, I am only half as 

good as I can be.”  

Some participants were not aware of the importance of taking care of themselves and knowing their boundaries 

and highlighted the need for better support systems to be available to staff providing services to CALD 

community members:  

“I didn’t even know about self-care till I did this course. I might talk about people what I am going through, but 

I don’t have any backups from (name of the workplace). I don’t have anyone in the area that I can ring. I think 

I need a better backup to help do than I have. It is a bit negative, but that is what I am doing. I am trying and 

doing by myself.”  

On the contrary, some participants from other organisations discussed the existing support systems in place 

to ensure their safety, which made them feel very comfortable and supported to apply what they learnt from 

the training:  

“We do a team meeting. We do a reflective team meeting every month. We just get together and discuss 

difficult cases we have  faced. Also, to talk to other colleagues about that for the hard cases we had to deal 

with. And I think out of work exercising having and enjoying time with my friends that kind of things important 

after work. And through work, we do reflective practice with colleagues and team meetings to debrief.”  

One training participant refused to answer any questions regarding the support systems in place for them at 

each time point. Others mentioned that these things are “not really well managed” at their organisation or 

“there’s this overarching ‘we’re all in this together’ sentiment that is not accompanied with actions as “people 

are in survival mode” or simply thinking about “keeping their businesses alive” rather than providing support to 

their staff.  

Some training participants believed that their organisations “would be very supportive”, but they were not aware 

of any “particular outline of these strategies and policies” and only knew about “mandatory reporting” at their 

workplace when it comes to cases of clients at risk of suicide. One of these participants said that they “would 

recommend” this suicide prevention project to their workplace:  

Maybe we have this training, and we are advertising it is available, and it is a good time now for work to go, 

‘anyone who wants it’.”   

One training participant highlighted that some workplaces do not allow workers in their positions to be involved 

in such cases because you may “cross the line and enter the territory of another profession”, such as those 
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that are clinically trained to provide support to clients at risk of suicide. They had previously been told at a 

previous job that “you shouldn’t be having this conversation”, which the training individual disagreed with 

because the client had raised how they felt because they had “built a relationship with that person” and felt 

comfortable to do so. Another individual also reported being told by their current employer that “You don't deal 

with that.  We deal with that” when they involved their organisation because of concerns for a client. These 

situations appeared to affect their confidence in applying what they learned, and the response of their previous 

or current employee was believed to depend on “the organisation’s culture”.   

Some of the training participants worked in very demanding roles and reported helping their clients with 

“everything”, and they felt that people like “volunteers need a little bit nurturing as well”.   

Knowledge and beliefs of pilot training participants about the training course 

Overall, pilot training participants found the training  to be “great”, “easy to use”, “helpful”, and very “interesting”.   

“It really opens your eyes. What is helpful what is not helpful, a little bit of statistic, the way you are supposed 

to approach people with cautions and concerns. “  

Some training participants believed that everyone should “know how to talk about it and how to handle it”. They 

suggested that certain aspects of the training, e.g., asking “someone about suicide” is not “going to put the 

idea in their heads ", should be "spread” to more people in the community.   

Learning about the “pressures” other community groups are faced with or how different “religions” and 

“cultures” view suicide was viewed as the most impactful aspect of the training courses.   

One participant perfectly summed up the sentiments that a lot of pilot training participants held about the 

training courses:  

“Seriously, to sum it all up, it was terrific.  It was touching. The videos are outstanding, the recordings of the 

people, yes, outstanding.  I love it.  I still think of the little Japanese man all the time.  It really touched my 

heart, and it’s very easy to relate components of the training every day in your life Because it's given me a 

good understanding that this topic is very differently viewed in different cultures, it's given me an insight on 

how to manage such a topic within different cultures, and it has demystified a lot of it for me in a way that I 

didn't have before.” 

Pilot training participants' confidence and belief in themselves to provide support to those 

at-risk of suicide 

There was a general increase in confidence and level of comfort training participants felt about the topic of 

suicide and their ability to provide support to those at-risk.   

“Well, I am not an expert, but at least I know I am much more confident to talk to them. I had zero confidence 

when we started. When you see it from zero confidence, now I am on average. I can start a conversation. I 

don’t run from it. I am confident in asking, assessing and referring. “  

Gaining knowledge and access to the different resources through the training appeared to increase their self-

confidence about their abilities:  

“I now have a bookmark of recourses that I can go to that I didn’t know existed. And I feel that now I can 

actually find resources without necessarily going to (workplace). So, there are things that I can do. So, I feel 

empowered.”  

However, they did acknowledge that while they are more confident, they may still face difficulties with certain 

difficult situations and the information in training is not all that they need to know:  

“It depends on the person, so I can’t be too confident to say 100%. Cause some situation may be unexpected.”  

In many pilot training participants, the area of their least confidence was linked with them “not being 

professionals” or being “qualified”. While they were confident in talking to them about suicide and referring 

them to professionals, they were less comfortable with their own ability to “approach them” and provide 

“ongoing support”. This lack of professional training or qualification made some individuals doubt their 

knowledge and skills, and they wanted more opportunities to learn about “basic mental health”.   
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Some participants pointed out that even after completing the training and learning what needs to say in a 

conversation about suicide, they still found the idea of having that conversation “a bit daunting”, were “worried” 

about saying some inappropriate and were facing difficulty knowing how to talk about suicide:  

“There were some concepts that were very difficult to understand. One of the most difficult things, which I feel 

I need about five years to understand, is the appropriate way of talking about suicide. It is the trickiest area.”  

Most of these pilot training participants related their lack of complete confidence, “fear” of saying the wrong 

thing or causing “even more problems” to the lack of needing to the lack of “chance to practice it”. One 

individual added that “some online packages” can “suddenly make you feel comfortable about asking those 

difficult questions and you may feel like you can do it”, but you will not know until you put it to the test because 

“they are difficult situations”.  

Some, however, highlighted that while they hesitated to ask the question about suicide before the training, 

they are a lot more comfortable with it now because they have learnt that “it is not such a taboo question”.   

Others felt that while the training courses have “given a structure and a process” for them to follow, they will 

have to review the training course and resources again to feel more confident and for it to “become an 

embedded skill” because they found the time to complete the training felt a “bit rushed”, not allowing them to 

“process and digest information”.   

It should be noted that while many training participants did not feel entirely confident even after completing the 

training, they were still willing to try their best if they were in a situation where a client needed help and would 

not “shy away from it”. However, during the follow-up interview, one client said they would “need to brush up 

on where to refer” a client because they have already forgotten about it. They believed that if a referral protocol 

and the right professionals exist within the “workplace”, it will make it “relatively” more accessible.  

Pilot training participants' readiness' to apply the learnings of the training course 

 While many of the pilot training participants wanted to utilise what they learnt in the training courses and were 

“so ready to do it”, they had not had the opportunity to do so. Some participants reported that the knowledge 

they received from the training has removed the hesitation around asking their clients about suicide and that 

they felt more “empowered”. Whereas others agreed to have learnt a lot from the training courses but still did 

not feel confident or ready to ask the “difficult questions”. Regardless of not being “100% confident”, all 

participants were willing to apply the learnings of the training and provide support if the “situation arises”. 

5.2.9 Process 

The project’s suitability for use in the target groups and communities 

Generally, all pilot training participants found the training courses and online resources fundamental to their 

work as human service workers and believed that they learned a lot of new information through it. Additionally, 

they spoke of the training courses increasing their “awareness”, and one of the main takeaways being how to 

approach someone who is at risk of suicide or has suicide ideations:  

“The most useful part for me was the approach towards suicide, how to approach them and how we should 

keep asking questions. Like a lot of information, I gathered how to go about when a person is suicidal. And it 

is not their fault too. We cannot judge them. If we are able to help somebody who has got suicidal thought, 

how helpful it would be.”  

One training participant, who did not identify as a CALD person, found the cultural aspects of the training to 

be the most useful:  

“I think I gained a lot of knowledge and awareness around culturally diverse backgrounds. It really helped. It 

kind of opened my eyes a little bit to the potentials type of things people can experience and the situation and 

I guess the impact that it can have in an individual.”  

This was further reiterated by another pilot training participant who found the training to be highly relevant to 

their role because of their level of engagement with CALD individuals, some of whom they believed may be at 

a higher risk of suicide due to their traumatic experiences:  
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“I would say it’s very important because I work with people from all over the world who, some come from war-

torn countries and have first-hand understanding of trauma, and it impacts their learning.  I think, some of 

them, sometimes you get – even though we do online work – you get a sense sometimes what people have 

experienced.”  

A pilot training participant highlighted that before completing these training courses, they only knew about 

reporting cases of clients at risk of suicide to their supervisors and did not know about how they can directly 

support them in such situations:  

“In the past, I have kind of reported, but I haven’t known any other process, may be reported to the supervisor. 

You don’t know what to do, so you just pass it on. So, I think it’s feasible to actually be supportive and then 

pass it on. You have got more tools in your toolkit to help rather than just I will my supervisor, and they can 

help you. Depending on your professional background, in some cases, you are certainly not allowed to go 

there with that person. So, it is good to know that it is acceptable to offer a little bit of advice without 

overstepping your boundary.”  

In addition to learning new skills and knowledge that was relevant to their work, a training participant highlighted 

that such a training course could be “very beneficial” to many different sectors and should be “taught 

throughout”, such as:  

“With educators in every education setting and healthcare setting because we all should be looking out for it, 

not just psychiatrists, psychologists, family members and mental health workers.  It should be, I think, 

something we all need to be equipped with, this information.”  

While most pilot training participants spoke of the relevancy and appropriateness of all training modules to 

their work as they are either “frontline workers” or because they work with “people with mental issues and 

suicidal thoughts” or because of the additional stress they believed COVID had caused. However, one training 

participant thought that one particular part of the training focusing on “what to say to the client” was not relevant 

because they had previously received other training at their workplace and knew and implemented that 

information already. 

Attracting and involving appropriate individuals and organisations as different stakeholders 

in the project  

The Project Team had connected with interagency networks from different areas in Brisbane, Logan, Cairns, 

Gold Coast, Ipswich, Toowoomba, Townsville, Caboolture and Redcliffe. The interagency networks were used 

as a platform to recruit pilot training participants. However, human service providers eligible to undertake the 

pilot training were only able to be recruit from areas within Brisbane (75%), Cairns (8.3%), Ipswich (8.3%) and 

Logan (8.3%). These individuals did, however represent different roles within the human services sector. 

Additionally, while efforts were made to recruit members of the CALD media outlet to participate in the pilot 

training, no one expressed their interest. Therefore, no media outlet staff participated in the pilot training, 

making it difficult to evaluate the effectiveness of the training course on media.  

The extent to which the training course was developed and implemented according to the 

planned timeline 

Figure 13 presents the initially planned timeline of the project. Due to the Coronavirus pandemic causing 

delays, primarily due to the increased load on online learning developers due to the increased demand for 

online learning, as well as other worker distruptions caused by COVID-10 e.g. rapidly changing work 

conditions, cancelled consultation sessions, cancelled travel plans to Cairns and Townsville, transition to 

working from home, and troubleshooting remote working communication issue, , the pilottraining was also 

released much later than intended. The training was made available in late November and early December, 

which impacted the evaluation timeline that was amended multiple times over the two years. These changes 

led to a shorter timeframe provided for the follow-up interview and surveys, which was done three to four 

months after the post-training evaluation work rather than six months after. Instead of the end of April, the 

evaluation report was to be submitted at the end of June.   
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Figure 13:  Original training project timeline 

 

Figure 14 provides a summary of the amended evaluation timeline. 
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Figure 14: Amended evaluation timeline 
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Number of trained individuals by QTMHC 

A total of twelve people were trained as part of the pilot. The training will be made available publicly in April, 

and this domain can be better evaluated after that. 

Approximate number of people trained participants provided help to, as well as the 

engagement and interaction with the online resources 

In the 3–4-month follow-up survey, 44.45% of the pilot training participants reported using the information they 

learnt in training. Furthermore, only 33.34% had come in contact with between 1 and 5 ‘at-risk of suicide’ CALD 

individuals since completing the training. Another 44.45% of those contacted at follow-up reported using the 

online resources in the past three months, where half of those had used it monthly, and the other half had only 

used it once or twice. 

Goals and expected outcomes of QTMHC for the training course vs. perceived outcomes and 

learnings of pilot training participants 

Table 15 lists the training project's goals and the extent to which it has been achieved or how the participants 

perceived it. 

Table 15: Training project's goals vs. perceived outcomes and learning 

CALD Suicide Prevention Project contract goals Perceived outcomes and learnings 

Develop online training to increase the capacity of 

human services staff to identify and support 

individuals from CALD backgrounds at risk of 

suicide. 

 

 

Despite changes to the structure, target audience, mode 

of delivery, and release time as a result of the pandemic, 

a training program was successfully developed and 

piloted. The pilot training participants were human service 

workers specifically recruited through the interagency 

networks across Queensland. As the training has only 

been piloted at this stage, a better insight into how well it 

has been able to upskill human services staff is difficult to 

gain until the training is made public. However, pilot 

training participants expressed to have learned a lot and 

generally provided positive feedback. In addition, they 

were able to identify a range of risk factors, protective 

factors and warning signs. 

Develop online training to upskill CALD media 

outlet professionals across Queensland on 

reporting and communicating about suicide and 

suicide-related events using the Mindframe 

Guidelines. 

 

 

An effort was made to recruit CALD media outlets to 

participate in the training, especially the training module 

focusing on media. However, while the specific training 

module did incorporate Mindframe guidelines, the Project 

team was not successful in recruiting CALD media outlet 

staff. Therefore, it has not been possible for the evaluation 

team to assess whether the training course effectively 

upskills CALD media outlets. 

Develop culturally and linguistically appropriate 

suicide prevention resources. 

 

The resources were considered culturally and linguistically 

appropriate by pilot training participants and different 

stakeholders who were consulted. However, there were a 

few suggestions on additional details that should be 

provided in these resources. 

Develop a suicide prevention online resource hub 

with CALD appropriate suicide prevention 

resources. 

Only a compilation of online resources was provided to 

pilot training participants at the pilot training. An online hub 

will be included as part of the official release. As the online 

hub was not prepared at the time the pilot training was 

provided, it can't be evaluated. However, the development 
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has continued, and it will be delivered at the end of the 

Project, as per the aim. 

Conduct an independent evaluation of the 
outcomes of the CALD Suicide training courses 
pilot and a process evaluation of the development 
and implementation of training courses. 

An independent evaluation was conducted by QCMHR 
focusing on the development, process and piloting of the 
training. As the training only went live towards the end of 
the timeline, it has not been possible to completely 
evaluate the implementation of the training. This document 
reports the findings of the evaluation.   

 

The satisfaction of pilot training participants with different aspects of the training course 

Generally, pilot training participants were delighted with the overall training as they called the training "very, 

very good" or "excellent!”. The “inclusion of videos” and “interviews with various people who have both dealt 

with or have experienced suicidal ideation or survived it” was most pilot training participants' favourite aspect 

of the online courses. Additionally, they found the training course on media to be very beneficial and interesting.  

With the except of a couple of participants who gave their satisfaction level with different aspects of the training 

a four out of five, meaning they were a little satisfied, all the other participants rated the training content, 

delivery, appropriate and relevance and their overall satisfaction levels a five out of five.  

The details of their perception and feedback on different aspects of the training have been discussed in detail 

under other evaluation domains.  

Pilotraining participants' feedback about progress and quality of the training course and their 

experience 

Several pilot training participants found that interactive structure with relatable videos and regular quizzes 

made the training course very practical and easy to follow.   

“A particular strength of the course was the inclusion of videos interviews with various people who both have 

dealt with or have experienced suicidal ideation or survived it. I thought it gave a real insight into how it should 

not be stigmatised. So, I thought that was a particular strength. I felt I was listening to lived experience; it was 

not just a theory.”  

The clarity and organisation of the content were so satisfactory that a participant found this training course to 

be one of the best she has undertaken:  

“Very good, excellent. In fact, I would like to say that I have done a lot of online courses, and I thought this was 

one of the best-structured ones I’ve ever had. Really beautifully organised.”  

Another pilot training participant also commended the structure and organisation of the online training courses:  

“I have done quite a lot of professional development programs that are health-related, and this is really …the 

prompts are easy to follow, the pages aren’t cluttered with links, so it is very clear and clean, uncluttered. It 

makes it very user friendly and systematic.”  

Besides small details that participants had provided feedback on, the general feedback was that the training 

was very well developed and implemented. Pilot training participants hoped that “this kind of training is 

integrated more” in different workplaces, especially those working directly “with people who come from another 

culture”. 

Pilot training participants appreciated the “visual examples” of different scenarios because they helped 

“consolidate” the theoretical or factual information provided. Additionally, all individuals enjoyed learning about 

the appropriate language to use when talking to their clients and found the training content to be very useful. 
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6. Discussion 

The CALD-SPP is a State-wide project which aimed to develop a CALD Suicide Prevention Training course 

utilising resources identified by the previously mentioned HOI review to build capacity amongst multicultural 

communities and organisations. The CALD-SP training is the first co-designed CALD-specific suicide 

prevention training course in Queensland, and possibly more widely. To the evaluators' knowledge, the only 

other culturally adapted suicide prevention training course which has been implemented in Queensland is 

the Queensland Program of Assistance to Survivors of Torture and Trauma (QPASST) Nexus project for 

young people (http://qpastt.org.au/what-we-do/children-and-youth-programs/). Mental Health First Aid 

(MHFA) and Question, Persuade, Refer (QPR) have examples of culturally adapted, but not co-designed, 

training versions17 (https://refugeehealthta.org/physical-mental-health/mental-health/suicide/suicide-

prevention-toolkit/). 

Lived Experience consultation process 

The various stakeholders with a wide range of knowledge, perspective and expertise, that were consulted on 

different aspects of the training development seemed to have played a massive role in the appropriateness 

and effectiveness of this training. This allowed for a well-rounded approach. 

A wide range of measurements was taken to ensure the lived experience consultants' safety and well-being 

because of the topic's sensitivity that may trigger distress. Although, most of the lived experience consultants 

did not actively seek any of the suggested after-hours support, despite feeling upset as they discussed their 

experiences. However, they were very grateful and appreciative of these measures, and it appeared to have 

a significant impact on their entire experience as consultants on the Project. While not all consultants in a study 

may experience extreme distress, the fact that one individual with lived experience reported to the evaluators 

that they were able to receive care from appropriate services due to the follow-up calls provided by the Project 

Team highlights the importance of these measurements. The extra care and support provided to these 

individuals did not go unnoticed and led to their positive consultation experience. 

The open and safe culture established during consultations and meetings with all stakeholders led to them 

feeling safe and comfortable to share their opinions and feedback. However, this may have been a bit difficult 

at times for steering committee members due to the size of the meetings and the varying expertise of the 

members, which was suggested to have the potential to make certain individuals feel overwhelmed and 

uncomfortable to speak up. Nonetheless, the size of the steering committee and the lengthy meetings were 

seen as a strength because they provided the opportunity for in depth discussions and a diverse range of 

views on a very comprehensive project that would not have been possible otherwise.  

CALD suicide prevention training 

Findings from this evaluation show an overwhelmingly positive experience by the CALD Suicide Prevention 

Training course participants. All participants expressed positive views regarding the training content and 

delivery. All participants reported the training as highly relevant to their role and felt an appropriate level of 

cultural inclusiveness and responsiveness in both the training content and its delivery. This adds considerable 

value over and above other suicide prevention trainings. The diversity content of the training was particularly 

appreciated by the non-CALD training participants stating it raised cultural awareness. 

Some participants felt some content was difficult to understand and one participant from a CALD background 

said they faced some language barriers. This will need to be further explored, and modifications made to the 

relevant sections where necessary to ensure the course is accessible and appropriate for all future participants. 

Most participants were able to identify warning signs of people who were at-risk of suicide, and they were able 

to  identify the risk factor and protective factors to suicide (before and after the training). Participants were able 

to mention, in pre and post-training interviews, the community and people they need to work with when they 

give care for CALD people at risk of suicide. All participants were able to explain the importance of considering 

cultural and social contexts while providing care. More people were aware of cultural and social context after 

taking the training. Participants have come to understand the need to develop prolonged relationships with the 

client to use what they have learned in training. The cultural component of the training was the most effective 

in changing knowledge and attitudes of pilot training participants.  

https://refugeehealthta.org/physical-mental-health/mental-health/suicide/suicide-prevention-toolkit/
https://refugeehealthta.org/physical-mental-health/mental-health/suicide/suicide-prevention-toolkit/
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Some participants mentioned their “unresolved feeling” regarding the effectiveness of suicide prevention, the 

care and support recommended (taught) in training. They referred to experiences of knowing someone who 

remained suicidal despite accessing and receiving support from suicide prevention services. This might have 

negative impacts on views and the sustainability of the training. 

Although the Project Team expressed concerns over the length of the training courses during discussions with 

the Evaluation Team and members of the steering committee during the evaluation interviews, none of the 

pilot training participants were affected by it or raised is an issue or limitation. Instead, participants discussed 

the thoroughness of the training and even suggested additional detail and depth that could have been included 

for further improvement. 

Knowledge, attitude and practice (KAP) theory 

The knowledge –attitude-practice (KAP) theory is a health behaviour change theory in which the changes of 

human behaviour (in this instance, delivering suicide prevention services to members of the CALD community) 

are divided into three successive processes: the acquisition of knowledge, the generation of attitudes and the 

formation of behaviour (or practice). The theory presents the progressive relationship among knowledge, 

attitudes, and behaviour: knowledge is the foundation of behaviour change, and belief and attitudes are the 

driving force of behaviour change (Figure 15). 

 

Figure 15: The KAP model 

Knowledge, skills and competency 

The training delivered some important knowledge, skills and competency outcomes for its participants. Most 

participants demonstrated a sound knowledge of the topics at their pre-training assessment. Overall, 

knowledge, skills and competency were further improved post-training, and this was sustained at 3-4 months 

after completing the training course. This indicates good retention of knowledge into the short to medium term 

and is an excellent outcome.  

Attitude 

Overall, the participants demonstrated improved attitudes towards suicide as a result of receiving the training. 

Unfortunately, these improvements were not observed at follow-up, indicating an unsustained effect. 

When asked, training participants reported a change in perceptions of suicide and how they ask or talk about 

suicide. There was also a clear change in their attitude towards the importance of understanding their clients' 

culture and its relevance for them to provide appropriate care.  

Practice 

The evaluation found a low rate of application of knowledge and skills gained by the participants. Less than 

one-third of participants had used the training in practice in the 3-4 months since completing the training. Most 

of the participants did not have the opportunity to apply what they had learnt. This may be for several reasons, 
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including low demand for services from the community, a lack of awareness that these services are available 

in the community, or that the training participants were not the appropriate target group. Another reason may 

be that suicide risk is a relatively low base rate behaviour, providing fewer opportunities to assess prevention 

behaviour change immediately or even a few months following participation in training efforts. These reasons 

could be explored in future evaluations of a fully implemented training. Those that did have the opportunity to 

provide support to individuals at risk of suicide did it within their community and personal networks, which 

creates the argument for the need for such training to be extended to community leaders due to the existing 

rapport and trust with their community members.  

Participants predicted they might face difficulty in implementing what they have learnt in theory even if the 

theory part was presented very well. A lack of confidence to apply what they learned was expressed by most 

participants, particularly among participants who have not had exposure to supporting people at risk of suicide. 

Some CALD participants could not clearly articulate what they should do in a crisis or how to use the safety 

plan. This indicates a practical component to the training with consideration of ongoing supervision, and 

refresher training is needed. Evaluations of other brief gatekeeper trainings have also concluded that other 

strategies, such as behavioural rehearsal, may be necessary to enhance skills18, 19. 

Participants expressed different levels of organisational support, with formal staff reporting better support 

compared to volunteer staff. A lack of organisational support could also be a reason for not practising what 

they have learnt, and this could be worth further evaluation in a fully implemented program. 

Even though the participants didn’t get the chance to apply in their workplace, they used their network to 

support and apply what they have learnt. This indicates a genuine interest and willingness to apply what they 

have learnt; on the other hand, this might compromise the quality of care given as they implement it informally.  

There is value in comparing our evaluation findings with that from mental health first aid (MHFA) training. Our 

findings align with those of a systematic review of MHFA which found training led to improved knowledge, 

small reductions in stigma, and improvements in confidence in providing support20. The MHFA systematic 

review found small improvements in the amount of help provided to a person with a mental health problem at 

follow-up but changes in the quality of behaviours offered were unclear. The pilot CALD-SP training evaluation 

was not designed to extensively assess these changes but this could be examined with longer-term evaluation 

support. An evaluation of MHFA training with the Bhutanese refugee community in the U.S. demonstrated a 

significant improvement in knowledge; however, there was no reduction in negative attitudes towards people 

with mental illness17. 

This evaluation supports the effectiveness of CALD-SP training in improving mental health knowledge up to 4 

months after training. However, while knowledge is necessary for suicide prevention, it is unlikely to be 

sufficient for trainees to modify their behaviour or practice.  

It has been shown elsewhere that gatekeeper training is successful, more work needs to be done on longevity 

of outcomes and referral patterns of gatekeepers. In addition, the unique effect of gatekeeper training on 

suicide rates needs to be fully elucidated.21 

Research has suggested that interactive continuing education training programs, especially those that included 

supervised skill demonstration and rehearsal, significantly affected service providers’ behaviour. However, 

questions have been raised about the efficacy of training in workshop formats for improving the care of patient 

at risk of suicide. Despite this, studies have shown improvements in knowledge and skills because of 

continuing education programs.  

Furthermore, from the clinical setting, the scientific literature is beginning to demonstrate that empirically based 

skills taught in a brief continuing education format can change clinic policy, confidence in risk assessment, and 

confidence in managing suicidal patients, with changes sustained at a 6-month follow-up22.  

Findings such as these, in conjunction with the known elements that facilitate the translation of continuing 

education training into clinical practice, suggest that suicide-specific continuing education can ‘‘meaningfully 

impact professional practices, clinic policy, clinician confidence, and beliefs’’ in conjunction with the known 

elements that facilitate the translation of continuing education training into clinical practice23. Whether these 

findings from the clinical context apply to ‘gatekeepers’ is an interesting question that the CALD-SPP can 

explore in the future. 
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Which participants did better? 

We were interested in whether there were different experiences for CALD (versus non-CALD) participants and 

those who regularly worked with CALD populations (versus those who have little to no exposure).  

There was no evidence of higher knowledge scores among those who work with CALD populations. However, 

according to the qualitative data, many participants who had regular contact with CALD clients, regardless of 

their cultural background, had more knowledge about suicide, cultural factors, protective and risk factors and 

barriers to service utilisation even before completing the training. 

Overall, training participants from non-CALD backgrounds performed better on the measure of skills and 

competency (SIRI-2) compared with participants from CALD backgrounds. Participants who had more frequent 

contact with CALD populations performed better on the measure of skills and competency. 

No particular associations were seen with scores in stigma (SOSS) and being from a CALD background. CALD 

people are an extremely heterogeneous group. A term may be stigmatising in one country, culture, community 

or language group, but not the other. Due to the wide array of countries, cultures and language groups these 

participants face, it is difficult to find any statistical associations. However, the qualitative data adds value 

because people could speak about their takeaway from the training.  

When asked about the referral protocols after completing the training, participants from non-CALD 

backgrounds or who were working in suicide management/prevention roles were better able to recall the 

referral protocol.  

There were a few participants who performed worse on the various measures at post-training than pre-training. 

We did not find any associations with specific demographic factors or other characteristics that could identify 

a group of people for which the training is not suitable; however, this could be re-evaluated with a larger sample 

in the future. 

Online resources 

Participants reported positively regarding the online resources; participants felt the resources were useful, 

relevant and supported what they learned during the training. Engagement with the resources appeared low, 

however, and this could be promoted more through the CALD-SPP. 

Limitations 

We identified some critical limitations in the evaluation of the CALD-SP training. First, although the training 

development and design consultation phase had excellent representation from a comprehensive range of 

stakeholders, this representation was not maintained in the training or evaluation participants. This reduced 

representation may limit the generalisability of the evaluation findings. 

While collecting data in terms of a participant's visa status or their migration journey and whether they moved 

to Australia as migrants, refugees or asylum seekers were excluded from the evaluation questions to minimise 

the amount of time for interviews. However, having this information would have helped identify the diversity of 

opinions in lived experience consultants because each of those groups faces very different barriers, seeks 

very different human services, and faces different risks to suicide and suicidal ideation. 

Some pilot training participants faced issues with the online training due to limited computer literacy and 

language barriers. Accessing the training would have also required individuals to have access to a computer 

or a laptop, internet service, and good English and computer literacy. Inability to have any of these in place 

may have discouraged some human service workers from submitting an expression of interest for the pilot and 

may also impact the uptake of the training when it is widely available.  

As mentioned in the introduction, the majority of people that die by suicide are men. It has been suggested in 

different guidelines for working with CALD communities that some people from specific cultural groups may 

feel more comfortable with someone of the same sex, meaning that they may be less likely to express their 

emotions or suicide ideations to someone of the opposite sex. The majority (83%) of pilot training participants 

were female human service workers. While the pilot training participants may not represent the demographic 
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of individuals who will undertake this training when it is publicly available, there is still a concern for the low 

uptake of this training in male human service workers, who may connect to males CALD clients.  

Some participants noted that some of the questions/words asked in the survey questions were not culturally 

appropriate in terms of the evaluation design. For example, one participant said the word ‘miserable’ in the 

SOSS stigma scale is used only for the ‘worst humanly situation’ in their culture, where the scale did not 

consider it a stigmatising word. This example highlights that stigma measures developed for an English-

speaking, Western audience may not be as effective in capturing the level of stigma in some people who 

identify as CALD. This highlights potential validity issues with these instruments in CALD communities which 

requires future exploration. 

The online delivery method raised concerns over the project's impact because individuals can skip through 

content, and there is no requirement for them to thoroughly follow all aspects of the training content by all 

different stakeholders. This can hinder the learning of the training recipients and thus limit the effect on 

upskilling individuals. Although videos and quizzes were used to keep participants engaged, participants 

highlighted being able to go back to previous pages, meaning that it is possible to skip through content, read 

the quiz question and look for those answers. Furthermore, the pilot training participants that struggled with 

the content of the training also highlighted their preference for in-person training that would give them an 

opportunity for further engagement and improve learning.  

While the consultations with people with lived experience were very effective and a positive experience, it was 

highlighted that engagement from the very conception of the project would have been ideal. Consultations 

provide a great opportunity for designing appropriate content, but whether or not the scope and conception of 

a proposed project are catering to the needs of a group can only be identified through engagement and 

collaboration with the target beneficiaries of a project from the very beginning. Therefore, there is room for 

improvement in how people with lived experience should be engaged in future projects. 

The COVID-19 pandemic had a substantial impact on the project's development and implementation plans, 

hence affected aspects of the evaluation study. In addition, the evaluation study was limited in the sense of 

having a short follow-up period, which did not allow to see the full impact of the training courses. 

7. Recommendations 

Recommendation 1: Further evaluate and develop selection criteria for the appropriate 
target population of training recipients 

• While the training was easy and applicable for experienced human service workers, some participants 

found the training very challenging and/or had little client contact and opportunity to apply what they 

learnt.  

• Consider the inclusion of people who have longer engagement and established relationships with 

suicidal clients (e.g. settlement services, aged care providers who provide in home support). 

• Consider the inclusion of formal and informal community leaders as a target population for the training 

while ensuring there are support systems in place for them. 

Recommendation 2: Better promote the availability of the training program to target training 
recipients 

• Actively promote the training in governmental and non-governmental organisations, especially for 

CALD populations.  

• Promotion of the training to be included in the mainstream health education system 

Recommendation 3: Review the training content which was identified as problematic by the 
evaluation findings 

• Review of cultural appropriateness of survey tools (particularly the SIRI-2) 

• Maximise participant engagement throughout all training modules, e.g., quizzes and other interactive 

activities 
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• Clarify the scope, expectations and goals for participants before the training and ensure they are 

reached by the end of the training. 

• Include more information on how to address a crisis where a client is in evident distress or at risk of 

suicide, displaying suicidal ideations, and refusing to access help 

Recommendation 4: Provision of face-to-face training and reverting to the hybrid delivery 
approach 

• The findings of this study highlight that the provision of face-to-face training could positively impact the 

learning experience of training participants.  

• Due to limited resources, an entirely in-person delivery may not be possible, but a hybrid delivery plan 

should be considered where organisations can request for aspects of the training to be delivered in 

person 

Recommendation 5: Expand the existing training to include practical components, ongoing 
supervision and skills development, and refresher training 

• To ensure desirable and sustainable outcomes, the training will require a multi-faceted and long-term 

viewed approach. This evaluation has drawn attention to a few examples of evidence-based training 

programs.  

Recommendation 6: Establish processes with workplaces and organisations to ensure 
trainees are provided organisational support to apply what they have learnt 

• Collaboration with organisational leadership, so that there is 1) support and discussion in how to 

incorporate the training into organisational practice, 2) the ability for workers to practice these skills 

through changes to organisational policies and expectations, and 3) ongoing support of the worker 

with supervision to build confidence in using the skills. 

Recommendations 7: Further development and integration of online resources 

• Examples of online resources identified as desirable by the evaluation participants include a directory 

and description of culturally appropriate services. 

• Embed the online resources better in training and encourage their use as part of the project. 

Recommendation 8:  Exploring working closely with Mindframe to deliver the training to 
CALD media outlet staff and involving them more directly in their recruitment 

• Mindframe has the existing network, knowledge, relationships and trust with CALD media outlets to 

recruit and deliver a training to their staff successfully. This puts them in a better position than QTMHC 

to deliver the training course on communicating about suicide in media to this target audience.   

Recommendation 9:  Continued engagement and collaboration with the target beneficiaries  

• Whilst the consultation was very positive, there is room for improvement in how people, particularly 

those with lived experience, should be engaged from conception and content development of future 

projects 

Recommendation 10: Sustained comprehensive process and outcomes evaluation of the 
CALD-SPP 

• This evaluation was of a pilot training with a small and non-representative sample size. It’s design 
and implementation were significantly impacted by the COVID-19 pandemic and it necessarily had a 
very short-term focus. Moving forward, the training itself, and its participants, will likely vary 
significantly; providing new insights, experiences and outcomes. Medium- to long-term process and 
outcome evaluation will be crucial to optimally develop the CALD-SPP further and provide needed 
data to inform this program's continued development and sustainability.  
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8. Appendices 

A-1 CALD-SPP project proposal 
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A-2 CALD-SPP project overview 

 

 

 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 92 
 

 

A-3 Consultation questions (lived experience) 
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A-4 Paid Participation policy 
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A-5 Support Plan for people with lived experience 
involved in CALD Suicide Prevention project 
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A-6 RE-AIM evaluation framework 

Dimensions 

REACH – The absolute number, proportion, and representativeness of individuals who are willing to participate in a 

given initiative.  

EFFECTIVENESS/EFFICACY – The impact of an intervention on important outcomes, including potential negative 

effects, quality of life, and economic outcomes. 

ADOPTION – The absolute number, proportion, and representativeness of settings and intervention agents who are 

willing to initiate a program. 

IMPLEMENTATION – At the setting level, implementation refers to the intervention agents' fidelity to the various 

elements of an intervention's protocol. This includes consistency of delivery as intended and the time and cost of the 

intervention. 

MAINTENANCE – The extent to which a program or policy becomes institutionalised or part of the routine 

organisational practices and policies.  
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A-7 Dimensions of the Consolidated Framework for 
Implementation Research 

Dimensions Evaluation components 

Intervention  Stakeholder perception - Stakeholders' perceptions of the quality and validity of 

evidence supporting the belief that the intervention will have desired outcomes. 

Stakeholders' perception of the advantage of implementing the intervention 

versus an alternative solution. Perceived difficulty of implementation, reflected by 

duration, scope, radicalness, disruptiveness, centrality, and intricacy and number 

of steps required to implement. 

Adaptability - The degree to which an intervention can be adapted. Interventions 

usually come to a setting as a poor fit, resisted by individuals affected by the 

intervention, and require an active process to engage individuals to accomplish 

implementation. 

External 

Setting/Context - 

aspects of the larger 

social, political, and 

economic 

environment that may 

influence intervention 

implementation. 

Patient Needs - The extent to which patient needs and barriers and facilitators 

meet those needs are accurately known and prioritised by the organisation.  

Adequate resourcing - Is there adequate staffing available at health facilities? Are 

there sufficient numbers of MH specialists to provide supervision at the various 

health facilities? 

External Policy and Incentives - Broad constructs encompass external strategies 

to spread interventions, including policy and regulations (governmental or other 

central entity), external mandates, recommendations and guidelines, pay-for-

performance, collaborative, and public or benchmark reporting.  

Other cultural and political factors 

Health Service Setting 

- includes features of 

structural, political, 

and cultural contexts 

through which the 

implementation 

process will proceed 

Structural Characteristics - The social architecture, age, maturity, and size of an 

organisation. Social architecture describes how large numbers of people are 

clustered into smaller groups and differentiated and how the independent actions 

of these differentiated groups are coordinated to produce a holistic product or 

service 

Networks and Communications - The nature and quality of webs of social 

networks and the nature and quality of formal and informal communications 

within an organisation. Connections between individuals, units, services, and 

hierarchies may be strong or weak, formal or informal, tangible or intangible. 

Culture - Norms, values, and basic assumptions of a given organisation. 

Examples include efficiency, safety, equity, patient-centeredness, timeliness. 

Implementation Climate - The absorptive capacity for change, shared receptivity 

of involved individuals to an intervention, and the extent to which use of that 

intervention was 'rewarded, supported, and expected within their organisation'. 

Characteristics of 

Individuals - including 

service providers, 

Knowledge and Beliefs about the Intervention - Individuals' attitudes toward and 

the value placed on the intervention and familiarity with facts, truths, and 

principles related to the intervention. 
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patients and others 

involved with the 

intervention and/or 

implementation 

process. 

Self-Efficacy - Individual belief in their own capabilities to execute courses of 

action to achieve implementation goals  

Individual Stage of Change - Characterisation of the phase an individual is in, as 

he or she progresses toward skilled, enthusiastic, and sustained use of the 

intervention 

Individual identification with Organisation - A broad construct related to how 

individuals perceive the organisation and their relationship and degree of 

commitment to that organisation.  

Other Personal Attributes 

Process of 

Implementation - 

successful 

implementation 

usually requires an 

active change process 

aimed to achieve 

individual and 

organisational level 

use of the intervention 

as designed. 

Planning - The degree to which a scheme or method of behaviour and tasks for 

implementing an intervention are developed in advance and the quality of those 

schemes or methods. This includes assessing the feasibility or suitability of the 

intervention for everyday use. 

Engaging - Attracting and involving appropriate individuals in the implementation 

and use of the intervention. 

Executing - Accomplishing the implementation according to plan.  

Dose delivered - The number or amount of each intervention's intended units or 

each component delivered or provided. Dose delivered is a function of the efforts 

of the intervention providers. 

The dose received - The extent to which participants actively engage with, 

interact with, are receptive to, and/or use materials or recommended resources. 

The dose received is a characteristic of the target audience, and it assesses the 

extent of engagement of participants with the intervention. 

Fidelity - The extent to which the intervention was delivered as planned. It 

represents the quality and integrity of the intervention as conceived by the 

developers. Fidelity is a function of the intervention providers 

Acceptability - Satisfaction with various aspects of the innovation (e.g. content, 

complexity, comfort, delivery, and credibility) 

Recruitment - Procedures used to approach and attract participants. Recruitment 

often occurs at the individual and organisational/ community levels. 

Reflecting and Evaluating - Quantitative and qualitative feedback about the 

progress and quality of implementation accompanied with regular personal and 

team debriefing about progress and experience. 
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A-8 Evaluation questionnaires 

A-8-1 Lived experience consultant 
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A-8-2 Interagency networks  
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A-8-3 Steering committee  
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A-8-4 Pilot raining participants 

Pre-training 
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Post-training 
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Follow-up 
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A-9 Evaluation Interviews 

 

Pre-training 
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Post-training 
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Follow-up 
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A-10 Evaluation Participant Information Sheets and 
Consent Forms 

A-10-1 Interagency Network Member Information Sheet 
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A-10-2 Pilot training participants - Participant Information sheet  

 

 

 

 

  



 

Culturally and Linguistically Diverse Suicide Prevention Project Evaluation 109 
 

A-10-3 Lived Experience consultant Information Sheet 
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A-10-4 Participant Consent Form 
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A-11 Distress protocol 
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A-12 Online resources and their usage 

File name File link Number 

of clicks 

QTMHC Community 

page 

https://metrosouth.health.qld.gov.au/qtmhc/community 91 

QTMHC Suicide 

prevention booklet 1 

https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-

suicide-prevention-booklet_1.pdf 

68 

Mental health 

helplines, services  

https://www.qld.gov.au/health/mental-health/help-lines/services 13 

Arabic suicide 

prevention resources 

https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arab

ic-_supporting_someone_in_your_community_who_is_suicidal.pdf   

3 

Hindi suicide 

prevention resources 

https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_hind

i_-_supporting_someone_in_your_community_who_is_suicidal.pdf    

 

3 

CALD Suicide 

Prevention page 

https://metrosouth.health.qld.gov.au/qtmhc/programs-and-

services/cald-suicide-prevention 

786 

Suicide prevention 

overview 

https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-

suicide-prevention-overview_0.pdf  

223 

QTMHC Suicide 

prevention booklet 1 

https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-

suicide-prevention-booklet_1.pdf 

213 

 https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-

_qtmhc.pdf  

116 

 https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arab

ic-_supporting_someone_in_your_community_who_is_suicidal.pdf  

26 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-

suicide-prevention-booklet_1.pdf  

26 

 https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_viet

namese_-

_supporting_someone_in_your_community_who_is_suicidal.pdf  

23 

 https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_chin

ese_-_supporting_someone_in_your_community_who_is_suicidal.pdf  

19 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-

suicide-prevention-overview_0.pdf  

16 

 All the languages for this page were clicked on a few times under the 

click rate of 15 (approx. 10, 6 or 3) 

 

QTMHC Translated 

information page 

https://metrosouth.health.qld.gov.au/qtmhc/translated-information   1044 

 Links below that have been clicked on 20 times or more from the 

Translation page are below, there were a lot of additional links that were 

clicked on a couple times as well, so everything on the page that is not 

listed had around 5-10 clicks on them as well over the one and a half 

years. 

 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-

_plain_eng_qtmhc_info.pdf  

103 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc_gl

ossary_terms.pdf  

78 

 http://www.health.qld.gov.au/multicultural/  71 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_chine

se.pdf  

42 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-

mental-health-i.pdf  

39 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_engli

sh.pdf       

39 

https://metrosouth.health.qld.gov.au/qtmhc/community
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://www.qld.gov.au/health/mental-health/help-lines/services
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arabic-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arabic-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_hindi_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_hindi_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/qtmhc/programs-and-services/cald-suicide-prevention
https://metrosouth.health.qld.gov.au/qtmhc/programs-and-services/cald-suicide-prevention
https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-suicide-prevention-overview_0.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-suicide-prevention-overview_0.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-_qtmhc.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/safety_plan-_qtmhc.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arabic-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_arabic-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc-suicide-prevention-booklet_1.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_vietnamese_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_vietnamese_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_vietnamese_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_chinese_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/qtmhc_cald_chinese_-_supporting_someone_in_your_community_who_is_suicidal.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-suicide-prevention-overview_0.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/calc-suicide-prevention-overview_0.pdf
https://metrosouth.health.qld.gov.au/qtmhc/translated-information
https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-_plain_eng_qtmhc_info.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-_plain_eng_qtmhc_info.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc_glossary_terms.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/qtmhc_glossary_terms.pdf
http://www.health.qld.gov.au/multicultural/
https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_chinese.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_chinese.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-mental-health-i.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-mental-health-i.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_english.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/mi_english.pdf
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 https://www.childrens.health.qld.gov.au/chq/our-services/mental-

health-services/qcpimh/natural-disaster-resources/storybooks/  

39 

 http://www.mhima.org.au/  36 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_chin

ese.pdf  

32 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_eng

lish.pdf  

29 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-

mental-health-ii.pdf  

29 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-

_plain_eng_qtmhc_info_0.pdf  

29 

 http://www.healthtranslations.vic.gov.au/      26 

 https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_ara

bic.pdf  

23 

 https://www.health.qld.gov.au/clinical-practice/guidelines-

procedures/clinical-staff/mental-health/act/resources/translated  

23 

https://www.childrens.health.qld.gov.au/chq/our-services/mental-health-services/qcpimh/natural-disaster-resources/storybooks/
https://www.childrens.health.qld.gov.au/chq/our-services/mental-health-services/qcpimh/natural-disaster-resources/storybooks/
http://www.mhima.org.au/
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_chinese.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_chinese.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_english.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_english.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-mental-health-ii.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/glossary-mental-health-ii.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-_plain_eng_qtmhc_info_0.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/1_-_plain_eng_qtmhc_info_0.pdf
http://www.healthtranslations.vic.gov.au/
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_arabic.pdf
https://metrosouth.health.qld.gov.au/sites/default/files/content/dep_arabic.pdf
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-staff/mental-health/act/resources/translated
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-staff/mental-health/act/resources/translated
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Lived Experience consultant Information Sheet 


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


 


Principal Investigator(s) 
A/Prof Fiona Charlson   


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris  


Location  
Queensland  


You are invited to participate in a research study that will evaluate the CALD Suicide Prevention Training 


Package, developed and delivered by the Queensland Transcultural Mental Health Centre (QTMHC). You 


are asked to participate because you have been involved as a consultant throughout the project.   


What is the study about? 


This study aims to evaluate processes and outcomes, including the short- and medium-term impacts, of the 


CALD Suicide Prevention Project. The results will provide knowledge about the appropriateness, 


effectiveness, and efficiency of the training program to provide recommendations for future improvement.  


Dr Fiona Charlson is conducting this research in partnership with Ms Sanam Ahmadzada and A/Prof 


Meredith Harris from the Policy and Epidemiology Group at the Queensland Centre for Mental Health 


Research.   


What do I have to do? 


You will be asked to participate in a face-to-face interview that will last approximately 30 minutes. It will be 


conducted by one of the researchers and will take place in a public location, e.g. a community centre or 


public library where it is safe and comfortable for you. 


The interviewer will ask about your experience as a consultant, the communication between you and the 


project team members and your thoughts and opinions about the project. The content of the interview will not 


be about any of your personal experiences. Please note that the interview will be recorded so that it can be 


transcribed later. 


Do I have to participate? 


It is important that you understand that your research involvement is voluntary, and there is no penalty for 


not participating. Your relationship with QTMHC will not be affected whether or not you participate in this 


study. Should you have any questions, please ask the interviewer now or contact the researcher on the 


details provided under “For Further Information” before you commence the survey. If you decide to stop 


participating at any time, you may do so without giving any explanation. You have the right to ask that any 


data you have supplied to that point be withdrawn and destroyed. 


How will my information be kept safe, and how will it be used? 


All information you provide will be treated in a confidential manner and kept securely on The University of 


Queensland’s server, which is password protected and can only be accessed by the research team. None of 


the reports will include any personal information. The results will be published at an aggregated level in 


reports or academic papers arising from this study (that is, your information will not be individually 


identifiable). Records from the study will be stored for five years after the study completion, after which they 


will be destroyed. This is following the Australian Code for the Responsible Conduct of Research, 2019. 
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Benefits of participating in this project  


There are no direct benefits to participating in this evaluation research. However, the evaluation outcomes 


will provide important information for optimally designing the training package to ensure it is appropriate and 


beneficial for trainees and communities. Furthermore, the research will help fill a significant gap in current 


Australian research on developing and delivering an appropriate and effective suicide prevention strategy to 


CALD communities.  


You will be reimbursed for your time and any travel costs you incur to attend the appointment for your 


interview. 


Risks of participating in this project 


There are no specific risks associated with participation in this research. We will not ask you any personal 


questions about your own mental health; however, while discussing the training package about suicide 


prevention, you might reflect on previous experiences in your work that are distressing. If you find you are 


becoming uncomfortable or upset at any point, please let the interviewer know. You can stop participating at 


any time without any impact on your relationship with QTMHC.  


For further information 


This study adheres to the Guidelines of the ethical review process of The Metro South Health and The 


University of Queensland and the National Statement on Ethical Conduct in Human Research.  


If you have any questions or want to discuss your participation, you can ask the research team member in 


person or by using the contact details below:  


Sanam Ahmadzada 


Email: s.ahmadzada@uq.edu.au 


Phone: 07 3271 8695 


If you have questions about your rights as a research participant or want to lodge a complaint, you may 


contact the Metro South or University of Queensland Ethics Committee using the contact details below: 


 


Metro South Hospital and Health Service Human Research Ethics Committee EC00167  


Email: MSH-Ethics@health.qld.gov.au 


Phone: 07 3443 8049 


 


University of Queensland Ethics Committee 


Email: humanethics@research.uq.edu.au 


Phone: 07 3365 3924, 07 3443 1656 


 



mailto:s.ahmadzada@uq.edu.au

mailto:MSH-Ethics@health.qld.gov.au

mailto:humanethics@research.uq.edu.au
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Lived experience consultant Consent Form 


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


 


Principal Investigator(s) 
Dr Fiona Charlson   


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris  


Location  
Queensland  


Declaration by Participant 


I have read the Participant Information Sheet for this project, or it was read to me by an interpreter and have 


been given a copy to keep.  


 I have been given an opportunity to ask questions about the research. 


 I understand that my involvement is voluntary, and there is no penalty for not participating. 


 I understand that I may withdraw from the research study at any time without explanation, and may 


ask to have any data I have already supplied destroyed. 


 I agree to participate in the research study and for my data to be stored and used for the research 


described in the lived experience Information Sheet.  


 


Name: ________________________________________  


 


Signature: _____________________________________ Today’s date: _____/______/______ 
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Steering Committee Member Information Sheet 


Title 
Culturally and Linguistically Diverse (CALD)Suicide 


Prevention Program Evaluation 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


Principal Investigator(s) 
A/Prof Fiona Charlson,  


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris 


Location  
Queensland 


You are invited to participate in a research study that will evaluate the CALD Suicide Prevention Training 


Package, developed and delivered by the Queensland Transcultural Mental Health Centre (QTMHC). You 


have been asked to participate because you have been involved as a steering committee member 


throughout the project.    


What is the study about? 


This study aims to evaluate processes and outcomes, including the short- and medium-term impacts, of the 


CALD Suicide Prevention Project. The results will provide knowledge about the appropriateness, 


effectiveness, and efficiency of the training program to provide recommendations for future improvement.  


Associate Professor Fiona Charlson is conducting this research in partnership with A/Prof Meredith Harris, 


and Ms Sanam Ahmadzada from the Policy and Epidemiology Group at the Queensland Centre for Mental 


Health Research.   


What do I have to do? 


You will be asked to participate in a secure videoconference for an interview that will last approximately 30 


minutes. The online interview will be password protected. However, if you have trouble participating in an 


online interview, you have the option of participating in a face-to-face interview instead. It will be conducted 


by one of the researchers and will take place where it is safe, comfortable and practical, e.g. at a community 


centre or a public library near you. 


The interviewer will ask about your experience as a steering committee member, the communication 


between you and the project team members and your thoughts and opinions about the project. Please note 


that the interview will be recorded so that it can be transcribed later. 


Do I have to participate? 


It is important that you understand that your involvement in the research is voluntary and that there is no 


penalty for not participating. Your relationship with QTMHC will not be affected whether or not you participate 


in the study. Should you have any questions, please ask the interviewer now or contact the researcher on 


the details provided under “For Further Information” before you commence the survey. If you decide to stop 


participating at any time, you may do so without giving any explanation. You have the right to ask that any 


data you have supplied to that point be withdrawn and destroyed. 


How will my information be kept safe, and how will it be used? 


All information you provide will be treated in a confidential manner and kept securely on The University of 


Queensland’s server, which is password protected and can only be accessed by the research team. None of 


the reports will include any personal information. The results will be published at an aggregated level in 


reports or academic papers arising from this study (that is, your information will not be individually 
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identifiable). Records from the study will be stored for five years after the study completion, after which they 


will be destroyed. This is following the Australian Code for the Responsible Conduct of Research, 2019. 


Benefits of participating in this project  


There are no direct benefits to participating in this project. However, the outcomes of the evaluation will 


provide important information for optimally designing the training package to ensure it is appropriate and 


beneficial for trainees and communities. Furthermore, the research will help fill a significant gap in current 


Australian research on developing and delivering an appropriate and effective training package to CALD 


communities.  


Risks of participating in this project 


There are no specific risks associated with participation in this research. We will not ask you any personal 


questions about your own mental health; however, while discussing the training package about suicide 


prevention, you might reflect back on previous experiences in your work that are distressing. If you find you 


are becoming uncomfortable or upset at any point, please let the interviewer know. You can stop 


participating at any time without any impact on your relationship with QTMHC.  


For further information 


This study adheres to the Guidelines of the ethical review process of The Metro South Health and The 


University of Queensland and the National Statement on Ethical Conduct in Human Research.  


If you have any questions or want to discuss your participation, you can ask the research team member in 


person or by using the contact details below:  


Sanam Ahmadzada 


Email: s.ahmadzada@uq.edu.au 


Phone: 07 3271 8695 


If you have questions about your rights as a research participant or want to lodge a complaint, you 


may contact the Metro South or University of Queensland Ethics Committee using the contact details below: 


 


Metro South Hospital and Health Service Human Research Ethics Committee EC00167  


Email: MSH-Ethics@health.qld.gov.au 


Phone: 07 3443 8049 


 


University of Queensland Ethics Committee 


Email: humanethics@research.uq.edu.au 


Phone: 07 3365 3924, 07 3443 1656 


 



mailto:s.ahmadzada@uq.edu.au

mailto:MSH-Ethics@health.qld.gov.au

mailto:humanethics@research.uq.edu.au
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Participant Consent Form 


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


 


Principal Investigator(s) 
A/Prof Fiona Charlson   


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris  


Location  
Queensland  


Declaration by Participant 


I have read the Interagency Network Member Information Sheet for this project, or it was read to me by an 


interpreter and have been given a copy to keep.  


 I have been given an opportunity to ask questions about the research. 


 I understand that my involvement is voluntary, and there is no penalty for not participating. 


 I understand that I may withdraw from the research study at any time without explanation, and may 


ask to have any data I have already supplied destroyed. 


 I agree to participate in the research study and for my data to be stored and used for the research as 


described in the Participant Information Sheet.  


 


Name: ________________________________________  


 


Signature: _____________________________________ Today’s date: _____/______/______ 


 


 








  
    


  
 
 Participant Initials       ID number  
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 CALD Suicide Prevention Project Evaluation   


6 MONTH FOLLOW-UP SURVEY (TRAINING 
PARTICIPANT) 


   


 


Today’s Date 


   


        2 0 2  


                                           day        month                              year 


 


Form Completion Notes 


• Answer every question 


1 APPLICATION 


1.1 
In the last 6 months, have you used or applied the information you learnt through 


the Suicide Prevention training? 


           □ A. Yes  


           □ B. No  


           □ C. Not sure 


1.2 In the last 6 months, have you attended another suicide prevention training?? 


□ A. Yes  


□ B. No  


1.3 
Do you remember what training it was? i.e. the name of the training or by whom it 


was provided by. 


___________________________________________ 


1.4 
How frequently have you used the information from this training and the resources 


while providing support for clients who has suicide thoughts or feelings, is seriously 


considering suicide, or has made suicide attempts? 


   □ A. Not at all                            □ B. Daily      


   □ C. Weekly                               □ D.  Monthly         □ E. Once or twice                                                   


1.5 How often did you use the Online Hub that was developed as part of this training 


package? 


   □ A. Not at all                            □ B. Daily      


      □ C. Weekly                               □ D.  Monthly         □ E. Once or twice                                                   


1.6 
In the last 6 months, approximately how often did you come in contact with someone 


from a CALD background who was at risk of suicide, had suicide ideations, was 


seriously considering suicide, or had made suicide attempts? 


   □ A. Not at all                            □ B. Daily      
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 CALD Suicide Prevention Project Evaluation   


6 MONTH FOLLOW-UP SURVEY (TRAINING 
PARTICIPANT) 


   


 


   □ C. Weekly                               □ D.  Monthly         □ E. Once or twice                                                   


1.7 
In the last 6 months, did you help or provide support to someone who was at risk of 


suicide, had suicide ideations, was seriously considering suicide, or had made suicide 


attempts? 


           □ A. Yes (go to Q1.9) 


           □ B. No (go to Section 2) 


           □ C. Not sure 


1.8 If yes, were they from a CALD background? 


 A. Yes (Go to 1.9) 


 B. No (go to Section 2) 


 C. Not sure 


1.9 
In the past 6 months, how many people from CALD backgrounds have you helped or 


provided supported to who were at risk of suicide, had suicide ideations, were 


seriously considering suicide, or had made suicide attempts?  


   □ A. 0-5 people                            □ B. 6-10 people      


   □ C. 11-15 people                        □ D.  16-20 people         □ E. 21+ people  


2 KNOWLEDGE 


2.1 Do you know how to recognise the warning signs of suicide? 


           □ A. Yes 


           □ B. No 


           □ C.  Not sure   


2.2 Overall, I believe my knowledge of suicide, its causes and prevention is (circle one):  


Poor 


1 


Fair 


2 


Average 


3 


Good 


4 


Excellent 


5 


2.3 
The following terms or words are associated with suicide and self-harm, please 


identify which ones are appropriate or preferred and which ones can be 


problematic.  


 Committed suicide        Problematic      Appropriate 


 Failed suicide                Problematic      Appropriate 


 Suicide attempt              Problematic      Appropriate 


 Political suicide             Problematic      Appropriate 


 Took their own life        Problematic      Appropriate 
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6 MONTH FOLLOW-UP SURVEY (TRAINING 
PARTICIPANT) 


   


 


 F. Self-harmer               Problematic      Appropriate 


 G. Cutter                        Problematic      Appropriate 


Please read the following statements and indicate whether you think they are true or false: 


 


 True False Don’t know 


2.4 Nothing can be done to stop people from making the 


attempt once they have made up their minds to kill 


themselves 


   


2.5 If assessed by a psychiatrist, everyone who suicides would 


be diagnosed as depressed 
   


2.6 Seeing a psychiatrist or psychologist can help prevent 


someone from suicide 
   


2.7 Most people who suicide are psychotic    


2.8 Only experts can help people who want to suicide    


2.9 There is a strong relationship between alcoholism and 


suicide 
   


2.10 People who talk about suicide rarely kill themselves    


2.11 People who want to attempt suicide can change their mind 


quickly 
   


2.12 Talking about suicide always increases the risk of suicide    


2.13 A person who has made a past suicide attempt is more 


likely to attempt suicide again than someone who has 


never attempted 


   


2.14 Media coverage of suicide will inevitably encourage other 


people to attempt suicide 
   


2.15 Not all people who attempt suicide plan their attempt in 


advance 
   


2.16 People who have thoughts about suicide should not tell 


others about it 
   


2.17 Very few people have thoughts about suicide    


2.18 People who are anxious or agitated have a higher risk of 


suicide 
   


2.19 Most people who suicide are younger than 30    


2.20 Men are more likely to suicide than women    


2.21 People with relationship problems or financial problems 


have a higher risk of suicide 
   


2.22 Most people who suicide don’t make future plans    
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 True False Don’t know 


2.23 If you asked someone directly ‘‘Do you feel like killing 


yourself?’’ it will likely lead that person to make a suicide 


attempt 


   


2.24 A suicidal person will always be suicidal and entertain 


thoughts of suicide 
   


2.25 A person who suicides is mentally ill    


2.26 A time of high suicide risk in depression is at the time 


when the person begins to improve 
   


2.27 Motives and causes of suicide are readily established    


2.28 Most people who attempt suicide fail to kill themselves    


2.29 Those who attempt suicide do so only to manipulate others 


and attract attention to themselves 
   


 


3 ATTITUDES  


3.1 On a scale of 1 to 5, how comfortable are you asking the question about suicide from a 


client if you notice warning signs? 


Very 


uncomfortable 


1 


Slightly 


Uncomfortable 


2 


Neither comfortable nor 


uncomfortable / Unsure 


3 


Slightly 


comfortable 


4 


Very 


comfortable 


5 


Using the scale below, please rate how much you agree with the descriptions of people who 


take their own lives (die by suicide). 


In general, people who die by suicide are: 


 


 Strongly 


disagree 


Disagree Neutral Agree Strongly 


agree 


3.2 alienated      


3.3 arrogant      


3.4 attention-seeking      


3.5 barbaric      


3.6 brave      


3.8 broken      


3.9 a burden      


3.10 committed      


3.11 cowardly      


3.12


2 


cruel      


3.13 cut-off      


3.14 dedicated      
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 Strongly 


disagree 


Disagree Neutral Agree Strongly 


agree 


3.15 depressed      


3.16 disconnected      


3.17 disturbed      


3.18 an embarrassment      


3.19 evil      


3.20 failures      


3.21 fearless      


3.22 hurt      


3.23 hurtful      


3.24 ignorant      


3.25 immoral      


3.26 in pain      


3.27 irresponsible      


3.28 isolated      


3.29 lazy      


3.30 lonely      


3.31 lost      


3.32 miserable      


3.33 motivated      


3.34 noble      


3.35 pathetic      


3.36 powerful      


3.37 punishing others      


3.38 rational      


3.39 realistic      


3.40 reckless      


3.41 sad      


3.42 selfish      


3.43 senseless      


3.44 shallow      


3.45 shameful      


3.46 strange      


3.47 strong      


3.48 stupid      


3.49 trapped      
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 Strongly 


disagree 


Disagree Neutral Agree Strongly 


agree 


3.50 understandable      


3.51 unfair      


3.52 unforgivable      


3.53 unhappy      


3.54 unjustifiable      


3.55 unnatural      


3.56 useless      


3.57 vengeful      


3.58 violent      


3.59 weak      


3.60 withdrawn      


 


4 SKILL ACQUISITION/IMPROVEMENT 


The following items represent a series of excerpts from counselling sessions. Each excerpt begins 


with an expression by the client concerning some aspect of the situation he or she faces, followed 


by two possible helper responses to the client’s remark.  


You are to rate each response in terms of how appropriate or inappropriate you feel the reply is to 


the client’s comment. In the blank, you should record a rating from -3 to +3, corresponding to the 


chart below. Be sure to respond to each item and try not to leave any blanks.  


 


 


+3: highly appropriate response   -1: marginally inappropriate response 


+2: appropriate response     -2: inappropriate response 


+1: marginally appropriate response    -3: highly inappropriate response 


0: neither appropriate not inappropriate 


  


SCORE 


 


EXCERPTS 


4.1  Client: I decided to call in tonight because I really feel like I might do 


something to myself…I’ve been thinking about suicide.  


_____ Helper A: you say you’re suicidal, bur what is it that’s really bothering you? 


_____ Helper B: can you tell me more about your suicidal feelings? 


4.2  Client: And now my health is going downhill too, on top of all the rest. 


Without my husband around to care for me anymore, it just seems like the end 


of the world.  
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_____ Helper A: Try not to worry so much about it. Everything will be all right. 


_____ Helper B: You must feel pretty lonely and afraid of what might happen. 


4.3  Client: But my thoughts have been so terrible… I could never tell them to 


anybody.  


_____ Helper A: You can tell me. I’m a professional and have been trained to be 


objective about these things. 


_____ Helper B: Some of your ideas seem so frightening to you that you imagine 


other people would be shocked to know you are thinking such things. 


4.4  Client: No one can understand the kind of pain I’ve been through. Sometimes I 


just feel like I have to hurt myself, so I cut my wrists.  


_____ Helper A: It seems like you’ve been suffering so much that cutting our wrists 


is the only way you can make the pain go away. 


_____ Helper B: But you’re so young, you have so much to live for. How can you 


think of killing yourself? 


4.5  Client: What are you anyway? Are you a doctor? How do you know what I’ve 


been going through? You’ve probably always had it pretty soft.  


_____ Helper A: So, you are wondering if I can understand how you feel. 


_____ Helper B: You’re not even giving me a chance. I’ve had a pretty rough life 


too; you’re not the only one who’s seen some hard times. 


4.6  Client: My life has been worthless ever since my wife, Emma, died four years 


ago. The kids are grown and married now, and I’ve been retired from my job 


at the railroad for some time. It just seems that I’d be better off dead.  


_____ Helper A: but try to think of what Emma would want for you. She’d want you 


to continue leading a productive life, wouldn’t she? 


_____ Helper B: It sounds like everything just collapsed around you when Emma 


died… but what happened recently to make you think that dying is the only 


way out?  


4.7  Client: I really need help… it’s just…[voice breaks; silence] 


_____ Helper A: It must be hard for you to talk about what’s bothering you. 


_____ Helper B: Go on, I’m here to listen to you talk. 


4.8  Client: When you sum up my problem like that, it makes it seem less 


confusing and not so scary.  


_____ Helper A: See, it really isn't so bad after all. It certainly isn't anything you 


would think of killing yourself over, is it? 


_____ Helper B: Sometimes talking about problems does make them a bit clearer. I 


think you realize how dangerous your suicidal feelings were, that's why you 


decided to contact me. 


4.9  Client: You were supposed to help me, but you've only made things worse. 


_____ Helper A: I'm sorry. I was only trying to help. 


_____ Helper B: You sound pretty angry. 
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4.10  Client: How could you ever help me? Have you ever wanted to kill yourself? 


_____ Helper A: It sounds like you're concerned about whether I can understand and 


help you. 


_____ Helper B: Sure, I've thought about suicide sometimes. But I always found 


more realistic solutions to my problems. 


4.11  Client. I don't know…this whole thing with my wife really gets to me. {Sobs] 


I try so hard to keep from crying... 


_____ Helper A: Do you think that the reason it's hard for you to cry is because 


you're a man? 


_____ Helper B: With all the hurt you're feeling, it must be impossible to hold those 


team in. 


4.12  Client: How can I believe in God anymore? No God would ever let this 


happen to me: I've never done anything to deserve what's happened. 


_____ Helper A: Things have gotten so bad, that it's difficult to see any meaning in 


the things that have happened to you. 


_____ Helper B: Well, God works in mysterious ways. Maybe this is His way of 


testing your faith. 


4.13  Client: I don't know why I'm calling you. My family is financially well off, 


and my husband spends plenty of time with me, even though he has a 


successful law career. Even my kids have been doing well. They get good 


marks at school and have lots of free time activities with their friends. But 


nothing seems to interest me. Life is just a bore… 


_____ Helper A: Considering all you have going for you, your problems can’t be all 


serious. Try to focus more on the positive aspect of your situation. 


_____ Helper B: So even though things seem to be going well at one level, life still 


seems pretty depressing, even if it’s hard to say exactly why.  


4.14  Client: I have to hang up now. My mother’s coming home soon and I don't 


want her to know I've been talking to you. 


_____ Helper A: Okay, but if you keep feeling suicidal, remember you can always 


call back. 


_____ Helper B: All right, but first I want you to promise me you won't do anything 


to hurt yourself, until you call and talk to me. Will you repeat that promise? 


4.15  Client: Is it really true, that many people feel this way? I thought I was the 


only one who had such dreadful, sinful ideas. 


_____ Helper A: No. there are many people who suffer from mental illness. But with 


appropriate treatment by a qualified physician, some of these patients can be 


cured. 


_____ Helper B: It is true. You're not the only one who has suicidal thoughts. And 


you can be helped to get through this crisis, just as others have been. 


4.16  Client: I'm so lonely, so tired. (crying) There just isn't anywhere left to turn. 


_____ Helper A: You seem so alone, so miserable. Have you been feeling suicidal? 


_____ Helper B: Come on now. Things can't be all that bad. 


4.17  Client: (over telephone) It's hard to talk here, with all these people. 


_____ Helper A: Would it help if I asked questions? 
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_____ Helper B: Why don't you call back some other time when you can talk more 


easily? 


4.18  Client: I have a gun pointed at my head right now, and if you don't help me. 


I'm going to pull the trigger! 


_____ Helper A: You seem to be somewhat upset. 


_____ Helper B: I want you to put down the gun so we can talk. 


4.19  Client: Why should you care about me, anyway? 


_____ Helper A: I've been trained to care about people. That's my job. 


_____ Helper B: Because I think your death would be a terrible waste, and it 


concerns me that things are so that you are considering suicide. You need help 


to get through this critical period. 


4.20  Client: I really hate my father! He's never shown any love for me, just 


complete disregard.  


_____ Helper A: You must really be angry at him for not being there when you need 


him. 


_____ Helper B: You shouldn't feel that way. After all, he is your father, and he 


deserves some respect. 


4.21  Client: I don't think there's really anyone who canes whether I'm alive or dead. 


_____ Helper A: It sounds like you're feeling pretty isolated. 


_____ Helper B: Why do you think that no one cares about you anymore? 


4.22  Client: I tried going to a therapist once before, but it didn't help…Nothing I do 


now will change anything. 


_____ Helper A: You've got to look on the bright side! There must be something you 


can do to make things better, isn't there? 


_____ Helper B: Okay, so you're feeling hopeless, like even a therapist couldn't help 


you. But has anyone else been helpful before-maybe a friend, relative, teacher, 


or clergyman? 


4.23  Client: My psychiatrist tells me I have an anxiety neurosis. Do you, think 


that's what's wrong with me? 


_____ Helper A: I'd like to know what this means to you, in this present situation. 


How do you feel about your problem? 


_____ Helper B: I'm not sure I agree with that diagnosis. Maybe you should seek out 


some psychological testing, just to be certain. 


4.24  Client: I can't talk to anybody about my situation. Everyone is against me. 


_____ Helper A: That isn't true. There are probably lots of people who care about you 


if you'd only give them a chance. 


_____ Helper B: It must be difficult to find help when it's so hard to trust people. 


4.25  Client: [Voice is slurred. unclear over telephone.] 


_____ Helper A: You sound so tired. Why don't you get some sleep and call back in 


the morning? 


_____ Helper B: Your voice sounds so sleepy. Have you taken anything? 
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Informed Consent 


• Please ensure that the participant has read the PIS and signed the consent form.  


• Give the participant a copy of the signed/dated consent form and retain the original 


signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


 


 DEMOGRAPHIC INFORMATION: 


1.1 How old are you? (Age in Yrs.) 


  OR                    □ A. 18-24                                    □ B. 25-35                      □ C. 36-45 


                           □ D.  46-55                                   □ E. 55-65                      □ F. 65+ 


1.2   Gender?   


1.3 
Do you identify yourself as someone from a culturally and linguistically diverse (CALD) 


background? 


□ A. No 


             B. Yes, please specify______________________ 


1.4 Which location in Queensland do you live in?  


□ A. Cairns                      □ B. Townsville                                □ C. Mackay                 □ 


D.  Toowoomba           □ E. Redcliffe-Caboolture                □ F. Brisbane                                                       


□ G. Ipswich                   □ H. Logan                                        □ I. Gold coast 


1.5 What is your occupation? __________________________ 


 CONSULTATION PROCESS 


2.2 How did you hear about the CALD Suicide Prevention Training Package? 


___________________________________ 


Today’s Date 


   


       2 0 2  


                                          day        month                              year 


 


M F Other 
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2.3 


Did you get a chance to share the improvements you want to see in the suicide 


prevention package? 


a. Yes 


b. Not sure 


c. No 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.4 
How did the facilitators respond to your feedback and views? 


2.5 
How respected did you feel by the facilitators  


Very 


disrespected 


1 


Slightly 


disrespected 


2 


Neither respected nor 


disrespected / Unsure 


3 


Slightly 


respected 


4 


Very respected 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.7 
What could be done differently by the facilitators to improve your experience during 


your involvement in the steering committee? 


2.8 
Were you asked to give feedback regarding the training process, implementation and 


overall activities? 


2.9 
Overall, how satisfied are you with the consultation process in the steering committee 


on a scale of 1 to 5? (Have the scale to show) 


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate on why you gave that rating 
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 CONTENT OF TRAINING PACKAGE 


3.1 
Do you think the Training package will be practical usable and appropriate for the 


CALD community?  


3.2 
Do you think people who are working with the CALD community will be interested 


to participate in the training?  


3.3 
Do you have concern on the implementation process of the training package?  


3.4 If yes, were you able to discuss your concerns during the consultation? 


3.5 In your opinion,  is the training package socially and culturally appropriate for the 


CALD community? 


3.6 
Were you consulted with regarding the process of recruiting training recipients?  


a. Yes 


b. Not sure 


c. No 


3.7 
If yes, what are your thoughts on the recruitment strategy? 


Prompt for interviewer:  


• How was their feedback taken into consideration 


3.8 
Are there any particular aspects of the training that you are not satisfied with e.g. 


process of development, content or delivery plans? 


3.9 
Overall, how satisfied are you with the content of the training package? 


  


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


 GENERAL CLOSING QUESTIONS 


4.1 How are you feeling right now? 


Prompt for interviewer: 


• If distressed or upset, follow the distress protocol 
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4.2 Do you have any questions for me? 


 
 


 








 


Last updated on 9th March 2020 


CALD Suicide Prevention Project 
2019-2021 
QLD Transcultural Mental Health Centre 
 
About the Project 
A State-wide, two-year project supported by the Qld 


Mental Health Commission (QMHC) and led by the Qld 


Transcultural Mental Health Centre (QTMHC), Metro 


South Addiction and Mental Health Services. 


 
Project Outcomes 


• A self-directed, online culturally and 
linguistically diverse (CALD) Suicide Prevention 
Training Package developed to increase 
capacity of staff to identify and support 
individuals from CALD background at risk of 
suicide 


• A suicide prevention online hub developed, 


which can be accessed through QTMHC 


website and will include CALD appropriate 


resources (some multilingual). 


• Online training package evaluated 
• CALD media outlets across Qld upskilled on 


how to best portray mental illness and suicide 
 
Strategies 


• Establish a Steering Committee, which includes 


representatives from QMHC, relevant CALD 


organizations, organizations with suicide 


prevention and evaluation expertise and CALD 


individuals with lived experience. Steering 


Committee will provide input and advice and 


endorse all deliverables through this project. 


• Engage an independent evaluator to evaluate 


the training package and the developmental 


process. 


• Consult with multicultural interagency 


networks, cultural consultants and CALD 


people with lived experience. 


• Pilot the online training and evaluate short- 


and medium-term outcomes. 


• Upskill CALD media outlets utilising the 


Midframe Media Guidelines 


 
 
 
 
Target Users 


• Staff in human services sector working 
with individuals from CALD backgrounds 
across QLD 


• CALD media outlets across QLD 
 
Priority sub-groups in the package 


• Older migrants 


• Maori and Pacific Islander population 


• Women, particularly those who are impacted 
by domestic violence 


• People from refugee backgrounds and asylum 
seekers 


• Young people 


 
Our stakeholders 
This project will work in partnership with: 


• A Steering Committee  


• Consultation groups of individuals and 


organizations with specific knowledge of 


priority sub-groups and content experts.  


• Members of multicultural interagency 


networks who provide direct support to CALD 


people. 


• The Qld Centre for Mental Health Research as 


the independent project evaluator. 


 
Who to Contact 


• Project Officer: Hanan Al-Alawneh Hanan.Al-
Alawneh@health.qld.gov.au,  
07 3317 1234 


• Statewide Community Partnerships & 
Integration Leader: Viktoria Vibhakar 
Viktoria.Vibhakar@health.qld.gov.au  


• Manager: Elizabeth Truong 
Elizabeth.Truong@health.qld.gov.au 
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Informed Consent 


• Please ensure that the participant has read the PIS and signed the consent form.  


• Give the participant a copy of the signed/dated consent form and retain the original 


signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


Today’s Date 


   


        2 0 2  


                                           day        month                              year 


 


 


1 PROJECT MANAGEMENT  


1.1 How did you find out about the Suicide Prevention training?           


1.2 
Tell me about the communication and coordination of the facilitators. 


Prompt for interviewer 


• Clarity  


• How they found out about the training 


• Easy to follow and understand  


• Room for questions 


2 SATISFACTION 


2.1 
Prompt for interviewer 


• If the participant mentioned facing difficulties during or before training (in the pre 


training interview/questionnaire or post training questionnaire), discuss that 


• How did QTMHC help removing those barriers 


2.2 
On a scale of 1 to 5, how culturally responsive or appropriate do you think this 


training was?  


Very 


inappropriate 


1 


Slightly 


inappropriate 


2 


Neither appropriate 


nor inappropriate / 


Unsure 


3 


Slightly 


appropriate 


4 


Very 


appropriate 


5 


Prompt for interviewer: 
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• If you feel comfortable, can you please elaborate 


2.3 
On a scale of 1 to 5, how satisfied are you with the content of the training package?    


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


2.4 
On a scale of 1 to 5, how satisfied are you with the delivery of the training package?         


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


2.5 
What do you think about the quality of the training package? 


Prompt for interviewer 


• The best and most useful parts of the training   


• The worst or least useful parts of the training  


• What could be done more effectively   


• Things that could be added or removed  


• General feedback 


3 APPLICATION 


3.1 
What kind of difficulties do you think you might face while applying what you learnt 


at this training in your work? 


3.2 
On a scale of 1 to 5, how feasible do you think it is to apply what you will learnt in 


this training in your work?         
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Very 


Unfeasible 


1 


Slightly 


unfeasible 


2 


Neither feasible nor 


unfeasible / Unsure 


3 


Feasible 


4 


Very feasible 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


3.3 
On a scale of 1 to 5, how important do you think a training package like this is for 


you in your role? 


 
Not at all 


important 


1 


Of little 


importance 


2 


Of average importance / 


Unsure 


3 


Important 


4 


Very 


important 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


3.4 Have you ever referred or linked someone who is at risk for suicide, has suicide 


thoughts or feelings, is seriously considering suicide, or has made suicide attempts to 


services? 


 A. Yes (If yes, answer Q 3.7)  


 B. No (Go to Q3.8) 


 C. Not sure 


3.5 
If yes, what kind of challenges have you experienced in referring or linking someone 


at risk of suicide?          


3.6 
How supported do you feel by your workplace to provide help and support to those 


at risk of suicide?         


3.7 
What do you do for self-care and reduce your risk of burn out?            


4 KNOWLEDGE 


4.1 
What did you learn or gain from this training? 


Prompt for interviewer:  


• What are some warning signs that might indicate to you that your client is at risk 


of suicide?  


• Why might someone take their own life? 
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• What is the referral protocol for people at risk of suicide? 


• Why do you think people at risk of suicide do not usually go to the service they 


have been referred to? 


4.2 
Why do you think it is important for you as a human service worker to be receiving 


this training? 


4.3 
Why is a suicidal client’s social and cultural context important to know for you to 


provide the right care? 


Prompts for interview 


• Culture’s influence on suicide  


• Cultures influence on help seeking behaviors 


• Stigma of suicide in the CALD community   


4.5  
When providing a CALD person considering suicide any support, who else do you or 


should you, engage with from their community or your workplace? 


4.6 
Why is it important for you to build a rapport with your client before asking them 


about suicide? 


4.7 
What are some risk factors that increase a person’s vulnerability to suicide? These 


can be on a personal, community or societal level.  


Prompt for interviewer  


• Please add any cultural risk factors that you are aware of.   


4.8 What are some protective factors or factors that protect an individual’s vulnerability 


to suicide?  These can be on a personal, community or societal level.  


Prompt for interviewer  


Prompt for interviewer  


• Please add any cultural risk factors that you are aware of.   


5 ATTITUDES  


5.1 
How confident are you in talking to and providing support to people who are at risk 


of suicide, has suicide ideations, is seriously considering suicide, or has made suicide 


attempts?  


Prompt for interviewer 


• Confidence in assessing  
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• Confidence in asking if noticed warning signs 


• Confidence in referring  


• Areas of least confidence? 


• Ask why or for more elaboration if they are or are not confident about something 


5.2 
On a scale of 1 to 5, how comfortable are you asking the question about suicide from 


a client if you notice warning signs? 


Very 


uncomfortable 


1 


Slightly 


Uncomfortable 


2 


Neither comfortable nor 


uncomfortable / Unsure 


3 


Slightly 


comfortable 


4 


Very 


comfortable 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


• If you do not feel comfortable, can you please elaborate 


6 SKILL ACQUISITION/IMPROVEMENT  


6.1 If you have a client who is having suicidal thoughts or attempted suicide, how would 


you respond and provide support? 


Prompt for interviewer: 


• What is the procedure for follow-up with patients identified as being at risk for 


suicide? 


6.2 What are some things to be considerate of when talking about suicide in the media, 


including social media platforms like Facebook and Instagram?          


7 GENERAL CLOSING QUESTIONS 


7.1 How are you feeling right now? 


Prompt for interviewer: 


• If distressed or upset, follow the distress protocol 


7.2 Do you have any questions for me? 
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Interagency Network Member Information Sheet 


Title 
Culturally and Linguistically Diverse (CALD)Suicide 


Prevention Program Evaluation 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


Principal Investigator(s) 
A/Prof Fiona Charlson,  


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris 


Location  
Queensland 


You are invited to participate in a research study that will evaluate the CALD Suicide Prevention Training 


Package, developed and delivered by the Queensland Transcultural Mental Health Centre (QTMHC). You 


have been asked to participate in this evaluation because you have been involved as a consultant 


throughout the project.    


What is the study about? 


This study aims to evaluate processes and outcomes, including the short- and medium-term impacts, of the 


CALD Suicide Prevention Project. The results will provide knowledge about the appropriateness, 


effectiveness, and efficiency of the training program to provide recommendations for future improvement.  


Associate Professor Fiona Charlson is conducting this research in partnership with A/Prof Meredith Harris, 


and Ms Sanam Ahmadzada from the Policy and Epidemiology Group at the Queensland Centre for Mental 


Health Research.   


What do I have to do? 


You will be asked to participate in a secure videoconference for an interview that will last 30 minutes to 45 


minutes. The online interview will be password protected. However, if you have trouble participating in an 


online interview, you have the option of participating in a face-to-face interview instead. It will be conducted 


by one of the researchers and will take place somewhere safe, comfortable and practical, e.g. at a 


community centre or a public library near you. 


The interviewer will ask about your experience as a consultant, the communication between you and the 


project team members and your thoughts and opinions about the project. Please note that the interview will 


be recorded so that it can be transcribed later. 


Do I have to participate? 


It is important that you understand that your involvement in the research is voluntary and that there is no 


penalty for not participating. Your relationship with QTMHC will not be affected whether or not you participate 


in the study. Should you have any questions, please ask the interviewer now or contact the researcher on 


the details provided under “For Further Information” before you commence the survey. If you decide to stop 


participating at any time, you may do so without giving any explanation. You have the right to ask that any 


data you have supplied to that point be withdrawn and destroyed. 


How will my information be kept safe, and how will it be used? 


All information you provide will be treated in a confidential manner and kept securely on The University of 


Queensland’s server, which is password protected and can only be accessed by the research team. None of 


the reports will include any personal information. The results will be published at an aggregated level in 


reports or academic papers arising from this study (that is, your information will not be individually 
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identifiable). Records from the study will be stored for five years after the study completion, after which they 


will be destroyed. This is following the Australian Code for the Responsible Conduct of Research, 2019. 


Benefits of participating in this project  


There are no direct benefits to participating in this project. However, the outcomes of the evaluation will 


provide important information for optimally designing the training package to ensure it is appropriate and 


beneficial for trainees and communities. Furthermore, the research will help to fill a significant gap in current 


Australian research on how to develop and deliver an appropriate and effective training package to CALD 


communities.  


Risks of participating in this project 


There are no specific risks associated with participation in this research. We will not ask you any personal 


questions about your own mental health; however, while discussing the training package about suicide 


prevention, you might reflect back on previous experiences in your work that are distressing. If you find you 


are becoming uncomfortable or upset at any point, please let the interviewer know. You can stop 


participating at any time without any impact on your relationship with QTMHC.  


For further information 


This study adheres to the Guidelines of the ethical review process of The Metro South Health and The 


University of Queensland and the National Statement on Ethical Conduct in Human Research.  


If you have any questions or want to discuss your participation, you can ask the research team member in 


person or by using the contact details below:  


Sanam Ahmadzada 


Email: s.ahmadzada@uq.edu.au 


Phone: 07 3271 8695 


If you have questions about your rights as a research participant or want to lodge a complaint, you 


may contact the Metro South or University of Queensland Ethics Committee using the contact details below: 


 


Metro South Hospital and Health Service Human Research Ethics Committee EC00167  


Email: MSH-Ethics@health.qld.gov.au 


Phone: 07 3443 8049 


 


University of Queensland Ethics Committee 


Email: humanethics@research.uq.edu.au 


Phone: 07 3365 3924, 07 3443 1656 


 



mailto:s.ahmadzada@uq.edu.au

mailto:MSH-Ethics@health.qld.gov.au

mailto:humanethics@research.uq.edu.au
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Participant Consent Form 


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


 


Principal Investigator(s) 
A/Prof Fiona Charlson   


Associate Investigator 
Ms Sanam Ahmadzada, A/Prof Meredith Harris  


Location  
Queensland  


Declaration by Participant 


I have read the Interagency Network Member Information Sheet for this project, or it was read to me by an 


interpreter and have been given a copy to keep.  


 I have been given an opportunity to ask questions about the research. 


 I understand that my involvement is voluntary, and there is no penalty for not participating. 


 I understand that I may withdraw from the research study at any time without explanation, and may 


ask to have any data I have already supplied destroyed. 


 I agree to participate in the research study and for my data to be stored and used for the research as 


described in the Participant Information Sheet.  


 


Name: ________________________________________  


 


Signature: _____________________________________ Today’s date: _____/______/______ 
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Participant Consent Form 


Title 
Culturally and Linguistically Diverse (CALD) Suicide Prevention 


Program Evaluation 


Project Sponsor 
Queensland Transcultural Mental Health Centre (QTMHC) 


Principal Investigator(s) 
Dr Fiona Charlson  


Associate Investigator (s) 
Ms Sanam Ahmadzada, A/Prof Meredith Harris 


Location  
Queensland 


Declaration by Participant 


I have read the Participant Information Sheet for this project or it was read to me by an interpreter and have been 


given a copy to keep.  


 I have been given an opportunity to ask questions about the research. 


 I understand that my involvement is voluntary and there is no penalty for not participating. 


 I understand that I may withdraw from the research study at any time without explanation, and may ask to 


have any data I have already supplied destroyed. 


 I agree to participate in the research study and for my data to be stored and used for the research as 


described in the Participant Information Sheet.  


 


Name: ________________________________________  


 


Signature: _____________________________________ Today’s date: _____/______/______ 


 


 


 








CALD Suicide Prevention
Training Package Project
Qld Transcultural Mental Health Centre


(QTMHC) 


Feb 2020


Consultation session with people with lived experience







Session objective


Obtain insight from your lived-


experience and cultural background to 


improve the training package for 


human services’ workers







Examples: Human Services Workers
• Centrelink


• Employment Services 


• Education Services


• Neighbourhood Centres


• Settlement Services


• Aged Care Services


• Youth Services


• Victims of Domestic Violence Support Services







You will be providing input from the
• values and views


• attitudes


• practices


• Bearing in mind that people living now in Australia 
RETAIN some things from culture(s) of origin and 
ADOPT some things from the culture of the receiving 
country. (acculturation)


That YOU or people in your cultural 
community have about 3 areas







The three areas of consultation are:


1.Views on suicide, 
communication, risk factors


2.Views on asking for or accepting 
support


3.Views on experiences when 
services were received







Group Agreements for Today


•Think about WHAT would make 
you feel more comfortable 
contributing to today’s consultation:


–Things you would like to see happening


–Things you would NOT like to see happening







PART 1


Views on suicide,


how suicide is communicated,


factors impacting suicide







Q 1


How is suicide viewed in your culture?


Are there situations where it might be 
acceptable to die by suicide?







Q 2


What ways can suicide intention be 


expressed/communicated in your 


culture?







Q 3


What were the factors that may have contributed to 


suicidal ideation/attempt/death by suicide?


Mental illness, situational crisis, family crisis, 


financial crisis, work issues, community issues, 


combination of multiple factors, other







PART 2


Views on asking for and 


accepting  support







Q 4
Did you tell /talk to anyone about your experience 


at the time?


If yes, who did you talk to? What do you think 


helped you open up? 


If not, what do you think might have made it 


difficult/ what might have been barriers to open up?







Q 5


Who did you speak with or see? When? and for 


how long did you see that person?


Friends and family, community leaders, religious 


leaders, community group, teacher/education staff, 


work mate, your GP, community organization staff







Q 6


What support do you know available to 


people who experience suicide?







Q 7


What kind of support (services) would have 


been helpful to you at the time?







PART 3


Views on experiences when 


services were received







Q 8


Thinking of the support you received, what was 


helpful in terms of:


1. Attitudes towards you? How people engaged 


with you? How people talked to you? How staff 


treated you? Related to you?


2. Support that was provided? Where they 


helpful/useful?


3. How your support was provided to you?







Q 9


What was not helpful? What could have been done 


better? In terms of:


1. Attitudes towards you? How people engaged 


with you? How people talked to you? How staff 


treated you? Related to you?


2. Support that was provided? Where they 


helpful/useful?


3. How your support was provided to you?







Q 10
How many of you were recommended services/referred to 


services?


If you were referred how many of you followed up their 


referral?


Why/why not? (what was helpful accessing services 


and what were the barriers?)


When suggested a referral the person: 


Gave you phone number, Took you to the service, 


Made a phone call with you, Other







Video Co-facilitation







My self care plan







Thank you!








1.1. Distress protocol  


Purpose of protocol:  


To provide guidance to project staff interviewing stakeholders as part of the evaluation of the CALD 


Suicide Prevention Project on managing emotional distress in the context of the interview.   


As part of the evaluation of the CALD Suicide Prevention Project, face-to-face interviews will be 


conducted with a range of stakeholders. The interviews are designed to elicit feedback from 


stakeholders regarding qualitative aspects of the training package and the provision of the training 


project.  


When to apply:   


➢ If an interviewee becomes upset or distressed. 


➢ If the project officer has concerns or queries whether an interviewee is distraught or has 


concerns for their welfare.   


➢ If the project officer’s confidence in managing the interview begins to decrease significantly. 


➢ If the project officer is having an unhelpful emotional reaction to an interviewee.  


➢ If the interviewee becomes aggressive. 


➢ If the interviewee is wanting to make a complaint. 


Procedure:  


➢ Check with the interviewee what you have noticed or your concerns.  Acknowledge 


expressed feelings of distress or the situation.  


➢ Let the interviewee know you’re aware that they are feeling distressed, express your 


concern. 


➢ Check with the interviewee whether they wish to continue or whether they would like to 


cease the interview.  


➢ Encourage them to seek relevant help (trusted support, GP, call centre, MH Call -see phone 


numbers listed below). Provide contact details. You may like to use phrases such as “I can see 


that what we have discussed has brought up some difficult feelings for you. Is there anything 


I can do to help you at this point?”  “Is there someone you trust who you could talk to?”  


➢ Check with the interviewee whether you can call them again in a few days to check in with 


them briefly, or whether they would prefer another project staff member to contact them.  


➢ Report to your line manager and to the CALD Suicide Prevention Project Officer.   


Helpful contacts: 


• MH call: 1300 MH CALL- 1300 64 2255 (27hours/ 7 days a week) 


• Beyondblue 1300 22 4636 (24 hours/ 7 days a week),  


• Lifeline 13 11 14 (24 hours), provides 24-hour crisis counselling 


• Men’s Line Australia 1300 78 99 78, (24 hours / 7 days a week) 


• Suicide Call Back Service provides 24/7 support if you or someone is feeling suicidal. Call 


1300 659 467 


• Qld Transcultural Mental Health Centre 3317 1234, Toll free 1800 188 189 (during business 


hours) 


• Beyondblue website: www.beyondblue.org.au 







• Lifeline website: www.lifeline.org.au 


• Men’s Line Australia website: www.mensline.org.au 


 


 



http://www.mensline.org.au/
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Training recipients (Pilot) - Participant Information sheet  


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


Principal Investigator(s) 
Dr Fiona Charlson  


Associate Investigator (s) 
Ms Sanam Ahmadzada, A/Prof Meredith Harris 


Location  
Queensland 


You are invited to take part in a research study that will evaluate the CALD Suicide Prevention Training 


Package, developed and delivered by the Queensland Transcultural Mental Health Centre (QTMHC). As a 


training recipient, you are being asked to participate in the evaluation.  


What is the study about? 


This study aims to evaluate processes and outcomes, including the short- and medium-term impacts, of the 


CALD Suicide Prevention Project. The results will provide knowledge about the appropriateness, 


effectiveness and efficiency of the service so that recommendations can be provided for future service model 


improvement.  


Dr Fiona Charlson is conducting this research in partnership with Ms. Sanam Ahmadzada and A/Prof 


Meredith Harris from the Policy and Epidemiology Group at the Queensland Centre for Mental Health 


Research.   


What do I have to do? 


You will be asked to participate in a face-to-face interview a few days up to a few weeks before and after the 


training package is delivered to you. You will also be required to complete an online survey included several 


days before and after you receive the pilot training that you can complete in your own time from the comfort 


of your own home or office. You will then be contacted for a follow-up interview six months after the pilot 


training package has been delivered to you. All the interviews will be conducted by one of the researchers 


and will take place at a location that is safe and comfortable for you, e.g. at a community centre near you, a 


public library, or your work place. The following table provides a summary of the approximate time it will take 


for each of these interviews and surveys: 


Research participation activity Timeline Approximate time 


to complete activity 


Pre-training interview (face-to-face) Anywhere between a few days to a few 


weeks before you receive the training 


20-30 minute 


Pre-training questionnaire (online) Anywhere between a few days to a few 


weeks before you receive the training 


30-45 minutes 


Post training questionnaire No later than a week after you receive the 


training  


30 minutes 
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Post-training interview (face-to-face) No later than a week after you receive the 


training 


45 minutes - 1 hour 


Follow-up questionnaire (online) 6 months after you receive the training 


package 


30 minutes 


Follow-up Interview (face-to-face) 6 months after you receive the training 


package 


30-45 minutes 


The interviewer will ask about your experience with and perception of different aspects of the training 


package, and how the training has influenced how you engage with people in the community and workplace. 


The researchers will also assess changes in your understanding, skills and knowledge around suicide 


prevention before and after the training. You will also be asked some general personal questions like your 


age, profession, ethnic background, religion, language and the community you belong to. Please note that 


the interviews will be recorded so that it can be transcribed later.  


Do I have to participate? 


Although you are required to participate in the evaluation in order to receive the pilot training you can still end 


your participation at any point if you no longer feel comfortable. If you decide to stop participating at any 


time, you may do so without providing any explanation. You have the right to have your questions about the 


procedures answered; if you have any questions, you should ask the interviewer now or contact the 


researcher on the details provided under “For Further Information” before you commence the survey. You 


have the right to ask that any data you have supplied to that point be withdrawn and destroyed. 


How will my information be kept safe and how will it be used? 


All information you provide will be treated in a confidential manner and will be kept securely on The 


University of Queensland’s server, which is password protected and can only be accessed by the research 


team. Your name and contact details will be stored separately from the collected data in a password 


protected electronic master list only accessible to the research investigators. This will be necessary to link 


your responses from the surveys and interviews at the three different survey periods. Furthermore, none of 


the reports will include any personal information and the results will be published at an aggregated level in 


reports or academic papers arising from this study (that is, your information will not be individually 


identifiable). Records from the study will be stored for 5 years after the study completion, after which they will 


be destroyed. This is in accordance with the Australian Code for the Responsible Conduct of Research, 


2019. 


Benefits and risks 


There are no direct benefits to participating in this project. However, the outcomes of the evaluation will 


provide important information for optimally designing the training package to ensure it is appropriate and 


beneficial for trainees and communities. Furthermore, the research will help to fill a significant gap in current 


Australian research on how to develop and deliver an appropriate and effective training package to CALD 


communities.  


There are no specific risks associated with participation in this research. We will not ask you any personal 


questions about your own mental health, however, while discussing the training package about suicide 


prevention you might reflect back on previous experiences in your work that are distressing. If you find you 


are becoming uncomfortable or upset at any point, please let the interviewer know. You can stop 


participating at any time without any impact on your relationship with QTMHC.  


For further information 


This study adheres to the Guidelines of the ethical review process of The Metro South Health and The 


University of Queensland and the National Statement on Ethical Conduct in Human Research.  
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If you have any questions or want to discuss your participation, you can ask the research team member in 


person or by using the contact details below:  


Sanam Ahmadzada 


Email: s.ahmadzada@uq.edu.au 


Phone: 07 3271 8695 


If you have questions about your rights as a research participant or want to lodge a complaint, you may 


contact the Metro South or University of Queensland Ethics Committee using the contact details below: 


 


Metro South Hospital and Health Service Human Research Ethics Committee EC00167  


Email: MSH-Ethics@health.qld.gov.au 


Phone: 07 3443 8049 


 


University of Queensland Ethics Committee 


Email: humanethics@research.uq.edu.au 


Phone: 07 3365 3924, 07 3443 1656 


 



mailto:s.ahmadzada@uq.edu.au

mailto:MSH-Ethics@health.qld.gov.au

mailto:humanethics@research.uq.edu.au
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Participant Consent Form 


Title 
Culturally and Linguistically Diverse (CALD) Suicide 


Prevention Program Evaluation 


Project Sponsor 
Queensland Transcultural Mental Health Centre 


(QTMHC) 


Principal Investigator(s) 
Dr Fiona Charlson  


Associate Investigator (s) 
Ms Sanam Ahmadzada, A/Prof Meredith Harris 


Location  
Queensland 


Declaration by Participant 


I have read the Participant Information Sheet for this project or it was read to me by an interpreter and have 


been given a copy to keep.  


 I have been given an opportunity to ask questions about the research. 


 I understand that my involvement is voluntary and there is no penalty for not participating. 


 I understand that I may withdraw from the research study at any time without explanation, and may 


ask to have any data I have already supplied destroyed. 


 I agree to participate in the research study and for my data to be stored and used for the research as 


described in the Participant Information Sheet.  


 


Name: ________________________________________  


 


Signature: _____________________________________ Today’s date: _____/______/______ 


 


 








  
    


  
 


 Participant Initials       ID number  
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 CALD Suicide Prevention Project Evaluation   


INTERAGENCY NETWORK MEMBERS 
INTERVIEW 


Form Z: Contact details 


   


 
Informed Consent 


• Please ensure that the participant has read the PIS and signed the consent form.  


• Give the participant a copy of the signed/dated consent form and retain the original 


signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


 


 DEMOGRAPHIC INFORMATION: 


1.1 How old are you? (Age in Yrs.) 


  OR                    □ A. 18-24                                    □ B. 25-35                      □ C. 36-45 


                           □ D.  46-55                                   □ E. 55-65                      □ F. 65+ 


1.2   Gender?   


1.3 
Do you identify yourself as someone from a culturally and linguistically diverse (CALD) 


background? 


□ A. No 


             B. Yes, please specify______________________ 


1.4 Which location in Queensland do you live in?  


□ A. Cairns                      □ B. Townsville                                □ C. Mackay                 □ 


D.  Toowoomba           □ E. Redcliffe-Caboolture                □ F. Brisbane                                                       


□ G. Ipswich                   □ H. Logan                                        □ I. Gold coast 


1.5 What is your occupation? __________________________ 


 CONSULTATION PROCESS 


2.1 What interagency networks are you a member of? 


_________________________________ 


2.2 How did you hear about the CALD Suicide Prevention Training Package? 


Today’s Date 


   


       2 0 2  


                                          day        month                              year 


 


M F Other 







  
    


  
 


 Participant Initials       ID number  
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 CALD Suicide Prevention Project Evaluation   


INTERAGENCY NETWORK MEMBERS 
INTERVIEW 


Form Z: Contact details 


   


 
___________________________________ 


2.3 
Did you get a chance to share the improvements you want to see in the suicide 


prevention package? 


a. Yes 


b. Not sure 


c. No 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.4 
How did the facilitators respond to your feedback and views? 


2.5 
How respected did you feel by the facilitators  


Very 


disrespected 


1 


Slightly 


disrespected 


2 


Neither respected nor 


disrespected / Unsure 


3 


Slightly 


respected 


4 


Very respected 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.6 
If you ever become upset or distressed during a consultation, how did the facilitators 


respond? 


2.7 
What could be done differently by the facilitators to improve your experience during 


the consultation? 


2.8 
Were you asked to give feedback regarding the training process, implementation and 


overall activities? 


2.9 
Overall, how satisfied are you with the consultation process on a scale of 1 to 5? 


(Have the scale to show) 


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 
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 CALD Suicide Prevention Project Evaluation   


INTERAGENCY NETWORK MEMBERS 
INTERVIEW 


Form Z: Contact details 


   


 
• If you feel comfortable, can you please elaborate on why you gave that rating 


 CONTENT OF TRAINING PACKAGE 


3.1 
Do you think the Training package will be practical usable and appropriate for the 


CALD community?  


3.2 
Do you think people who are working with the CALD community will be interested 


to participate in the training?  


3.3 
Do you have concern on the implementation process of the training package?  


3.4 If yes, were you able to discuss your concerns during the consultation? 


3.5 In your opinion,  is the training package socially and culturally appropriate for the 


CALD community? 


3.6 
Were you consulted with regarding the process of recruiting training recipients?  


a. Yes 


b. Not sure 


c. No 


3.7 
If yes, what are your thoughts on the recruitment strategy? 


Prompt for interviewer:  


• How was their feedback taken into consideration 


3.8 
Are there any particular aspects of the training that you are not satisfied with e.g. 


process of development, content or delivery plans? 


3.9 
Overall, how satisfied are you with the content of the training package? 


  


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


 GENERAL CLOSING QUESTIONS 


4.1 How are you feeling right now? 


Prompt for interviewer: 
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 CALD Suicide Prevention Project Evaluation   


INTERAGENCY NETWORK MEMBERS 
INTERVIEW 


Form Z: Contact details 


   


 
• If distressed or upset, follow the distress protocol 


4.2 Do you have any questions for me? 
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1. Introduction 
1.1. The Queensland Mental Health Commission Act 2013 (Act) acknowledges the importance of engaging 


people with a lived experience in driving reform towards a more integrated, evidence-based, recovery-


oriented mental health and alcohol and other drug service system. 


1.2. For the purposes of this policy a person is considered to have a lived experience if they: 


 have a direct personal experience of mental illness and/or problematic alcohol or other drug use 


 are a family member, carer or support person, if they have regularly provided unpaid, care or 


support, for a person living with a mental illness and/or  problematic alcohol and other drug use 


 have experienced suicidal thoughts, survived a suicide attempt, cared for someone who has 


attempted suicide, been bereaved by suicide, or been touched by suicide in another way. 


1.3. The Act also acknowledges that the Commission should engage and consult with other members of 


the community to the extent that the Commissioner considers appropriate.  


1.4. For the purposes of this policy a member of the community is an unpaid representative of a 


community or particular population group. 


2. Policy statement 
2.1. The Commission is committed to meaningfully engaging with people with a lived experience, and as 


appropriate, other members of the community as equal partners in its work 


2.2. Paid Participation is one of the ways the Commission recognises the valuable, specialised and expert 


contribution made by people who have a lived experience and as appropriate other members of the 


community. 


2.3. Paid Participation involves making a payment (a Paid Participation Payment) to acknowledge the 


contribution made by people with a lived experience and as appropriate other members of the 


community who have been personally invited to contribute to the Commission’s work through 


participation in an approved activity (a Paid Participation Activity). 


2.4. While the Commission acknowledges the contribution made by people with a lived experience, and as 


appropriate other members of the community in its work, it is unable to provide payments for 


engagement in all of its activities and is required to exercise due diligence in the use of its resources 


and funding.  


3. Purpose 
3.1. This Policy outlines the Commission’s commitment Paid Participation by: 


 providing a Paid Participation Payment for a person’s engagement and participation 


 paying for reasonable travel and accommodation costs to allow these individuals to give their time 


and participate; and 


 reimbursing any reasonable associated out of pocket expenses. 


3.2. This policy sets out the approach the Commission will take to Paid Participation, including: 


 who will be eligible for a payment 


 the type of activities that will attract a payment  


 the amount of payment  


 when payments will be made for reasonable travel costs, allowances and out of pocket expenses. 
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4. Authority 
4.1. This Policy has been approved and implemented in accordance with the Act. It supports 


implementation of the Commission’s engagement strategies 


5. Application  
5.1. This Policy applies to people with a lived experience (as outlined in paragraph 1.2) and, as 


appropriate, other members of the community (as outline in paragraph 1.4) who are directly invited by 


the Commission to participate in Paid Participation Activity. 


5.2. In this Policy, people who are invited to participate in the Paid Participation Activity are referred to as 


Participants. 


6. Eligibility 
6.1. The Commission will only offer a Paid Participation Payment to Participants if they would not 


otherwise receive remuneration for their participation and have been directly invited to participate in 


the Paid Participation Activity. 


6.2. This Policy does not apply to people’s participation in a Paid Participation Activity when they are: 


 professional consumer/carer consultants engaged to provide professional services through 


government tenders or procurement processes or who are contracted to supply services for the 


Commission and who participate during their paid work time (these arrangements fall under 


standard procurement and contracting processes and payments) 


 representing a funded organisation or group as part of their recognised duties to engage with the 


Commission 


 members of the Queensland Mental Health and Drug Advisory Council representing the Council 


 Commission employees or contractors 


 are attending in response to an open or public invitation extended to people with a lived experience 


or community members. 


7. Definition of paid participation activity 
7.1. A Paid Participation Activity is an activity approved by the Commission and may involve participation 


or engagement in a range of groups and/or activities including:   


 committees (for example steering, roundtables, reference or working groups) 


 consultations, forums, focus groups or workshops  


 individual consultations 


 selection and recruitment panels 


 evaluation panels for tenders, grants or other procurement activities. 


7.2. Paid Participation Activities do not include: 


 open or public forums or presentations by the Commission  


 ad hoc communications, meetings and discussions with the Commission 


 an activity or event hosted by and contributing to the work of another organisation including where 


the Commission nominates them to participate in the activity. 
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8. Types of engagement and participation 
8.1. Engagement and participation in a Paid Participation Activity may involve Participants taking a 


significant role by chairing or facilitating meetings or events (chairing) or by generally participating 


(general participation). 


8.2. It may take many forms and include: 


 attending and participating 


 writing reports, resources, articles, brochures, newsletters 


 designing and facilitating a discussion group, activity or event 


 presenting as a guest speaker to provide their perspective 


 consulting with other people 


 reviewing and providing feedback on Commission information, material or reports 


 assisting Commission employees in preparing for an engagement activity 


 working with the Commission to co-design and/or co-produce an activity or project.  


8.3. When participating, or engaging in a Paid Participation Activity, participants are not employed, acting 


as agents or representing the Commission. 


8.4. Participants will be required to comply with relevant legislation and Commission and Government 


policies, in particular the Code of Conduct for the Queensland Public Service which can be found at 


https://www.forgov.qld.gov.au/about-code-conduct.  


9. Paid participation payments 
9.1. The Commission’s Paid Participation Payments are based on the rates set out in the Remuneration 


Procedures for Part-time Chairs and Members of Queensland Government Bodies – Regulation, 


Administration and Advice Category level 3. (This does not mean that Participants are considered 


part-time chairs or members of Queensland Government Bodies). 


9.2. Paid Participation Payments will be based on the nature of participation and engagement at the 


following rates: 


Length of activity Chair General participation 


Daily  
(more than 4 hours with a maximum of 7.25 hours) 


$390 $300 


Half a day  
(more than 2 hour with a maximum of 4 hours) 


$195 $150 


≤ 2 hours  
(minimum payment) 


NA $75 


 


9.3. Time spent travelling to and from, and preparing or reading for and after a Paid Participation Activity 


will be included in the overall hours and will not be separately included in the payment claim.  


Example 


A person participating in a Paid Participation Activity is required to participate in a working group which 


involves 1 hour of preparation time, two hours meeting time and 1 hour post activity feedback time 


(reviewing minutes and documents). The person is eligible to receive the half daily rate for a total of 


four hours. 



https://www.forgov.qld.gov.au/about-code-conduct





 


Paid Participation Policy, Corporate Standard 0011: Appendix 1 6 / 11 


 


9.4. Paid Participation Payments made for a Paid Participation Activity that occurs over two or more days 


will be made at each significant milestone in the activity as agreed with the Commission. 


Example 


A person is a member of a Reference Group which will be established for six months. The Reference 


Group meets three times. The Paid Participation Payment should be claimed and paid after each 


meeting. 


9.5. The Commission may offer payment in-kind, for example movie tickets, gift vouchers, as more 


appropriate in some circumstances, for example when participation is by children under the age of 16 


years. Making these types of in-kind payments to children must be negotiated in advance and pre-


approved by the Commission in consultation with the relevant parent or guardian. (All other payments 


and allowances will be in line with other sections of this Policy). 


9.6. In circumstances where a family member, unpaid carer, friend, support person, parent or guardian is 


required to attend or wait for a Participant who is participating in a Paid Participation Activity, the 


Commission will consider making a Paid Participation Payment to that person. This will be negotiated 


with the person prior to the Paid Participation Activity occurring.  (All other payments and allowances 


will be in line with other sections of this Policy). 


9.7. Where a third party is engaged by the Commission to undertake work on the Commission’s behalf 


which meets the definition of a Paid Participation Activity as outlined in this policy then the third party 


will be required to pay Participants fees equivalent to the Paid Participation Payments outlined in this 


Policy. Funding arrangements with the third parties should reflect on this requirement. 


9.8. The Business Support Unit will be responsible for ensuring that the payment and allowances 


articulated in this policy are up-to-date through an annual review in July each year. 


10. Taxation, Centrelink and Veterans Affairs payments 
10.1. All Participants are responsible for ensuring that they are aware of their legal obligations and any 


requirements to inform relevant Australian and Queensland Government departments such as 


Centrelink, the Department of Veterans Affairs and the Australian Tax Office of any income received, 


including payments received from the Commission for Paid Participation Activities.  


10.2. Participants are required to complete and submit an Australian Tax Office (ATO) ‘Statement by 


Supplier’ form. The form will be provided by the Commission or is available on the ATO website or via 


the following link https://www.ato.gov.au/forms/statement-by-a-supplier-not-quoting-an-abn/. 


11. Travel, accommodation and meal allowances 
11.1. The Commission will endeavour to meet all reasonable travel accommodation and meal costs 


associated with participation in a Paid Participation Activity based on Remuneration Procedures for 


Part-time Chairs and Members of Queensland Government Bodies. 


11.2. All travel, accommodation and meal allowances must be pre-approved by the Commission. 


11.3. Details regarding the circumstances under which the Commission will meet these reasonable travel 


and accommodation costs and meal allowances are outlined in Appendix 1. 


  



https://www.ato.gov.au/forms/statement-by-a-supplier-not-quoting-an-abn/
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12. Reasonable out of pocket expenses 
12.1. The Commission will endeavour to meet reasonable out of pocket expenses directly related to 


participation in a Paid Participation Activity. 


12.2. All out of pocket expenses must be approved by the Commission before they are incurred. 


12.3. Details regarding the circumstances under which the Commission will meet these reasonable out of 


pocket expenses are outlined in Appendix 1. 


13. Process 
13.1. There are three phases in the process to administer and provide a Paid Participation Payment: 


 before a Paid Participation Activity 


 during the Paid Participation Activity 


 after the Paid Participation Activity 


Before participating in Paid Participation Activity 
13.2. The Commission will approve an activity to be a Paid Participation Activity for the purpose of this 


Policy. 


13.3. In writing or by email the Commission will:  


 directly invite an individual to participate in a Paid Participation Activity 


 confirm that the activity is a Paid Participation Activity attracting a Paid Participation Payment 


 advise of the type of activity and the anticipated type of participation or engagement 


 advise of the date, location and expected duration of the activity 


 advise of any special requirements relating to the activity such as the need to sign confidentiality 


undertakings and conflicts of interest declarations for procurement activities  


 advise of the anticipated Paid Participation Payment following full participation in the activity 


 provide a copy of this Policy or the web-link to this Policy 


 provide a Paid Participation Claim Form for recording expenses and bank details 


 negotiate travel, accommodation, allowances or anticipated out of pocket expenses 


 nominate a Commission contact person. 


13.4. The individual invited to participate in a Paid Participation Activity will be required to: 


 confirm in writing or by email that they accept the Commission’s invitation 


 advise of any issues which may affect their participation in the Paid Participation Activity including 


any conflicts of interest  


 advise of any travel and or accommodation requirements or anticipated out of pocket requests. 


During a Paid Participation Activity 
13.5. The Participant will participate in the Paid Participation Activity to the best of their ability and comply 


with relevant legislation, policies and guidelines. 


13.6. The Participant will advise the Commission if an issue, for example a conflict of interest, arises which 


would affect their ability to participate in the Paid Participation Activity. 







 


Paid Participation Policy, Corporate Standard 0011: Appendix 1 8 / 11 


 


13.7. The Commission will provide reasonable support to enable the Participant to participate as 


meaningfully and to the fullest extent possible.  


After the Paid Participation Activity 
13.8. Unless the Paid Participation Activity and payment is being managed by third parties, the Participant 


who is entitled to a Paid Participation Payment must: 


 submit all forms and receipts for reimbursement to the Commission within 20 working days of 


participating in the Paid Participation Activity 


 submit any reports or other materials as required by the Commission when invited to participate in 


the Paid Participation Activity. 


13.9. The Commission upon receiving the completed Paid Participation Claim Form and receipts for 


reimbursement: 


 will verify participation in the Paid Participation Activity and the information included in the forms 


and receipts  


 arrange for the approved Paid Participation Payment and approved reimbursements to be paid 


directly into the person’s nominated bank account within 20 working days. 


13.10. Where the Paid Participation Activity is being managed by a third party, the third party will be 


responsible for the clear articulation of how the Participant will claim their Paid Participation Payment 


and, as required, associated travel and accommodation arrangements and meal and other 


allowances.   


14. Disputes 
14.1. Any disputes about Paid Participation Payments are to be discussed with the Commission’s 


nominated contact officer. If the issue is not resolved the Participant is able to seek, in writing, a 


review by the Queensland Mental Health Commissioner, in accordance to the Commission’s 


complaints policy. 


15. Related policies and guidelines 
15.1. Queensland Mental Health Commission Act 2013 


15.2. Remuneration Procedures for Part-time Chairs and Members of Queensland Government Bodies 


Regulation 


15.3. Code of Conduct for the Queensland Public Service 
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Appendix 1: Travel, accommodation and meal costs 


1. Overview 
1.1. The Commission will endeavour to meet the reasonable costs associated with the Participant’s 


participation in a Paid Participation Activity. 


1.2. Participants may be required to travel and be away from their home town or city overnight.  


1.3. The Commission will book flights and accommodation and may pay a meal allowance for overnight 


absences away from the Participant’s home town or city. 


1.4. The Commission may also reimburse pre-approved reasonable out of pocket expenses. 


1.5. This appendix outlines the circumstances under which travel, accommodation, meal and out of pocket 


expenses will be paid by the Commission and the amount of allowances. 


1.6. The provisions of the Policy, as set out in this Appendix, are based on Remuneration Procedures for 


Part-time Chairs and Members of Queensland Government Bodies Regulation.  


2. Travel by road or train 
2.1. Participants may be required to travel by road or train to attend a Paid Participation Activity. 


2.2. Public transport should be used as the first option when travelling to and from approved paid 


participation activities.  


2.3. If public transport is not available or practical, for example where people are unable to use public 


transport due to an illness or disability, alternatives such as taxi travel or use of private vehicles may 


be considered.  


3. Use of private motor vehicle 
3.1. An allowance is payable when a Participant uses their private vehicle to attend a Paid Participant 


Activity if the Commission has provided approval prior to the Paid Participation Activity. 


3.2. Before approving use of a private vehicle, the Participant must certify that the vehicle is insured and 


has comprehensive motor vehicle insurance policy or a third-party property damage insurance policy. 


3.3. Participants should endeavour to take the most direct route available. A cap of 100km for a round trip 


is in place for reimbursement for travel to meetings via private vehicle. Where travel exceeds the 


capped limit, the travel of distance must be negotiated in advance and pre-approved by the 


Commission. 


3.4. The amount of the allowance are set out in the Remuneration Procedures for Part-time Chairs and 


Members of Queensland Government Bodies. 


4. Use of taxis 
4.1. Travel by taxi is considered reasonable when it is economical, efficient and the only practical form of 


transport.  


4.2. Approval for the use of taxis must be negotiated in advance and pre-approved by the Commission 


prior to the Paid Participation Activity. 


4.3. Where possible, cab charge vouchers will be provided to the Participation. The Participant must obtain 


Cab Charge receipts and submit/send them to the Commission within five working days of use.  
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4.4. If the Participant is unable to return the Cab Charge receipt the participant will be required to complete 


a statutory declaration. 


4.5. If cab charges have not been provided by the Commission, the Commission will reimburse reasonable 


taxi charges upon submission of receipts.  


5. Parking and tolls 
5.1. Parking fees must be negotiated in advance and pre-approved by the Commission prior to the activity 


and receipts must be provided.  


5.2. If use of a private vehicle has been approved by the Commission in advance, tolls will be reimbursed 


only if they are part of the fastest route calculated on www.whereis.com. 


6. Flights 
6.1. Where a Participant requires a flight to attend a Paid Participation Activity the Commission will book 


the Participant’s flights. 


6.2. All airfares will be booked economy class, at the best available rate. 


6.3. Any changes to flight bookings and cancellations must be made by the Commission and should be 


kept to a minimum.  


6.4. If a change or cancellation is required, Participants are requested to contact the Commission as soon 


as possible providing an outline of the reasons the change or cancellation is required. 


6.5. Any excess baggage requirements must be negotiated in advance and pre-approved by the 


Commission.  


6.6. Any excess baggage must be necessary to perform the participant’s duties or complete the activity.  


6.7. If a Participant incurs excess baggage costs at the airport during check-in, these costs will not be 


reimbursed by the Commission and will be a cost to the participant.  


7. Accommodation 
7.1. Where a Participant requires accommodation to attend a Paid Participation Activity the Commission 


will book the accommodation.  


7.2. Changes to accommodation bookings or cancellations must be made by the Commission and should 


be kept to a minimum.  


7.3. Accommodation will be booked to the value set out in the Remuneration Procedures for Part-time 


Chairs and Members of Queensland Government Bodies. 


8. Meal allowances 
8.1. Catering will be provided at most activities hosted by the Commission. 


8.2. Where catering is not provided or travel means that a Participant will be away from home for a meal, a 


meal allowance will be paid by the Commission as set out in the Remuneration Procedures for Part-


time Chairs and Members of Queensland Government Bodies. 


  



http://www.whereis.com/
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9. Other reasonable out of pocket expenses 
9.1. The Participant may incur other expenses relating to their participation in the Paid Participation 


Activity.  


9.2. The Commission will reimburse pre-approved reasonable out of pocket expenses relating to the 


Participant’s participation in the Paid Participation Activity.  


9.3. The Participant should incur these expenses only after they are approved by the Commission. 


9.4. The Commission will require receipts relating to out-of-pocket expenses before paying reimbursement. 


10. Printing 
10.1. The Commission will provide hard copies documents to Participants where possible  


10.2. Where not possible the Commission will pay for reasonable printing costs which should, wherever 


possible, be pre-approved by the Commission.  


10.3. The Commission will not reimburse printing costs if a Participant chooses to receive information by 


email and prints this material. 












CALD Suicide Prevention Proposal  


Queensland Transcultural Mental Health Centre 


For further information contact: 


Rita Prasad-Ildes, Manager, Rita.Prasad-Ildes@health.qld.gov.au 


Elvia Ramirez, Promotion Prevention & Early Intervention Coordinator, Elvia.Ramirez@health.qld.gov.au 


 


 


1.0 Purpose 


This proposal is for a project to develop and implement a CALD Suicide Prevention Training Package utilising some of the resources identified 


by a review of CALD Suicide Prevention resources funded by the Queensland Mental Health Commission and will train and build capacity 


amongst multicultural communities and organisations via multicultural interagency networks that currently exist in Cairns, Townsville, Mackay, 


Toowoomba, Redcliffe-Caboolture, Brisbane, Ipswich, Logan and Gold Coast.  


 


Key elements of this package will incorporate content around stigma reduction, and will utilise case scenarios demonstrating how to respond and 


assist suicidal persons with cultural considerations. The 2015 Mindframe guidelines for CALD media and programs will be utilised to work with 


the CALD media across the state. The deliverables will be a package of resources, some multilingual, that will be available via the QTMHC 


website, upskilling and capacity building of key multicultural sector interagency networks across the state and the CALD media. This project 


will also establish a formal partnership with Mindframe and work collaboratively to implement their guidelines that they have developed for the 


ethnic media.  


 


One off funding by the Queensland Mental Health Commission of $333K over two years will fund a project manager, bilingual workers to 


deliver some of the training, resource and content development, translations and overhead costs.  


 


2.0 Background 


 


In 2016/17 the Queensland Mental Health Commission commissioned Health Outcomes International to review suicide prevention training and 


materials to support culturally and linguistically diverse communities. Their report (the HOI Report) identified that despite the availability of 



mailto:Rita.Prasad-Ildes@health.qld.gov.au

mailto:Elvia.Ramirez@health.qld.gov.au





large number of resources, participants from the multicultural sector who participated in the consultations, were unaware of these and did not 


identify any specific resources relevant for the CALD community. The review concluded that whilst there are resources, very few are targeted or 


include information relevant for CALD communities and that there is considerable scope to tailor existing resources to the specific needs of 


CALD communities. The HOI report made several recommendations including: 


• Adapt existing suicide prevention gatekeeper programs to the needs of priority Queensland CALD population groups; 


• Promote existing mental health and wellbeing and suicide prevention resources that have been developed interstate and overseas that are 


relevant such as the Waka Houra Maori and Pasifika suicide prevention online resources; 


• Incorporate information about stigma reduction (resources developed by the Qld Transcultural Mental Health Centre), acculturation 


(BRiTA Futures), and post-vention 


• Consider the key areas of community stigma, mental health, suicide prevention and domestic violence, and targeted strategies to increase 


access to information  


• Implement strategies that need to include community infrastructure, capacity building in CALD communities as well as cultural 


capability building in mainstream organisations, CALD specific information networks including multicultural media, and outreach work 


via bilingual/bicultural workers.  


 


As the HOI report did not conclusively identify key CALD priority groups for suicide prevention, this project will determine priority groups 


based on the best available evidence and information at present which is a mix of Queensland Health’s CIMHA data by country of birth, 


research and the experience of multicultural sector service providers. The training resources to be developed will incorporate issues such as 


stigma and acculturation, racism and discrimination which are broadly applicable across the CALD community and will also include specific 


information to sub population groups such as: 


• Older migrants: the research literature has consistently identified older migrants as a key group warranting specific attention in suicide 


prevention for a range of reasons: overrepresentation in Older Persons Mental Health Services1, 2-5 times higher rates of depression and 


                                                
1 18% NESC born compared to 8% Australian born of 66+ accessed a mental health service in 2015-16 (CIMHA data) 







chronic disease morbidity compared to Australian born older people2 and the link with suicide rates in country of origin with many of 


the older migrants being from Northern and Eastern Europe;  


• Maori and Pacific Islander population: As one of the largest CALD population groups in Queensland, they are often “hidden” in the data 


as New Zealanders as many enter Australia via New Zealand. However, service providers’ experience and community consultations and 


initiatives held with these communities by organisations such as PHNs and Queensland Health3 have found that mental illness and 


suicide feature prominently. Previous work undertaken by the Queensland Transcultural Mental Health Centre in relation to suicide 


prevention with young people in the Maori and Pacific Islander communities has found that these communities are very responsive to 


culturally tailored Youth Mental Health First Aid and BRiTA Futures 


•  CALD women, particularly from Asian backgrounds: CIMHA data reveals a gender disparity between Australian born and non-English 


speaking country (NESC) born women who are admitted to acute inpatient psychiatric services. For Australian born women it is 47% 


female, whereas for NESC women it is 53%. When drilling down to country of birth it reveals a high representation of women born in 


India, Philippines, Japan, Thailand and Cambodia). Furthermore, other Queensland Health CIMHA data also shows that people from 


CALD communities are more highly represented in consultation liaison psychiatry services, and more highly represented in referrals 


from Emergency Departments to mental health services. Anecdotal evidence is that a high number of these presentations include 


domestic violence and suicidality.   


• People from refugee backgrounds and seeking asylum: a key group at risk at present are people seeking asylum due to protracted 


uncertain legal status and increasing withdrawals of support including living allowance and health care. Numerous reports including a 


report by the Commonwealth Ombudsman on Suicide and Self harm in the Immigration Detention Network4 found alarmingly high rates 


of suicide and self- harm amongst people seeking asylum. The Longitudinal BNLA study5 (building a new Life in Australia for refugee 


and humanitarian entrants) published its research findings for risk of psychological distress amongst recently arrived humanitarian 


entrants and found that recently arrived humanitarian entrants had a risk of psychological distress at much higher rates than the general 


                                                
2 Van Driel, M., Komaric, N., Smart, N. & Steele, M. (2009). Chronic conditions in culturally and linguistically diverse (CALD) communities in Queensland: A quantitative 


study. Gold Coast: Bond University 
3 Queensland Health (2009). The Health of Queensland’s Māori and Pacific Islander Population 2009. Division of the Chief Health Officer, Queensland Health. Brisbane. 
4http://www.ombudsman.gov.au/__data/assets/pdf_file/0022/30298/December-2013-Suicide-and-self-harm-in-the-Immigration-Detention-Network.pdf  
5https://aifs.gov.au/publications/risk-psychological-distress-among-recently-arrived-humanitarian-migrants  







Australian population. Between 31-46% were classified as having moderate or high risk of psychological distress in the first three waves 


of the study. For the Australian population, 7% of men and 11% of women had these levels of difficulties.  


 


3.0 Scope 


This project will take a Queensland wide focus on locations with a significant CALD demographic where there are multicultural interagency 


networks in operation: 


 


• Logan: Logan Community Suicide Prevention Network led by Multilink 


• Brisbane West: Power of Us: Do all the good you can because every life matters, and Indian- background grass roots community group 


concerned about suicide is linked to and supported by the Brisbane West Suicide Prevention Network, Wesley Life-force. 


• The Redcliffe Way Back Support Service Community Reference Group with multicultural representation including the Redcliffe-


Caboolture Multicultural Mental Health Coordinator. The Way Back Support Service aims to prevent deaths by suicide.  


• Brisbane Multicultural Mental Health Practitioners Network led by Culture in Mind 


• Ipswich to Inala Multicultural Network sponsored by the Department of Human Services 


• Gold Coast Multicultural Mental Health Community Group led by the local Multicultural Mental Health Coordinator. The Gold Coast 


Multicultural Network is another interagency group led by Multicultural Families Organisation and Multicultural Communities Council 


of the Gold Coast. 


• Toowoomba Refugee and Migrant Serviced Interagency attended by the local Multicultural Mental Health Coordinator 


• Townsville Refugee Health Network attended by the local Multicultural Mental Health Coordinator 


• Cairns Multicultural Interagency Network  


• Mackay Cultural Diversity Interagency Network led by the Mackay Regional Council 


 


4.0 Key Implementation Strategies and Rationale 


 


1. Develop a CALD suicide prevention training package based on the resources identified in the consultancy  







Rationale: the HOI report did not identify any key CALD suicide prevention training resources but rather elements of existing programs and 


initiatives that with some adaptation are relevant for a CALD suicide prevention program. Key components will include stigma, acculturation 


and identity, cultural explanatory models, social determinants of health (a stronger suicide risk factor for the CALD population than psychiatric 


illness), practical tips in engaging and supporting CALD communities to talk about suicide and preventing suicide in their communities, how to 


recognise and respond appropriately to suicidal people and where to go for help. Given that CALD populations engage well using audio-visual 


resources, as demonstrated in the stigma reduction work, a teaching video will be developed as part of the training package.    


 


2. Engage multicultural interagency groups in the identified locations in CALD suicide prevention training 


Rationale: Existing multicultural interagency networks across Queensland provide an ideal platform for upskilling and capacity building in 


suicide prevention as they are representative of the local agencies in contact with CALD communities. As a state-wide service QTMHC has 


strong links with these networks across the state and is also able to engage multicultural mental health coordinators based in these locations to 


support the project.  


 


3. Train cultural consultants and people with lived experience of suicide in the delivery of aspects of the training package to participate in 


the training delivery  


Rationale: bringing first hand personal and cultural perspectives on suicide prevention will ensure the training remains focused on the needs of 


the local CALD communities and has a strong focus on culturally responsive content.  


 


4. Engage and train CALD media in the Mindframe guidelines for CALD media in partnership with Mindframe and the National Ethnic 


and Multicultural Broadcasters Council (NEMBC) 


Rationale: Discussion with Mindframe in the context of developing this proposal have revealed that Mindframe runs regular two-day workshops 


(face-to-face and live webinar) for the media but has limited reach to the CALD media, particularly media outlets run by emerging communities. 


Mindframe also disseminates their guidelines via NEMBC conferences and other NEMBC communication strategies but again those small 


media outlets are not often reached. Mindframe is keen to be a collaborative partner in this project.  


 







5. Create on online CALD suicide prevention hub on the QTMHC website which will be maintained by QTMHC going forward and will be 


linked to the Suicide Prevention Australia Hub: Best practice programs and services 


Rationale: Having a one-stop shop for CALD suicide prevention in a transcultural mental health website will make resources available more 


readily accessible.  


 


6. Evaluation 


Evaluation mechanisms will be embedded in the project’s implementation strategies such as pre- and post-training delivery measures. Examples 


of evaluation tools utilised successfully in similar projects include scenarios to gauge change in attitudes and behaviour rather than rating scales.  


 


5.0 Key Deliverables and indicators 


• A 6-hour CALD suicide prevention training package developed (a trainer’s manual and a participant’s booklet) 


• Nine multicultural interagency networks across Queensland engaged with the project and representatives from the participating agencies 


have undertaken the training 


• Cultural consultants and people with lived experience of suicide engaged in the development and delivery of training content to ensure 


the content remains culturally tailored 


• 30 CALD broadcasters reached with Mindframe guidelines training  


• Online CALD suicide prevention hub established with readily accessible culturally tailored and multilingual resources 


• A project report that includes evaluation data  


 


7.0 Resources required 


 


0.8 FTE AO6 Project officer from September 2018 to September 2020 


Casual Cultural Consultants and People with lived experience of suicide to work casually  


Travel, accommodation 


Graphic design, video and web development  







Printing and design 


 


Budget 


0.8FTE AO6 Project officer 


24 months inclusive of on costs 


$204,491 


4 casual bilingual workers at 300 hrs each 


at OO5 level casual ($44.70 p/hr)  


$ 54,000 


Graphic design, video and web 


development  


  $18,000 


Printing     $ 6,000 


Travel and accommodation     $ 8,500 


Admin/overheads    $41,657 


TOTAL $333,268 
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 PRE-TRAINING INTERVIEW (TRAINING 
PARTICIPANTS)  


Form Z: Contact details 


   


 


Informed Consent 


• Please ensure that the participant has read the PIS and signed the consent form.  


• Give the participant a copy of the signed/dated consent form and retain the original 


signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


Today’s Date 


   


        2 0 2  


                                           day        month                              year 


 


 


1 KNOWLEDGE 


1.1 
What do you expect to learn or gain from this training? 


1.2 
Why might someone take their own life?  


Prompt for interviewer: 


• What are some warning signs that might indicate to you that your client is at 


risk of suicide? 


1.4 
Why do you think it is important for you as a human service worker to be 


receiving this training? 


1.5 
Why is a suicidal client’s social and cultural context important to know for you to 


provide the right care? 


Prompts for interviewer 


• Culture’s influence on suicide  


• Cultures influence on help seeking behaviors 


• Stigma of suicide in the CALD community   


1.6 
When providing a CALD person considering suicide support, who else do you or 


should you engage with from their community or your workplace? 


1.7 
Why is it important for you to build a rapport with your client before asking them 


about suicide? 


1.9 
 What are some reasons why people at risk of suicide may not go to the service 


they have been referred to? 
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1.10 What are some risk factors that increase a person’s vulnerability to suicide? 


These can be on a personal, community or societal level.  


Prompt for interviewer  


• Please add any cultural risk factors that you are aware of. 


1.11 What are some protective factors or factors that protect an individual’s 


vulnerability to suicide?   These can be on a personal, community or societal level.  


Prompt for interviewer 


• Please add any cultural protective factors that you are aware of. 


2 ATTITUDES  


2.1 
How confident are you in talking to and providing support to people who are at 


risk of suicide, have thoughts or feelings of suicide ideations, are considering 


suicide, or have made suicide attempts?  


Prompt for interviewer 


• Confidence in assessing  


• Confidence in asking if noticed warning signs 


• Confidence in referring.  


• Areas of least confidence? 


• Ask why or for more elaboration if they are or are not confident about something 


3 SKILL ACQUISITION/IMPROVEMENT  


3.1 If you have a client who is having suicidal thoughts or attempted suicide, how 


would you respond and provide support? 


3.2 What is the procedure in your organisation for follow up with clients who are 


identified as at risk for suicide? 


3.3 What are some things to be aware of when discussing suicide in the media or on 


social media platforms like Facebook and Instagram?          


4 GENERAL CLOSING QUESTIONS 


4.1 How are you feeling right now? 


Prompt for interviewer: 


• If distressed or upset, follow the distress protocol 


4.2 Do you have any questions for me? 
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6 MONTH FOLLOW-UP TRAINING 
PARTIICPATNTS INTERVIEW 


   


 


Informed Consent 


• Please ensure that the training participant has read the PIS and signed the consent form.  


• Give the training participant a copy of the signed/dated consent form and retain the 


original signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


Today’s Date 


   


        2 0 2  


                                           day        month                              year 


 


 


1 SATISFACTION 


1.1 
On a scale of 1 to 5, how culturally responsive or appropriate do you think this 


training was?  


Very 


inappropriate 


1 


Slightly 


inappropriate 


2 


Neither appropriate nor 


inappropriate / Unsure 


3 


Slightly 


appropriate 


4 


Very 


appropriate 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


1.2 
On a scale of 1 to 5, how satisfied are you with the content of the training package 


and online hub?    


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very 


satisfied 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


1.3 
On a scale of 1 to 5, how would you rate the quality of resources received as part of 


the Suicide prevention training? 


Poor 


1 


Fair 


2 


Average 


3 


Good 


4 


Excellent 


5 
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6 MONTH FOLLOW-UP TRAINING 
PARTIICPATNTS INTERVIEW 


   


 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


2 APPLICATION 


2.1 
In the past six months, how were you able to apply the training knowledge and 


information in your workplace? 


Prompt for interviewer: 


• What kind of difficulties did you face while applying what you learnt at the 


training? 


2.2 
On a scale of 1 to 5, how feasible was it to apply what you will learnt in the training 


in your work?         


Very 


Unfeasible 


1 


Slightly 


unfeasible 


2 


Neither feasible nor 


unfeasible / Unsure 


3 


Feasible 


4 


Very 


feasible 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


2.3 
On a scale of 1 to 5, how important was the training package is to your work? 


Not at all 


important 


1 


Of little 


importance 


2 


Of average importance / 


Unsure 


3 


Important 


4 


Very 


important 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


2.4 
How do you think that this training package has impacted people you provided 


support to?             


Prompt for interviewer 


• Do you think the people are satisfied with how trained individuals (you) give them 


support and the services that are offered to them? 


• Any cultural barriers to implementing the training package to people from CALD 


backgrounds 
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2.5 
In the last 6 months, how supported have you felt by your workplace to provide help 


and support to those at risk of suicide? 


2.6 
What do you do for self-care and reduce your risk of burn out?            


3 KNOWLEDGE 


3.1 
What are some warning signs that might indicate to you that your client is at risk of 


suicide? 


Prompt for interviewer: 


• Why might someone take their own life 


• What is the referral protocol for people at risk of suicide? 


• Why do you think people at risk of suicide do not usually go to the service they 


have been referred to? 


3.2 
Why is a suicidal client’s social and cultural context important to know for you to 


provide the right care? 


Prompts for interview 


• Culture’s influence on suicide  


• Cultures influence on help seeking behaviors 


• Stigma of suicide in the CALD community   


3.3 
When providing a CALD person considering suicide support, who else do you or 


should you engage with from their community or your workplace? 


3.4 
Why is it important for you to build a rapport with your client before asking them 


about suicide? 


3.5 
 Why do you think people at risk of suicide do not usually go to the service they have 


been referred to? 


Prompt for the interviewer 


• Are there any reasons specific to the CALD community? 


3.6 
What are some risk factors that increase a person’s vulnerability to suicide? These 


can be on a personal, community or societal level.  


Prompt for interviewer  


• Please add any cultural risk factors that you are aware of.   
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3.7 What are some protective factors which protect an individual’s vulnerability to 


suicide?  These can be on a personal, community or societal level.  


Prompt for interviewer  


• Please add any cultural risk factors that you are aware of.   


4 ATTITUDES  


4.1 
How confident are you in talking to and providing support to people who are at risk 


of suicide, have suicide ideations, are seriously considering suicide, or have made 


suicide attempts?  


Prompt for interviewer 


• Confidence in assessing  


• Confidence in asking if noticed warning signs 


• Confidence in referring 


• Areas of least confidence 


• Ask why or for more elaboration if they are or are not confident about something 


4.2 
On a scale of 1 to 5, how comfortable are you asking the question about suicide from 


a client if you notice warning signs? 


Very 


uncomfortable 


1 


Slightly 


Uncomfortable 


2 


Neither comfortable nor 


uncomfortable / Unsure 


3 


Slightly 


comfortable 


4 


Very 


comfortable 


5 


Prompt for interviewer: 


• If you feel comfortable, can you please elaborate 


• If you do not feel comfortable, can you please elaborate 


5 SKILL ACQUISITION/IMPROVEMENT  


5.1 If you have a client who is having suicidal thoughts or attempted suicide, how would 


you or do you respond and provide support? 


Prompt for interviewer: 


• What is the procedure for follow-up with patients identified as being at risk for 


suicide? 


5.2 What are some things to be considerate of when talking about suicide in the media, 


including social media platforms like Facebook and Instagram?          
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5.3 How has this Suicide Prevention training changed your approach to people at risk of 


suicide from CALD backgrounds?      


Prompt for interviewer 


• Attitude towards people at risk of suicide  


• Attitude towards people bereaved by suicide  


• Has it changes your treatment of people at risk of or bereaved by suicide  


• Has it made it easier for you to help and support people at risk of suicide? 


• How beneficial do you think the Suicide Prevention training is?  


6 PROJECT MANAGEMENT 


6.1 
Tell me about the process and opportunity for feedback on the Suicide Prevention 


training. 


6.2 Tell me about the communication between you and QTMHC (Training Developers) 


and facilitators. 


7 GENERAL CLOSING QUESTIONS 


7.1 How are you feeling right now? 


Prompt for interviewer: 


• If distressed or upset, follow the distress protocol 


7.2 Do you have any questions for me? 
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Today’s Date 


   


        2 0 2  


                                           day        month                              year 


 


Form Completion Notes 


• Answer every question 


1 SATISFACTION 


1.1 
 Did you find any aspects of the training difficult? 


           □ A. Yes (if yes, answer 1.2) 


             □ B. No (Go to section 2) 


1.2 
If yes, please tick choose all aspects that you found difficult. 


 A. Could not understand the content because the language was too complex  


 B. Could not follow the content because it was too rushed  


 C. The content was too confronting or upsetting 


 D. The training package was not appropriate or relevant to my work. 


 E. The training package was not relevant or appropriate for clients that are not 


from culturally or linguistically diverse backgrounds  


 F. The training package was not appropriate for culturally and linguistically 


diverse clients 


 G. I did not like how it was delivered  


 H. It was too long or too short  


 I. I did not like the trainer or how they presented the content  


 J. Other, please specify _____________________________________ 


1.3 
If you ticked off any of the above, how did you overcome that difficulty? 


________________________________________________________________________ 


________________________________________________________________________ 


2 KNOWLEDGE 


2.1 
Do you know how to recognise signs of suicide when working with people from 


CALD background? 
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           □ A. Yes 


           □ B. No 


           □ C.  Not sure   


2.2 Overall, I believe my knowledge of suicide, its causes and prevention is (circle one): 


 Poor 


1 


Fair 


2 


Average 


3 


Good 


4 


Excellent 


5 


2.3 
The following terms or words are associated with suicide and self-harm, please 


identify which ones are appropriate or preferred and which ones can be 


problematic.  


A. Committed suicide        Problematic      Appropriate 


B. Failed suicide                Problematic      Appropriate 


C. Suicide attempt              Problematic      Appropriate 


D. Political suicide             Problematic      Appropriate 


E. Took their own life        Problematic      Appropriate 


F. Self-harmer                    Problematic      Appropriate 


G. Cutter                               Problematic      Appropriate 


 True False Don’t know 


2.4 Nothing can be done to stop people from making the 


attempt once they have made up their minds to kill 


themselves 


   


2.5 If assessed by a psychiatrist, everyone who suicides would 


be diagnosed as depressed 
   


2.6 Seeing a psychiatrist or psychologist can help prevent 


someone from suicide 
   


2.7 Most people who suicide are psychotic    


2.8 Only experts can help people who want to suicide    


2.9 There is a strong relationship between alcoholism and 


suicide 
   


2.10 People who talk about suicide rarely kill themselves    


2.11 People who want to attempt suicide can change their mind 


quickly 
   


2.12 Talking about suicide always increases the risk of suicide    
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 True False Don’t know 


2.13 A person who has made a past suicide attempt is more 


likely to attempt suicide again than someone who has 


never attempted 


   


2.14 Media coverage of suicide will inevitably encourage other 


people to attempt suicide 
   


2.15 Not all people who attempt suicide plan their attempt in 


advance 
   


2.16 People who have thoughts about suicide should not tell 


others about it 
   


2.17 Very few people have thoughts about suicide    


2.18 People who are anxious or agitated have a higher risk of 


suicide 
   


2.19 Most people who suicide are younger than 30    


2.20 Men are more likely to suicide than women    


2.21 People with relationship problems or financial problems 


have a higher risk of suicide 
   


2.22 Most people who suicide don’t make future plans    


2.23 If you asked someone directly ‘‘Do you feel like killing 


yourself?’’ it will likely lead that person to make a suicide 


attempt 


   


2.24 A suicidal person will always be suicidal and entertain 


thoughts of suicide 
   


2.25 A person who suicides is mentally ill    


2.26 A time of high suicide risk in depression is at the time 


when the person begins to improve 
   


2.27 Motives and causes of suicide are readily established    


2.28 Most people who attempt suicide fail to kill themselves    


2.29 Those who attempt suicide do so only to manipulate others 


and attract attention to themselves 
   


3 ATTITUDES  


3.1 On a scale of 1 to 5, how comfortable are you asking a client if they are thinking or 


planning suicide if you notice warning signs of suicide? 


Very 


uncomfortable 


1 


Slightly 


Uncomfortable 


2 


Neither comfortable nor 


uncomfortable / Unsure 


3 


Slightly 


comfortable 


4 


Very 


comfortable 


5 
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 Strongly disagree Disagree Neutral Agree Strongly 


agree 


3.2 alienated      


3.3 arrogant      


3.4 attention-seeking      


3.5 barbaric      


3.6 brave      


3.8 broken      


3.9 a burden      


3.10 committed      


3.11 cowardly      


3.12


2 


cruel      


3.13 cut-off      


3.14 dedicated      


3.15 depressed      


3.16 disconnected      


3.17 disturbed      


3.18 an embarrassment      


3.19 evil      


3.20 failures      


3.21 fearless      


3.22 hurt      


3.23 hurtful      


3.24 ignorant      


3.25 immoral      


3.26 in pain      


3.27 irresponsible      


3.28 isolated      


3.29 lazy      


3.30 lonely      


3.31 lost      


3.32 miserable      


3.33 motivated      


3.34 noble      


3.35 pathetic      


3.36 powerful      


3.37 punishing others      
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 Strongly disagree Disagree Neutral Agree Strongly 


agree 


3.38 rational      


3.39 realistic      


3.40 reckless      


3.41 sad      


3.42 selfish      


3.43 senseless      


3.44 shallow      


3.45 shameful      


3.46 strange      


3.47 strong      


3.48 stupid      


3.49 trapped      


3.50 understandable      


3.51 unfair      


3.52 unforgivable      


3.53 unhappy      


3.54 unjustifiable      


3.55 unnatural      


3.56 useless      


3.57 vengeful      


3.58 violent      


3.59 weak      


3.60 withdrawn      
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4 SKILL ACQUISITION/IMPROVEMENT 


The following items represent a series of excerpts from counselling sessions. Each excerpt begins 


with an expression by the client concerning some aspect of the situation he or she faces, followed 


by two possible helper responses to the client’s remark. 


 +3: highly appropriate response   -1: marginally inappropriate response 


+2: appropriate response     -2: inappropriate response 


+1: marginally appropriate response    -3: highly inappropriate response 


0: neither appropriate not inappropriate 


SCORE  EXCERPTS 


4.1  Client: I decided to call in tonight because I really feel like I might do 


something to myself…I’ve been thinking about suicide.  


_____ Helper A: you say you’re suicidal, bur what is it that’s really bothering you? 


_____ Helper B: can you tell me more about your suicidal feelings? 


4.2  Client: And now my health is going downhill too, on top of all the rest. Without 


my husband around to care for me anymore, it just seems like the end of the 


world.  


_____ Helper A: Try not to worry so much about it. Everything will be all right. 


_____ Helper B: You must feel pretty lonely and afraid of what might happen. 


4.3  Client: But my thoughts have been so terrible… I could never tell them to 


anybody.  


_____ Helper A: You can tell me. I’m a professional and have been trained to be 


objective about these things. 


_____ Helper B: Some of your ideas seem so frightening to you that you imagine other 


people would be shocked to know you are thinking such things. 


4.4  Client: No one can understand the kind of pain I’ve been through. Sometimes I 


just feel like I have to hurt myself, so I cut my wrists.  


_____ Helper A: It seems like you’ve been suffering so much that cutting our wrists is 


the only way you can make the pain go away. 


_____ Helper B: But you’re so young, you have so much to live for. How can you 


think of killing yourself? 


4.5  Client: What are you anyway? Are you a doctor? How do you know what I’ve 


been going through? You’ve probably always had it pretty soft.  


_____ Helper A: So, you are wondering if I can understand how you feel. 


_____ Helper B: You’re not even giving me a chance. I’ve had a pretty rough life too; 


you’re not the only one who’s seen some hard times. 
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 +3: highly appropriate response   -1: marginally inappropriate response 


+2: appropriate response     -2: inappropriate response 


+1: marginally appropriate response    -3: highly inappropriate response 


0: neither appropriate not inappropriate 


SCORE  EXCERPTS 


 


4.6  Client: My life has been worthless ever since my wife, Emma, died four years 


ago. The kids are grown and married now, and I’ve been retired from my job at 


the railroad for some time. It just seems that I’d be better off dead.  


_____ Helper A: but try to think of what Emma would want for you. She’d want you 


to continue leading a productive life, wouldn’t she? 


_____ Helper B: It sounds like everything just collapsed around you when Emma 


died… but what happened recently to make you think that dying is the only way 


out?  


4.7  Client: I really need help… it’s just…[voice breaks; silence] 


_____ Helper A: It must be hard for you to talk about what’s bothering you. 


_____ Helper B: Go on, I’m here to listen to you talk. 


4.8  Client: When you sum up my problem like that, it makes it seem less confusing 


and not so scary.  


_____ Helper A: See, it really isn't so bad after all. It certainly isn't anything you 


would think of killing yourself over, is it? 


_____ Helper B: Sometimes talking about problems does make them a bit clearer. I 


think you realize how dangerous your suicidal feelings were, that's why you 


decided to contact me. 


4.9  Client: You were supposed to help me, but you've only made things worse. 


_____ Helper A: I'm sorry. I was only trying to help. 


_____ Helper B: You sound pretty angry. 


4.10  Client: How could you ever help me? Have you ever wanted to kill yourself? 


_____ Helper A: It sounds like you're concerned about whether I can understand and 


help you. 


_____ Helper B: Sure, I've thought about suicide sometimes. But I always found more 


realistic solutions to my problems. 


4.11  Client. I don't know…this whole thing with my wife really gets to me. {Sobs] I 


try so hard to keep from crying... 


_____ Helper A: Do you think that the reason it's hard for you to cry is because you're 


a man? 


_____ Helper B: With all the hurt you're feeling, it must be impossible to hold those 


team in. 


4.12  Client: How can I believe in God anymore? No God would ever let this happen 


to me: I've never done anything to deserve what's happened. 
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 +3: highly appropriate response   -1: marginally inappropriate response 


+2: appropriate response     -2: inappropriate response 


+1: marginally appropriate response    -3: highly inappropriate response 


0: neither appropriate not inappropriate 


SCORE  EXCERPTS 


_____ Helper A: Things have gotten so bad, that it's difficult to see any meaning in the 


things that have happened to you. 


_____ Helper B: Well, God works in mysterious ways. Maybe this is His way of 


testing your faith. 


4.13  Client: I don't know why I'm calling you. My family is financially well off, and 


my husband spends plenty of time with me, even though he has a successful law 


career. Even my kids have been doing well. They get good marks at school and 


have lots of free time activities with their friends. But nothing seems to interest 


me. Life is just a bore… 


_____ Helper A: Considering all you have going for you, your problems can’t be all 


serious. Try to focus more on the positive aspect of your situation. 


_____ Helper B: So even though things seem to be going well at one level, life still 


seems pretty depressing, even if it’s hard to say exactly why.  


4.14  Client: I have to hang up now. My mother’s coming home soon and I don't want 


her to know I've been talking to you. 


_____ Helper A: Okay, but if you keep feeling suicidal, remember you can always call 


back. 


_____ Helper B: All right, but first I want you to promise me you won't do anything to 


hurt yourself, until you call and talk to me. Will you repeat that promise? 


4.15  Client: Is it really true, that many people feel this way? I thought I was the only 


one who had such dreadful, sinful ideas. 


_____ Helper A: No. there are many people who suffer from mental illness. But with 


appropriate treatment by a qualified physician, some of these patients can be 


cured. 


_____ Helper B: It is true. You're not the only one who has suicidal thoughts. And you 


can be helped to get through this crisis, just as others have been. 


4.16  Client: I'm so lonely, so tired. (crying) There just isn't anywhere left to turn. 


_____ Helper A: You seem so alone, so miserable. Have you been feeling suicidal? 


_____ Helper B: Come on now. Things can't be all that bad. 


4.17  Client: (over telephone) It's hard to talk here, with all these people. 


_____ Helper A: Would it help if I asked questions? 


_____ Helper B: Why don't you call back some other time when you can talk more 


easily? 


4.18  Client: I have a gun pointed at my head right now, and if you don't help me. I'm 


going to pull the trigger! 


_____ Helper A: You seem to be somewhat upset. 


_____ Helper B: I want you to put down the gun so we can talk. 
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 +3: highly appropriate response   -1: marginally inappropriate response 


+2: appropriate response     -2: inappropriate response 


+1: marginally appropriate response    -3: highly inappropriate response 


0: neither appropriate not inappropriate 


SCORE  EXCERPTS 


4.19  Client: Why should you care about me, anyway? 


_____ Helper A: I've been trained to care about people. That's my job. 


_____ Helper B: Because I think your death would be a terrible waste, and it concerns 


me that things are so that you are considering suicide. You need help to get 


through this critical period. 


4.20  Client: I really hate my father! He's never shown any love for me, just complete 


disregard.  


_____ Helper A: You must really be angry at him for not being there when you need 


him. 


_____ Helper B: You shouldn't feel that way. After all, he is your father, and he 


deserves some respect. 


4.21  Client: I don't think there's really anyone who canes whether I'm alive or dead. 


_____ Helper A: It sounds like you're feeling pretty isolated. 


_____ Helper B: Why do you think that no one cares about you anymore? 


4.22  Client: I tried going to a therapist once before, but it didn't help…Nothing I do 


now will change anything. 


_____ Helper A: You've got to look on the bright side! There must be something you 


can do to make things better, isn't there? 


_____ Helper B: Okay, so you're feeling hopeless, like even a therapist couldn't help 


you. But has anyone else been helpful before-maybe a friend, relative, teacher, 


or clergyman? 


4.23  Client: My psychiatrist tells me I have an anxiety neurosis. Do you, think that's 


what's wrong with me? 


_____ Helper A: I'd like to know what this means to you, in this present situation. 


How do you feel about your problem? 


_____ Helper B: I'm not sure I agree with that diagnosis. Maybe you should seek out 


some psychological testing, just to be certain. 


4.24  Client: I can't talk to anybody about my situation. Everyone is against me. 


_____ Helper A: That isn't true. There are probably lots of people who care about you 


if you'd only give them a chance. 


_____ Helper B: It must be difficult to find help when it's so hard to trust people. 


 


 


4.25  Client: [Voice is slurred. unclear over telephone.] 


_____ Helper A: You sound so tired. Why don't you get some sleep and call back in 


the morning? 


_____ Helper B: Your voice sounds so sleepy. Have you taken anything? 
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 Informed Consent 


• Please ensure that the participant has read the PIS and signed the consent form.  


• Give the participant a copy of the signed/dated consent form and retain the original 


signed/dated consent form in the case folder. 


Form Completion Notes 


• Answer every question 


 


 DEMOGRAPHIC INFORMATION: 


1.1 How old are you? (Age in Yrs.)   ____________ 


  OR                    □ A. 18-24                                    □ B. 25-35                      □ C. 36-45 


                           □ D.  46-55                                   □ E. 55-65                      □ F. 65+ 


1.2   Gender?  


 


 


 


1.3 Do you identify with a certain religion?  


□ A. No 


□ B. Yes, please specify______________________ 


1.4 What country were you born in?          


□ A. Australia 


□ B. Other, please specify______________________ 


1.5 
If other, how long (in years) have you lived in Australia?  


1.6 
What cultural background do you identify with? 


____________________________________ 


1.7 
Which location in Queensland do you live in? 


   □ A. Cairns                     □ B. Townsville                                □ C. Mackay 


         □ D.  Toowoomba           □ E. Redcliffe-Caboolture                □ F. Brisbane                                            


□ G. Ipswich                   □ H. Logan                                       □ I. Gold coast 


1.8 
What is your occupation? __________________________ 


 


Today’s Date 


   


       2 0 2  


                                          day        month                              year 


 


M F Other 
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 CONSULTATION PROCESS 


2.1 How did you receive the expression of interest form? 


a. Network meeting, please name: ______________________ 


b. QLD Health Consumers 


c. Roses in the Ocean 


d. Multicultural Affairs QLD 


e. QLD Transcultural Mental Health Centre 


f. Other: please specify: _____________________ 


2.2 
Did you get a chance to share the improvements you would like to see in the suicide 


prevention package? 


 A. Yes 


 B. Not sure 


 C. No 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.3 
How did the facilitators respond to your feedback and views? 


Prompts for interviewer: 


• Were feedback taken on board/discussed during the consultation or ignored?  


2.4 
How supported did you feel by the facilitators to participate? 


Very 


unsupported 


1 


Slightly 


unsupported 


2 


Neither supported nor 


unsupported / Unsure 


3 


Slightly 


supported 


4 


Very 


supported 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.5 
How respected did you feel by the facilitators? 


Very 


disrespected 


1 


Slightly 


disrespected 


2 


Neither respected nor 


disrespected / Unsure 


3 


Slightly 


respected 


4 


Very respected 


5 
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LIVED EXPERIENCE CONSULTANT INTERVIEW 
   


 


 


 
Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.6 
How respected did you feel by the participants? 


Very 


disrespected 


1 


Slightly 


disrespected 


2 


Neither respected nor 


disrespected / Unsure 


3 


Slightly 


respected 


4 


Very respected 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.7 
On a scale of 1 to 5, how supported did you feel by the project team i.e. the 


facilitators at QTMHC, during consultations? 


Very 


unsupported 


1 


Slightly 


unsupported 


2 


Neither supported nor 


unsupported / Unsure 


3 


Slightly 


supported 


4 


Very 


supported 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


2.8 
On a scale of 1-5 how satisfied were you with the location of the consultation? 


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompts for interviewer: 


• If you feel comfortable, can you please elaborate  


• Difficulties getting there or barriers 


• How QTMHC managed these barriers 


2.9 
Have you ever felt distress during or as a result of the consultation? 


2.10 If yes, how did the facilitators respond? 
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2.11 
What could have been  done differently by the facilitators to improve your 


experience during the consultation? 


2.12 
Were you asked to give feedback regarding the training process, implementation 


and overall activities? 


2.13 
Overall, how satisfied were you with the consultation process on a scale of 1 to 5?  


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate on why you gave that rating 


 CONTENT OF TRAINING PACKAGE 


3.1 Do you think the training package will be usable and appropriate for the CALD 


community? 


3.2 In your opinion, is the training package socially and culturally appropriate for the 


CALD community? 


Prompt for interviewer 


• Can you tell me why it is/it is not appropriate for the CALD community? 


3.3 Are there any particular aspects of the training that you are not satisfied with e.g. 


process of development, content or delivery plans? 


3.4 Overall, how satisfied are you with the content of the training package? 


Very 


dissatisfied 


1 


A little 


dissatisfied 


2 


Neither satisfied nor 


unsatisfied / Unsure 


3 


A little 


satisfied 


4 


Very satisfied 


5 


Prompt for interview 


• If you feel comfortable, can you please elaborate 


 GENERAL CLOSING QUESTIONS 


4.1 How are you feeling right now? 
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Prompt for interviewer: 


• If distressed or upset, follow the distress protocol 


4.2 Do you have any questions for me? 


 


 





