Leading
with
empathy
Embedding the voice of lived
experience in future service
design

Executive summary
Suicide and attempted suicide is heartbreaking and leaves long
term effects on families and friends – the lives of a growing
number of Australians are impacted every year. In response,
governments and the community are focussing significant
attention and funding on suicide prevention. Each State and
Territory have enacted suicide prevention strategies and
frameworks in line with the National Suicide Prevention
Strategy and Fifth National Mental Health and Suicide
Prevention Plan 2017-2022.
There are many initiatives working to reduce the number of
people who attempt and die by suicide each year. However, it
is not yet known the extent to which the interactions with
services and support contributes to, or alleviates, distress for
those directly experiencing suicidality. This report explores the
lived experience of suicide through the individual’s
perspective.
Suicide Prevention Australia recognises that lived experience
comes in different forms and that this shapes each person’s
journey with suicide - whether through experiencing ideation,
attempts, caring for or bereaved loved ones who experience
suicidality, or providing support services. The journey for
people experiencing suicidality is complex and varied.
The ability to design and implement prevention initiatives
requires consideration of suicide at a population level.
However, an understanding at the individual level is also
needed to holistically inform policy, research and sector
responses. This can be achieved through the identification of
critical points where an individual’s journey is impacted by the
service system.
This report details our qualitative research into individual
experiences which highlights the complexity and variability of
people’s experience with suicidality, whilst also drawing out
the common aspects of these experiences. This approach
supports people impacted by suicidality to provide input to
sector considerations of ways to better target and improve
prevention, intervention and aftercare.
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How we developed this report
This report has been developed through research
conducted by KPMG, commissioned through the
National Suicide Prevention Research Fund,
managed by Suicide Prevention Australia. It seeks
to better understand consumers’ lived experience
of suicidality. Specifically, it maps the journey of
people who have attempted suicide, and their
continued journey post-attempt.
A Human Centred Design (HCD) methodology was
applied to develop the understanding of people’s
lived experience. This methodology places the
person with lived experience of suicide at the
centre of every step. In doing this, it ensures future
state service experiences are developed with the
individual in mind.
The foundational input into this report is a piece of
qualitative research which produced ‘critical
moments’ along one’s lived experience, and key
themes relating to the individual experiencing
suicidality, their carers, and the suicide prevention
sector more broadly. Our research targeted the
following cohorts of people:

 People with personal lived experiences
 Bereaved family, friends, carers
 Service providers and peer support.

“A clear understanding of the
customer experience within the
suicide prevention system will
help Government to prioritise
services and programs which
will best meet the needs of the
end user."

Within this report, we consider the opportunities
and actions that arose from the research findings,
and the importance of using a human centred
approach for future decision making within the
sector.
The four areas of opportunity are outlined below:

 Improve the first experience of help-seeking for
people living with suicidality

 Ensure resources and supports are accessible
and easy to navigate

 Better equip society to respond to suicide
 Embed lived experience throughout system
touchpoints
The following pages of this report provide an
overview of the journeys identified and explore
each of the opportunity areas in more detail. Key
evidence found from the critical moments that
arose in people’s journeys, in addition to the
broader themes relating to the suicide prevention
system within Australia and the costs associated
with the pathways are also detailed.
These outputs highlight the current experience and
needs of people living through suicidality, and the
expectations they have regarding the suicide
prevention sector broadly. Priority actions
identified through collaborative Innovation labs
have also been illustrated for each opportunity.
Suicide Prevention Australia will use these areas
moving forward as a basis for future design and
innovation. This work will continue to inform
decisions that centre on the underlying needs of
consumers experiencing suicidality.
The following page provide an overview of each of
these outputs and defines how they were
interpreted within this report.

- SPA submission to Productivity
Commission 2020
Together with this qualitative research we
reviewed the outputs of the journey to further
understand the impact of critical moments and
their broader implications. In doing this we sought
to quantify the costs associated with the identified
pathways, and to identify where changes may be
most effective.
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Research Output
Journey maps: A communication tool that enables connection with people with lived experience of
suicide. They are focused on what consumers do, feel and what their needs are at each phase in their
journey. Journey Maps act as a tool to help understand where to redesign or reallocate resources to
improve people’s experience.
Post-Attempt
Pre-Attempt

Themes: Groupings of similar sentiment and
behaviours that are relevant to those
interviewed. Although this research involved a
relatively small sample, a point of saturation
regarding themes and insights was achieved.

Help me, regardless
of ideation

Design principles: A set of guiding principles to
inform the design and delivery of future
experiences within the suicide prevention
service system.

Research cohorts
As this was qualitative research, a small number of
participants were interviewed. A level of saturation
was achieved through in-depth experience interviews
which also highlighted that many individuals had
experienced suicide from multiple perspectives.

Economic analysis
A discrete microsimulation modelling approach was
adopted for the economic analysis because the
transitions through ideation to attempt, can vary
considerably. Under this approach, the model itself
calculates the outputs based on the individual
attributes of the person.

Innovation labs

Innovation labs
A series of collaborative workshops with approximately 30 stakeholders representing perspectives of
lived experience, service provision, policy and research to identify priority action areas which respond to
the opportunities identified through journey mapping activities.
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Overview of the journeys
From information gathered in the interviews, we were able to map out the participants’ experiences and shape
the overarching phases and characteristics of their journey with a lived experience of suicide. Our research
revealed two distinct journeys: pre- and post- suicide attempt (Appendix 1 and Appendix 2 respectively).
It was clear from participant accounts that the experience with suicide varies. People may experience all
identified phases in order or may skip, or repeat phases in their journey. A person may stay in a journey phase
for long periods of time, and/or never progress to an attempt.
Additionally, the journey itself can often be circular, and complex, with many factors playing a role in the
experience that individuals have leading up to an attempt.

Pre-Attempt Journey
The Pre-Attempt Journey illustrates the
experience for someone progressing from
a triggering event(s) to a suicide attempt.
The full Pre-Attempt Journey map can be
viewed in Appendix 1.

Triggering event(s): many people’s experience of
suicidality is built over a lifetime of events or
stressors, which may include suffering from a
mental illness(es). Childhood, adolescent and adult
experiences shape each individual and their
response and resilience to future events. We know
from existing research that people who die by
suicide can experience acute situational or
extended pathways to suicide with an
accumulation of stressors.1, 2 This highlights the
impact of life experience, and connection with
situational events.

Significant change: Some of the array of
experiences that may accumulate and intersect to
increase risk of suicide include: a previous attempt
at suicide, mental disorders, harmful use of
alcohol, job or financial loss, hopelessness, chronic
pain, a family history of suicide, and genetic and
biological factors.3, 4 People with a history of
suicide attempts in particular, are 1.4 to 2.1 times
more likely to transition from ideation to an
attempt, than those without history of suicide.5 In
the pre-attempt journey, we can see these risks as
being precursors to a change in behaviour and an
early indicator of suicidality.
We identified a critical moment in this phase being
the first time someone opens up about their
experience with these factors, which influenced
how the person proceeded in their journey.

Withdraw, self-loathe/self-harm or visualise
suicide: at some point in their lives, 13% of
Australian adults will have serious thoughts about
taking their own life. 6 Our participants identified
moments where their inner dialogue was most
negative, and their thoughts turned to suicide as a
distinct step in their journey. We found that in this
phase, connecting with someone who could
empathise or relate to their situation was critical in
preventing ideation from becoming
unmanageable.

Seeking help: as individuals’ situations and/or
inconsistent behaviour became more obvious to
those around them, this often prompted them to
seek help, or prompted loved ones to seek help on
their behalf. This phase is cyclical in nature, as
people sought help at multiple points in their
journey depending on the severity of their
situation. Studies have shown that family and
friends are the most frequently consulted group of
people prior to near-lethal suicide attempts,7 and
can either increase or decrease the likelihood of
accessing help.8 This means that service providers
are not exclusively responsible for responding to
people with suicidality in a compassionate and
authentic way, rather there is a shared
responsibility with the community for providing
this support. Further, it highlights that all
individuals have an integral role to play in
influencing someone’s journey toward suicide.
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Receive support: For those that seek help, this was
provided in the form of informal support, therapy
or treatment with drugs or other psychiatric
treatments. However, while some access help in
the early stages of suicidality, we know that many
people do not tell health professionals of their
plans to attempt suicide, mainly due to not
wanting to be stopped, feeling ashamed, not
thinking anyone could help them, or wanting to
avoid admission to inpatient care. 9 This sentiment
was echoed by our participants: the connection
between people and their supports or clinicians was
said to be critical in shaping people’s ability to
approach or continue accessing help.

Survival: Our research participants who had
survived suicide attempt(s) said this was often due
to the critical moment of interruption by a third
party such as first responders, or that an
individual’s plan did not eventuate.

Plan and seek closure: It is estimated that 4% of
Australians (approx. 600,000) aged 16-85 have
made a suicide plan at some point in their
lifetime. 10 Through our research we identified that
there was often a transition from ideation to intent
in the form of a plan. Many participants shared the
steps taken to prepare for the end of their life.

Life is taken to suicide: In 2018, 3046 Australians
died by suicide.15 We at Suicide Prevention
Australia remain concerned as to the impact on the
mental ill-health of community in response to of
COVID-19 and the pandemic response measures.
Despite the sector’s best efforts to maintain and
adapt service provision, our research highlighted
concerns about instances where demand may not
be met now and into the future.

This planning phase highlighted a critical moment
where people can effectively draw on supports or
coping strategies to prevent acting on their plan,
which showed the importance of effective, early
intervention in someone’s journey.

We know that first responders often attend suicide
attempts. For example, ambulances attend
approximately 2.5 million emergencies each year,
with over 10% of calls involving self-harm, mental
health symptoms or substance use.13, 14 The
number of suicide attempts made every year is
difficult to quantify, however the scale of existing
estimates shows the toll that all suicidality takes on
those involved.

Attempt: Every year, approximately 65,000
Australians make a suicide attempt.11 Many will
touch on all or some steps in the pathways distilled
from this research, however, there is existing
research to suggest that nearly 60% of attempts
will occur on the same day as onset of ideation. 12
This again highlights the criticality of early steps in
the journey, where a lifetime of events, or an initial
unrelated reach out for help may impact whether
people are able to prevent their ultimate
progression to an attempt.
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Post-Attempt Journey
The Post-Attempt Journey illustrates the
experience for someone from the moment
they make an attempt on their life.
The full Post-Attempt Journey map can be
viewed in Appendix 2.

Receive immediate support: The most common
first point of contact after a suicide attempt is
ambulance or police, followed by an emergency
department, a family member, friend, neighbour or
stranger, then a telephone helpline.9 We heard
that the relevance, appropriateness and availability
of immediate support is critical, as we know that
this contact at this time can contribute to further
trauma. For example, psychosocial assessment
processes can contribute to shame and negative
self-perceptions for those experiencing
suicidality.16 Our research participants highlighted
that this immediate point of support had major
implications for the direction of their continued
journey.

Transition: The stories recounted in this research
uncovered the challenging transition that people
make back to everyday life following a suicide
attempt.
Again, the nature and accessibility of care in this
phase is critical. Aftercare following an attempt is
often seen as fragmented, inconsistent or
inadequate 9, 16 For some, this phase may include
another suicide attempt as we know that a prior
suicide attempt is the strongest predictor of death
by suicide. 9
Conversely, the transition and reconnection with
others can be associated with recovery or
resolution of crisis after a suicide attempt. 9 This
was echoed in participants’ stories as being a
facilitator of coping and recovery.

Further support: After a suicide attempt and initial
treatment or support, many people do not have
contact with a second health service, but those
who do seek help mainly contact psychiatrists. 9 Of
our research participants, further support, therapy
or treatment sometimes included learning coping
strategies

and seeking out alternative therapies or selfguided resources. The process was heavily
influenced by participants’ prior experiences of
care, where negative experiences discouraged
further engagement with services. This shows the
importance of every individual interaction with
people experiencing suicidality and its influence on
their ability to move on from an attempt.

Checking in: Research participants disclosed that
they often had their network, mental health
outreach teams or first responders check on their
wellbeing, either unprompted or in response to
directions from loved ones. For some, the
unprompted check-in was viewed negatively. It
was considered that any outreach or follow up
should be ‘person-centred, respectful of
individuals’ agency and experiences.

Continue to live with negative or suicidal
thoughts: People who have made a suicide
attempt do not instantly ‘recover’ from their
experience nor are immediately able to change
their circumstances. As such they may still have
episodic or ongoing suicidal thoughts. Again, we
saw that past experiences with services and
support can critically influence this phase of life
where stigma or negative experiences with prior
treatment can lower help-seeking intentions
toward mental health professionals. Error! Bookmark not d
efined.

Understanding that recovery is individualised and
non-linear is important, as individuals who have
made multiple suicide attempts are at especially
increased risk compared with people experiencing
suicidal ideation and first-time attempters. 17
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Practice coping strategies: From participants’
stories, we saw that people who were in longerterm recovery were drawing on coping strategies
which included helping others or working towards
broader suicide prevention and change. A
commonality in some stories pointed to the
criticality of a shift in mindset where people felt
self-worth and developed a resolution to continue
living, which these strategies contributed to. This
final ‘critical moment’ is reflected in the literature
where positive change has been associated with

extending one’s repertoire of coping strategies and
gaining a sense of control over one’s life. 18
Furthermore, participation in peer support as both
a provider and recipient can increase survivors’
sense of independence and empowerment and
facilitate recovery, however, can also be
detrimental without adequate support. 19 This
highlights that there may be multifaceted benefits
to supporting people with lived experience in
continuing to contribute to others’ recovery.
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Using qualitative methods to support our research
Qualitative research with people with lived
experiences of suicide and suicide prevention
service providers is invaluable to help understand
the key intervention points where experiences can
be modified to improve outcomes for the
consumer.
In our review, several pieces of work were
identified that quantify help-seeking behaviour for
mental health or suicide prevention services,
however there was a lack of in-depth, qualitative
research describing help-seeking for suicidality in a
detailed and sequential way.
As part of the sector’s ongoing work to improve
our prevention of and responses to suicide,
approaches and tools such as human-centred
design and journey mapping will be highly useful in
designing appropriate resources, policies,
programs and services.

Speak to me in my language: I need services and
supports to be inclusive- of my gender, ethnicity,
sexual orientation, and understanding of how to
articulate my experience.
Stay with me through my experiences: The impact
of my suicide attempt, or my ideation, will go
through ebbs and flows, and there are critical
moments where I will need help along that
pathway. I need continuous and coordinated
support to match my needs.
These design principles have informed our
assessment of key opportunity areas and should
be considered in developing any service response
for people with lived experience of suicide.

Eliciting detailed accounts of service interactions
enables the sector to form a collaborative
response to suicide, drawing on lived experience in
an authentic way.

Experience design principles
To meet consumer needs and expectations, Suicide
Prevention Australia has developed a set of guiding
principles, derived from the journey mapping
research, to inform the design and delivery of
future experiences within the suicide prevention
service system.
Connect with me authentically: Care, compassion,
empathy and being relatable are core
requirements for anyone who helps me.
Make it easy for me to access support: Provide
support at times, in places, and through modalities
that I can access when I need.
Support me as an individual: There’s no one-sizefits-all approach to helping me- my experience is
different from others’ and so are my needs.

2

Emerging opportunities for the sector
Reflecting on the learnings from this research and what we already know about suicidality and the service
system, the following sections describe where we see key opportunities for improving suicide prevention and
the principles by which this work can be done. This work can lead the suicide prevention sector’s collective
efforts to reduce suicides and attempts in Australia.

Improve the first experience of help-seeking for people living with
suicidality
An important area that arose from the research
was the need for better support to all clinicians in
understanding the significant role they play in
preventing suicide. The pre-attempt journey
highlighted a critical moment in the first time
someone opened up to a clinician. The response
they receive directly influenced the trajectory of
those who did open about their suicidal ideation,
or have attempted in the past. This draws
attention to the importance of early intervention
and its role in the suicide pathway.
Relating to people in an authentic manner was
viewed as a core ingredient in building trust with
those opening up about their lived experience of
suicidality. Furthermore, connection was
commonly cited throughout the pre- and postattempt journeys as critical in positively influencing
people through their experience of suicidality.
Clinicians, particularly GPs, are well placed to build
trust at this critical moment. Our research revealed
that trust is earned when people connect with
someone who ‘gets it’ – people need connection,
real connection, when sharing how they’re feeling.
This is something that is earned and can be lost
very quickly. Clinicians need to connect by being
authentic and relating to the person in front of
them, with this being vitally important the first
time an individual shares their suicidality.
Once a connection has been established, trust is
further developed when clinicians speak to the
person living with suicidality in their language meaning, they must exhibit cultural competence,
and be inclusive in the way they interact,
communicate and provide on-going support. It is
important that lines of communication continue to
remain open, as suicidal ideation is known to be
easier to supress when there is stigma attached or
perceived with interactions.
It was highlighted that for some, the act of
accessing services within a local community can be
highly stigmatising in itself. Therefore, people stick
to what they know, such as their family or friends –

who in some instances may not know how to
respond or provide the necessary support.

…the first point of contact ……
if it’s not a great experience it puts
that back a step. It’s reliant upon
the skill of the practitioner.”
One of the characteristics of the pre-attempt
journey was “I withdraw or those around me begin
to withdraw from me” – this was evident in many
of the experiences shared in our research. In some
instances, withdrawal occurred as a direct result of
a feeling that the person they initially opened up to
did not consider their situation seriously. This may
have been a family member or friend rather than a
service provider. The pathway someone follows
can therefore be altered by the ability of people to
respond appropriately to the first disclosure of a
lived experience. Ensuring this is positive, and that
people have someone they can relate to is vital in
preventing a future suicide attempt.
In assessing the economic impacts at this point in
the pathway it can be seen that the downstream
effects of early, and successful, intervention in the
ideation stage can fundamentally change an
individual’s life course. This is because intervention
can potentially save a downward transition to
multiple non-fatal attempts, or worse, a fatal
suicide attempt.
The economic consequences of this are significant.
In the short term, such an intervention can save an
average of $5,517 per individual with suicidal
ideation. The longer-term impacts can be 39%
higher than the direct short-term savings.20
Consideration for the strength of an initial
connection, and how to ‘connect with me
authentically’ as well as ways to ‘speak to me in
my language’ should inform future design or
provision of suicide prevention or aftercare
service.

Key action area: Establish a suicide prevention specific competency framework.
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Better equip society to respond to suicide
In recent times, it has been evident that awareness
levels of suicide and its impact have improved in
Australia. Through interviews, our research
highlighted that a key next step for prevention is
building tools to assist society with responding in a
way that doesn’t cause harm.
Societal awareness is not enough without a
proactive response. This involves collective and
consistent up-skilling of all members of society to
recognise suicidal ideation and to accommodate
the needs of at-risk people. The importance of
connection and empathy in helping to respond
effectively to those with suicidality was evident in
all critical moments. Negative experiences at any
point in the pre- or post-attempt journey can mean
people have to look for new supports or
alternatively, may prevent people from seeking
help at all.
At the current time (global COVID-19 pandemic),
physical connection is difficult, and this has altered
the way traditional supports are delivered. While
this led to positive changes and learnings for some,
for others it has meant that once-reliable avenues
of support are now inaccessible. Within this
context, we believe that ensuring society can be
proactive in communicating to those around them
is imperative. Further understanding of what to say
and do when someone detects signs of suicidality
is the next step after recognition (or awareness).
It was evident that the provision of tangible tools
to underpin people’s understanding of suicidality
has a role to play in prevention. In developing
tools or resource, people will have references to
assist in both recognising and responding to those
living with suicidality. Every interaction is
important with someone experiencing suicidality;

thus, emphasising the role of society is paramount
to reducing suicide moving forward. As illustrated
by the pre- and post-attempt journeys, the
pathway that people take is impacted by the
interactions they have when they experience
suicidality. If the community was better equipped
with a measured response, it could be life
changing.

Inclusivity- are we using
language that the general
population understand- what’s
lived experience? What’s a
gatekeeper? This is sector lingo.
People think ‘Oh I’m not a service
provider so I don’t belong here’…”
There is also consideration needed to ensure
resources are visible and applicable to a range of
contexts. This includes workplaces and schools
which were regarded in the research as being
influential in shaping habits, experiences and
behaviour that transcend into people’s lives more
broadly.
The accessibility of supports should be considered
in all future design opportunities. By ‘making it
easy for me to access support’ prevention
strategies may more effective offer critical support
at times, in places, and through modalities that
people can refer to when they need. The focus on
individual needs, and the unique and variable
nature of lived experience with suicide, means that
there is no one-size-fits-all resource that can be
applied.

Key action area: Build capacity and capability through a tailored approach for the community to better
enable local support for individuals experiencing suicidality.
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Ensure resources and supports are accessible and easy to navigate
We know from previous research that there is a
general upward trend in the incidence of suicide in
Australia, observed over the past 10 years.15 One
factor that could be contributing to this statistic is
the lack of services for those living with suicidality,
but are not considered to be in a ‘high-risk’ state.
This refers to people who are experiencing
thoughts of suicide but may not have the intention
to put a plan in place or make an attempt. There is
a need to account for those who are ideating, but
not considered ‘high risk’, as it was apparent that
people may experience circular or complex
journeys, with many unique, life-changing events,
each having the potential to lead to an attempt.
Post-attempt, one of the critical moments
highlighted that service providers need to better
account for those who have been transitioned out
of an ED environment, and back to daily life, one
example being ensuring people have a safe
environment to return to upon discharge. Our
research highlighted that people needed supports
which ‘stay with me through my experiences’.
We also saw a need for ongoing availability of
support. For many, suicidality may escalate at any
point, due to the nuanced events that play a role in
shaping their experience. Consideration to
‘support me as an individual’ represents the
expectation from participants that their suicidality
should be seen individually, due to the unique
circumstances leading them to their current state.
In addition to early and successful intervention,
targeted supports at critical moments are central
to redirecting attempts of suicide to attempts of
recovery. This is particularly true for young females
(~20 years of age) who have the highest rates of

suicide ideation and attempts. Building resilience
in this group, through accessible supports, has
huge long-term economic pay-offs.21
We know that a previous attempt is the strongest
predictor of a subsequent attempt increasing the
risk of ideation and attempt by between 1.4 and
2.1 times. Significantly higher costs are associated
with individuals post-attempt, with future support
costs being around 103% greater than that for an
individual with ideation. Our economic analysis
indicates that assertive outreach services, which
seek to negate the likelihood of re-attempts by
effectively reaching those at critical moments in
their post-attempt journey, can be a cost-effective
way to help reduce suicide.22
Being able to access and navigate support services
in the suicide prevention space was difficult for
many people. Many of our research participants
who had survived an attempt had also supported
someone with suicidality. Both those experiencing
suicidality, and those supporting someone,
highlighted the challenges in knowing where and
who to reach out to for support further indicating
that the process was both confronting and
confusing. It was evident that there are issues with
coordination, accessibility, and navigating what is
most relevant and appropriate for each individual’s
need. People mentioned this being even more
difficult due to the heightened state of emotion
individuals who are living with suicidality or who
are in crisis are feeling. There was a strong
expectation that those with lived experience can
assist to ‘make it easy for me to access support’ by
incorporating co-design considerations in future
innovation efforts.

Key action area: Co-design an awareness campaign that assertively tackles stigma.
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Embed lived experience throughout system touchpoints
The purpose of this research was to better
understand the needs of those living with
suicidality and identify areas to improve the suicide
prevention system broadly. One of the key insights
people shared was the importance of consistent
and continued inclusion of the voice of lived
experience in future decision making. Highlighting
the need to further embed lived experience into
service provision and the suicide prevention sector
more broadly.
When referring to the journeys, specifically, the
final phase of the post-attempt journey, we found
those with lived experiences often wanted to be
valued contributors to services and supports within
the sector. Some discussed that their work has
been an important part of finding purpose and
fulfilment, and this realisation and shift in mindset
was highlighted as a critical milestone in the postattempt journey.

My work keeps me going and
my daughter keeps me going- more
of a protective factor- helping
others has been a massive help for
me.”
It’s important that people are encouraged to play a
role in providing support to others in a way that is
beneficial to their recovery. The potential benefit
of incorporating lived experience in the system and
being able to ‘connect with me authentically’ was
clear, whereby a key element of connection is
relatability to the individual experiencing
suicidality. This was reflected in a critical moment
that showed how negative past experiences with
sources of help could mean people had to find new
supports or prevented people from seeking help at
all.

people based on the many events leading to their
state of suicidality, rather than emphasising a
single triggering event. This insight speaks to the
need of supporting people holistically and using
support systems both within and outside of the
health sector. It also highlights the need to bring
those with lived experience into the fold when
providing services, as their experience and
circumstance may resonate more strongly.
An example of this raised by one participant was
that someone who came to a workplace to talk
about their experience with suicidality shared a
very similar life story to the participant in question.
These similarities contributed to the speaker’s
message being highly effective in prompting the
participant to seek help as they could see
themselves reflected in the story.
It is therefore important that suicide prevention
strategies, policies, programs and services are
enhanced through incorporating lived experience
accounts, and people with lived experience should
be afforded support to leverage their experience
for this aim. For people who are currently ideating,
survivors post-attempt or bereaving a loved one,
sharing the experience of suicide can also have
positive impacts on their overall journey of
recovery.
Key action area: Implement a peer workforce
across key touchpoints.

As someone’s current circumstance is built through
a lifetime of events, we need to support and treat
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Innovation and change for suicide prevention
The Innovation Labs brought together consumers,
people with lived experience of suicide,
organisations, and researchers for a series of
virtual co-design sessions. The objectives of the
Labs were to:






Explore the role of diverse stakeholders
in the system and the role that they
play at critical moments in the journey
Identify what a positive experience can
look like and the barriers that are
hindering this outcome
Document clear initiatives at a
collective and individual level that will
have the greatest impact in the journey
of people pre- and post- suicide
attempt.

Across the critical moments, four key action areas
surfaced. These included:

Establishing a suicide prevention
competency framework
This requires the development of a suicide
prevention and postvention competency
framework for both the clinical and non-clinical
workforce. The competency framework will
provide guidance for training needs and build core
human skills into existing technical competencies,
ensure specific suicide prevention capability
becomes part of continual professional
development.

Implementing a peer workforce
across key system touchpoints
Non-clinical support options were a key enabler
identified across the critical moments, particularly
within Emergency Departments where peer
support could compliment clinical care.
Implementation of a peer workforce at critical
moments through the journey will offer greater
support to individuals experiencing suicidality.

Building a strategy that integrates
activity across the system
We need to support the community to view suicide
and mental ill-health in the same way as physical
health, to support people to have conversations
around suicide and equip them with the tools on
how to reduce distress, as well as how to respond
in crisis. This includes incorporating national policy
and reform within a local response.

Co-designing an awareness
campaign that assertively tackles
stigma
The stigma of suicide needs to be shifted.
Throughout the Labs it was apparent that on a
individuals and community level there exists an
opportunity to change the narrative around suicide
across society. Leveraging story-telling platforms,
and informed by people lived experience, we can
create opportunities for meaningful connection
that will lead to stigma reduction.

The future of decision making in the suicide prevention sector
Producing this report during the global COVID-19
pandemic (September 2020) and acknowledging
the associated increase in demand for mental
health support certainly elevates the importance
of grounding decision making in consumer need.
Through interviews some participants reflected on
the potential impacts of COVID relating to the
suicide prevention sector:

experiencing suicidality, and their support
networks, to inform and improve our responses.
Leading with a human centred approach allows all
actions within the sector to be led by need, rather
than be restricted by what has gone before.

Stressors of COVID are going
to have slow release impact- it’ll
take a while for true financial
implications and job losses to hit
home.”

Each opportunity provides direction to where the
sector can focus its efforts in reducing future
suicide. The pre- and post-attempt journey maps,
alongside the themes identified provide detailed
qualitative evidence directly from those with lived
experience, and the connectors they have (i.e.
family, friends, peers, service providers, and
bereaved).

Some also discussed the impact COVID on building
relationships, highlighting that in an online forum
there would be increased challenges in building
trust without face-to-face contact. Trust has been
cited in both previous literature and in our
research, as a key component in developing
meaningful relationships with those with
suicidality. Our findings should also be considered
in light of COVID and any associated impacts that
the sector may not be aware of yet.
In preparation for a potential upswing in demand,
the sector should be listening to those

With this in mind, the four opportunity areas
outlined in this report will help focus efforts in the
sector to be aligned with the need of those living
with suicidality.

Design principles emphasised through our research
will support future efforts to meet consumer needs
and expectations. The design and delivery of future
experiences should reflect solutions which:


Connect with me authentically



Speak to me in my language



Make it easy for me to access support



Stay with me through my experiences



Support me as an individual.

2

Suicide Prevention Australia believes that future decision making in this sector should consider the findings
of this report as a guide to confirm that policy, programs, strategic communication and change are including
the voice of those experiencing suicidality.

1

2

Collaborative engagement with the
sector is needed to develop and cocreate innovative solutions which meet
the needs of our community.

Suicide Prevention Australia will
continue to build-out, and develop
responses to these opportunities, and
will seek to drive a culture of
collaboration and co-design.

We will continue to lead with empathy, and the needs of those experiencing suicidality, in order to design
support effort that is most relevant individual’s needs and expectations.

Suicide Prevention Australia and KPMG thank the individuals and organisations who contributed their time,
narratives, experience, and wisdom to help drive and guide this research with such passion. For their
considered input and pragmatic advice we are truly grateful.

2
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1. Journey phase

1. I experience a triggering event(s), which may include suffering from a mental illness(es)

2. I experience significant change in my life

3. I withdraw, self-loathe/self-harm or visualise suicide

4. I or someone close to me seeks help

5. I receive support, therapy and/or treatment

6. I plan to end my pain or feelings of worthlessness and seek closure

7. I attempt to take/escape my life

8a. I survive my suicide attempt

8b. Life is taken to suicide

Description

I have an experience that is highly stressful and overwhelming and/or I have battled with many events leading up to this point. This may include childhood trauma, a death of a
family member, the separation of my parents, inter-generational conflict, a physical or cognitive disability or physical, emotional, financial and/or sexual abuse.

My lifestyle and behaviour begins to change as a result of all the challenging experiences I’ve had up until this point.

I begin or continue to withdraw from my usual routine, which may include working, socialising, family interaction, community interaction and a regular hobby. My internal
dialogue is very negative and I begin to think about death and suicide.

I or someone else seeks help, as my situation and/or inconsistent behaviour becomes more obvious to those around me.

I receive support, therapy and/or treatment, in response to my situation and behaviour.

I put a plan in place to end the pain that is overwhelming or the feeling of not being worthy of living any more. I seek closure through a final event, which may involve seeing loved
ones for the last time or writing a note for them

I attempt to take my life and escape how I’m feeling through suicide.

I survive my suicide attempt, either through my plan not eventuating or a third party
interrupting in the process

My life has been taken by suicide.

1.1 Activities, events, experiences or touchpoints title

1.1 I experience an event(s), which impacts my life significantly

2.1 The experience(s) I have cause my life to change direction

7.1 I attempt to escape my life

8a.1 I survive the attempt that I made on my life

8b.1 My life is taken to suicide

•

I experience instability within my family or broader community, sometimes due to
inter-generational conflict

•

I experience the death of someone close to me, which may be from suicide

•

I move to another city or country

•

There is constant instability and/or trauma caused by toxic relationships in my life

Connections: Family, friends, community leaders, religious leaders, colleagues, teachers, school counsellors/principals, sporting and recreation groups

My performance and/or attendance at work begins to noticeably slip

•

I begin to react quickly, sharply or disruptively those
around me at work

•

I begin to distance myself from the hobbies I
normally enjoy

I develop a range of physical symptoms, e.g. irritable
bowel syndrome, tremors, nausea, impotence,
insomnia, headaches

•

Those around me dislike my inconsistent
behaviour and begin to withdraw from me

•

I don’t speak to anyone or seek help for a
prolonged period

•

•

I chose to ignore changes in my mindset toward my weekly routine

•

I am unable to care for my children properly due to my changing behaviour, e.g. alcohol consumption

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, GP

Challenges

Delights

•

My family are not a reliable source of support

•

My workplace is not supportive of my situation

•

I continue to experience traumatic events in my life •
and/or relive past trauma

•

My family and friends are sharing the challenges I am •
going through, and are starting to negatively
respond to my behaviour

My mental illness is acting as a barrier for me to
enter society, and contribute to society in the way I
want

I can’t accept my ‘new normal’, as my physical injury •
impacts all parts of my life

My up-bringing and environment shapes the
response I have to situations that arise

At points in time of my life, I have someone who understands my circumstance, and provides appropriate support for my situation.

•

Critical Moment
Sentiment
The grey dotted line indicates
the end of the phase

Sentiment: I have feelings of anxiety, depression, apprehension and unrest at the events building up in my life. These feelings intensify and get more difficult to deal with as I
experience more of these events.

I experience a mental
health illness(es) that
greatly affects my
ability to actively
function in my
community

Journey step
The solid arrow
indicates the typical
journey of a customer

The impact of
multiple events in my
life accumulate and
continue to affect me
over an extended
period of time

Digital/ online
engagement

Journey start point

I or someone close to me needs to recognise and accept the changes occurring in
my life

•

I need to feel connected with those around me, in order to accept any negative
change that is occurring in my life

•

I need stability in my daily routine

•

I need to not feel judged if I decide to open up to someone close to me

•

I need institutions such as my school, university or workplace to recognise my
change in circumstance and respond appropriately

•

I need people in my life that I feel comfortable confiding in

•

I struggle to understand the changes in my life

•

I feel like those around me won’t understand, relate
•
or empathise with my situation

•

•

Phone engagement

I experience a
situational crisis

Service provider
contact

•
•
•

Theme Icon

I am not sure where and when to reach out to
someone for help, support or treatment
I am not too sure who I can rely on, or what support
may be available to me when I experience different
types of change

“I lost my mum to suicide when I was
10- [she had a] long history of selfharm, hospitalisation, alcoholism […]
we moved in and out of foster care,
she spent time in jail.”

I begin to visualise what life for those around me
would look like without me

•

I am offered advice that may not help my situation

•

I ask loved ones for help but they are unable to
provide me with what I need

•

I need to recognise and accept my feelings,
thoughts and behaviours

•

I need to learn and practice appropriate coping
mechanisms

•

I need to not feel like an ‘outcast’ because of my
thoughts, feelings and/or behaviours

•

I need appropriate attention and intervention to
help my worsening situation

•

I need to feel like I can trust those around me

•

•

I need to talk with someone who ‘gets it’

•

I need to not feel judged if I decide to open up to
someone close to me

I need to be able to see a way forward, past this
stage of life

•

I don’t want to accept the help that I may need

•

I don’t understand the severity of the situation I am
•
in

•

•

•

I don’t receive helpful advice by those closest to me

Those around me don’t know where or who to turn
to
People in my life who may be able to help me aren’t
aware of how I’m feeling

I or those around me
begin to notice my
life changing
behaviours

“A client from hell started meddling
with a job. Old me would have got
the politics right and sorted it out,
but I just burst in and gave him a
blast, I can’t remember what I said. I
got back to my desk and a workmate
said ‘pack your bag and get out’ and
[I] was dismissed.“

“…my Nan was always unwelltypical example of ill health for
Aboriginal people... I was 12 when
she died, and she was a massive
relationship in my life, she died the
day before Christmas – her birthday”

Someone close to me
died by suicide

I or those
around me
begin to notice
my life
changing
direction
“I noticed a change in
my attitude and
approach, it crept up on
me, layer upon layer.”

“His behaviour became
more concerning, one
time his wife called and
said she hadn’t seen
him in 2 days”

I struggle to cope
with the changes
that are occurring

“I started drinking really
heavily […] I was really
unwell, I had a 2.5yr old
daughter to raise […] no
one knew how to
support me so they kept
giving her back to me
and I kept taking her to
my family and saying I
can’t look after her.”

I may decide to
open up to
someone who I
trust about how
I am feeling

End/ change journey

That person isn’t able to
provide me with the support
I need

“…when they first started [asking
for help] and they went to a mate
who told them ‘oh lighten up, have
another drink’…”

My behaviour is how I
am coping with the
change I am
experiencing “I’m not me, I drink a bit

more, I’m angry, I’d tell
people I was on site but in
reality was at home and
couldn’t get out of bed”

“…family law court was
distressing as well - I was in a
hyper vigilant state, constantly
looking over my shoulder…“
“[My physical symptoms included]
Headaches, which progressed to

My body
IBS, included impotence, various
physically reacts mood changes, inability to socialise,
and things of that nature.
to the events I
I started having panic attacks as
experience
well…”

“…the first point of
contact […] if it’s not a
great experience it puts
that back a step. It’s
reliant upon the skill of the
practitioner of that
service.”

The person I open up
to doesn’t take me
seriously

“I use the analogy: you’re

I request a GP appointment, which may include a mental health plan

•

I attend a seminar or information session about mental health or suicide

•

I begin to inquire about local community services

•

I am approached by the police

•

I present myself to ED

•

I need to recognise that help, support, therapy or treatment will improve my
situation

•

I need to accept the help, and agree to work with community support groups,
NGOs and/or clinicians

•

I need to be able to trust in the professional help received

•

I don’t want to accept the help that I may need

•

I don’t understand, recognise or respect the severity of the situation

•

I distance myself
from those around
me

Those around me also
distance themselves
from me

•

I need to be able to trust in the process and system in which I am receiving help

•

I need respect for the seriousness and urgency of my situation myself and from
others

•

I need someone who is educated in the signs and symptoms of mental illness
and/or suicidality

My local community and/or culture doesn’t acknowledge the challenge of my
situation

I don’t know where or who to reach out to

•

I don’t receive the helpful advice by those closest to me or clinicians

I find it difficult to find the right contact for my circumstances

•

I don’t receive the referrals that would best support me

•

I am waiting in ED for a long time – my case is not viewed as ‘acute enough’

•

I have a strong family, friend or peer network, who are able to assist me in seeking the help I need

Sentiment: I have feelings of confusion, unfamiliarity, vulnerability, of being exposed, confronted, and/or conflicted.

“I didn’t sleep for 100
days, was pretty stressed
out…”

I self-loathe
and/or selfharm

I recognise that
something isn't right
and seek help myself

I am
hospitalised
due to my selfharm

•
•
•

A friend or family
member recognises
that something isn't
right and attempts
to talk to me about
what they’re
witnessing

I receive support from the HR function of my
workplace, my manager at work or a colleague

•

I receive support from a community group

•

I receive support from a local community
support network

•

I receive support from a call-line, such as
lifeline, or through social media channels

“I said [to the paramedics]
‘please help me with this, I
need someone to intercept
his behaviour’.”

•

My GP or Psychiatrist conducts a risk assessment
on me

•

I have made the decision to end my life and believe it is the best decision for
me and others around me

•

I don’t connect with my therapist, and try to
connect with someone else

•

The mental health crisis team conducts an initial
assessment

•

I reach out to my support network about feeling suicidal, in person or online
and let them know that I am in the process of planning to take my life

Therapy helps me better understand my
thoughts and feelings

•

I am prescribed medication by my GP or
Psychiatrist

•

I keep my decision to myself

•

I self-isolate and go out of my way to avoid support in a deliberate attempt to
be alone

•

I rehearse my suicide method

•
•

Therapy doesn’t seem to improve my situation

•

My medication doesn’t seem to improve or
worsens my situation

•

My medication puts a ‘Band-Aid’ on my current
situation

I need to recognise and accept my
feelings, thoughts and behaviours

•

I need to not feel judged if I decide to •
open up to someone close to me

I need the correct medication and
dosage

•

•

I need attention and intervention to •
help my worsening situation
I need to talk with someone who
‘gets it’ and who I trust

I need a degree of autonomy and
control over the type of treatment
that may best suit me

•

•

I need an approach that encompasses•
my entire situation, inclusive of
events throughout my life and
broader stressors (e.g. financial
counselling)

•

I have to open up about how I’m truly feeling to
someone I don’t fully know or trust

•

My GP doesn’t seem to fully understand my situation

•

I have to repeat my story to multiple people, which is •
incredibly difficult
•
I have to accept help that I may not think I need
•

I don’t want people to look at me differently because

•

I connect with a clinician [psychologist or GP] or peer-support worker who ‘gets it’ and genuinely cares about my situation

•

I am fearful of the responses from those around me
about my situation

My family and/or friends keep asking me if I’m OK
which makes me feel worse

I need community and connection
with others having the same
experience
I need support services outside
hospitals, e.g. safe havens

•

I feel worthless, so unmotivated to get help
I still have internal stigma about getting help or face
stigma from my community

I write a suicide note/s

•

I make phone calls to say goodbye, thank you and/or express my intention to
die

•

•

I visit loved ones one last time

•

I re-assure those around me, including clinicians that everything is fine, and
I’m not feeling suicidal because I don’t want to be stopped

Connections: Family, friends, peer support, clinicians (GP, Mental Health crisis team, Psychologist, Psychiatrist)

•

of my situation
•

•

I need to adopt coping strategies when my thoughts, feelings and emotions
overwhelm me

•

I need to understand my self-worth

•

I need to recognise that I can still reach out and ask for help

•

I don’t feel worthy of living anymore, so unmotivated•
to accept help from anyone
•
The pain I am feeling turns to relief when I think
about taking my life
•

•

•

My family are showing resentment toward me
My family are dismissing what I am telling them or
avoiding talking about my situation
I am trying to resolve a situation that I’m reacting to
or events that have led up to this point

Sentiment: I have feelings of being nervous, anxious and uneasy about talking and opening up to someone or multiple people.

Sentiment: I have heightened feelings of being unworthy to live or ‘trapped’ in overwhelming pain. I feel elation and relief when I make the decision to take my life.

I receive a risk
assessment

I see one or
multiple GPs in
the first instance

I talk to a teacher
at school or
university that I
trust

“…I had a sense of hyper vigilance around
him. This drove him away, monitoring was
difficult, he was prone to self-harm.”

•

I connect with
my psychologist,
psychiatrist or
therapist

The pain
continues to
churn inside

“[My GP] was
understanding because
she knew my family and
the history we’ve had so
she was really good.”

I see a
psychologist or
psychiatrist for
an extended
period of time

The first person I
open up to
doesn’t ‘get it’
“The GP simply refusedthe first person I sawrefused to believe what
I’d been doing…”

“Started seeing
one psychologist
there but didn’t
really connect…”

The support,
medication or
therapy doesn’t
seem to be
improving my
pain or sense of
worth
“…[I] got put on some
medication- a lot of people
on that medication have a
suicide attempt in 8-10 day
range, that’s what
happened to me because it
wasn’t doing anything.”

I react negatively, or “…couldn’t find anything
that suited me. I had
don’t react to the
more drugs than the […]
medication
football club but none of
prescribed
them worked for me!”

”Forty-three percent of participants reported telling a health professional that they were experiencing suicidal thoughts or had a suicide plan before their most recent
attempt. Those who did not tell a health professional said that they did not want to be stopped (28.6%), felt ashamed (25.9%), did not think anyone could help them
(23.2%), or did not want to be admitted to inpatient care (16.1%).” 49

•

•

I was interrupted by a family member, close friend or neighbour

•

My negative self-talk escalates

•

My inner-voice stopped me from following through

•

I wait until I am alone and mentally prepare for my attempt

•

I change my mind mid-attempt

•

I attempt to take my life, and will do so through a range of methods

•

My method is not lethal

•

I wake up from an overdose of alcohol and/or drugs

•

I need relief from the pain I am experiencing

•

I need to recognise that help, support, therapy or treatment will eventually
improve my current mindset or situation

•

I need to trust those closest to me will provide relevant levels of support

•

I have made my decision and don’t want to continue to experience the pain I am
feeling

•

Being interrupted at this point will only delay the intention I have

•

I don’t trust the previous help I have received to guide me into a healthier mindset

Connections: Family, friends, peer support, first responders, Emergency Department

•

I only see my situation becoming worse if I don’t escape

•

I want an outlet that is final

•

I am alone at opportunistic moments and have access to lethal means

•

I need a compassionate and helpful •
response from family, friends or peers

I need compassion and empathy from
the Emergency Department

•

I need an immediate response and
commitment from first responders

I need a culturally sensitive and
appropriate response

•

I have made an attempt to take my life and those around me may not understand

•

This is not the result I anticipated

•

Critical Moment: I am interrupted by a family member, police, an internal voice or realisation.

Critical Moment: I am interrupted by a family member, police or an internal voice or
realisation.

Sentiment: I take comfort in the decision I’ve made, and have feelings of relief that my pain won’t exist soon.

Sentiment: I have feelings of confusion or surprise as to what has happened.

“That morning […] I drove 30 minutes south. …. it took all my
energy not to…. I walked in [to hospital] and said ‘I want to
die’.”

“Total withdrawal- family, friends don’t exist, you’re
living with your own pain and a one way belief to take
own life. You don’t reach out. That’s my experience”

I am prescribed
medication
I am often
referred onto
what the GP
deems the most
appropriate
service for my
situation

I reach-out to a
community
leader (i.e. elder,
priest) etc.
A mental health
crisis team
intervenes

I decide to ignore
concerns from those
close to me

I receive a mental
health plan

•

I am able to talk myself through the feelings and intentions to take my life through self-talk or other coping strategies

Critical Moment: The coping strategies I learnt from previous sources of support play a role in helping me in my most vulnerable moment(s).

I call a helpline,
such as lifeline

I rehearse my suicide

Connections: Family, friends, peer support, clinicians (GP, Mental Health crisis team, Psychologist, Psychiatrist), Emergency Department

Critical Moment: I connect with a clinician or peer-support worker who can relate to my situation and speak to me at my level.

I reach out to
peer-support
group in my
community via a
call or online

Several studies have identified no perceived need for treatment as the most frequently perceived reason for not seeking professional help for suicidality.40
Family and friends are the most frequently consulted group of people prior to near-lethal suicide attempts.48
Family and friends’ influence on help-seeking behaviour Is complex: Some studies show that “disclosure of suicidal intentions to surrounding people and being referred to
professionals by family and friends are associated with higher likelihood of service use. On the other hand, findings also suggest that warm and trusting relationships may
impede therapy or medication as they may decrease the subjective perception of distress and the need for professional help.” 40

6.2 I seek closure

6.1 I intend to take my life to end my pain and/or feeling of worthlessness

I receive therapy from a psychiatrist or
psychologist either as a one-off, or on-going

•

“…then I met someone I
married, he’s still my partner,
he was my rock, he got me
psychotherapy and care pretty
quickly after we got married…”

A friend or family
member intervenes,
and seeks help on
my behalf

5.3 I receive assessment and treatment from a clinician

•

Connections: Family, friends, peer support, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis
team, Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, addiction therapy, School teachers/counsellors, online support and counselling

I search online
or talk with
someone close
to me
regarding the
options I have

I am progressively
feeling worse
physically and/or
mentally, which I
recognise internally

“He internalises- his self-talk is
very negative- a lot of selfshaming, he’s always done that,
since about age 8.”

•

“I went to a speech by […] beyond
I attend a
blue, I saw it advertised and just
workplace
went. Told his story and how he
conference worked his way through it- sounded
regarding mental
the same as me…”
health or suicide

“…I went to my GP with a sore foot
and he said ‘you’re not your normal
self’. [That] gave me courage to say
there’s something wrong…”

I begin to
visualise taking
my life

The 2007 National Survey of Mental Health and Wellbeing found that at some point in their lives, 13% of Australians aged 16–85 (approx. 2.1million) had serious thoughts
about taking their own life.1

•

I recognise my thoughts, feelings and behaviour needs attention, as I’m finding it difficult to manage my emotions

“Because of his outbursts he was isolated,
his friends would be scared and he was
struggling socially.”

under there”

Other service providers mandate treatment or therapy (e.g. family and child
services)

•

“I used to think of all different ways I
could …. I truly believed [my daughter]
would be better off if I died.”

“The self-harming
escalated […]
sometimes she’d
have surgery…”

•

•

“I started to vaguely think about suicide.”
“…I shut off from all my
friends and didn’t see
anyone...”

“My wife at the time [had] very
little empathy for my state. She
said ‘There’s nothing wrong with
you, get on with it’. The more
problems I had, the less we talked
about it. I started to drink more
and before I knew it she left me.”

I ignore the sweeping all this rubbish under
changes
the rug, do that constantly,
happening eventually it just comes out and
you have to deal with the shit
internally

I reach out to peers and trusted community members

•

•

I open up to someone and am met with acceptance and understanding

The person I first
open up to ‘gets it’

•

Connections: Family, friends, community leaders, religious leaders, colleagues, family or child services, first responders, clinicians (GP, Mental Health crisis team, Psychologist,
Psychiatrist)

Sentiment: I have feelings of discontent and a lack of care prior to withdrawal, self-loathing/self harming and/or visualising; my feelings are reinforced by others withdrawing from me.

I lose my job

Life course analyses show that people who die by suicide can experience acute situational or protracted pathways to suicide. 45,46
Key risk factors for suicide at the individual level include: a previous attempt at suicide, mental disorders, harmful use of alcohol, job or financial loss, hopelessness, chronic
pain, a family history of suicide, and genetic and biological factors.22
Almost one in ten (8.6%) people with mental disorders reported being suicidal in the previous 12 months, which is over three times the rate in the general population (8.3%
compared to 2.3%).17 Mood disorders were the most common co-morbidity across all suicide deaths in Australia for 2018 (43.9% of suicide deaths).47 This was followed by
problems related to substance use (29.4% of suicide deaths).47

I decide inflict injuries to myself, e.g. through
cutting

Sentiment: I have feelings of loneliness, worthlessness, absence of purpose and anger with my situation.

There is a death in
my family

“…[They] accused him of
sexually molesting a child, a
minor…which was arguably
[the] most heinous thing to be
accused of.”

•

Critical Moment: I connect with a clinician or peer-support worker who can empathise with or relate to my situation and speak to me at my level

I continue to
attempt to cope
with past trauma

My life has been
impacted in a major
way, and I continue
to face challenges

•

I recognise the change in my life and begin to open-up about my true thoughts and emotions to someone I know I can trust

I am diagnosed with
depression

“I was a police officer… with
mental degradation and a nervous
condition, morphed itself into a
tremor and depression and anxiety
as you’d expect”

I have problematic alcohol and/or drug use

Critical Moment: The first time I share my experience with someone is important, as it is vital in setting me up for appropriate support, therapy and/or treatment in the future.

“[My] older sister and I found her when she had suicided”

Key data points associated with each
phase are placed here.

I am not too sure what to do when I sense negative
change

•

I separate from my
partner

Research verbatim, consumer
quotes.

Critical Moment

•

Needs

I need a stable support structure in order to support me during difficult periods

I need those around me to empathise with my situation, circumstance and/or life
event(s)

•

Challenges

I need to feel safe and secure at home, school, work and within my community

Challenges

Needs

•

I have a negative internal dialogue

•

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis team,
Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, School teachers/counsellors

Delights

I need continual support or therapy relating to my event(s), this may range from •
financial, emotional, physical and/or occupational assistance through my workplace
•
I need people in my life I can rely on through transitional periods of my life

•

Needs

Needs

•

I receive support, advice and direction from
family members and/or friends

Needs

I socialise less, as I feel less comfortable in social settings

I begin to skip work meetings or full days of
work

•

Challenges

•

•

5.2 I receive assessment and therapy from a clinician

5.1 I receive support from a family member, friend or
peer

My loved ones intervene and seek help on my behalf, e.g. from first
responders, by taking me to the ED, or by calling local mental health services
an making appointments for me

Needs

My children go to live with my ex-partner, or move out of the family home

I begin to withdraw from my friends, family and/or
peer group

•

Challenges

I have difficulty sleeping, irritability, memory loss, poor concentration and/or an inability to get out of bed

•

•

I understand that I need help, and seek it out by talking to a family member,
friend or peer

•

Needs

•

I have alcohol and/or drug addictions

I begin to feel worthless, as I can’t seem to positively contribute to my home-life, work-life or community
I begin to feel socially distant from those closest to me

4.2 My family member, friend or peer seeks help on my behalf

4.1 I seek help, as I know something isn’t right with my thoughts or behaviour

I become consumed with thoughts of dying or
death, including dreaming about methods I could
use to take my life

•

Challenges

I continually experience verbal or physical altercations with friends and/or family

•

•
•

3.3 I begin to visualise what suicide looks like, or what
life would look like without me

I begin to speak negatively about my ability to
complete daily activities to those around me

Delights

•

I or someone close to me experiences trauma, due to physical, mental and/or
sexual abuse in their past

•

Needs

I or someone close to me is diagnosed with mental illness, such as psychosis

•

I begin to remove my self from social events
with family and friends

Challenges

•

•

Delights

I am let go from my current job or forcibly retired by my employer

I begin to have physical reactions to my situation,
(e.g. panic attacks)

Needs

My workload is excessive, and causing constant stress

•

3.2 I begin to self loathe and/or self harm

3.1 I withdraw or those around me begin to withdraw
from me

•

Types or groups of people involved in phase

Delights

A phased journey
map of how
consumers
experience the
lead-up to a
suicide attempt

2.2 I or those around me begin to actively notice changes in
my life

I begin to lose my sense of purpose with life

•

•

•

Connections

I or someone close to me is in a major accident, such as a workplace or road injury

Challenges

Description

I or someone close to me is diagnosed with a life-threatening illness, such as
cancer or HIV

•

Delights



•

My relationship with my partner breaks down and we may separate

•

Challenges

Journey
Map:
Pre-Suicide
Attempt

Note: This journey is not representative
of those who don’t access support

Delights

Appendix 1

I resist acting on
my decision and
seek urgent help

My negative selftalk overwhelms
me

“I decided after [my
daughter] went to
school I was going to
…..”

I decide how I
intend to take my
life

I continue to
think of the lack
of worth I bring
to my family,
“I really reached the stage
community or where I had backed myself into
my life broadly a corner, there was less and less
I could do about it until suicide
seemed only way of fixing it.“

I write a suicide
note to those
close to me,
often immediate
family, friends
and/or clinicians

“…I’m not doing this
anymore”

I put a plan in place
to take or escape my
life, and feel relief
“…What happened was
when I thought I was done,
I felt a sense of euphoria, a
sense of weird elation, ‘it’s
going to be over!’, relief,
amazing”

I post online my
intention

“Facebook. He’s telling
people he wants to die.“

The integrated motivational-volitional model of suicidality posits that “appraisals of defeat and/ or humiliation from which there is no perceived escape—a sense of
entrapment—are the proximal predictors of suicidal Ideation,” and that “feeling a burden, having little or no social support and depleted resilience will each increase the
likelihood that entrapment will be translated into suicidal ideation/intent.” 38
An estimated 4% of Australians (approx. 600,000) aged 16-85 have made a suicide plan at some point in their lifetime.1

I rehearse
taking my
life

“I had written suicide notes,
including to my GP because I
had a pact not to do it with
him. To keep things clean
and tidy I rang my mobile
phone and said ‘if anyone’s
looking for me, I’m at the
holiday house’.”

“I rehearsed it at home in my
garage and was caught a
couple of times and no one
took any notice…”

“One night […] [my exhusband] rang and he said I
was his first love, that he
would always love me and I
was a good mother.”

I visit or call friends or family for a
final visit, without disclosing my
true intention

•
•
•

I attempt to take
my life

I wake up from
my drug and/or
alcohol overdose

Life taken by
suicide

“I had previously tried on a couple of occasions, on
each of those something intervened. On one it was
a neighbour coming over at an ‘inconvenient’
moment, and another a similar thing where
circumstances intervened.“

I am interrupted
mid-attempt by a
family member
or police
I talk myself out
of taking my life
“The only thing that saved me was a
tiny little voice in back of my mind […]
it said ‘you’ll get through this, there’s
a reason”

I survive my
suicide attempt

I tell my family,
friend or trusted
clinician about
my attempt
“The reason I told my wife was because I
was in the middle of an attempt and
something happened that made me
change my mind, and I told her”

I keep my
attempt to
myself

“Suddenly realised I was breathing, so I took another one, another breath. It
was so incredible because I realised that despite everything around me I still
had my life. It was like this strength came into me where I decided to live
because I could breathe. And I knew that’s all I needed.”

Kunde et al. (2017) found that Australian farmers that died by suicide after experiencing situational stressors did not communicate their intent, while those experiencing
protracted risk factors, such as mental health issues, directly communicated their intent to family/health professionals. 45
Every year, approximately 65,000 Australians make a suicide attempt.50
Data are scarce, however the 2007 National Survey of Mental Health and Wellbeing showed that 3.3% of Australians (approx. 500,000) had attempted suicide at some
point in their lifetime.1

•

Ambulances attend approximately 2.5 million emergencies each year, with over
10% of calls involving self-harm, mental health symptoms or substance use.51,52

•
•

In 2018, 3046 Australians died by suicide.2
Australia’s suicide death rate has increased from 10.02 per 100,000
people in 2008 to 12.2 in 2018.2

1. Journey phase

8a. I survive my suicide attempt

9. I receive immediate support

10. I attempt to transition back to my life

11. I receive further support, therapy and/or treatment, which may include learning coping strategies

12. I have people check in with me

13. I continue to live with my thoughts

14. I practice coping strategies which may include helping others / working towards broader suicide prevention change

Description

I survive my suicide attempt, either through my plan not eventuating or a third party interrupting in the process.

I approach, or am found by loved ones or first responders, and taken to a medical treatment facility.

I re-enter the world and try to resume my life after my attempt, but my job, lifestyle and/or family may be radically different, and this re-adjustment may be difficult for me.

I engage with (ongoing or episodic) support from informal networks, therapy from service providers or treatment from clinicians; I seek out alternative therapies or self-guided
resources.

I have my network, mental health outreach teams or first responders check on my wellbeing, either unprompted or in response to directions from loved ones.

I do not instantly ‘recover’ from my experience or am able to change my circumstances, and may still have episodic or ongoing suicidal thoughts.

I maintain activities and perspectives that I find helpful in combatting my suicidality centred on myself (including mindfulness, training and education) and/or others (including
consumer advocacy, sitting on expert advisory panels or boards of organisations, or working in the suicide prevention sector).

1.1 Activities, events, experiences or touchpoints title

8a.1 I survive the attempt that I made on my life

9.1 I am found or interrupted by loved ones

11.1 I receive support

12.1 I am visited by a mental health outreach team

13.1 I still think about suicide

14.1 I practice coping strategies (self)

•

My inner-voice stopped me from following through

•

My method is not lethal

•

I wake up from an overdose of alcohol and/or drugs

I am questioned by first responders and/or mental health workers about my
attempt and how I’m feeling

I am seen by a range of hospital staff and clinicians, such as a mental health
nurse, a doctor, and a psychiatrist

•

I am held in a supervised environment

•

•

I am transported to a mental health facility

•

I am risk assessed

•

I spend time as an inpatient in a medical or psychiatric ward

•

I am admitted to an inpatient facility, and/or I am discharged home or to
homelessness

•

I am discharged home or to homelessness

•

My family are contacted and notified of my attempt

I am treated for physical injuries and/or poisoning

•

I wait in the emergency department for treatment and/or assessment

•
•

•
Connections: Family, friends, peer support, first responders, Emergency department

Sentiment

Research verbatim, consumer
quotes.

Critical Moment

Journey start point

Service provider
contact

Key data points associated with each
phase are placed here.

Phone engagement

•

I receive support from a workplace connector
or case manager

•

I undergo Cognitive Behavioural Therapy

I join government support programs to build
skills or equip me with services or strategies
relevant to aspects of my life outside of mental
health

I undergo Dialectical Behavioural Therapy

•

I engage with books and online resources
relating to my experience

•
•

•

I take up meditation and/or mindfulness

I enter and/ or complete detoxification and
rehabilitation programs

•

I join community groups, such as sport and
surf lifesaving groups

•

I pursue a new profession because I need a
change

•

I move to another location

•

I take up study

•

I get used to living by myself because my
partner and I have separated

•

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis team,
Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, School teachers/counsellors, government agency staff

•

•

I receive a visit/s from mental health workers

•

I disclose suicidal thoughts to someone

•

I receive Electroconvulsive Therapy

•

I am questioned about my wellbeing and lifestyle

•

My loved ones are notified of my ideation

•

My home is searched for medications and lethal
means

•

My loved ones or the person I disclosed to contact
emergency services unbeknownst to me

•

I don’t receive follow-up supports

•

•

I have peer support workers connect with me

I am visited, questioned, and transported to a
medical facility

I make promises to people I care about through
commitment therapy

•

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis team,
Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, School teachers/counsellors, alternative practitioners

I am regularly called or visited by loved
ones asking about my wellbeing

•

13.2 I experience additional suicidal or mental health crises

•

I experience further traumatic events or life changes

•

I experience further traumatic events or life changes

•

I sometimes have suicidal thoughts

•

I am unable to cope

•

I draw on existing supports or strategies to cope when I feel suicidal

•

I develop suicidal thoughts

•

I seek help from new or familiar sources, like my regular GP or psychiatrist, or
a new clinician

•

I cope on my own

•

I attempt to take my life again

I wait for assessment

•

I am risk assessed

•

I am discharged and able to return home

Connections: Family, friends, colleagues, clinicians (GP, Mental Health outreach team, Psychologist, Psychiatrist)

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis team,
Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, School teachers/counsellors, alternative therapy practitioners, peer support workers

•

I need to receive follow-up care and support as consistently as required

•

I need to have my experience ‘normalised’

•

I need responses that match my level of risk

•

I need those around me to understand when is the best time to check-in with me

•

I need to recognise thoughts of suicide as something I can overcome

•

I need to feel I have reasons to live

I need access to broader social services to address my life stressors

•

I need to learn effective and healthy coping strategies

•

I need to feel in control over my treatment options

•

I need to feel in control over my life

•

I need to be assessed holistically, with my entire contextual history accounted for

•

I need to feel capable of overcoming suicidal thoughts

•

I need to feel safe about sharing my feelings and experiences

•

I need compassion and empathy from the Emergency Department

•

I need a culturally sensitive and appropriate response

I need to feel warm

•

I need to feel insulated from the outside world

•

My environment contributes to my stress and trauma

•

•

I may wait unacknowledged for extended periods of
time

I am assessed as low-risk but I feel like I’m still at risk of
death

•

I am assessed as high risk but I might just need to
express the way I’m feeling, without acting on it

•

I may be seen by a range of different staff members for
•
short periods of time, having to repeat my story

I do not have access to service providers that speak my

•

I was met by a service provider who was empathetic, made me feel prioritised and showed commitment

•

I feel safe in an environment where my ability to attempt has been removed

•

native language
•
•

I am discharged from the Emergency Department into
an unsafe home environment and/or homelessness
My physical symptoms or injuries are addressed, but my
thoughts and feelings aren’t

•

My workplace does not have supports for me

•

My loved ones don’t know how to connect with me or speak about my experience

•

I have lost custody of my child/ren

•

My new relationships are unhealthy or abusive

•

My partner has separated from me

•

I am unfamiliar with what the future looks like for me after my attempt

•

I am still/ newly unemployed

•

I may feel lonely, or isolated, and not able to transition back to all my daily activities

•

I am unable to work in general, or work in my field

•

I may continue to feel lonely, or unworthy, as per my through pre-attempt

•

I feel a sense of recovery for the first time

Critical Moment: I am interrupted by a family member, police or an internal voice or realisation.

Critical Moment: If immediate support is not relevant, appropriate, or available for me, it can add to the trauma of my experience, and potentially mean I attempt again soon after
discharge.

Critical Moment: If immediate support is not relevant, appropriate, or available for me, it can add to the trauma of my experience, and potentially mean I attempt again soon after
discharge.

Sentiment: I have feelings of confusion or surprise as to what has happened.

Sentiment: I have feelings of stress, trauma and isolation. I am fearful of ‘being locked up’ in hospital involuntarily. I am fearful of being discharged because I know I am still at risk of
another attempt. The Emergency Department or hospital is a cold, sterile and overwhelming environment for me.

Sentiment: I have feelings of isolation or helplessness in navigating the world by myself and without coordinated and consistent support.

I wake up from my drug
and/or alcohol
overdose

“I was quite embarrassed and went
there asked for help, they said ‘there’s
a waiting list’, and I had to say in
front of everyone in the waiting room
that 2 days ago I tried to end my life.”

“…he took a
substantial overdose
of ……”

I am interrupted midattempt by a family
member or police

I talk myself out of
taking my life
“The only thing that saved me was a
tiny little voice in back of my mind […]
it said ‘you’ll get through this, there’s
a reason”

“And when I woke up from my
suicide attempt, [my girlfriend]
woke me up and took me to GP to
get admitted to a mental health
ward”

I approach service
providers for help

I am found by, or
approach, loved ones
I survive my
suicide attempt

“[My girlfriend] was at
home, she just found me
in the morning”

I am taken to a
General Practitioner
or psychiatrist
“They’re [EDs] really distressingI go to a medical sure, they keep you safe for that
facility, e.g. hospital,
period...”

mental health
facility, medical
centre

I am taken to the
Emergency
Department

I am disrupted or
found by first
responders
“In the middle of my attempt I heard a police
officer’s voice saying ‘I bet you’re surprised
we’re here’- without those circumstances I
wouldn’t be here”

I am held in a
supervised
environment
“…they had nowhere to house me so they
put me in police cell for the night until
friends came to take me home”

•

•
•

I am
referred to a
hospital

“At the time, I was rushed
to hospital […] I still had
that stigma, if I’m honest
they’ll put me in hospital
and throw the key away.”

My loved ones are
contacted

“I live with suicidal ideation and a
lot of the time when I think ‘I just
want to end it’, it’s not something I
want to act on, I just want to sit in
that feeling. But from a clinical
point of view or setting you get
assessed on risk assessment- but if
you assess me today, I’m well but I
won’t pass it.”

I am assessed
as high risk

I am risk
assessed
“…risk assessment by
another person to decide if
you’re really suicidal or not,
that’s the worst practice. It
goes against the
fundamental rule to take
them seriously and stay
with them until the crisis is
over, people just get sent
away and they kill
themselves…”

“I was assessed to not need
hospitalisation which is finebut I knew I was still at risk.
[…] I thought where do I go?”

I am assessed
as low risk
“The issue was that clients would
get exited from hospital and they’re
homeless.”

“Then I was in hospital
for 2.5weeks”

I am admitted
as a hospital
inpatient

“When I got out [of hospital]
the first time, thought I’d
never get back into [my
industry], thought I’d have to
move up with my parents and
stuff. If you can get in and
help someone at that critical
point get back in as a
functioning member of
society, that’s massive.”

“I spent a month in
children’s unit after my
first attempt”

I am referred to
aftercare or
mental health
services

I return home

“He had one
community health
appointment and
that was all.”

“…people go to
hospital, deemed crazy
and left to navigate the
world themselves after”

I am
discharged or
taken home

The most common first point of contact after a suicide attempt is ambulance/police, followed by emergency department, a family member/friend/neighbour/stranger,
then a telephone helpline. 49
Psychosocial assessment of people admitted for self-harm is identified as a critical moment that can influence further help-seeking behaviour: studies report the
assessment as a process that can either make them feel relieved at being taken seriously, or contribute to shame and negative self-perceptions.53
Woodford et al. (2017) found that clinician classification of people hospitalised for self-harm through risk assessment was too inaccurate to be clinically useful, and that
“after-care should therefore be allocated on the basis of a needs rather than risk assessment.”54
Almost all (96%) respondents to an Australian survey contacted a “health service in the week following their most recent suicide attempt, and 57% had a psychiatric
assessment within 1 week of this attempt.” 49

“none of us talk about that day
or our feelings around it- we’re
a family like ‘don’t ask don’t tell
don’t show’- my healing had to
happen completely
independently of my family...”

I am by myself

“The one 2.5 years ago when I ended up in [ED] I spent 8 hours in
a freezing cold assessment room, with a tiny blanket and water.
Was completely ignored, I was distressed, freaked out, and
detoxing. Finally someone came in for 15mins, a mental health
nurse, asked questions and said we think you can go home.”

“We didn’t know
who to call”

health but they’re not great for grief
and trauma.”

•
•
•
•

•

I experience negative side effects of Electroconvulsive Therapy, such as memory
loss

Clinicians want to diagnose me with a mental illness without addressing my past
trauma

•

The options available to me are expensive or unaffordable

The medications I am prescribed do not address my mental illness or symptoms, or
make them worse

•

The options available to me are only available in the short-term

•

•

I connect with a service provider or resource that provides me with a coping strategy/ies I find effective

I go back to everyday
activities as before
my attempt

I adjust to my new
life
“So I went home [from the ED]
and ….. I must have called my
GP because the police showed
up and I got taken back to ED
and got an admission.”

I experience further
trauma or stressors

I seek out services
and supports on my
own accord, e.g.
look online

When I recognise I need
them to cope with
specific situations

I am referred to
services and supports
e.g. community
organisations,
counsellors, support
groups

“[My doctor] said
‘Have you thought
about commitment
therapy? A guru in
Australia wrote The
Happiness Trap’”

“They wanted to put
me in a box and go
‘that’s what it is’. I
don’t have a lot of
faith in the system
after that.”

I see a psychologist or
psychiatrist on a
regular basis

“I have a clinical psych I see quite
regularly…”

I re-attempt
suicide

“Participants’ experiences of aftercare were often dominated by a sense of stagnation due to services not following through with promises of aftercare in a timely manner,
which affected attitudes towards future help-seeking and towards themselves.” 53
People who die by suicide often experience an accumulation of risk factors, particularly in the period prior to death, where these combine with other acute life stressors.46
A prior suicide attempt is the strongest predictor of death by suicide . 49
“Failure to provide follow-up care after a suicide attempt is associated with increased risk of reattempt.[…] Just over half of the participants had a psychiatric assessment
within 1 week of their attempt. Fewer than half believed they had been offered enough help.” 49
Reconnection with others is associated with recovery or resolution of crisis after a suicide attempt.49

I follow through in
accessing supports
and services that I
trust will be helpful

•

I need to feel respected
I need someone with lived experience of suicide to talk to

I need my supports to be integrated so I don’t have to repeat my story multiple
times

•

I experience unwanted and/or unnecessary visits from first responders

•

•

I am not receptive to certain people checking in on me

I experience questioning from family, friends or peers that I don’t want to answer
or I am not too sure how to respond to

•

I don’t understand how the questions in the assessment are relevant to me

•

I find it difficult to provide an honest answer to how I am truly feeling

•

When I return home, I’m not too sure what to do next

•

After I’m visited by outreach teams, I don’t receive any follow-up

•

I have a safe person or group of people who will check in on me and allow me to express myself without fear of having emergency services called

“I was the person who wanted to do the most and could do least. A mother
is not the person to intercept or see the full extent of what’s going on.”

My loved ones call
and/or visit me to
ask how I am coping

I receive support
informally through
my network, through
helplines or selfguided resources

I receive therapy
through mental
health services

•

Sentiment: I have feelings of intrusion when I feel I don’t need to be monitored or checked on, and feel gratitude and relief when people I trust check in.

“I don’t see anyone regularly- to me you’re like a rally car- you do a couple of
hot laps, pull it in on the stand and see ‘hang on, that’s not right’…”

I don’t find relevant
services or supports

Pre-attempt, (7)

•

I don’t feel like the support available to me is appropriate for my age/gender
identity/ culture

•

Sentiment: I have feelings of frustration when supports, treatments and therapies aren’t effective; I feel like a new person when they are.

I transition back to
work with support
from my workplace

“I’ve decide after attempt and in recovery than rather
than go back to my old profession which was
difficult…”

•

•

“I sometimes struggle, but I have an amazingly supportive workplace who allows me to
disclose when I’m not doing well and lets me do whatever I need to do to manage that.”
“I went to the site manager on the job […] and made a plan to
gradually go back to work. I went back to work gung-ho, didn’t
cop any crap from anyone, and finished the job successfully.”
“I had access to community mental

I have access to
supports that help
me back to my
routine

I need warm referrals to be confident in the pathways available to me

•

I continue to
live my life

I have
thoughts of
suicide again
Pre-attempt, (3)

I receive treatment
in the form of
medication or ECT
“Some [medication] did nothing, one
made me worse, one made me
dangerously overconfident, none
really assisted until recently”

I experience negative
side effects

After a suicide attempt, two thirds of Australian survey respondents did not have contact with a second health service, while “the most commonly used second health
service was a psychiatrist, followed by ED, psychologist, or other mental health worker.” 49

I disclose to
someone that I
feel suicidal again

“I ideated again, got knocks on the
door from police [because] every
time I vaguely reached out by talking
about it…”

I have a visit from
outreach workers
I continue to
perform at work
and living my life
“He had good contact with
people globally, he was
producing [good work]”

I need consistent support in all aspects of my life

•

•

I may not have found supports, treatments or therapies that are effective for me
yet

•

I may have a negative interaction with a service provider that inhibits my ability to
cope with my thoughts

•

I feel proud in surpassing others’ expectations of me and my abilities

I can’t be left
alone

Pre-attempt, (4)

I am questioned by
first responders and
my living situation is
examined for safety
“I had a knock on the door, 5 or 6 people I didn’t know, […]
wandered around the house opening doors, chatting, all
asking questions about taking medication, then they left.”

“I’d tolerate [being visited] sometimes but
also sometimes said ‘get out- don’t know
why you’re here, don’t need you, don’t
want help, I have my own help’.”

I receive no followup

I share my experience and/or the way I feel with people in my life, e.g. with colleagues

I maintain relationships with trusted people
and service providers

•

I complete qualifications to allow me to work in, or contribute to, the sector and give others hope

•

I seek out and take opportunities to speak publicly about my experiences

•

I work directly with people in crisis or vulnerable people, through service provision or as a peer support worker
or volunteer

•

I advocate for change to suicide prevention policy and services

•

I need trusted people who can provide me with helpful perspectives

•

I need to continue to learn about suicidality and its affects on my community and
society more broadly

•

I need support and opportunities to debrief when I’m working to help others

I may have other experiences of suicidality, or develop new or different mental
illnesses, despite my path to recovery

•

I might be caring for a loved one with suicidality, which places additional stress on
me

I may not be adequately supported as a person with lived experience in my role
working with others

•

The stressors and circumstances that contributed to my suicidality might still be
present

•

I might not be able to talk to my loved ones about my experience/s

•

I need to have access to supports, therapies and treatments, even if I don’t
immediately or constantly require them

•

I need to have found supports, therapies and treatments that are effective for me

•

I need the language to be able to share my story

•

I need to feel like I’m contributing to others in need

•
•

•

I regain a sense of purpose in helping others, and I gain strength in sharing my experiences

•

I have reliable coping strategies for whenever I need them

Sentiment: I have feelings of determination to not go back to intending to take my life and to cope with my suicidal thoughts.

Sentiment: I feel despair for others going through experiences similar to my own, and passionate about helping others and improving suicide prevention knowledge and services. I feel
empowered by the work I do. I may feel burnt out due to the toll that helping others takes on my own resilience. I feel secure now that I know I can cope.

“I wasn’t able to go back to my doctor because he told
me he would take me to hospital if I did that [attempt
suicide] and I had stigma about what hospitals meant,
so I went back to coping on my own.”

I am taken to
hospital

I am approached by friends who need help through a mental health crisis or feeling suicidal

•

Critical Moment: Regaining my sense of purpose and self-worth, and consciously wanting to move on is a key milestone in my path to recovery.

I don’t want them to
check on me

“He’s telling people he
wants to die [on Facebook].
[…] a young person he knew
rang the police and sent
them here.”

•

Critical Moment: If I don’t trust a source of help due to negative experiences in the past, I may have to look for new supports, or this may prevent me from looking for help at all.

“He’d say ‘don’t ask me if I’m okay’.”

I want to feel
supported

Someone calls
emergency services
to my house to check
on me

I need responses appropriate for my level of risk

•

Challenges

•

I need someone with lived experience to understand me

I need my supports and service providers to talk to each other

14.2 I practice coping strategies (others)

I continue accessing supports, therapies and
treatments I like or find most effective- formal
and informal

Connections: Family, friends, community leaders, religious leaders, colleagues, community groups, sporting and recreation groups, clinicians (GP, Mental Health crisis team,
Psychologist, Psychiatrist), Alcohol Anonymous (AA), Lifeline, School teachers/counsellors, alternative therapy practitioners, political representatives, peer support workers, broader
community

Delights

I need clinicians who are empathetic to my experience

•

•

Challenges

•

I need access to a safe space to go when I need additional support

•

Delights

This isn’t the result I anticipated

I need to feel safe

Challenges

I’ve made an attempt to take my life and those around me may not understand

•

•

Delights

•

I need psychological and emotional support

Needs

I need support in all aspects of my life- family, friends, work and education

•

Needs

•

My loved ones need to be included in the treatment process

Needs

I need to be referred to supports that address broader stressors in my life

•

Needs

•

I need treatment for my physical injuries

•

•

•

I need a calm environment

•

Theme Icon

I seek advice and support to regain custody of
my child/ren

I am prescribed medication/s

•

“I had previously tried on a couple of occasions, on
each of those something intervened. On one it was
a neighbour coming over at an ‘inconvenient’
moment, and another similar thing where
circumstances intervened.“

Digital/ online
engagement

•

12.3 I am checked on by loved ones

12.2 I am visited by first responders

•

•

Journey step
The solid arrow
indicates the typical
journey of a customer

I am referred to a psychologist or
psychotherapist

I need an immediate response and commitment from first responders

The grey dotted line indicates
the end of the phase
The dotted arrow
indicates the variation
of the typical journey
of a customer

•

I rebuild relationships with loved ones that
were impacted by my behaviour pre-attempt
and/or by my attempt

I contact Lifeline when I need to talk to
someone anonymously

I need a compassionate and helpful response from family, friends or peers

Delights

Critical Moments

•

•

I actively seek out and pursue relevant
supports

•

Delights

Challenges

Challenges

•

•

Challenges

Needs

Needs

I don’t get the support I need from work, loved
ones, peers or the community to help me with
this transition

11.3 I receive treatment

I rebuild or pursue new romantic relationships

My loved ones pick me up and take me home, or to a medical facility

Connections: Family, friends, first responders (police, ambulance), GP, Emergency Department staff, hospital unit staff, peer workers

Types or groups of people involved in phase

A phased journey
map of lived
experience postsuicide attempt

I get the support I need from loved ones, peers
and community members around me to get
back to my routine

11.2 I receive therapy

•

Challenges

Connections

I get the support I need from my workplace to
make a gradual transition back to my job

•

10.3 I try to address my broader life stressors

10.2 I try and improve my new life

10.1 I resume work and return to my usual everyday
activities as before my attempt

I am supervised by first responders

•

•

I change my mind mid-attempt

•

Needs

•

9.2 I am interrupted by first responders

I am taken to the hospital emergency department or GP

•

Delights

Description

I was interrupted by a family member, close friend or neighbour

Needs



•

Challenges

Journey
Map:
Post-Suicide
Attempt

Note: An additional journey occurs for those
who are bereaved, if life is taken by suicide

Delights

Appendix 2

Final Phase of Pre-Suicide Attempt Journey

“In the last year or so I did have
suicidal ideation again. It was
circumstantial – lateral
violence in my communitypeople telling me I wasn’t
Aboriginal and gunning for me
to have awards taken off me
and everything- terrible
identity stuff…”

I cope on my
own

I have suicidal
thoughts
Pre-attempt, (3)

I experience
triggering events or
life changes
“I had been estranged from my
dad for many years, tried to
reconnect with him- a very difficult
process that created trauma.”

“I had antenatal
depression.”

These events impact me,
but I don’t feel suicidal

“…I need different medication, to
feel right for a couple of weeks,
then I’m not coming back once I’m
okay.”

“I don’t think at that stage I
had any MATT team or
anything come out- they came
out after the manic episode,
but don’t remember having
anyone come out afterwards.”

•
•

•

I complete training and education in suicide prevention
I re-attempt suicide
“…it’s a cliché but I wanted to give back. Also
being part of [the LGBTIQ+] community,
didn’t want other young people to have the
same experience I had.”

Pre-attempt, (7)

The support I
receive is not what
I need
Pre-attempt, (3)

“[The psychiatrist’s] response
was she gave me a prescription
for Valium, said ‘I’m sorry to
hear this, come back in a
month’.”

I access new or
familiar supports and
services, e.g. a new
psychologist, or my
regular GP

“I found a group of people [online].
They didn’t care that I was ‘crazy’ or
about my capacity [to work] over
time- that was my facilitator into
social supports- informal supports, a
real turning point for me”

I am diagnosed
with a mental
illness for the
first time, or
with additional
mental illnesses
“I was told I had no hope of working, was
given every diagnosis under the sun…”

“[Finding support] led me to work in peer
support/education and development, get
well, I took on paid work and surpassing
expectations for me […] I’m married to my
partner and have a baby, and doing part
time work now.”
“My GP I’d been mates with for a long time, […] [he’s]
more than just a GP. He made the extra effort, he didn’t
write me antidepressants and tell me to bugger off, he
initiated conversation. If not, don’t know how far I would
have gone before I found professional help.”

I feel like I’m on
track after receiving
the help I needed

Increased stigma toward mental illness and people who die by suicide is significantly associated with lower help-seeking intentions toward mental health professionals.40
Prior treatment can be a facilitator to help-seeking behaviour, although some studies suggested that the relationship between these factors depended on the specific
setting of treatments such as hospital emergency department, level of satisfaction with prior treatment, and whether the relationship between clients and medical helpers
was consistent.40
Individuals who have made multiple suicide attempts “are at especially increased risk, which may be due to the fact that they report more severe levels of psychopathology
and life stressors” compared with ideators and first-time attempters.39

“I fanatically took to meditation[…] it taught me discipline and
how to use my mind and
breathe.”

I focus on
helping others

I maintain coping
strategies, supports,
therapies and/or
treatments that are
effective for me

“My work keeps me going
and my daughter keeps me
going- more of a protective
factor- helping others has
been massive help for me.”

“Now have a number of selfhelp tools that if I feel a crisis
coming I can draw on those”

I focus on
myself

“I still use the same GP and
psychiatrist. They’re the reason I
still exist- able to find a road to
recovery.”

•
•

I share my experiences publicly
I join advocacy or representative bodies
I work as a service provider
I become a peer worker
I have a sense of
purpose and I don’t
want to get back to
where I was
“I understood how I got to where I got to, I was
trying desperately not to get there again.”

I am able to keep any
thoughts of suicide or
negative experiences in
perspective
I maintain therapeutic
relationships with service
providers and loved ones

“I [was] working with people who are suicidal and
sharing my strength in recovery and identification with
them, and working with bushfires and some suicides
that have happened in the community in the context
of that. It’s led to a bit of burnout.”

My work sometimes
takes a toll on my
own resilience and
wellbeing

I am
surviving

“…it’s at a liveable
state where I can
enjoy parts of life,
where I receive
support and love
and I’m capable of
working…”

“One has to believe there’s a light at the end of
the tunnel- whether it’s spiritual or whatever
[is] irrelevant- but if you believe that it won’t
last forever.”

“My self-care: I have a trusted few people who I
talk to when I’m not doing well who say the right
things- basically ‘be kind to yourself, look at
everything you’re dealing with, and it’s okay to feel
that way’ and it ebbs and flows. I haven’t been
suicidal for about 6/7 months now.”

Some studies have observed that a shift away from suicide can occur quite abruptly and people are able to articulate the moment or event of it occurring, while positive
change has been associated with extending one’s repertoire of coping strategies and gaining a sense of control over one’s life.55
Studies have shown that “participation in peer support as both a provider and recipient resulted in an increased sense of independence and empowerment,” and further
facilitates peer support workers’ recovery.56 However, the need for adequate support, accounting for the stress placed on peer support workers and its potential to be
detrimental on their recovery has also been identified as a priority consideration.56
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There are crisis services available 24/7 if you or someone you know is in distress.
Lifeline 13 11 14 www.lifeline.org.au Suicide Call Back Service: 1300 659 467 www.suicidecallbackservice.org.au4

