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Background 
 

ARTD Consultants, has been contracted by the Department of Health, Ageing and Disability to 

conduct an evaluation of the three suicide prevention initiatives under the National Mental Health 

and Suicide Prevention Agreement (Universal Aftercare, Postvention services and the Distress 

Brief Support trials). The project has 2 phases. They are currently undertaking Phase 1 of the 

project, a systems mapping process for the suicide prevention system across each jurisdiction and 

nationally.  Phase 2 will involve evaluating each of the three initiatives.  

  

Introduction 

 
As part of the current phase, MHCC was invited to participate in a consultation interview: “to 

understand their perspectives on how system is working MHCC prepared this submission in order 

to provide a considered view to ARTD Consultants.    

NSPI Key Informant Interviews  

About organisation and role in the sector  

1. Can you please tell me a bit about your organisation and your role? 

Dr Evelyne Tadros is CEO of MHCC, a former Mission Australia State Leader (NSW Metro) and a 

past Chair of Homelessness NSW. She has a Doctorate in Health Science and is an Adjunct 

Associate Professor at the University of New South Wales. She is a current Board Director with 

Mental Health Australia, St Vincent de Paul Society (NSW), St John Ambulance NSW and is a 

Board Director (Community) with the Electricity and Water Ombudsman NSW. 

mailto:alexandra.lorigan@artd.com.au


 

Corinne Henderson is Director, Policy & Systems Reform at MHCC, and was a Member of the 

MSW Mental Health Tribunal for 14 years. She is currently an Advisory Board Member of the NSW 

Age & Disability Commission. She has a master’s degree in applied psychology, and another in the 

Arts. She is principal author of many of MHCC’s submissions, position papers and publications.  

She works at both a state and national level with Dr Tadros in collaboration with Mental Health 

Australia and with the Mental Health Alliance in NSW, on matters of mutual interest.  She also 

manages several sector development projects and is extensively involved in partnership 

translational and implementation research projects.  

Mental Health Coordinating Council (MHCC) is the peak body principally for community-

managed mental health organisations (CMOs) in New South Wales (NSW). It is also a Registered 

Training Organisation (RTO) delivering accredited and non-accredited programs. We mostly 

represent community-based, not-for-profit/non-government organisations that support people living 

with mental health challenges.  

MHCC’s 150 members assist people to live well in the community by delivering mental health and 

psychosocial supports including social inclusion, rehabilitation, and clinical services. Our purpose 

is to promote a strong and sustainable community-managed mental health sector with the 

investment, resources, and workforce it needs to provide effective psychosocial, health and 

wellbeing programs and services to the people of NSW.  

MHCC provides policy leadership, promotes legislative reform and systemic change, and develops 

resources to assist community-based organisations build their capacity to deliver quality services 

informed by a human rights-based, trauma-informed, recovery-oriented practice approach. MHCC 

works closely with Mental Health Australia on matters of national interest to the sector, including 

cross-governmental collaboration, bilateral agreements, and the NDIS. We also collaborate with 

other peak bodies across a diversity of human service contexts, and are members of the Mental 

Health Alliance, a partnership of state-based peak bodies and professional associations, on 

matters of mutual interest in NSW. 

2. Could you tell me specifically about your organisations role in the suicide prevention 

sector? This might be services, funding, research, advocacy or network) 

• MHCC was involved in the Toward Zero Suicides Advisory Committee from its inception 

and subsequently involved in the development of reform processes, models of care and 

consultations around the Strategic Framework for Suicide Prevention 2018/23. 

• Subsequently involved in discussions around different models including Safe Havens, 

Aftercare, Outreach, Post-suicide.  

• Provided input in submissions, and most recently provided a submission to the Productivity 

Commission’s Review of the MH & Suicide Prevention Agreement.  

https://mhcc.org.au/submission/productivity-commission-interim-review-of-the-mental-

health-and-suicide-agreement-july-2025/ 

• Various other submissions and events focused on suicide prevention include: 

https://mhcc.org.au/wp-content/uploads/2021/05/MHCC-Submission-Suicide-

Prevention_SCMHSP14.04.2021.pdf 

https://mhcc.org.au/2019/06/suicide-prevention-a-priority-in-nsw-mental-health-budget/ 
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Place-based initiatives 

3. Are you involved in any place-based initiatives (e.g. suicide prevention networks or 

collaboratives)? 

a. If yes – what is your role? Who else is involved? 

• Dr Tadros is a member of the CESPHN Mental Health and Suicide Prevention Regional 

Steering and Implementation Committees.  

• Corinne Henderson is a member of the CESPHN Mental Health and Suicide Prevention 

Advisory Committee. 

• Corinne has been involved in consultations with SPA and had a meeting with SPA, Being 

and the Minister about the NSW Suicide Prevention legislation, currently transitioning 

through the parliament. 

• Corinne sits on the NSW Health OPMH Advisory Committee and is involved in discussions 

around older persons’ suicide prevention strategies.  

• In contact with SPA and their activities. 

b. What works well?  

• Data from Safe Havens Evaluation of the Safe Haven Initiative 

The Sax Institute conducted a Rapid Evidence Review in 2025 on non-clinical suicide 

prevention interventions, including Safe Havens. It found that community-based, peer-led 

models like Safe Havens are effective in promoting help-seeking and reducing distress 

Outcomes and Impact 

• 47% of consumers had not accessed any other community mental health services in the 

week prior to visiting a Safe Haven. 

• Safe Havens complemented, rather than replaced, emergency departments. 

• Consumers reported improved wellbeing, connection, and access to services, and valued 

the non-clinical, peer-led approach.  

c. What is challenging? Are there any key players missing?  

Challenges (please refer to MHCC Mental Health Workforce Profile Report and Workforce 

Solutions paper): Available:https://mhcc.org.au/publication/mental-health-workforce-profile-

2023/ 

• Staff recruitment and retention, especially peer workers. 

• Restricted opening hours and uncertainty about future funding. 

• Promotion barriers and stigma around suicide, particularly among young men and CALD 

communities. 

3. What enables collaboration? 

Shared Purpose and Values 

• All stakeholders—peer workers, clinicians, managers, and community partners—were 

aligned around the goal of providing compassionate, non-clinical support to people in 

suicidal distress. 

• The peer-led model fostered trust and mutual respect, which helped bridge gaps between 

clinical and community services. 

https://www.health.nsw.gov.au/towardszerosuicides/Publications/safe-haven-summary-report.pdf
https://mhcc.org.au/wp-content/uploads/2023/11/Mental-Health-Workforce-Profile_2023_WEB.pdf
https://mhcc.org.au/wp-content/uploads/2024/04/Mental-Health-Workforce-Solutions-2024.pdf
https://mhcc.org.au/wp-content/uploads/2024/04/Mental-Health-Workforce-Solutions-2024.pdf


 

Clear Governance and Leadership 

• Strong leadership at both the site and district levels helped clarify roles, responsibilities, 

and expectations. 

• Sites with dedicated coordinators or champions were more successful in building 

collaborative relationships with emergency departments and other services. 

• Clear service planning/coordination and commissioning. 

 Integration with Local Services 

• Collaboration was enhanced when Safe Havens were co-located with other services (e.g., 

mental health clinics or community hubs). 

• Effective referral pathways and information sharing between Safe Havens, emergency 

departments, and mental health teams supported continuity of care. 

Communication and Relationship Building 

• Regular meetings, joint training, and informal networking helped build trust and 

understanding between Safe Haven staff and other service providers. 

• Sites that invested in community engagement and co-design with local stakeholders saw 

stronger collaboration and uptake. 

Peer Workforce 

• Peer workers played a central role in collaboration by acting as connectors between 

consumers and services. 

• Their lived experience and empathetic approach helped reduce stigma and foster inclusive, 

person-centred care. 

4. What prevents collaboration?  

Limited Opening Hours 

• Many Safe Havens operate only 4–5 days per week, typically in the afternoon. 

• This restricts opportunities for collaboration with services that operate outside those hours, 

such as emergency departments or crisis teams. 

Role Confusion and Lack of Clarity 

• In some sites, there was uncertainty about the role of peer workers versus clinicians. 

• This led to tension or hesitation in collaboration, especially when boundaries between 

clinical and non-clinical support were unclear. 

Weak Integration with Emergency Departments 

• While some Safe Havens had strong relationships with local EDs, others struggled due to: 

• Lack of awareness or understanding of the Safe Haven model. 

• Limited communication or referral pathways. 

• Cultural differences between clinical and peer-led approaches. 



Workforce Challenges 

• Recruitment and retention of peer workers was a major issue. 

• High turnover disrupted continuity and made it harder to build sustained collaborative 

relationships. 

Promotion and Awareness Barriers 

• Limited public awareness and inconsistent promotion of Safe Havens reduced opportunities 

for collaboration with community organisations and other health services. 

• Some services were unaware of the Safe Haven’s existence or purpose. 

Stigma and Cultural Barriers 

• Stigma around suicide and mental health, especially in CALD and Aboriginal communities, 

can prevent engagement and collaboration. 

• Some consumers and services were hesitant to refer or participate due to fear or 

misunderstanding. 

5. What, if any, impact has this made to your community? 

 Across NSW Generally - Increased Access to Support 

• Over 2,800 unique consumers accessed Safe Havens between December 2020 and June 

2023.  

• Many accessed services anonymously, indicating that Safe Havens reached individuals 

who might otherwise avoid traditional mental health services. 

Reaching Underserved Populations 

• Nearly half of consumers had not accessed any other mental health services in the week 

prior to visiting a Safe Haven  

• Safe Havens were particularly effective in engaging: 

• Young people 

• Women 

• Aboriginal and Torres Strait Islander communities (up to 45% in some locations) 

• Barriers remained for CALD communities, LGBTQIA+ individuals, and those with prior 

negative experiences with NSW Health. 

Complementing Emergency Departments 

• Safe Havens provided a non-clinical alternative to emergency departments for people in 

suicidal distress. 

• While not replacing EDs, they helped reduce pressure on hospital systems and offered a 

more welcoming, peer-led environment. 

 



 

 Positive Consumer Feedback 

• Consumers reported feeling safe, heard, and respected. 

• The peer support model was especially valued for its empathy and relatability. 

• Many described Safe Havens as a lifeline during times of crisis. 

System-Level Integration 

• Safe Havens were integrated into broader suicide prevention efforts, including: 

o Suicide Prevention Outreach Teams (SPOT), which offer mobile support in familiar 

environments.  

o Community partnerships and referral pathways with local health services. 

The current suicide prevention system  

6. How do you define the suicide prevention sector? 

• The suicide prevention sector isn’t a sector as such – it more a collaborative network of 

organisations and individuals working to reduce suicide risk and improve mental health 

outcomes. Their perspective is shaped by the model they work with. 

• There is a growing body of suicide prevention philosophy, particularly in Australia that 

intentionally separates suicidality from mental illness and rejects what it sees as 

pathologising approaches. This perspective is grounded in lived experience, social justice, 

and human rights frameworks. 

Beyond a Mental Health Lens 

Suicide Prevention Australia explicitly states that suicide prevention must go beyond a 

mental-health-based approach. Their guiding principles advocate for: 

• Holistic, integrated responses that include social, economic, and community factors. 

• A continuum of care that includes early intervention, response, and aftercare—not just 

clinical treatment. 

• Recognition that not all suicidality stems from mental illness, and that distress can arise 

from trauma, discrimination, poverty, isolation, or systemic injustice.  

Non-Pathologising, Person-Centred Approaches emphasise 

• Understanding suicidality as a human experience, not a symptom to be "treated." 

• Avoiding medicalisation of distress where it is not appropriate or helpful. 

• Valuing lived experience as central to designing and delivering services. 

• Language that does no harm, avoiding terms that stigmatise or reduce people to 

diagnoses  

Policy and Practice Implications 

National Policy Platform by Suicide Prevention Australia reinforces this shift by calling for: 

• Whole-of-government action that addresses social determinants like housing, employment, 

and justice. 



• Lived experience leadership in all aspects of suicide prevention. 

• Community-based, culturally safe, and peer-led services that meet people where they are.  

• This approach is also reflected in the design of Safe Havens, Alternatives to Emergency 

Departments, and peer-led crisis services, which aim to support people in distress without 

assuming they are mentally ill or requiring clinical diagnosis to access care. 

MHCC proposes that it is always about tailoring service delivery to meet individual needs and 

goals. Nevertheless, poor mental health is often a feature of suicidality especially for people living 

with depressive and anxiety disorders, schizophrenia and bi-polar disorder and people who have 

experienced complex trauma, including childhood abuse and extreme grief and loss.  

MHCC characterises the sector and suggests that the Core Components of the Suicide Prevention 

Sector are:  

• Community-managed organisations (CMOs) delivering psychosocial support, peer-led 

services, and recovery-oriented care 

• Mental health services 

• Primary healthcare providers  

• Government agencies, including NSW Health and national bodies like the National Mental 

Health Commission 

• Other not-for-profit and community-based organisations, often working in partnership with 

CMOs 

• People with lived experience, engaged through advisory groups, consultation activities, and 

lived experience networks 

• Education, housing, justice, and employment services 

• Researchers, advocates, and policy makers 

• Workplaces, schools, and community groups 

a. Where do you see the boundaries of the suicide prevention sector?  

• The boundaries of the suicide prevention sector in Australia are intentionally broad and 

evolving, reflecting a shift from a purely clinical model to a whole-of-government and whole-

of-community approach. This expanded view is outlined in the National Suicide Prevention 

Strategy 2025–2035 and reinforced by Suicide Prevention Australia's State of the Nation 

reports. 

7. From your perspective, how connected is the current suicide prevention sector? 

From a national perspective, the suicide prevention sector in Australia is increasingly 

connected, but still faces challenges in achieving full integration and coordination across its 

many components. 

• Strengths in Connectedness 

• Whole-of-Government Approach 

• The National Mental Health and Suicide Prevention Agreement brings together federal, 

state, and territory governments to align efforts, share responsibilities, and coordinate 

funding and service delivery  

• Cross-Sector Collaboration 

• The sector now includes not only mental health services, but also: 



 

o Housing, justice, education, and employment services 

o Peer-led organisations and lived experience networks 

o Culturally specific strategies for Aboriginal, Torres Strait Islander, and LGBTIQ+ 

communities.  

a. What are the key factors that enable connection or integration in the sector? 

Shared Strategic Frameworks 

o The National Suicide Prevention Strategy (2025) and related plans provide a unified 

vision and goals, working toward common outcomes.  

o Programs promoting collaboration through shared data, evidence, and best 

practices. 

b. What are the key barriers to integration? 

Fragmentation Across Services 

• Services often operate in silos, with limited coordination between clinical, community, peer-

led, and government programs. 

• Lack of shared protocols or referral pathways can result in duplication or gaps in care. 

Data Access and Sharing 

• Many organisations report limited access to timely, reliable suicide prevention data, which 

hinders evaluation, planning, and collaboration. 

• Inconsistent data collection methods across jurisdictions and sectors reduce transparency 

and accountability. 

 Short-Term and Insecure Funding 

• Funding is often project-based or time-limited, making it difficult to build sustainable 

partnerships or long-term programs. 

• Peer-led and community-based services are particularly vulnerable to funding instability. 

Workforce Challenges 

• Recruitment and retention of skilled staff—especially peer workers—is a persistent issue. 

• Lack of a coordinated Suicide Prevention Workforce Strategy means training, career 

pathways, and support vary widely. 

 Conceptual Differences 

• Some parts of the sector view suicide prevention through a clinical mental health lens, while 

others adopt non-pathologising, social justice-oriented approaches. 

• These philosophical differences can create tension or misalignment in service design and 

delivery. 

Role Clarity and Governance 

• As the sector expands, there’s a need for clearer definitions of who does what, especially 

between government, NGOs, peer networks, and lived experience advocates. 



• Lack of formalised governance structures can lead to confusion or competition. 

What, if anything, do you think is currently missing from the suicide prevention sector?  

a. Are there particular groups in the community who are missing out on support 

or not well supported by the system (i.e. demographics, experiences)?  

Cultural and Geographic Barriers 

• Services may not be culturally safe or accessible for Aboriginal and Torres Strait Islander 

peoples, CALD communities, or LGBTIQ+ individuals. 

• Rural and remote areas face additional challenges in service availability and integration. 

Outside the current suicide prevention system  

What are they key actors that sit outside the suicide prevention sector?  

Government and Policy Makers (Outside Health) 

• Housing departments: Secure housing is a protective factor against suicide. 

• Justice and corrections: People involved in the justice system are at elevated risk. 

• Education departments: Schools are key sites for early intervention and wellbeing 

promotion. 

• Employment and social services: Job security and income support directly affect suicide 

risk.  

Workplaces and Employers 

• Workplaces influence mental health through culture, workload, and support systems. 

• Employers can implement workplace suicide prevention programs, offer mental health 

leave, and promote psychological safety.  

Schools and Universities 

• These institutions are often the first point of contact for young people experiencing distress. 

• They can provide early intervention, peer support, and referral pathways. 

Community and Cultural Organisations 

• Faith-based groups, ethnic community organisations, and local clubs offer informal support 

and connection. 

• They are especially important for CALD, LGBTIQ+, and Aboriginal and Torres Strait 

Islander communities, where culturally safe services are essential.  

Technology and Media Platforms 

• Social media and digital platforms can both increase risk (e.g., cyberbullying, harmful 

content) and offer support (e.g., crisis helplines, peer forums). 

• Suicide Prevention Australia has called for safety-by-design principles to be mandated in 

digital spaces.  

Economic and Social Policy Influencers 

• Economists, urban planners, and policy analysts shape the broader social determinants of 

health—like income inequality, urban isolation, and access to services. 



 

• These actors influence upstream factors that affect suicide risk, even if they don’t work 

directly in health or mental health.  

Researchers Outside Mental Health 

• Sociologists, anthropologists, and public health researchers contribute insights into social, 

cultural, and systemic drivers of suicidality. 

• Their work helps expand the understanding of suicide beyond clinical models. 

a. How engaged are they in the sector? Is this the right amount? 

External actors—those outside the formal suicide prevention sector—are increasingly engaged, but 

the level and consistency of their involvement is not yet optimal. Here's a breakdown of their 

engagement and whether it's the "right amount": 

Where Engagement Is Strong 

Government (Beyond Health) 

• Whole-of-government approaches are gaining traction, with departments like housing, 

education, and justice increasingly involved in suicide prevention strategies. 

• The National Suicide Prevention Strategy explicitly calls for cross-sector collaboration, 

recognising that suicide is a public health issue influenced by social determinants. 

Workplaces and Employers 

• Many workplaces now implement mental health and wellbeing programs, and some have 

adopted suicide prevention training and policies. 

• However, engagement varies widely by industry and size, with smaller businesses often 

lacking resources.  

Education Sector 

• Schools and universities are increasingly seen as key sites for early intervention, and some 

have embedded suicide prevention into wellbeing frameworks. 

• Yet, integration with broader sector efforts is inconsistent, and staff often lack training or 

support. 

Where Engagement Is Limited or Uneven 

Community and Cultural Organisations 

• These groups are essential for reaching diverse populations, but their involvement is 

often underfunded or informal. 

• Many lack access to suicide prevention training, data, or referral pathways. 

Digital and Media Platforms 

• While some platforms support mental health initiatives, others contribute to risk 

through unsafe content or lack of moderation. 

• Suicide Prevention Australia has called for safety-by-design mandates, but implementation 

is still limited.  

 



Economic and Policy Influencers 

• Actors in urban planning, economics, and social policy shape the structural conditions that 

influence suicide risk. 

• Their engagement is mostly indirect and not yet embedded in suicide prevention 

frameworks. 

Is It the Right Amount of Engagement? 

Not yet. While progress is evident, the sector still needs: 

• Formalised partnerships with external actors. 

• Shared accountability across systems. 

• Capacity building for non-health sectors to understand and act on suicide risk. 

• Funding models that support cross-sector initiatives and community-led responses. 

b. What are the barriers for engaging with organisations out of the SP sector? 

Engaging organisations outside the suicide prevention (SP) sector presents several challenges, 

many of which stem from structural, cultural, and practical barriers. Here are the key ones 

identified in recent Australian research and sector reflections: 

Misalignment of Priorities 

• External organisations (e.g. housing, education, justice) may not see suicide prevention as 

part of their core mission. 

• Their goals and language may differ from those used in the SP sector, making collaboration 

harder.  

Conceptual Disconnect 

• Suicide is often viewed narrowly as a mental health issue, which can exclude actors 

focused on social determinants like poverty, discrimination, or housing. 

• This can lead to under-recognition of their role in prevention. 

Lack of Awareness and Understanding 

• Many external organisations are unaware of how their work intersects with suicide risk. 

• They may lack access to training, data, or evidence that would help them engage 

meaningfully. 

Funding and Resource Constraints 

• Suicide prevention is often underfunded in non-health sectors. 

• Short-term funding cycles and lack of dedicated resources make it difficult for external 

organisations to commit to sustained engagement.  

 

 



 

Limited Capacity and Time 

• Organisations outside the SP sector may not have the staff, time, or expertise to engage in 

suicide prevention initiatives. 

• Building relationships and collaborative plans requires time that many cannot afford. 

Lack of Formal Structures for Collaboration 

• There are few formal mechanisms to bring external actors into suicide prevention planning 

or governance. 

• Without clear roles or shared accountability, engagement remains ad hoc.  

c. What are the enablers/ opportunities for engaging with organisations outside of 

the SP sector? 

Engaging organisations outside the suicide prevention (SP) sector is increasingly recognised as 

essential, and several enablers and opportunities have emerged to support this integration: 

Whole-of-Government Commitment 

• The National Mental Health and Suicide Prevention Agreement promotes collaboration 

across all levels of government, including departments not traditionally involved in suicide 

prevention (e.g. housing, education, justice).  

• This creates a formal structure for engagement and shared accountability. 

 

Shared Social Determinants 

• Suicide prevention intersects with issues like housing, employment, education, and social 

inclusion. 

• Organisations working in these areas are natural partners, and framing suicide prevention 

as a public health and social issue helps build relevance.  

Lived Experience Leadership 

• Involving people with lived experience in design and implementation fosters trust and 

relevance across sectors. 

• Their insights help tailor approaches to diverse settings and communities, making 

engagement more meaningful. 

Narrative and Language Shifts 

• Changing the narrative from risk and pathology to strengths, solutions, and community 

wellbeing helps external organisations see their role in prevention.  

• This includes using inclusive, non-clinical language that resonates across sectors. 

Existing Relationships and Local Networks 

• Leveraging pre-existing partnerships and community networks can ease engagement. 

• Localised planning and co-design with stakeholders build ownership and buy-in.  



Adaptable and Low-Cost Interventions 

• Approaches that are flexible, scalable, and inexpensive are more attractive to external 

organisations. 

• Tailoring interventions to fit the context of schools, workplaces, or community groups 

increases uptake. 

Implementation Support and Capacity Building 

• Providing training, resources, and implementation frameworks helps external organisations 

feel equipped to engage. 

• Shared learning spaces and evaluation tools support sustained collaboration. 

Future state 

What would an ideal suicide prevention system look like?  

An ideal suicide prevention system in Australia, as envisioned by the National Suicide Prevention 

Strategy 2025–2035, is one that is compassionate, coordinated, and community-driven, with a 

strong foundation in lived experience, equity, and evidence. It would be: 

Prevention-Focused 

• Acts early to prevent people from reaching the point of suicidal distress. 

• Tackles social determinants like poverty, discrimination, housing insecurity, and trauma. 

Person-Centred and Compassionate 

• Offers non-judgmental, culturally safe, and trauma-informed support. 

• Recognises that not all suicidality is linked to mental illness—avoids pathologising distress. 

Integrated and Coordinated 

• Seamlessly connects services across health, education, housing, justice, and community 

sectors. 

• Ensures no wrong door—people can access support wherever they seek help. 

Lived Experience-Led 

• Embeds the voices of people with lived and living experience in design, delivery, and 

governance. 

• Values peer support as a core component of care. 

Community-Based and Culturally Responsive 

• Builds on local strengths, especially in Aboriginal and Torres Strait Islander communities. 

• Supports place-based, community-led initiatives that reflect local needs and identities. 

 

 



 

Data-Driven and Accountable 

• Uses real-time, transparent data to guide decisions and track outcomes. 

• Invests in evaluation and continuous improvement. 

Sustainably Funded and Workforce-Supported 

• Provides long-term, flexible funding for both clinical and non-clinical services. 

• Grows a diverse, well-supported workforce, including peer workers and community leaders. 

d. What key things do we need to focus on to bring us closer to this ideal? 

Strengthen Cross-Sector Collaboration 

• Build formal partnerships with sectors outside health (e.g. housing, education, justice). 

• Create shared goals, language, and accountability mechanisms. 

Invest in Peer and Community-Led Models 

• Scale up Safe Havens, peer support networks, and culturally specific services. 

• Fund training, supervision, and career pathways for peer workers. 

Address Social Determinants 

• Embed suicide prevention into housing, employment, and social policy. 

• Prioritise equity and inclusion for marginalised groups. 

Improve Data and Evaluation 

• Develop real-time suicide surveillance and outcome tracking. 

• Support community organisations to evaluate and share what works. 

Embed Lived Experience at Every Level 

• Co-design policies, programs, and evaluations with people who have lived experience. 

• Ensure their leadership is resourced, respected, and central. 

Build Workforce Capacity 

• Develop a national suicide prevention workforce strategy. 

• Train all frontline workers (e.g. teachers, police, GPs) in suicide prevention. 

 

 



e. What are the main barriers to reaching this ideal? 

Fragmented Service Delivery 

• Lack of coordination between health, community, and government sectors. 

• Services often operate in silos, leading to duplication or gaps in care. 

Short-Term and Insecure Funding 

• Many programs rely on time-limited grants, which undermine sustainability and workforce 

stability. 

• Peer-led and community-based services are especially vulnerable. 

Underinvestment in Non-Clinical Supports 

• Psychosocial, peer, and culturally safe services are underfunded compared to clinical 

interventions. 

• This limits access for people who don’t fit into traditional mental health pathways. 

Limited Lived Experience Leadership 

• While lived experience is increasingly valued, it’s not yet embedded consistently in 

governance, design, or evaluation. 

• Tokenistic involvement can undermine trust and effectiveness. 

Data and Evaluation Gaps 

• Lack of real-time suicide data and inconsistent evaluation frameworks make it hard to 

measure impact and improve services. 

• Community organisations often lack resources to evaluate their work. 

Workforce Shortages and Burnout 

• Peer workers, clinicians, and support staff face high demand with limited support. 

• There’s no national suicide prevention workforce strategy to guide recruitment, training, and 

retention. 

Stigma and Cultural Barriers 

• Suicide remains stigmatised, especially in CALD, LGBTIQ+, and Aboriginal communities. 

• Services may not be culturally safe or accessible. 

f. What factors are important to a well-functioning system? 

Integration Across Sectors 

• Health, housing, education, justice, and community services must work together. 

• Shared protocols, referral pathways, and governance structures are key. 



 

Lived Experience Leadership 

• People with lived experience should be involved in all aspects of the system—from policy to 

frontline service delivery. 

• Their insights ensure relevance, empathy, and innovation. 

Culturally Safe and Inclusive Services 

• Services must reflect the needs of diverse communities and be co-designed with them. 

• Cultural safety training and community partnerships are essential. 

Sustainable Funding and Workforce Support 

• Long-term investment in both clinical and non-clinical services. 

• A national workforce strategy to support training, career development, and wellbeing. 

Real-Time Data and Continuous Improvement 

• Transparent, timely data to guide decisions and track outcomes. 

• Evaluation frameworks that include qualitative and community-based evidence. 

Community-Based and Peer-Led Models 

• Services like Safe Havens, SPOT teams, and peer networks offer accessible, non-clinical 

support. 

• These models reduce stigma and promote early help-seeking. 

Closing  

Do you have any other comments you’d like to make? 

MHCC thanks ARTD for the opportunity to respond to this consultation process and express our 

willingness to be involved further as the process progresses. We hope to have access to the final 

report to Government, when it becomes available. 

 
 
 
Dr Evelyne Tadros 
Chief Executive Officer  
Mental Health Coordinating Council 
E: evelyne@mmcc.org.au 
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