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Executive Summary 

Peer workers have been included in mental health settings internationally for decades with 

results largely finding peer-support services to be as effective at mental-illness symptom 

reduction as traditional clinician-delivered services. Though peer-support is an increasingly 

utilised model for post-crisis presentation and hospitalisation service delivery, research on the 

impact of peer-support on consumers’ suicidality remains limited. In the weeks following 

suicide attempts, the risk for future suicidal behaviours is markedly elevated, particularly for 

those with complex needs who are not well-connected to health care systems. 

 

The PAUSE program, delivered by Brook RED, a lived experience community organisation, 

seeks to target this vulnerable and high-risk period after a suicide-related hospital 

presentation. PAUSE uses the lived experience of peer-workers to provide responsive, holistic, 

and personally-tailored non-clinical support to people who have who have presented to the 

Logan Hospital - Emergency Department with suicidal ideation, a suicide attempt, or an 

episode of non-fatal self-harm.  

 

Between August 2017 and January 2020, 315 people were referred to the PAUSE peer support 

program from the Emergency Department at the Logan Hospital. From which 142 people 

(45.1% of those who were referred) engaged with a PAUSE worker. As 42.5% of men referred 

and 47.3% of women referred engaged with PAUSE there was no significant difference in 

likelihood of engaging between men and women. This is a critical finding as male reluctance to 

engage in mental health services is a critical barrier for suicide prevention efforts and 

identifying intervention models acceptable for male populations is essential to reducing 

suicide rates. These results suggest peer support models may be a promising solution to 

address these barriers. Potentially, men were no less likely to engage as knowing that the 

providers they were being referred to have their own lived experience of suicide and mental 

health decreased the expectation of judgemental attitudes. However further research is 

needed to explore these possibilities. 

 

A pre- and post- intervention evaluation questionnaire was designed in partnership with 

PAUSE peer workers which included the General Health Questionnaire 28 - Suicide Scale (GHQ-

28 SS), the Adult Hope Scale (AHS), and the Kessler Psychological Distress Scale (K10). Semi-

structured interviews and post-program experiences surveys including peer fidelity items were 

also included in the evaluation protocol to further examine program impacts and identify the 

components of the initiative critical to its effects. 

 

The quantitative results demonstrate that after working with a peer worker in the PAUSE 

program, participants experienced lower suicidal ideation. To the best of the authors’ knowledge, 

this is the first evaluation study of a peer support program to report a statistically significant 

decrease in participants’ suicidal thoughts or behaviours. Hope scores were also significantly 

increased indicating positive effects beyond reduced thoughts about suicide, as participants had 

more positive attitudes towards the future.  
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Qualitative results from surveys and interviews indicate that participants believed that the PAUSE 

peer support model had been instrumental in reducing their suicidality. Holistic and responsive 

support, ongoing social connectedness with peer workers who understood their experiences and 

treated them like people rather than clients were the mechanisms participants credited to the 

program’s effect. 

 

Thematic analysis results also revealed that participants believed that PAUSE, and peer support 

workers more broadly, filled a critical and unmet need in supporting people following a suicide-

related hospital presentation, with several interview participants reporting that the PAUSE 

program was instrumental in keeping them out of hospital and even alive.  

 

As evaluation procedures were completed for approximately a third of PAUSE participants 

continued data collection is required to further confirm the generalisability of positive findings.  

 

Overall these results indicate that PAUSE was a promising and acceptable model for supporting 

people during the critical and challenging period following suicide-related hospitalisation and 

presentation. These results support the continued inclusion of PAUSE, and peer support more 

broadly, in suicide prevention activities.  
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1 Background 

Suicide has a widespread and profound effect on families, individuals, and communities in 

Australia. Nationally, over 3000 lives are lost to suicide each year (Australian Bureau Statistics, 

2018), and it is estimated that for each suicide death over 100 people are impacted (Cerel et al., 

2019). 

 

Reducing suicide deaths is an urgent public health concern. Unfortunately, screening models to 

pinpoint which individuals are at risk of suicidal behaviours have demonstrated little benefit 

(Simon et al., 2018). Nonetheless, suicide attempt remains the strongest predictor of future death 

by suicide (Bostwick, Pabbati, Geske, & McKean, 2016). In Queensland between 2013 and 2015, 

almost a third (30.0%) of those who died by suicide in Queensland had made a previous suicide 

attempt in their lifetime and one in six (16.1%) had a non-fatal attempted suicide in the previous 

year (Leske, Crompton, & Kõlves, 2019). In the period following previous attempt and discharge 

the risk is markedly elevated, particularly for those with complex needs who are not well-

connected to health care systems (Olfson et al., 2016). Though some studies have found that 

repeated suicidal behaviours are highest during the following weeks, this risk can remain elevated 

for several years (Chung et al., 2017; Hunt et al., 2009; Qin & Nordentoft, 2005). Supporting 

people after an attempt is a critical component of suicide prevention effects (National Mental 

Health Commission, 2017). This period provides a promising window of opportunity for 

interventions as assertive follow-up care and support have been identified as promising strategies 

to protect against future suicidal behaviours (Falcone et al., 2017; Scanlan, Hancock, & Honey, 

2017). Assertive follow-up also provides an opportunity to link people with relevant support 

services as the emergency department can be the first point of intervention for many people – 

particularly for suicide attempts occurring within environmental or situational crises outside of 

mental illness (Sveticic & De Leo, 2012).  

 

A common limitation identified by consumers who have experienced suicidality is that the 

treatment they receive falls short of meeting their needs as it tends to focus predominantly of 

suicide risk assessment and psychiatric diagnoses to the exclusion of the contextual factors or 

precipitants (Peterson & Collings, 2015; Segal-Engelchin, Kfir-Levin, Neustaedter, & Mirsky, 2015). 

This is particularly important as social and environmental factors, such as unemployment, 

poverty, and interpersonal violence are associated with increased risk of suicide (Cavanaugh, 

Messing, Del-Colle, O’Sullivan, & Campbell, 2011; Milner, Page, & Lamontagne, 2014; Rehkopf & 

Buka, 2006).  
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A study of people recently discharged from psychiatric admissions found that those who died 

within two weeks of discharge were more likely to have adverse life events and stressors than 

those who did not (Bickley et al., 2013). Though mental illness and suicidality often co-occur, 

suicide is a behavioural phenomenon rather than a psychiatric disorder; with multi-faceted 

aetiology as complex and variety as each individual affected (De Leo, 2011; Hawgood & De Leo, 

2016; Sveticic & De Leo, 2012). As such, post-attempt and post-hospitalisation interventions need 

to be responsive to the broad range of suicide-related presentations and include more than 

strategies to reduce mental illness symptomology.  

 

2 Peer Support  

Peer workers, individuals who have a lived experience of mental health challenges and are trained 

and employed to provide support to others, have been included in mental health settings 

internationally for decades (Davidson, Chinman, Sells, & Rowe, 2006; Ehrlich, Slattery, Vilic, 

Chester, & Crompton, 2020). In this time, results have largely found peer-support services to be as 

effective at mental-illness symptom reduction as traditional clinician-delivered services (Pitt et al., 

2013). Some studies have found peer-support models to be more effective at recovery-oriented 

and strengths-focussed outcomes such as hope, empowerment, and quality of life (Fuhr et al., 

2014; Gillard et al., 2017). Peer support models have been proposed as a promising modality for 

supporting people experiencing suicidal crises and providing person-centred post-hospitalisation 

and post-suicide attempt care (Klee, Chinman, & Kearney, 2019). Actions such as reducing social 

isolation, linking people to community resources, recovery planning, advocating and liaising 

between services, and teaching coping and problem-solving skills are core to peer support models 

(Chinman et al., 2014; Gill, Burns-Lynch, Murphy, & Swarbrick, 2009) and have been identified as 

vital by people experiencing a suicidal crisis (Lindgren, Svedin, & Werkö, 2018; MacDonald et al., 

2020). In addition to sharing strategies about managing mental illness symptoms, peers are able 

to offer practical advice around navigating complex health and community service systems and 

dealing with stigma and discrimination (Bellamy, Schmutte, & Davidson, 2017; Gillard, Gibson, 

Holley, & Lucock, 2014; Solomon, 2004). 

 

Additionally, individuals who have previous suicide attempts face unique experiences of stigma 

(Lindgren et al., 2018; Rimkeviciene, Hawgood, O’Gorman, & De Leo, 2015), as such peer workers 

with shared lived experiences may be more effective at reducing the associated harms and 

barriers caused by self and social stigmatisation. Current evidence regarding peer workers ability 

to improve key risk factors for suicide, such as connectedness, is promising (Chen, Tseng, Chou, & 
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Wang, 2000; Forchuk, Martin, Chan, & Jensen, 2005; Preyde & Ardal, 2003). However, as previous 

peer support intervention evaluations have not targeted suicide-related outcomes as the primary 

focus, research on the impact of peer-support on consumers’ suicidality remains scarce (Bellamy 

et al., 2017; Pfeiffer et al., 2019). 

 

Despite the limited suicide-focused research, peer-support is an increasingly utilised model in 

suicide-related services, such as post-crisis presentation, crisis lines and hospitalisation service 

delivery  (Lawn, Smith, & Hunter, 2008; Scanlan et al., 2017). Inclusion of peer-support workers in 

mental health settings has been reported to decrease emergency service use for high-risk 

consumers (Chinman et al., 2014). Although evaluations on these peer-programs have 

demonstrate positive outcomes with regards to cost savings, participant satisfaction, 

acceptability, and reductions in inpatient care, the effects on suicide-related outcomes have not 

been described (Pfeiffer et al., 2019). 

 

Few studies have examined the role of peer workers in suicide prevention to understand in what 

ways and which activities peer workers reduce suicidality for people at risk, and no studies have 

been conducted with consumers experiencing suicidality to explore the underlying mechanisms of 

effect of peer support (Huisman & van Bergen, 2019). 

 

3 Brook RED  

Brook RED is a community organisation that has been operating in Brisbane since 2000.  Brook 

RED is an entirely lived experience governed, managed, and operated organisation; every person 

who works at Brook RED identifies as having a lived experience of thriving beyond mental health 

concern and/or suicidal distress.  Brook RED employees use their lived experience and lived 

understanding of having had to revaluate their values, relationships, and sense of self as the 

foundation for all their work.  Brook RED delivers a broad range of lived experience designed and 

operated programs and services including centre-based groups and mutual support, individual 

support and informal counselling, a residential space where people can spend a few weeks 

working toward recovery goals, and NDIS supports and services. 

 

4 PAUSE Pilot Project   

Brook RED developed the PAUSE program to intervene in the high-risk period after a hospital 

presentation which has been identified as a major gap in the care of people experiencing 

suicidality (Cutcliffe et al., 2012).  Beginning in August 2017, the project sought to utilise the lived 
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experience of peer-workers to provide continuity and coordination of care through short term, 

non-clinical support to people who have presented to the Logan Hospital - Emergency 

Department with suicidal ideation, a suicide attempt, or an episode of nonfatal self-harm. PAUSE 

provided a single point of contact for hospital staff to refer people for community-based support 

following these presentations. 

 

In the service delivery protocol, PAUSE Workers attempt to contact by phone within 72 hours of 

referral in order to arrange a face-to-face meeting which typically happens within 1 week of first 

contact. In the course of providing support and responding to the needs of participants, Brook 

RED have made adjustments and modifications to the original PAUSE model. The initial proposal 

aimed to provide one month of face to face meetings and a second month of follow-up and 

checking-in phone contact for a total intervention period of 4-13 weeks. However, these times 

were made flexible and often extended in circumstances that required it. PAUSE workers would 

remain actively with participants so long as this was desired and there was an outstanding goal 

identified in a recovery plan. 

 

PAUSE Workers assisted referred participants to identify, link and connect with primary health 

care and other social service providers, provided practical assistance such as advocacy, transport, 

liaison, and provided emotional support through listening and sharing strategies peer-workers 

had utilised themselves, and other support and assistance required during this time. Peer workers 

aimed to work as responsively to the needs of participants as possible allowing people to define 

and self-direct their support needs. 

  

5 Evaluation Project Objectives   

The objectives of this project were to:  

I. Evaluate the impact of the PAUSE peer-support program to decrease suicidal ideation and 

increase hope for people following emergency department presentations for suicidal 

ideation, self-injury, or suicide attempt;  

II. Analyse the feasibility and acceptability of using peer-workers to support people in a suicide-

related crisis presentation context.  

III. To understand participants’ experience of receiving peer worker support to identify 

components of PAUSE – and peer models more broadly - which are effective to suicide 

prevention activities. 
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6 Governance  

As suicidality-response peer-support is an emerging field of both practice and research, evaluation 

methodology must be sensitive and reflexive to consumer and mental health service concerns.  

Community and clinical governance mechanisms were in place throughout the evaluation project. 

Upon commencement of the evaluation contract, PAUSE workers also functioned as a lived 

experience reference group to review and approve all measures to ensure consistency with a 

consumer-oriented approach and peer support model. Data analysis was reflected collaboratively 

to ensure peer or lived experience perspectives through the final report.  

  

7 Quantitative Methodology  

7.1 PAUSE Evaluation Questionnaire  

An Evaluation Questionnaire was designed in partnership with PAUSE peer workers and given to 

participants by PAUSE peer workers at two time points: Time point 1 (T1) - first face-to-face 

meeting within 72hrs post-discharge; and Time point 2 (T2) - service exit (approximately 2 months 

after T1).  

  

General Health Questionnaire Suicide Scale (GHQ-28 SS)   

Suicidal ideation was measured using the 4-item Suicide Subscale from the General Health 

Questionnaire-28 (GHQ-28; Goldberg, 1978). This instrument assesses ideation over the past 4 

weeks and has previously been shown to assess suicidality in Australian samples (Watson, 

Goldney, Fisher, & Merritt, 2001). This study will follow the design used by (Goldney, Winefield, 

Tiggemann, Winefield, & Smith (1989) in which a response of 2 or 3 on any of the items is 

recorded as current suicidal ideation. The General Health Questionnaire Suicide Scale (GHQ-28 SS) 

can be seen in Appendix A (Evaluation Questionnaire).   

 

Adult Hope Scale (THS)  

As strength-focussed orientation has been identified as a key principle of peer-support delivery, it 

has been argued that the peer-support program evaluations should investigate the potential 

increase in positive variables rather than only decreases in negative symptoms (Gillard et al., 

2017). The Adult Hope Scale is one the most extensively researched positive psychology 

instruments. Eight items are rated on an 8-point response scale ranging from “definitely false” to 

“definitely true” and summed to produce a total score and two subscales measuring agency 

(belief in one’s capacity to initiate and sustain actions) and pathways (ability to generate routes by 
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which goals may be reached) (Snyder et al., 1991). AHS scores have been found to be positively 

associated with coping strategies, treatment adherence, service attendance/engagement, and 

negatively associated with depression and suicidal ideation (Anestis, Moberg, & Arnau, 2014). The 

Adult Hope Scale has been previously used as an outcome measure for mental illness peer-

support program evaluations (Cook et al., 2012). 

 

Kessler Psychological Distress Scale - 10 (K10)  

The Kessler Psychological Distress Scale (K10) is a 10 item measure used to assess non-specific 

psychological distress in the anxiety and depression range in the past 4 weeks on a 5 point Likert 

scale ranging from none of the time to all of time (Kessler et al., 2003). The range of scores is 

between 10 and 50 where higher scores indicate higher distress (Andersen et al., 2011; Andrews 

& Slade, 2001). Scores above 30 indicate high likelihood of current severe mental health disorder 

symptoms (Andrews & Slade, 2001). The K10 has been used widely in community and clinical 

populations in Australian samples (Sunderland, Mahoney, & Andrews, 2012). 

 

7.2 PAUSE Experience Questionnaire   

To further explore participants’ experiences of being supported by a peer worker, the Peer 

Support Tasks and Techniques items were included with the post-intervention evaluation 

questionnaire. The Peer Support Tasks and Techniques items were developed collaboratively by 

Brook RED peer workers after collaboratively identifying 9 unique indicators or actions 

differentiating the therapeutic actions of peer work from other follow up models (i.e., my peer 

support worker shared parts of their story with me, and my peer support worker discussed 

strategies they have used). Items were broadly in line with the core peer specialist roles, actions, 

and processes proposed by Chinman and colleagues in their development of a peer fidelity 

assessments (2016).  To the authors’ knowledge, this Peer Support Tasks and Techniques may be 

the first scaled tool of its type to be used in measuring the use of unique therapeutic actions of 

peer work and their effectiveness.  For each activity, participants were asked how helpful this 

action was on a 4-point Likert Scale from not at all to very helpful. The PAUSE Experience 

Questionnaire also included items assessing satisfaction, effectiveness, perceived recovery 

orientation (as used in previous Brook RED evaluations), and open-ended response items to 

service improvement during pilot delivery. The final item asked participants if they would be 

willing to be contacted in the future regarding their experiences with PAUSE. PAUSE Experience 

Questionnaire can be seen in Appendix B. 
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7.3 Data Analysis 

In prospective cohort studies, the recommended methodological approach is to perform matched 

pair sample analyses where the pair is the unit of analysis, and the focus is on the difference in 

measured variables within each pair. In other words, the sample size is the number of distinct 

pairs formulated within the sample. Therefore, in the current study, matched pair sample 

analyses were conducted (Wilcoxon signed rank test) between the pre and post evaluation 

questionnaires. 

 

8 Qualitative Interviews 

8.1 Interview Participant Recruitment  

PAUSE participants experiences were further explored through individual interviews to 

understand if and why this model was effective and appropriate for people who had experienced 

a suicidal crisis.  

 

Participants who answered ‘yes’ on the item from the PAUSE Experience Questionnaire ‘Would 

you be willing to be contacted in the future regarding your experiences with PAUSE?’ were 

identified as potential candidates for interviews. 

 

Participants were initially contacted by a PAUSE team member by telephone, and if they indicated 

interest in participating, they were emailed or posted an information sheet and consent form to 

read and sign. After the consent form had been received, participants were contacted by AISRAP 

Researchers to arrange the interview. Consent procedures, including the right to terminate the 

interview at any time, were discussed at the beginning of the interview. 

 

8.2 Interview Procedure  

Individual interviews were conducted face-to-face or by telephone interviews which were 

conducted by the AISRAP Researcher. To ensure participant privacy and confidentiality, interviews  

were not conducted at the Brook RED offices to reduce the potential for participants to respond in 

a manner that could be biased in favour of the PAUSE program. Interviews were held in a location 

of the participants’ choosing. The majority of which were conducted in AISRAP interview rooms or 

by phone call.  
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It was not the aim of the research to learn about personal issues which led to the initial suicide-

related emergency department presentation, but rather how people used the PAUSE program 

and the ways in which it was helpful. Though interview questions avoided focussing on the events 

leading to the initial presentation and subsequent referral, safety procedures were put in place as 

it was acknowledged that this content may be generated through the discussions. 

 

A semi-structed interview protocol was used to explore types of support or assistance provided by 

their PAUSE worker, aspects of the PAUSE support model which were the most/least beneficial, 

and barriers, limitations and possible improvements to the PAUSE model. Personal experiences, 

insights and reflections of being supported by a peer worker with their own lived experience of 

mental health issues and suicidality were also investigated.  

 

Appropriate help-seeking and safety information was also provided in the context of the 

interviews and participants were also offered to have their original PAUSE worker contact them to 

follow-up after the interview. Interviews were recorded for transcription prior to thematic 

analysis by AISRAP Researchers.  

 

8.3 Thematic Analysis 

Thematic analysis was used to analyse the qualitative transcript data to identify prevailing and key 

themes emerging from this data. Thematic analysis was performed broadly following Braun and 

Clarke's (2006) procedural guidelines. Firstly, transcripts as a whole were read and re-read for 

researchers to gain a broad understanding and familiarisation of the data (Braun and Clarke 

2006). After which, the data was coded by systematically reviewing the transcripts and labelling 

relevant features and organising these sections of text with discrete explanations of their content. 

Identification and defining of preliminary themes was conducted by condensing the coded data to 

detect common meanings, patterns and interrelationships that recur throughout the codes 

(Clarke, Braun, & Hayfield, 2015). Themes were reviewed to ensure consistency across coding 

systems. Themes were then iteratively defined, named, and refined (Braun & Clarke, 2006; Clarke 

et al., 2015). Interviews were concluded when data saturation - the point in which no further 

novel codes or new themes emerge from transcript data - had occurred.  

 

9  Ethical Clearance 

Ethical approval to conduct the evaluation study was granted by the Griffith University Human 

Research Ethics Committee (GU HREC): GU Ref No: 2018/436. Data collection procedures were 
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performed by PAUSE Workers with de-identified evaluation materials transferred to AISRAP 

Researchers for entry and analysis. Audio recordings of interview are erased after transcription. 

However, other research data (interview transcripts and analysis) will be retained in a locked 

cabinet and/or a password protected electronic file at Griffith University for a period of five years 

before being destroyed.  

 

10 Additional Participation information 

In addition to the questionnaires, Pause Workers documented participants demographic 

information, reasons for referral, and recorded a description of the type of support provided 

(phone contact, face-to-face, other). 

 

11 PAUSE Participants     

11.1 People Referred 

Between 24th of August 2017 and the 11th of January 2020, a total of 315 people were referred 

to the PAUSE peer support program from the Emergency Department of Logan Hospital 

following suicide-related presentation. The mean age of people referred to the PAUSE 

program was 32.60 (SD = 13.09; range 16-71). One hundred and twenty-seven (127) men and 

186 women were referred with data pertaining to sex or gender missing for two (2) people 

who were referred (0.63%). As the 2018-2019 mental health presentations to the Emergency 

Department were 46.9% male to 52.5% female (Mental Health Information Managers, 2020), 

there does not appear to be meaningful gender differences between those who presented to 

the hospital and those who were referred to PAUSE. 

 

 
 

59%

41%

Figure 1. Referred People by Gender

Female

Male
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From the referral, it was determined that for 81 people (25.71%) the presentation occurred in 

the context of a situational crisis, for 58 people (18.41%) the presentation occurred in the 

context of mental health concerns. Fifty-eight people (18.41%) experienced both a situational 

crisis and a history of mental health concerns. Information pertaining to the precipitants and 

context of their suicide-related hospital presentations were not provided for 118 (37.46%) 

people. 

 

 
 

Aboriginal and/or Torres Strait Islander person comprised 5.08% (16) of people referred to 

PAUSE. Information relating to Indigeneity was missing for 21.3% of referrals (67 people).  

Information relating to gender and/or sexual identity was missing for 167 people (53% of 

those referred). Twenty-seven people identified as LGBTIQ+ (8.6%). Thirty-seven people 

(11.75%) identified as from culturally and linguistically diverse (CALD) communities. Data 

relating to ethnicity was missing for 13 people (4.13%).  

 

11.2 Participant Engagement 

One-hundred and forty-two (142) people (45.1%) of those who were referred engaged with 

the PAUSE team. The mean age of people who engaged with PAUSE was 32.69 (SD = 13.99; 

range 17-71). Of those who engaged with PAUSE, 88 (62%) were women and 54 (38%) were 

men.  

 

Participant Engagement 

 N % of people referred 

Did not engage/Declined service 60 19% 

26%

18%

18%

38%

Figure 2. Participants by Referral Reason

Situational

Mental History

Both

Unknown
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Phone/Internet support only 39 12.4% 

In person support 103 32.7% 

Unable to be contacted 112 35.6% 

Not eligible (under 16) 1 0.3% 

Total 315 100% 

42.5% of the men referred and 47.3% of the women referred engaged with the PAUSE Peer-

support service. A chi-square test found that there was no significant difference in likelihood 

of engaging between men and women (X2 (1) =1.528, p=.466). 

 

 
 

Of the Aboriginal and Torres Strait Islander people referred to the PAUSE program, a quarter 

engaged with a PAUSE worker, compared to almost half (48.7%) of non-Indigenous people 

who were referred. This difference approached statistical significance, X2 (1) = 3.376, p = .066. 

Individuals from culturally and linguistically diverse populations who were referred to PAUSE 

were more likely to engage with a PAUSE worker, 59.1% compared to 45.1% of other referred 

people. This difference, however, was not statistically significant, X2 (1) = 1.615, p = .204. 

 

0%

10%

20%

30%

40%
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60%

70%

Engaged Did not Engage

Participant Engagement by Gender

Female
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Of those who were referred from the Logan Hospital Emergency Department in the context of 

a history of mental health illness, 39.7% engaged with the PAUSE program. Whereas for 

people who presented in the context of a situational crisis or both situational precipitants and 

mental illness history, 50% and 50.6% engaged respectively. The difference in engagement by 

reason for referral, however, was not statistically significant, X2 (2) = 1.887, p = .389. 

 

 
 

For people who provided information about gender and sexual identity at the time of referral, 

60.3% of people identifying as cisgender and heterosexual engaged with a PAUSE worker, and 

59.3% of those identifying as LGBTIQ+ engaged with the PAUSE program. A chi-square test 

found that there was no significant difference in likelihood of engaging with PAUSE (X2 (1) 

=0.011, p=.918). Due to the sample size it was not possible to determine differences between 

individuals identifying as LGBTIQ+. 
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12 Program Impact - Quantitative Results 

12.1 Evaluation Questionnaire 

Evaluation questionnaires were collected for 54 participants, which is equivalent to 38.3% of 

all participants who engaged with PAUSE and 55.1% of all people who engaged in a face to 

face contact with a PAUSE worker. Thirty-three (33) pairs were able to be matched for 

analysis. This corresponds to almost a quarter (23.40%) of all people who engaged with PAUSE, 

but a third (33.67%) of those who received in-person support by a PAUSE worker. 

 

Table 1. Evaluation Questionnaires collected 

Collection time point N 

Total pre-program questionnaires received 53 

Total pre-program questionnaires received 36 

Total matched-pairs 33 

 

The number of matched pairs for the Kessler Psychological Distress Scale (K10) was smaller 

(N=21) compared to the Adult Hope Scale (AHS) and the General Health Questionnaire (GHQ-

28-SS) as several participants elected not to complete this scale. 

 

Table 2. Baseline indicators 

Variable N M SD 

GHQ-SS 53 9.15 3.02 

Adult Hope 

Scale 
53 31.91 14.16 

K10 36 32.39 12.91 

 

12.2 Suicidal Ideation  

The mean baseline suicidal ideation score of the 53 pre-intervention questionnaires was 9.15 

(SD=3.2). 92.5% of the individuals who completed a baseline survey reported current suicidal 

ideation. 
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After receiving support and assistance from a PAUSE worker, individuals’ mean GHQ-28-SS 

scores fell from 9.30 to 4.52. This difference was statistically significant in a Wilcoxon Signed 

Rank Test (Z = 4.842, p = .000). An exact McNemar's test determined that there was a 

statistically significant difference in the proportion of people with current suicidal ideation 

before and after participating in PAUSE, p = .001. 

 

12.3 Hope 

The mean baseline Adult Hope Scale score of the 53 pre-intervention questionnaires was 31.91 

(SD=14.16). 
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After receiving support and assistance from a PAUSE worker, individuals’ mean Hope Scales 

scores increased from 32.49 to 39.19. This difference was statistically significant in a Wilcoxon 

Signed Rank Test (Z = 2.789, p = .005). 

 

Table 3.  Outcome measure changes 

Variable N 
Pre Post 

Wilcoxon Signed 

Rank Test 

M SD M SD Z p 

GHQ-SS 33 9.30 3.15 4.52 3.09 4.842 .000 

Adult Hope Scale 32 32.49 13.2 39.19 11.04 2.789 .005 

K10 21 38.48 9.37 32.05 10.85 2.627 .009 

Bold p<.01 

12.4 Psychological Distress 

The mean baseline psychological distress scores on the K10 of the 36 pre-intervention 

questionnaires was 37.58 (SD=8.09). This is above the level indicating likely severe mental 

health disorder. 86.1% of the individuals who completed a baseline survey reported score 

above the levels indicating likelihood of current mental health disorders. 

 

After receiving support and assistance from a PAUSE worker, individuals’ mean psychological 

distress scores fell from 38.48 to 32.05. A Wilcoxon Signed Rank Test found that this difference 

was statistically significant (Z = 2.627, p = .009). However, an exact McNemar's test 

determined that the decrease in the proportion of people with psychological distress scores 

above levels indicating probable current several mental health disorder, was not a statistically 

significant difference, p = .125. 
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13 PAUSE Experience Questionnaire   

 A total of 36 PAUSE Experience Questionnaires were collected between the 24th of August 

2017 and the 11th January 2020. All participants who completed the survey felt that the PAUSE 

program had been helpful to them, and all reported that they would want someone important 

to them to get support from PAUSE if that person was experiencing a suicidal crisis. 

 

13.1 Peer Skills and Techniques 

All participants who completed the PAUSE Experience Questionnaire felt they had sense of 

connection with their peer worker and that their peer worker made them feel that their 

recovery work was valuable and valid. For all nine key skills and experiences, at least 82% of 

participants reported that their PAUSE worker engaged in these actions. However, more than 

one out of every six people reported that their peer worker did not talk about their mental 

health experiences or their recovery. 
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Of those who reported that these key skills occurred with their PAUSE worker, participants 

reported that PAUSE workers understanding their experiences because of their similar histories and 

valuing their recovery journeys were highly effective. The sense of connection and belonging 

participants felt with their PAUSE workers were also identified as two of the most helpful aspects of 

the PAUSE initiative. However, more than 10% reported that knowing their peer worker had 

overcome challenges did not help them feel that they could also overcome challenges. PAUSE 

workers sharing their experiences of their illness or the strategies they had employed were seen as 

two of the least effective peer experiences. 
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14 Interview thematic analysis results  

14.1 Participants 

Ten people who had received support from a PAUSE worker were interviewed, six men and 

four women. These participants were selected to achieve a balance of age, mental health 

diagnoses prior to suicide-related crisis, and type of support provided by their PAUSE worker.  

 

14.2 Impact of PAUSE program 

All ten interviewees reported that they had benefitted from the PAUSE pilot program. PAUSE 

was identified, by some, as the primary reason they were able to avoid recurrent 

hospitalisation, or even credited PAUSE with keeping them alive. 

“I’d had a couple of suicide attempts and mental health reviews. In that time there was 

probably about four or five attempts. Nothing was happening, it was just getting worse and 

7.4%

3.4%

10.3%

19.2%

11.1%

3.7%

11.1%

10.3%

26.9%

14.3%

6.9%

23.1%

29.6%

29.6%

13.8%

11.1%

17.2%

11.5%

25.0%

17.2%

57.7%

51.9%

66.7%

82.8%

77.8%

72.4%

61.5%

60.7%

65.5%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

My peer worker shared aspects of their own illness or
recovery story with me.

My peer worker told me about strategies that they have
tried or used.

My peer worker understood my experiences because
they have had similar experiences.

My peer worker made me feel like the work I do toward
my recovery is valid and valued.

I felt a sense of belonging with my peer worker.

I felt a sense of connection with my peer worker.

My peer worker learned some things from me when we
worked together.

My peer worker helped me to see that I have a lot of skills
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I actually left more messed up than I’d gone in [to mental health unit] … Then I got referred 

to the PAUSE program and all that and I’ve now actually reached that point where I’ve not 

hurt myself at all” 

 

All ten interviewees reported that they would want other people who were experiencing 

suicidal crises to be supported by a PAUSE worker, with some participant’s reflecting that had 

they had this type of support in their life, they likely would not have progressed to the point of 

presenting to the emergency department. 

“Knowing that - well maybe if I'd been connected with them earlier then maybe something 

would have happened differently” 

 

One participant reported that in accessing a service like PAUSE they “just feel like I'm one of 

the lucky ones” as they observed that many people need support to prevent them from 

escalating to suicide but do not have such options available. 

 

14.3 Factors contributing to PAUSE/peer support impact 

Thematic Analysis revealed four key themes as to why PAUSE was effective:  

Holistic and responsive support; Ongoing social connectedness with peer workers; Peer 

workers understood their experiences; and Peer workers treated them like people rather than 

only clients.  

 

14.3.1 PAUSE workers provided holistic and responsive assistance 

Interviews revealed that PAUSE workers provided a broad range of types of assistance 

including Housing applications, NDIS applications, booking and transporting to medical and 

mental health professional appointments, advocating and liaising within services, coordinating 

cancer treatments, reviewing legal statements, applying for death certificates for relatives, 

assisting with job searches, communicating with relatives, as well as providing social and 

emotional support.  

 

As the stressors reported as contributing to their suicidality were multifaceted, complex and 

fluctuating, participants reflected that the individual and holistic model whereby PAUSE 

workers responded to needs across many domains, was critical to their reduction in suicide 

risk.  
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“Whereas [PAUSE worker] herself was saying, let’s talk about what’s going on and why, 

yeah. so right now, for example, she's setting up an appointment for me to get some 

financial counselling. She has set up appointments with my psychologist and my 

psychiatrist. I missed the appointment because I was drinking and doing some other stuff, 

but like she just wants to help, so she was like, okay, well sounds like you need a medication 

review with some counsellors. I gave her their information and she helped to arrange 

everything. but yeah, so that was very helpful.” 

 

PAUSE workers were responsive to participants support needs as they changed overtime, 

rather than prescriptive predetermined programs. At times participants needed social support 

and general guidance, whereas immediately after leaving the hospital people required more 

support and greater involvement; “like at the beginning of everything you need more visits, 

more support”  

“I’ve come a long way. It’s been so strange. I haven’t needed to actually speak to [PAUSE 

worker] as much because the help she has provided is actually been successful, that I 

haven’t actually reached that point as often were I really, really need that to go to [PAUSE 

worker]. to the point where I really sort of contact her for moral support sort of, “have you 

been through this, how did you deal with it? Okay, do you reckon that might work for me? 

You know. Just a casual talk.” 

 

Several people recounted their difficulty in coordinating multiple services or finding and 

accessing vital services while they were experiencing suicidality, without a program like 

PAUSE. PAUSE workers were able to liaise with other services on their behalf when it was too 

distressing or overwhelming and would potentially increase their suicide risk. 

“Having someone else like ring people for you, to talk about it, and then relating to you 

or relating to me what happened, what’s going on.  Because then I don’t lose my mind 

and go off… [PAUSE worker] could ring Housing on my behalf or they can ring and tell 

him, and then he can tell me, or find out what the go is.” 

 

This also occurred within family systems, whereby PAUSE workers were able to communicate 

on participants’ behalf when it was too distressing or help participants develop strategies to 

effectively communicate with family members. 
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14.3.2 PAUSE workers better understood participants due to their lived experience 

Participants reported that because their PAUSE worker had their own personal history of 

mental health and suicide they had could genuinely understand them. This was recognised as 

key to participants’ improved outcomes as workers’ lived experience helped participants to 

build trust and connection to effectively work together.  

“I definitely think it’s made it better because it’s not like you’re talking to someone who has 

no clue of what it feels like. It’s a little bit easier usually talking to someone when you know 

they’ve been through something similar.” 

As peer workers were perceived as understanding, people were able to feel more comfortable 

to share or open up earlier than with previous service providers. Because PAUSE workers 

understood their experiences, they, in turn, asked more salient questions that got to the crux 

of their stressors. 

“she got me in more directly than anyone else. Everyone else wasn’t really actually getting 

me. Where with [Peer worker] it was actually well, hey no, it’s you’ve actually experienced 

this yourself. You actually understand what I’m actually talking about” 

This included discussing and overcoming issues related to internalised stigma which had 

hindered their recovery in the past. One participant reported that they were able to “express 

some of the more deeper issues that have me sort of feeling ashamed of my issues” 

 

As PAUSE workers were seen to genuinely understand participants challenges, they were able 

to help participants articulate and communicate their experiences to other people.  

“[PAUSE worker] helped me articulate it, but more so express to other people, but actually 

feeling comfortable enough to even speak to somebody” 

 

14.3.3 Treated like a person rather than a client by PAUSE workers  

Participants reported that because their peer workers had their own lived experience of 

mental health, they were treated more like ‘people’ or ‘individuals’ rather than service clients.  

“They’ve [PAUSE worker] obviously got the right focus in mind and they - they’re more 

focused on the actual helping out rather than just getting the job done.” 

 

People felt PAUSE workers were genuinely concerned about them as a person, in a way they 

didn’t feel with other service providers where “you’re just a number.”  

“Yeah, just the fact that she actually came over to my house and got to know me and was 

like, was actually interested. Yeah, that's huge.” 
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Participants felt they could talk more informally and share more broadly about what was 

happening in their lives, as opposed to only targeted conversations about mental health 

symptoms or specific issues. This openness in turn often meant that they would be able to 

identify the main challenges that needed to be addressed, or were able to use these 

conversation to problem-solve these issues themselves. 

“he's offered me ideas on places that may help me in terms of things that are going on in 

my life. He - it's at the very least he's probably the most important thing for me has been 

someone to talk to. So, I just sort of I bounce ideas off him and he's genuinely interested in 

what's going on in my life.” 

 

Interestingly, a number of participants did not view their mental health treatment as 

unnecessary now they were working with a PAUSE worker; peer work was additional to, rather 

than replacing, the services received from psychologists and psychiatrists. For example, with 

peer workers they were able to reflect the strategies they had learned in counselling with their 

PAUSE worker to further explore how they could be applied in their situation. Whereas other 

people felt that traditional mental health services were not required as they now had peer 

support. Overall, peer support models were described as different types of treatment than 

traditional mental health services and targeted different issues. 

 

During the interviews, several participants reflected that what they were describing sounded 

like the actions family and friends would - or should – ideally perform. Many participants 

identified that PAUSE was particularly important to their recovery because if they’d had 

people in their lives to perform such roles, they likely would not have experienced the suicidal 

crisis. 

“we ended up where we did because there’s no one, we’ve had no support at all, like no 

family or friends, it’s just a real bad time. Having that one person that does care helps a 

lot.” 

 

It was further clarified that it was not simply a matter of not having people in their lives, but 

that many of the people in their lives were unable to provide this emotional support or create 

spare for them to talk and share due to their own mental health or stressors.  

“that’s how [PAUSE] seems to work. It’s almost friend-like without actually having that 

interpersonal relationship involved.” 



29  

  

 

One person summarised the difference in their experiences as such: 

“I think probably being able to talk with someone that you know has gone through, not 

necessarily something similar, but has dealt with mental health issues, and it’s not like a 

formal setting where you’re with a psychologist or something, it’s like a weird in between, 

just talking to someone, and talking to a professional. It’s a lot calmer and you feel like you 

can open up a bit better.” 

 

14.3.4 PAUSE created ongoing social connection 

Participants felt that an important way PAUSE helped was in addressing isolation and building 

social connection which many articulated as a key contributor to their suicidal trajectories. 

“Yeah, well I sort of came from not having much support because I - apart from a 

psychologist, that's all I really had for many, many years. Then after going - ending up in 

hospital, coming out I then got put in contact with multiple people that I could talk to. So, 

coming from not - pretty much no support to a lot more.” 

 

For a few participants, PAUSE was identified as their primary, or even only, sources of social 

connection or support. 

“I'm pleased [PAUSE worker] comes around because he’s the only one that just does, to be 

honest. It’s the only charity that has come around to make sure I'm okay.” 

 

Though most interview participants were not currently receiving direct support from a PAUSE 

worker, the protective effect of the program was described by many participants in a continual 

sense. For example, people reported that they were at lower risk of suicide attempts as they 

were ‘now’ connected to people they could call if they needed support in the future. 

“if I ever thought that something was seriously wrong, that if I thought I unfortunately may 

end up back in hospital, I know that there's always that number as a sort of last resort, I 

guess. I find that comforting. Whereas with a psychologist and stuff like that, you obviously 

can't do that” 

 

Many reported feeling that they were now part of the Brook RED community and discussed 

getting further involved at the centre to “do some activities, and meet some kind of people 

that are going through the same stuff.” Some people articulated supporting others as peer 

mentors as the next action in their recovery.  
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“it’s something I’d like to do some volunteer work or something with. Because I’ve always 

wanted to do a bit of volunteer work with mental health patients” 

15 Discussion 

15.1 Participant Engagement  

The higher number of women referred to PAUSE from the Logan Hospital Emergency 

Department as compared to men was an anticipated result as suicide attempts rates for 

women are regularly higher than those of men (Canetto & Sakinofsky, 1998; Schrijvers, Bollen, 

& Sabbe, 2012).  

 

Positively, there were no significant differences in the proportion of referred males engaging 

with a PAUSE worker compared to women. This is an important finding as men die by suicide 

at over twice the rate of women, but are less likely to engage with mental health treatment or 

support (Cleary, 2017; Leske, Crompton, & Kõlves, 2019). Male under-attendance at services 

has been acknowledged as a critical barrier for suicide prevention efforts, and finding 

intervention models that are acceptable for male populations are essential to reducing suicide 

rates (Rutz & Rihmer, 2007). Previous research has identified that internalised stigma, 

reluctance to disclose distress and anticipated judgemental attitudes are barriers to male help-

seeking after suicide attempts (Cleary, 2017). Potentially, men were no less likely to engage as 

knowing the provider they were being referred to have their own lived experience of suicide 

and mental health decreased the expectation of judgemental attitudes. These results suggest 

that peer support is a promising and effective model for engaging with men experiencing 

suicidal crises. 

 

Previous research has identified that people who identify as LGBTIQ+ or come from culturally 

and/or linguistically diverse communities (CALD) face additional barriers in accessing mental 

health or suicide-related support and as a result access services at a rate lower than need 

(Bowden, McCoy, & Reavley, 2019; Johnson, Oxendine, Taub, & Robertson, 2013). However, 

neither people from CALD communities or LGBTIQ+ identifying persons engaged with PAUSE 

workers at lower rates than other people referred to the program. These initial findings 

suggest acceptability of the peer worker model for individuals from diverse populations. 

 

Aboriginal and Torres Strait Islander people are overrepresented in Queensland’s suicide 

statistics (Leske et al., 2019; Westerman, 2010). In this sample, First Nations people who were 

referred to PAUSE were less likely to engage as compared to non-Indigenous persons, and this 
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difference approached significance. Strategies to reduce the difference between the number 

of First Nations people referred and engaging with PAUSE may need to be incorporated, such 

as including First Nations peer workers, engaging with local Elders groups to build trust before 

people are referred or collaborating with local Aboriginal Community-controlled health 

organisations (ACCHOs). 

 

People who presented to the Logan Hospital Emergency Department with a history of mental 

health issues engaged with PAUSE at a lower rate than those who presented in the context of 

a situational crisis or both situational precipitants and mental illness history. This difference 

was not statistically significant in this sample and further data collection over longer time 

periods is needed to understand this pattern. This difference may reflect that there are 

greater services available for ongoing mental health issues compared to support services for 

those experiencing acute situational stressors. Anecdotally, PAUSE workers reported that 

individuals with previous mental health issues who declined services often reported that they 

already had psychologists or counsellors to connect with, though this effect was not possible 

to test in this sample.  

 

15.2 Questionnaire completion 

A critical learning of the pilot project was the challenges for peer workers of undertaking 

evaluation activities while also establishing and developing a novel intervention model. As 

such initial evaluation questionnaire completion occurred at a lower rate in the first months of 

the project as compared to the remaining project period. Longer data collection time periods 

would be recommended for future novel initiatives.  

 

Additionally, many participants did not have a formal ‘service exit’ as they gradually and 

organically decreased their involvement with their PAUSE worker as they were increasingly 

able to manage without support. Often the assistance required was intensive and assertive 

immediately following emergency department presentations, but over time participants 

wanted less support, took longer to respond to PAUSE workers’ calls and eventually stopped 

responding all together. It became difficult for workers to anticipate when exactly participants’ 

involvement with PAUSE would cease and, in turn, when it would be appropriate to present 

evaluation questionnaires. Possibly, for some people when they were able to confidently cope 

without support and manage independently, contacts from PAUSE workers became a 

displeasing reminder of their previous suicide attempt or self-injury, and as such were 
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disinclined to participate in post-intervention evaluation activities. A number of PAUSE 

participants also declined to participate in the evaluation study.  

The available matched pairs for the K10 was noticeably smaller as compared to the hope and 

suicidal ideation measures as several participants elected not to complete this measure. 

PAUSE workers identified that people were more likely to report distress or frustration when 

given the K10, with some participants commenting that they ‘were always filling this one out’ 

or ‘I just did this at the hospital’. These findings are somewhat surprising as presenting items 

about suicidal thought or wanting to die to people who had recently presented to hospital 

with a suicide-related crisis was identified as a greater potential risk to participants. However, 

the suicidal ideation scale appeared to have greater acceptability in this context than the 

widely used psychological distress scale. The possible association of the K10 with 

hospitalisation and medical systems is important to consider in future initiatives for people 

with extensive service utilisation histories. 

 

As the current quantitative results represent approximately a third of those who received in-

person peer support, continued data collection is needed to determine if these positive 

findings are generalisable to the broader PAUSE participant sample. 

 

15.3 Outcome indicators 

Almost all (92.5%) of the individuals who completed a baseline survey reported current 

suicidal ideation and 86.1% reported psychological distress levels indicating current mental 

health disorders. This indicates that the PAUSE pilot successfully engaged people in need of 

support. 

 

Participants’ suicidal ideation scores were lower after working with a PAUSE worker, as was 

the proportion of people experiencing suicidal ideation. This indicates that people who 

participated in the PAUSE program experienced fewer thoughts related to wanting to die and 

felt less hopeless about their future. This is an important finding as the days and weeks 

immediately following suicide attempt or hospitalisation are associated with increased risk of 

fatal suicidal behaviours (Olfson et al., 2016). While peer support models have been included 

in strategies with individuals who have previously attempted suicide, evaluations have 

predominantly focussed on other outcomes such as mental illness symptoms. As such, this is 

the first peer support program to report a decrease in participants suicidal thoughts or 

behaviours (Klee et al., 2019). This is a promising result for the effectiveness of the PAUSE 
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initiative, but also substantiates peer support models as valuable for providing key suicide 

prevention services. 

The significant improvement in hope scores indicates that after being supported by a PAUSE 

worker people felt more positive about their internal motivation and capacity to find pathways 

to meet their goals. In addition to sharing successful strategies and their personal paths to 

recovery, peer workers also served as role models, demonstrating that recovery from 

suicidality and mental illness is possible (Klee et al., 2019). It has been widely proposed that 

this increases participants’ hope and belief that they too have the ability to achieve similar 

recovery goals as they relate to peer workers in different way to other mental health service 

personnel (Chinman et al., 2014). As other peer support mental health program evaluations 

have found increased participant hope post-intervention, this has been posited as a key 

mechanism for the effectiveness of peer support (Gidugu et al., 2015; Klee et al., 2019). These 

current study findings provide further evidence for this model. As hopelessness is an 

important component of individual suicidal trajectories (Chu et al., 2017; Joiner, 2005), the 

significantly improved hope scores substantiate the reported decreases in suicidal ideation, 

and, in turn the effectiveness of the PAUSE pilot.  

 

The significant decrease in K10 scores indicate that people experienced decreased 

psychological distress and mental illness symptomology after participating in the PAUSE 

program. While these results are positive, greater caution needs to be taken in generalising 

this finding as only 21 matched pairs were analysed for this measure. Additionally, the post-

program mean scores above 30 indicates that many individuals continue to experience 

symptoms after engagement with PAUSE 

  

15.4 Peer support experiences 

Overall, results from respondents indicate consistency and fidelity to the indicators identified 

as central to the peer experience. For all nine peer skills and techniques, between 82.4% and 

100% of people reported that they experienced these components of peer support. All nine 

indicators were reported as ‘fairly’ or ‘very’ helpful by between 73% and 96.3% of respondents 

who experienced them, suggesting that the selected indicators are salient to the peer 

experience. Only three of the nine indicators had any participants report that they were ‘not 

at all’ helpful. It is possible that these results are skewed as people who had a positive 

experience may have been more likely to complete the survey; all of the survey respondents 
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reported that they believed that PAUSE had helped them and would want other people to be 

supported by PAUSE. 

 

The peer experiences which occurred most consistently were those related to feeling 

connection, belonging and being valued by their peer worker. Peer workers discussing their 

illness and recovery strategies, were the least reported peer experience to occur. Likewise, the 

peer experiences participants reported as least effective included having their peer worker 

learn from them and having their peer worker share their recovery strategies. Interestingly, 

participants reported that feeling their peer worker understood their journey because of their 

similar experiences was one of the most beneficial components of the PAUSE program. 

 

Potentially, these differences reflect that knowing that a peer worker has had their own lived 

experiences is critical to the peer experience and people who have been affected by mental 

illness and suicidality have greater trust in those who do. As such, peer workers may need to 

provide only limited descriptions of the specifics of their journey through illness and recovery 

to receive the greater trust conferred on those with a lived experience. Additionally, the 

thematic analysis results revealed that participants identified that the different way they were 

treated was a key difference of being supported by a peer, with hearing about peer workers 

personal experience reported less frequently.  

 

Alternatively, these differences may reflect that there are other places like support groups for 

people affected by mental illness and suicidality for people to hear about different journeys of 

illness and recovery. Whereas a unique feature of PAUSE is being assisted and supported by 

people they can build a trusting relationship with, free from stigma, because they have their 

own lived experience. This may be a crucial difference for people who have experienced a 

recent suicide attempt as many need immediate support through crises, but currently aren’t 

able to engage in traditional support models without becoming too stressed or triggered by 

other individuals’ stories.   

 

Positively, there was considerable overlap between the peer experiences reported as most 

frequently occurring and those identified as most beneficial. 
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15.5 Components contributing to PAUSE impact  

An illuminating finding in the participant interviews was the number of PAUSE participants 

who reported that PAUSE workers supported and assisted with them to be placed on the 

Department of Housing waitlist as a key help they received. While it may not be surprising that 

many people experiencing a suicidal crisis also experience imminent homeless, as many 

studies have reported housing stress to increase suicide risk (Tsai & Cao, 2019). This does, 

however, highlight why services with narrow service scope and limited capacity to address 

acute environmental crises, may have been ineffective for many people experiencing 

suicidality, and reinforce the need for initiatives, like PAUSE, which provide support across 

many domains during this period. Offering support and practical advice around serious 

hardships, such as living in poverty and coping with discrimination have been identified as key, 

and often unique, benefits of peer support (Bellamy et al., 2017; Solomon, 2004). 

 

In the original protocol it was anticipated that PAUSE workers would support people until they 

were connected to appropriate primary health care and social services. In practice, this was 

not what was required or requested for the majority of PAUSE participants. 

 

The majority of participants were connected to other services through their PAUSE worker, 

however many still requested and required support as PAUSE served a different purpose and 

addressed a different need. For some participants they needed the social connection and 

support to address the isolation - which they perceived as contributing to their suicidality - in 

addition to the services like mental health providers and Centrelink. Others were linked with 

the necessary services but still required peer support to help them manage and coordinate the 

organisations involved while they were experiencing suicidal thoughts. 

 

Alternatively, for many PAUSE participants their ‘case’ was not formally transferred or handed 

over to another organisation as they did not require further support from any additional 

services after receiving assistance from PAUSE. Several people gradually and organically 

decreased their involvement with their PAUSE worker as they were increasingly able to 

manage without support. People no longer needed additional assistance due to decreased 

symptomology, changes in the precipitating stressors, improvement in their ability to handle 

crises or, predominantly, a combination of all these factors. Broadly speaking, there was not 

an equivalent service for people experiencing a suicidal crisis to be transitioned to from 

PAUSE. Thematic analysis results revealed that participants felt PAUSE filled a unique role that 
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was critically needed but unable to be sourced elsewhere. Peer support provided an important 

role in supporting people following a suicide-related hospital presentation, including several 

aspects beyond the originally anticipated service model. 

 

Many of these findings may be generalisable to the effects of peer worker support overall, 

however, it is important to note that some of these key factors identified by participants may 

be unique to peer support delivered from a peer-owned and managed organisation, such as 

Brook RED. 

 

For example, participants reported that PAUSE workers sought to address any issues 

contributing to their suicidality and provided this support responsively based on their needs. 

Often people were supported beyond the initial time estimates which may not be possible 

with peer support provided within a mainstream mental health service where service 

timeframes are strictly applied. 

 

Further, participants reported ongoing social connections with peer workers as a key reason 

why PAUSE was effective at reducing suicidal behaviours. Participant identified that they saw 

themselves as part of the Brook RED community and were able to stay connected through 

other community activities at the Brook RED centres. Some participants even shared that they 

looked forward to helping out with Brook RED as their recovery progressed. The effect of 

increased social connectedness as a mechanism by which peer support reduced suicidal 

ideation may not function as such within a different organisational structure.  

 

Despite the strong evidence that social isolation and impaired social connectedness contribute 

to suicide risk, there are few evidence-based approaches that explicitly address these risk 

factors as an intervention mechanism to prevent suicide (Zalsman et al., 2016). Further 

research is needed to examine if increased social connectedness is a pathway by which peer 

worker interventions, like PAUSE, reduce suicidality. 

 

16 Limitations and future recommendations 
 

1. The peer experience surveys, and matched pairs of evaluation questionnaires were only 

able to be collected for approximately a third of PAUSE participants during this project’s 

timeframes. This reduced sample size limits the generalisability of the positive results 
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reported. It is recommended that evaluation and data collection procedures continue in 

order to confirm that the promising findings are maintained. 

 

2. The thematic analysis results of participant interviews and the experiences survey both 

revealed that people considered increased social connectedness to be core to the 

program’s positive effect. In this study design, perceived social connectedness was only 

examined post-intervention through participants’ reflections. As a result, changes in 

social connectedness were not able to be quantitatively measured over time. In future 

evaluation studies, including perceived connectedness measures in the evaluation 

questionnaires could corroborate if connectedness increases post-intervention, and if 

increases in connectedness co-occur with reduced suicidality. This would provide 

important information in understanding the underlying mechanisms of PAUSE and guide 

the development of future peer-work models in suicide prevention.  

  

3. Several interview participants reported they had not had additional suicide-related 

emergency department presentations or hospitalisations since they started receiving 

support from their PAUSE worker. This current study design did not include procedures 

to access the impact of PAUSE on hospitalisation or emergency department usage. To 

further validate participants’ positive self-reports, future research could expand 

evaluation methodology through data linkage with emergency department information. 

Comparing the extent and type of hospital service usage prior to participants referral to 

PAUSE would substantially improve the methodological rigour and credibility of the 

positive impact results. Hospital presentation patterns or suicide register data could be 

compared with individuals who did not engage with PAUSE to facilitate cost-saving 

analysis and measure the burden removed from emergency departments.  

 

17 Conclusion 

Overall these positive results indicate that PAUSE is a promising and acceptable model for 

supporting people during the critical and challenging period following suicide-related 

hospitalisation.  

 

The participant feedback and engagement rates indicate acceptability of the PAUSE program 

for people experiencing current suicidality and within many populations for whom traditional 

service models have often been ineffective. 
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The quantitative results indicate that after working with a peer worker in the PAUSE program, 

people had reduced suicidal ideation and increased hope for the future. To the best of the 

authors knowledge, this is the first evaluation study of a peer support program to report a 

statistically significant decrease in participants’ suicidal thoughts or behaviours. Hope was also 

significantly increased indicating positive effects beyond reduced thoughts about suicide, as 

participants had more positive attitude towards the future. These results are encouraging for 

the continued use of peer support in suicide prevention activities.  

 

Qualitative results from surveys and interviews indicate that participants believed that the 

PAUSE peer support model had been instrumental in reducing their suicidality. Holistic and 

responsive support, ongoing social connectedness with peer workers who understood their 

experiences and treated them like people rather than clients where the mechanisms 

participants credited to the program’s effect. 

 

Thematic analysis results also revealed that participants believed that PAUSE, and peer 

support workers more broadly, filled a critical and unmet need in supporting people following 

a suicide-related hospital presentation. 
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19 Appendices 
19.1 Appendix A. PAUSE Evaluation Questionnaire 
 

Service Start 

The following questions are about any suicidal ideation you have experienced over the  

PAST FOUR WEEKS   

How often in the past 4 weeks prior to your hospital presentation have you:  
 

1.  Felt that life was not worth living?  
0  

Not at all  

1  
No more 

than usual  

2  
Rather more 

than usual  

3  
Much more 

than usual  

2.  Found yourself wishing you were dead,         

away from it all?  

0  
Not at  

1  
No more 

than usual  

2  
Rather more 

than usual  

3  
Much more 

than usual  

3. Thought of the possibility that you might do       

away with yourself?  

0  
Definitely 

not  

1  
I don’t 

think so  

2  
Has crossed 

my mind  

3  
Definitely 

has  

4.  Found the idea of taking your own life kept      

coming into your mind?  

0  
Definitely 

not  

1  
I don’t 

think so  

2  
Has crossed 

my mind  

3  
Definitely 

has  

  
  

Using the scale shown below, please circle the number next to each item that best describes you.  

1  2  3  4  5  6  7  8  

Definitely 

False   

Mostly 

False  

Somewhat  

False  

Slightly 

False  

Slightly 

True   

Somewhat 

True  

Mostly 

True  

Definitely 

True  

  

  

1     2     3     4     5     6     7     8  1. I can think of many ways to get out of a jam.   

1     2     3     4     5     6     7     8  2. I energetically pursue my goals.   

1     2     3     4     5     6     7     8  3. There are lots of ways around any problem.   

1     2     3     4     5     6     7     8  
4. I can think of many ways to get the things in life that are 

important to me.   

1     2     3     4     5     6     7     8  
5. Even when others get discouraged, I know I can find a way to 

solve the problem.   

1     2     3     4     5     6     7     8  6. My past experiences have prepared me well for my future.   

1     2     3     4     5     6     7     8  7. I’ve been pretty successful in life.   

1     2     3     4     5     6     7     8  8. I meet the goals that I set for myself.  
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PAUSE Evaluation Questionnaire – Service Exit 

  
The following questions are about any suicidal ideation you have experienced over the  

PAST FOUR WEEKS   

How often in the past 4 weeks that you have been involved with PAUSE have you:  

1.  Felt that life was not worth living?  
0  

Not at all  

1  
No more 

than usual  

2  
Rather more 

than usual  

3  
Much more 

than usual  

2.  Found yourself wishing you were dead,         

away from it all?  

0  
Not at  

1  
No more 

than usual  

2  
Rather more 

than usual  

3  
Much more 

than usual  

3. Thought of the possibility that you might do       

away with yourself?  

0  
Definitely 

not  

1  
I don’t 

think so  

2  
Has crossed 

my mind  

3  
Definitely 

has  

4.  Found the idea of taking your own life kept      

coming into your mind?  

0  
Definitely 

not  

1  
I don’t 

think so  

2  
Has crossed 

my mind  

3  
Definitely 

has  

  
  

Using the scale shown below, please circle the number next to each item that best describes you.  

1  2  3  4  5  6  7  8  

Definitely 

False   

Mostly 

False  

Somewhat  

False  

Slightly 

False  

Slightly 

True   

Somewhat 

True  

Mostly 

True  

Definitely 

True  

  

  

1     2     3     4     5     6     7     8  1. I can think of many ways to get out of a jam.   

1     2     3     4     5     6     7     8  2. I energetically pursue my goals.   

1     2     3     4     5     6     7     8  3. There are lots of ways around any problem.   

1     2     3     4     5     6     7     8  
4. I can think of many ways to get the things in life that are 

important to me.   

1     2     3     4     5     6     7     8  
5. Even when others get discouraged, I know I can find a way to 

solve the problem.   

1     2     3     4     5     6     7     8  6. My past experiences have prepared me well for my future.   

1     2     3     4     5     6     7     8  7. I’ve been pretty successful in life.   

1     2     3     4     5     6     7     8  8. I meet the goals that I set for myself.  
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19.2 Appendix B. PAUSE Experience Questionnaire  
 

Do you feel that the PAUSE program has been helpful to you?  YES  NO  

If Yes, What did you find helpful?    

  
  

If someone important to you was feeling suicidal, would you want them to 

get support from PAUSE?  
YES  NO  

How could PAUSE be better?    

   

  

Please circle Yes or No to indicate whether these things happened while you were working 

with your PAUSE peer worker.  If you say yes to a statement, please circle how helpful you 

found it.  

  
Did this 

happen?  How helpful was it?  

1. My PAUSE worker shared aspects of their 

own illness or recovery story with me.  Yes  No  
Not at 

all  A little  Fairly  Very  

2. My PAUSE worker told me about strategies 

that they have tried or used.   Yes  No  
Not at 

all  A little  Fairly  Very  

3. My PAUSE worker understood my 

experiences because they have had similar 

experiences.  
Yes  No  

Not at 

all  
A little  Fairly  Very  

4.  My PAUSE worker made me feel like the 

work I do toward my recovery is valid and 

valued.  

Yes  No  
Not at 

all  
A little  Fairly  Very  

5.  I felt a sense of belonging with my PAUSE 

worker.  Yes  No  
Not at 

all  A little  Fairly  Very  

6.  I felt a sense of connection with my PAUSE 

worker.  Yes  No  
Not at 

all  A little  Fairly  Very  

7.  My PAUSE worker learned some things from 

me when we worked together.  Yes  No  
Not at 

all  A little  Fairly  Very  

8.  My peer worker helped me to see that I 

have a lot of skills for recovery and life.  Yes  No  
Not at 

all  A little  Fairly  Very  

9.  Knowing that my peer worker has overcome 

challenges made me feel like I could too.  Yes  No  
Not at 

all  A little  Fairly  Very  

 

Is there anything else you would like to tell us about your experiences?  
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