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Abstract 

In Australia, farmers have been recognised as a particular at-risk group for suicide. A 

greater understanding is needed as to why this is the case so that contextually sensitive 

suicide prevention strategies may be developed. Further evaluation of suicide 

prevention initiatives is necessary to demonstrate their effectiveness. This project will 

advance current understanding of farmer suicide in Australia, develop a culturally 

appropriate suicide prevention program tailored specifically for this audience, and 

provide an evaluation measuring its impact. A mixed methods multiphase approach will 

be taken with the overall objective to better understand risk factors and attitudes 

towards farmer suicide (Component One) and to utilise this information to develop, 

deliver and evaluate an evidence-informed, tailored and culturally appropriate suicide 

prevention initiative (Component Two). Component One involves qualitative analysis 

of focus group data from an Australian Research Council Linkage grant ARC 

LP120100021 “Influences on farmer suicide in Queensland and New South Wales” 

gathered from male and female farmers from three diverse sites across New South 

Wales and Queensland. This information, in combination with a comprehensive 

literature review and practice-based evidence, will inform Component Two. Component 

Two involves the development, delivery and evaluation of a  tailored suicide 

prevention workshop, SCARF (Suspect Connect Ask Refer Follow-up). SCARF is a 4-

hour face to face workshop focusing on improving health to reduce suicide in 

accordance with suicide prevention best-practice. The content is theoretically informed 

by the Interpersonal Theory of Suicide and the Biopsycho-ecological model. Evaluation 

of the SCARF program comprises quantitative analysis to  measure  participant 

changes in levels of suicide stigma, suicide literacy,  mental  wellbeing  and  

confidence to assist others. This study will contribute important knowledge towards the 

body of evidence in farmer suicide prevention. 
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Chapter 1. Introduction 

Internationally, there is a recognised dearth of research in rural suicide (Stark et al, 

2016). Several countries, including Australia, have observed increased rates of suicide 

in rural areas and within certain occupations, such as farming (Milner et al, 2013;  

Stark et al 2016). In Australia, people working in farming and agriculture have been 

recognised as a particular at- risk group for suicide (Andersen et al, 2010; Arnautovska 

et al, 2016; Milner et al, 2015; Page & Fragar, 2002). Overall contributors to higher 

suicide rates in Australian rural areas remains unclear (Inder et al, 2014). The  

evidence to date suggests that Australian farmers may be at increased risk of suicide 

due to isolation, both physical and emotional (as a result of relationship breakdown); 

access to and familiarity with lethal means such as firearms; environmental, financial 

and political stressors; a culture of stoicism and dominant masculine norms; perceived 

and social stigma; reduced access to services; physical and mental illness; reduced 

help-seeking and specific pressures related to farming such as intergenerational business 

partnerships; public opinion; lifestyle factors and long working hours (Alston, 2012; 

Arnautovska et al, 2016; Berry et al, 2010; Brew et al, 2016; Bryant & Garnham,  

2015; Fraser et al, 2005; Inder et al, 2014; Handley et al, 2014; Hanigan et al, 2012; 

Judd et al, 2006a; Judd et al, 2006b; Judd et al, 2006c; Kennedy et al, 2014; Klieve et 

al, 2009; Kõlves et al, 2012; Kunde et al, 2017a; McKay et al, 2012; McShane et al, 

2016; Milner et al, 2012; O’Brien et al, 2014; Stark et al, 2016). Nevertheless, there is 

a need to better understand the phenomenon of farmer suicide and how farming 

communities perceive the issue. In particular, what do  farmers  themselves  perceive 

as risks/causes for suicide; what do they perceive may be able to protect against 

suicide; and what are their general attitudes towards help-seeking as well as suicide? 

1.1 Research Rationale 

In Australia, there is a significant gap in the understanding of farmer suicide. A 
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greater understanding of farmer suicide is needed (Inder et al, 2014) so that this 

information can be used to inform culturally appropriate suicide prevention strategies 

(Kunde et al, 2017a; McKay et al, 2012). Evaluation of suicide prevention interventions 

is necessary to demonstrate effectiveness (Arnautovska et al, 2013). There has been 

limited evaluation conducted in suicide  prevention initiatives, and this is particularly 

so in Australian rural and farming settings (Arnautovska et al, 2013). There is limited 

literature examining the relevance of the IPT or the biopsycho-ecological model to 

farmer suicide. 

1.2 Aims of Dissertation 

Overall this research aims to advance current understanding of risk factors and attitudes 

towards farmer suicide and help-seeking in farming communities and to use this 

information to develop, deliver and evaluate an evidence-informed and culturally 

appropriate prevention initiative within a rural and farming population. 

The specific aims are: 

 

Aim 1 - Investigate perceived risk and protective factors pertaining to farmer suicide in 

New South Wales (NSW) and Queensland (QLD). 

Aim 2- Investigate perceived attitudes of farmers in NSW and QLD towards suicide 

and help-seeking. 

Aim 3 - Develop, deliver and evaluate a culturally specific and evidence-informed 

suicide prevention program tailored for a rural and farming audience. 

 

 

1.3 Theoretical framework 

A number of different models that attempt to explain suicide exist. The theoretical 

framework underpinning this research program is the Interpersonal Theory of Suicide 

(IPT) (Hagan et al, 2016; Joiner, 2005; Van Orden et al., 2010) (See Chapter 3 for 

details). The theory posits that people die by suicide because they want to (perceived 
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burdensomeness and thwarted belongingness) and they can (acquired capability) 

(Joiner, 2005). This theory links to the known risk factors for increased rates of suicide 

in rural areas and farmers. In addition, I have also applied a wider biopsycho-ecological 

model (Stineman, 2011; Stineman et al, 2007; Stineman & Qu, 2007; Stineman & 

Streim, 2010) (See Chapter 3 for details) which acknowledges farmers’ inextricable 

links with their environment and the impact it has on their overall health and risk for 

suicide. 

1.4 Methodological framework 

This program of research involved two components using mixed methods. The first 

component involved qualitative analysis of focus groups conducted with farmers in 

NSW and QLD to explore perceived risk factors and attitudes towards suicide. The 

second component involved quantitative analysis of validated measures and created 

scales to measure the impact of a wellbeing and suicide prevention workshop designed 

specifically for a rural audience. These two components will be discussed in more detail 

in Chapter 6. 

1.5 Contribution of Dissertation 

This study aims to advance current understanding of farmer suicide in Australia; in 

particular, the risk factors associated with farmer suicide, as perceived by farmers 

themselves, and their attitudes towards suicide and help seeking. In addition, the study 

aims to develop a culturally appropriate and contextually sensitive suicide prevention 

program tailored specifically for this audience. In light of the need for improved 

evaluation of suicide prevention programs in Australia, and the dearth of evaluated 

suicide prevention initiatives in farming communities, this study also aims to evaluate 

this program and contribute towards the body of evidence in farmer suicide prevention. 

Significance and Innovation 

Description and attempt to characterise perceptions on suicide risk and protective 
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factors and attitudes towards suicide from farmers themselves. Few studies have focused 

specifically on qualitative analysis of perceptions regarding suicide risk factors and 

attitudes towards suicide in this group. The present study aims to address this gap and 

provide new knowledge about farmer suicide. 

Development of an innovative, culturally specific and contextually sensitive suicide 

prevention program tailored for a rural Australian audience. The present study will 

utilise existing literature on best practice in suicide prevention, alongside what is 

currently known about Australian farmer suicide, relevant theoretical frameworks and 

practical experience to develop a short suicide prevention training program that not 

only aims to reduce suicide, but also promote healthy lifestyle factors and improve 

health of participants. To date, there are very few, if any, specific suicide prevention 

programs tailored to suit a rural and farming audience in Australia. 

Contribute to the body of evidence in Australian suicide prevention evaluation. The 

present study will utilise existing and validated scales  to measure  the  effectiveness  

of  the suicide prevention initiative so as to contribute towards  the body of evidence  

in Australian suicide prevention evaluation. Stigma and literacy of suicide are 

recognised as important factors in relation to suicide and may be linked to help-seeking. 

Measuring participant mental wellbeing will test if the program achieves its objective 

of improving health, as well as contributing to suicide prevention. Confidence scales 

will give information about baseline confidence of participants in a rural population 

about understanding suicide and being able to respond to the risk of suicide in others, 

as well as  changes  after  the  suicide  prevention initiative is applied. Follow-up data 

at 3-months will measure if the program is effective not only immediately afterwards, 

but whether or not these effects are sustained. Very few suicide prevention programs 
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have been evaluated with validated and repeatable measures within Australia. By 

applying appropriate research methods, this study will  contribute  important 

knowledge towards this aim. 

 

 

1.6 Dissertation Structure 

Chapter 1 provides an introduction and overview of the thesis. Chapter 2 provides an 

overview of current literature about suicidal behaviour. More specifically, it provides a 

description of the suicidal behaviour in Australia and contextualises this within an 

international perspective both in general terms and in rural areas. Some statistics on 

farmer suicide are given as well as an overview of known risk factors for farmer suicide 

within Australia and internationally. 

 
 

Chapter 3 gives a comprehensive overview of the theory and frameworks used to guide 

this program of research. Chapter 4 details the frameworks pertaining to suicide 

prevention and summarises what has been recommended in order to address farmer 

suicide. Within these contexts, the research program rationale and project aims are then 

detailed in Chapter 5. Chapter 6 details the mixed methods framework and study design 

that was applied to achieve the study aims. It outlines two Components of Research. 

Component One utilises qualitative measures and Component Two utilises quantitative 

measures. 

 
 

Chapter 7 outlines the first results of Study Component One addressing Aims 1 and 2: 

Factors related to farmer suicide (Individual) and attitudes towards suicide. This chapter 

is reproduced from Paper 1: Perceval M, Kõlves K, Reddy P, & De Leo D. (2017). 

Farmer suicides: A qualitative study from Australia. Occupational Medicine, 67(5): 

383-388. doi:10.1093/occmed/kqx055. 
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Chapter 8 outlines further results of Study Component One addressing Aim 1: Factors 

related to farmer suicide (Social). This chapter is reproduced from Paper 2: Perceval M, 

Ross V, Kõlves K, Reddy P & De Leo, D. Social factors and Australian farmer suicide: 

a qualitative study, BMC Public Health (Accepted). 

 
 

Chapter 9 outlines further results from Study Component One addressing Aim 1: Factors 

related to farmer suicide (Environmental). This chapter is reproduced from paper 3: 

Perceval M, Kõlves K, Ross V, Reddy P, & De Leo D. (2018). Environmental factors 

and suicide in Australian farmers: A qualitative study. Archives of Environmental & 

Occupational Health, (Available online from 3 May, 2018) 

doi:10.1080/19338244.2018.1453774. 

 
 

Chapters 10 through 12 report the results of Study Component Two of the research 

program, which address Aim 3. Specifically, Chapter 10 focuses on the development of 

the SCARF Wellbeing and Suicide Prevention program for farmers and rural people. 

Chapter 11 describes piloting of the program and Chapter 12 outlines results of the 

program’s evaluation. Chapter 12 is reproduced from paper 4: Perceval M, Reddy P, 

Ross V, Joiner T & Kõlves K. Evaluation of the SCARF Wellbeing and Suicide 

Prevention program for rural Australian communities. Journal of Rural Health (under 

review). 

 
 

Chapter 13 provides a review of the key findings of the research program in relation to 

the research aims. It also discusses the implications of the results and makes suggestions 

for future research. Finally, a conclusion and summary are provided. 
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Chapter 2. Background 

 

This chapter provides information about suicide internationally and a brief overview of 

nomenclature. It also provides a description of the occurrence of suicide within Australia 

and contextualises this within an international perspective both in general terms and in 

rural areas. Some statistics on farmer suicide are given as well as an overview of known 

risk factors for farmer suicide within Australia and internationally. 

2.1 Suicide 

“As soon as the terrors of life reach the point at which they outweigh the terrors of 

death, a man will put an end to his life” (Schopenhauer, 1891) 

Suicide has far-reaching and devastating consequences for individuals, families, and 

communities across the globe. The World Health Organization estimates that 

approximately 800,000 people die by suicide internationally each year, which equates 

to an annual global age-standardised suicide rate of 10.7 per 100,000 population in 2015 

or to approximately one person every 40 seconds (WHO, 2017a). For every person 

who dies by suicide, many more attempt suicide. We know that in the general 

population, the single most important risk factor for suicide is a prior suicide attempt 

(WHO, 2017a). Suicide accounts for more deaths than homicide and war put together 

(WHO, 2004a; Yip, 2005), accounting for half of all violent deaths in men, and almost 

three quarters in women (WHO, 2004a). This highlights the need to further invest into 

the research and prevention of suicide across the world. 

2.2 Definitions in suicide research 

Consistent nomenclature including clear terminology and definitions for suicide 

research and prevention has been highlighted as being of utmost importance by different 

researchers (Goodfellow et al, 2018; Klonsky et al, 2016; Ougrin, 2012; Silverman, 

2016). Standardised terminology could lead to more accurate reporting on both the 

number of suicide deaths and attempts annually and better differentiate non-suicidal self- 
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injuries from suicide attempts (Silverman, 2016). This also may facilitate improved 

communication across patients, families, clinicians and researchers and enable more 

accurate longitudinal research to be conducted, including with people who experience 

suicidal ideation or attempts. Standardised nomenclature could assist in the 

development, implementation and evaluation of more effective treatment and prevention 

initiatives (Silverman, 2016). 

 
 

A recent systematic review identified 13 different contemporary nomenclatures of 

suicidal behaviour from the 1960s onwards (Goodfellow et al, 2018). Features that 

distinguish terms and definitions are related to the outcome and intent. Traditionally, 

there is agreement regarding the fact that suicide has a fatal outcome, instigated by the 

subject. Intent, however seems to be more complex. “Intent to die or stop living is a 

characteristic that distinguishes suicide from habitual and manipulative behaviours” 

such as eating disorders, substance abuse, recklessness, mutilation and nonfatal 

suicidal acts which are also self-initiated and potentially lethal (De Leo et al, 2006, p. 

9). 

 
 

“Suicide is, by definition, not a disease, but a death that is caused by a self-inflicted 

intentional action or behaviour” (Silverman & Maris, 1995, p.10). This widely accepted 

definition of suicide recognises that some who suicide may do so in the absence of a 

mental disorder (De Leo, 2011; Pompili et al, 2011). The WHO (2014) defines suicide 

as “the act of deliberately killing oneself” (p.12). 

 
 

Suicide attempt is defined by the WHO (2014) “to mean any non-fatal suicidal behaviour 

and refers to intentional self-inflicted poisoning, injury or self-harm which may or may 

not have a fatal intent or outcome” (p.12). The WHO (2014) acknowledges the 
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difficulties and complexities of including self-harm within the definition of suicide 

attempt, and also the difficulty in assessing suicidal intent. There may not always be 

suicidal intent with self-harm. 

Non-suicidal self-injury (NSSI) is set apart from suicide attempt (which has intent to 

die) by the American Psychiatric Association in the Fifth Edition of the Diagnostic  

and Statistical Manual for Mental Disorders (American Psychiatric Association, 2013) 

notwithstanding the recognised correlation between NSSI and suicide attempts. NSSI, 

for example, may habituate a person towards self-inflicted pain and injury (Klonsky et 

al, 2016). Many European authors and authorities therefore oppose this dichotomous 

separation. Ougrin, (2012) indicates distinguishing between NSSI and suicide attempt 

is difficult as “suicidal intent is fluid and its assessment remains unreliable” (p.1220). 

Suicidal intent is difficult to measure as it requires interpretation from an outsider’s 

perspective (De Leo et al, 2006). Suicidal intention is complex, multidimensional and 

may have varying degrees of intensity. An individual may progress through different 

processes and stages including contemplation, planning and behaviours (De Leo, 2011; 

Hawton et al, 2006; Joiner et al, 2005; Stanley et al, 1992). “What is intended by a 

suicidal act remains in the mind of the individual” (De Leo et al, 2006, p.11). Denial 

and/or memory pitfalls may be problematic in those who remain alive, and the 

impossibility of ever knowing recognised for the dead. 

The WHO (2014) defines suicidal behaviours as “a range of behaviours that include 

thinking about suicide (or ideation), planning for suicide, attempting suicide and suicide 

itself” (WHO, 2014a, p.12). The WHO (2014) definitions as described above will be 

applied throughout this research program, with other terminology referred to as defined 
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by the authors of the studies quoted. 

2.3 Suicide in Australia 

The estimated age-standardised rate of suicide internationally was 10.7/100,000 in 2015 

(WHO, 2017a). This compares to an age-standardised rate of 12.6/100,000 in  

Australia in 2015, where 3,027 people, or over eight people per day died by suicide 

(ABS, 2016). Over the course of the past ten years, the age-standardised rate of suicide 

in Australia has increased from 10.2/100,000 in 2006 to 12.6/100,000 in 2015. This 

represents an increase of almost 24%. Internationally, suicide was the 17th leading 

cause of death in 2015 (WHO, 2017a). In Australia, it was the 14th leading cause of 

death in 2006, and the 13th leading cause of death in 2015 (ABS, 2016). 

In Australia, suicide is the leading cause of death in people between the ages of 15 and 

44. As in many countries across the world with a few exceptions, suicide kills more men

than women (WHO, 2017a). In Australia in 2015, 75% of people who died by suicide 

were male. The age-standardised suicide rate was 19.3/100,000 for males, 

and 6.1/100,000 for females (ABS 2016). Suicide rates vary between the different states 

and territories of Australia. Table 2.1 shows that the ranking of the states  and  

territories in terms of highest to  lowest suicide rate,  has not changed between 2006  

and 2015. All have seen an increase in the age-standardized suicide rate, with the 

Northern Territory having both the highest rate and the biggest increase over the past 

decade. In the same period of time there has been significant effort, money and 

resources directed into suicide prevention. 
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Table 2.1: Age-standardised suicide rate (ASR) for Australian States and Territories for 

2006 and 2015 (ABS, 2016) 

 
 

* Age-standardised suicide rate per 100,000 inhabitants 

 
 

The Australian Bureau of Statistics (ABS) (2016) advises care when comparing rates 

between 2006 and 2012 to those from 2013 onwards, as the quality of coding has 

improved. Milner and Page (2016) state the recent increase in Australian suicide rates 

is “a cause for concern, but not alarm” and recommend development  and evaluation  

of “evidence-based approaches to suicide prevention across the life-course” (p.100). 

2.4 Global rural suicide 

 
2.4.1 Rates 

Rural areas have geographical, cultural, political and socioeconomic differences to 

urban areas across the world, as well as varying rates of suicide (Zaheer et al, 2011). 

According to Stark et al, (2016), there is no single pattern of suicide deaths in rural areas. 

These variations must be taken into account when considering appropriate suicide 

prevention initiatives. 
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Vijayakumar and Phillips (2016) suggest that urban areas have higher rates of suicide 

than rural areas across the world, but this varies tremendously by country,  and  can 

also vary by demographic considerations such as age, income and gender.  In contrast, 

a literature update by Hirsch and Cukrowicz (2014) concluded that although some 

dissenting findings exist, rates of rural suicide are higher than urban suicide in almost 

all countries. This seems to be particularly pronounced in Eastern countries. In China, 

the rate of suicide in rural areas is three times that  of  urban  areas,  while  in  Sri 

Lanka it is  twice the rate (Vijayakumar & Phillips, 2016). Rural suicide also appears  

to be higher in Western countries. For example, in the United States, the relative risk of 

mortality from suicide increased significantly from 1.15 to 1.34 between 1990 and 2007 

in non-metropolitan areas and the suicide rate was significantly higher in non- 

metropolitan areas compared to metropolitan areas between 2005 and 2009 (10.73 

compared to 14.35/100,000 population respectively) (Singh & Siahpush, 2014). 

2.4.2 Risk factors 

 
Unique risk factors have been suggested to contribute to higher rural than urban suicide 

rates (Hirsch, 2006). Rural culture and a sense of “rugged individualism”; access to 

means such as pesticides and firearms; peculiarities related to rural life and agricultural 

demands; geographical isolation; socioeconomic and political stressors; and lack of 

access to services have all been put forth as contributing to higher risk for suicide 

(Hirsch & Cukrowicz, 2014; Stark et al, 2016). 

 
 

Rural men who have died by suicide may have been less likely to have been in contact 

with mental health services than urban men (Searles et al, 2014). Social and cultural 

context seems critical when it comes to seeking help from health-care professionals, as 

do concepts such as masculinity, which may in turn be affected by geographical 

location (Searles et al, 2014). Hammer et al (2013), investigating help-seeking for 
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mental health issues in the United States found that masculine norms affected attitudes 

towards counselling and self-stigma across all male subgroups, but that the relationship 

between masculine norms and self-stigma was twice as strong in rural areas compared 

to other men. Stark et al (2011) puts forth lack of knowledge and awareness about mental 

illness, privacy concerns and stigma regarding help- seeking as potential explanations 

of why rural men are less likely to seek help. 

 
 

Various models have been proposed in an attempt to better understand suicide (Hagan 

et al, 2016; Klonsky et al, 2016; O’Connor et al, 2016). The model in Figure 2.1, 

proposed by Stark et al (2011), aims to explain rural suicide. Environmental, social and 

cultural factors are proposed as relevant, which have since been supported by others 

(Hirsch & Cukrowicz, 2014; Stark et al, 2016). Accessibility of treatment, method 

choice and availability are encapsulated within this model. The authors describe “cross- 

setting factors” as determinants likely to increase the risk of suicide in almost all 

settings; and those which are more particular to the rural setting (Stark et al, 2011). A 

multitude of contributors are seen to affect one’s ability to cope, such as service 

availability, social networks and attitudes towards help-seeking. The decision to self- 

harm is not seen as inevitable and can be influenced by the individual’s view of self- 

harm as an option, as well as cultural and social norms (Stark et al, 2011). The 

likelihood of death resulting from self-harm is affected by the availability of 

immediate or rapid care if the person survives the initial attempt, and also the method 

used (Stark et al, 2011). The lethal method of firearms has also been suggested by others 

to be associated with higher numbers of suicide deaths in rural communities due to their 

accessibility, particularly for older rural men (Hirsch, 2006; Klieve et al, 2009; McKay 

et al, 2012). 
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Figure 2.1: A conceptual model of suicide in rural areas 

Source: Stark, Riordan & O’Connor 2011, p.4 

More specifically, the components of Stark et al’s (2011) model include cross setting 

factors as mentioned; the presence of stressors; the individual’s judgement of their 

ability to cope or to escape from their problems; assessment that they may potentially 

be unable to change the situation; the decision to self-harm; and the likelihood of  

death resulting from self-harm (Stark et al, 2011). 

2.5 Global farmer suicide 

2.5.1 Rates 

Within rural populations, farmers have been identified as having higher rates of  

suicide in numerous countries across the world (Hirsch & Cukrowicz, 2014). In a 

systematic review and meta-analysis, Milner et al (2013) found a link between 

occupation and suicide risk, including increased risk for farmers and agricultural 

workers. An analysis of British national occupational mortality statistics showed that 
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occupations which had a significant increase in suicide rates over the past 30 years 

were all manual occupations, and occupations whose suicide rate decreased were 

professional or non-manual (Roberts et al, 2013). 

2.5.2 Risk factors 

 
Various risk factors have been put forward to explain the higher rate of suicide in 

farmers. Financial, environmental, social and cultural factors have all been implicated 

and will be described in detail. 

 
 

Financial 
 

Indebtedness and economic decline have been shown to be related to suicide risk in 

Indian farmers (Behere & Behere, 2008). Falling into debt after crop failure and having 

easy availability to lethal means seems to be a major risk for farmer suicide in some 

Low-Middle Income Countries (LMICs) such as India. (Vijayakumar & Phillips, 

2016). In a literature review, Merriot (2016) found socioeconomic factors, including 

increased indebtedness, to be more significant than mental health problems in being 

predominant for farmer suicide risk in India. Merriot describes “an agrarian crisis” (p. 

217) in a vulnerable farming population that has resulted from a multitude of factors 

within a volatile sociodemographic and ecological climate. Similarly, a study on 

French farmers found that a sharp fall of income due to wider economic problems 

during 2008-2009, especially for cattle farmers, explained the statistically significant 

increase in risk for suicide in male French farmers compared to the general population 

(Bossard et al, 2016). In England and Wales farmers found to be most vulnerable to 

financial stress were those with smaller farms or mixed farming (Simkin et al, 1998). 

Financial and work concerns, whilst not being a stand-alone reason for suicide, was 

found to be relevant in a psychological autopsy study done with English and Welsh 

farmers (Malmberg, 1997). 



30 

Environmental 

Hirsch and Cukrowicz (2014) found geographical isolation of farming communities 

contributed to suicide risk, as well as specific environmental factors pertaining to 

agriculture such as the effect of climate change, droughts and floods. This was 

especially the case in relation to the associated economic pressure of these 

environmental events. A qualitative study of Canadian farmers also found 

uncontrollable environmental events leading to financial pressure were related to 

suicidal ideation (Sturgeon & Morrissette, 2010). 

Another aspect of the farming and agricultural environment often implicated in rural 

and farmer suicide is the easy access to highly lethal methods such as firearms and 

pesticides, (Hirsch & Cukrowicz, 2014; Stark et  al,  2016; 2011).  In  India,  the rate  

of rural suicide is almost double that of urban suicide and pesticide ingestion is the most 

common method used (Kennedy & King, 2014). Firearms have been shown to  be 

more likely to be used as a method for suicide in farmers in England and Wales 

compared to the general population (Hawton et al, 1998; Malmberg et al, 1997). Stark 

et al, (2006) reported similar findings in Scottish farmers and Skegg et al (2010) in 

New Zealand farmers. 

Social and cultural 

Help-seeking may be affected by the sociocultural environment. Dominant masculine 

“stoicism” may be even stronger in farming males than the general population. A 

Canadian study showed farming men to have “desire and pride in resourcefulness” 

(Roy et al, 2017, p. 1544). The authors suggested programs that boost rather than replace 

men’s’ own resilience and make self-care and help-seeking more socially acceptable, 
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may be particularly useful in farming populations (Roy et al, 2017). 

Social support also seems an important consideration in relation to farmer suicide. 

Intergenerational disputes, increased mechanisation of farming leading to greater 

isolation and interrelated problems with work, health and family have been cited as 

important factors in farmer suicide (Malmberg, 1997). 

2.6 Australian rural suicide 

2.6.1 Rates 

Men in rural and remote areas in Australia, particularly young men aged 20-29, have 

higher rates of suicide than men in metropolitan areas as shown by Caldwell et al (2004), 

examining mortality data collated by the Australian Institute of Health and Welfare 

spanning 1997-2000. A more recent analysis of the National Coroners’ Information 

System (NCIS) data from 2004-2008 confirmed that suicide rates were elevated in rural 

and remote areas compared to metropolitan areas (Cheung et al, 2012). Interestingly, 

the metropolitan areas had significantly lower male suicide rates than rural and remote 

areas in all states except for New South Wales (NSW). In  NSW,  the  metropolitan 

rate was higher than the rural rate and comparable to the remote rate. There was no 

consistency in relation to the differences across zones in the female suicide rates 

(Cheung et al, 2012). Nevertheless, a major limitation of existing studies is their 

narrow classification of geographic location as “rural” vs. “urban”, which disregards 

the heterogeneity of rural and remote communities (Inder et al, 2014). 

Indigenous people, many of whom live in rural and remote areas of Australia, have 

higher rates of premature death due to external causes, including suicide (McKay et al, 

2012; Procter, 2005). In addition, Morrell et al (1999) found that migrants, particularly 

young males living in “non-metropolitan” New South Wales were another particularly 
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at-risk group within rural Australia. Australian rural youth also appear to be at greater 

risk of suicide than their urban counterparts (McKay et al, 2012; Page et al, 2007). 

2.6.2 Risk factors 

Overall contributors to higher suicide rates in Australian rural areas remains unclear 

(Inder et al, 2014). As in many other settings, a combination of factors seems relevant 

to vulnerability for suicide. There may be relationship and social support considerations, 

legal issues, physical and mental illnesses, the influence of climate, and lifestyle factors 

such as increased alcohol consumption (McKay et al, 2012; Milner et al, 2012). 

Environmental impacts such as drought, geographical isolation, mining, distance and 

access to services; socioeconomic opportunity (for example employment and 

education); the influence of politics; available social supports and greater financial 

hardship may compound problems of access to lethal means and reluctance to seek 

help (Kõlves et al, 2012; Stark et al, 2016). 

In Australia, as in other countries across the world, adverse socioeconomic trends, 

slower economic development and wider inequalities have been implicated with 

increased rates of rural suicide. Page et al (2002) found a stronger association between 

lower socio-economic status and Australian rural residency and suicide, especially for 

males. An investigation by Taylor et al (2005) showed that after adjustment for area 

socioeconomic and migrant status the difference between Australian rural and urban 

suicide was rendered non-significant. Milner et al (2013) further suggested that higher 

rates of suicide in lower skilled occupational groups (including agricultural workers 

and farmers) in Australia might be influenced by socioeconomic disadvantage; 

including level of education, health service accessibility and income. Some have 

suggested prevention efforts geared towards modifying socioeconomic determinants 
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such as educational achievement, may be just as effective as focusing on the 

prevalence of mental disorders whether in an urban or rural population (Page et al, 

2014). Lack of access to services, increased exposure to injury and/or violence, social 

and cultural specificities and socioeconomic conditions have been linked to higher 

rates of Indigenous suicide in rural areas (McKay et al, 2012; Procter, 2005). Lack of 

social connectedness and increased social dislocation have also been cited as important 

factors for increased migrant suicide in rural areas (McKay et al, 2012). 

Depression has been found to contribute significantly to suicidal ideation in a rural 

NSW community population; however additional clinical and demographic 

contributors, such as drug use or alcohol disorder and being unmarried,  have  also  

been deemed to be relevant (Handley et al, 2012). Some have argued that social and 

cultural issues, physical illness and environmental factors may be more important than 

mental illness in explaining higher rates of rural suicide (Stark et al, 2016). Differences 

in regional suicide rates may lie in personal, social and community level attributes, as 

opposed to rates of mental illness or suicide attempts (Inder et al, 2014). Whilst mental 

illness is widely recognised as an important risk factor for suicide (Mishara & Chagnon, 

2016), there does not appear to be evidence of higher rates of mental illness in rural 

areas compared to metropolitan areas in Australia or other countries (Caldwell et al, 

2004; Handley et al, 2014; Judd et al, 2006b; Paykel et al,  2000; Peen, et al 2010; 

Stark et al, 2016). 

While the rates of mental illness do not appear to differ between rural and metropolitan 

areas in Australia, it appears help-seeking for a mental disorder, on the other hand, does 

(Alston & Kent, 2008; Caldwell et al, 2004; Handley et al, 2014). No significant 

difference in mental health items or suicide attempts was found between Australian rural 
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and urban populations in a study by Taylor et al, (2005); however, there was 

significantly lower mental health service utilisation in rural areas. The effects of gender 

(for example male) and occupation (for example farming) may be related to attitudes 

towards help-seeking (McKay et al, 2012). The rural identity of self-reliance, stigma 

against help-seeking, and lack of mental health knowledge may be relevant (Handley et 

al, 2014; McKay et al, 2012). Decisions about help- seeking may be related to the way 

the causes of psychological distress, and the responses regarded as appropriate, are 

conceptualized in different cultures (Sheikh & Furnham, 2000). Rural people may be 

less inclined to view psychological distress according  to  the medical/psychiatric 

model of illness, which may in turn affect help-seeking (Stark et al, 2016). Attitudes 

and stigma towards help-seeking may be compounded by physical isolation and 

decreased access to services  (McKay et al,  2012;  Monk,  2000).  Services  may not  

be available in rural areas, or may be smaller, less specialized and have  more  

difficulty with staffing (Stark et al, 2016). This may mean that rural people are more 

likely to see a GP for mental health problems (Komiti et al, 2006). 

The use of lethal means, particularly firearms, due to their ease of accessibility, seems 

pertinent. Up to 75% of rural male suicides in Australia occur with firearms (National 

Rural Health Alliance, 2009). In Queensland, Klieve et al (2009), found that older males 

from rural areas were the group most likely to use firearms as a suicide method. 

Further consistent research exploring the relationship between accessibility of firearms 

and suicide in rural areas is recommended (Arnautovska et al, 2012). 

2.7 Australian farmer suicide 

2.7.1 Rates 

A number of Australian studies have identified farmers being at elevated risk  of 

suicide compared to other occupations. Page and Fragar (2002) exploring data from 
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1988-1997 found farm managers and agricultural labourers had an increased rate of 

suicide compared to the national average and the wider rural population. These 

standardised suicide rates varied from 24.8 to 51.4/100,000 population in farm 

managers and 23.5 to 41.9/100,000 in agricultural labourers, and also varied across age 

groups. (The national suicide rate in Australia peaked in 1997 at 14.6 /100,000). A 

further analysis by Fragar et al (2011) showed that the all-cause mortality for 

Australian farmers and farm workers was 33% higher than the general population in 

1999-2002. The other causes of death that showed significantly higher rates than the 

general population were neoplasms, circulatory diseases and all external causes. 

Although death by suicide was elevated (by 22%), compared to the general population, 

this finding was not significant (Fragar et al, 2011). Analysing  Australian data from 

the NCIS spanning 2001-2010, Milner et al (2015) found suicide rates were highest for 

males working as labourers, farmers, machinery operators, and technical and trade 

workers; and female suicide rates were highest in the occupations of farmers, machinery 

operators, labourers and professionals. 

Analysis on a state level has reflected the national trends. Miller and Burns (2008), 

examining data from the South Australian Coroner’s Office 1997-2001 showed a 

significantly higher rate of suicide in South Australian farmers than the state average in 

2001. Analysis of the Queensland Suicide Register found evidence for significantly 

higher rates of suicide in transport, construction and agricultural industries in QLD 

compared to other occupations in 1990-2006 (Andersen et al, 2010). Furthermore, 

there appears to be great variation in the rate of suicide in farmers between and within 

states in Australia (Arnautovska et al, 2014; Arnautovska et al, 2016). 

A study by Arnautovska et al (2016) showed that suicide rates, demographic factors 
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(such as age) and methods used for farmer suicide varied considerably between the two 

neighbouring states of QLD and NSW. The farmer suicide rate in QLD was more than 

double the rate in NSW farmers, being 28.9/100,000 and 13.5/100,000 respectively 

(Arnautovska et al, 2016). The age of farmers most affected differed between states, 

with younger farmers being more likely to suicide in QLD - those up to 34 years of  

age being 3.2 times more likely to die by suicide in QLD than in NSW. Farmers most 

at risk in NSW appeared to be over 55 years of age, which is more consistent with 

general population figures showing increased suicide rates with increasing age 

(Arnautovska et al, 2016). Methods also varied between states, with hanging more 

prevalent in QLD and firearms  in NSW. The authors  suggested  this  may be related 

to the differences in age of farmers affected in each state; with young people more 

likely to use hanging and older people more likely to use firearms (Arnautovska et al, 

2016). Differences in data sources between the states (the QSR for QLD and the NCIS 

for NSW), classification of what constituted a “farmer”, and differences in the 

predominant agricultural industry were put forth as possible reasons for  the 

differences found between states. For example, some agricultural industries, such as 

sugar cane farming, are much more prevalent in QLD than NSW. This agricultural 

industry was significantly adversely affected by industry change, economic and 

environmental pressures in the considered period (Arnautovska et al, 2016). 

2.7.2 Risk factors 

Given the variation in farmer suicide rates between and within different states of 

Australia, it could follow that there may be regional specific risk factors which 

encompass different demographic, social, economic and environmental pressures 

(Arnautovska et al, 2016). We still have more to learn; however, some risk factors  

have been put forth to explain increased farmer suicide. 
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Masculinity, identity and stigma 

Masculinity may be relevant to suicide in the broader population, and particularly in 

farmers, especially as it relates to self-reliance, stigma and lack of help-seeking (Alston, 

2012; Handley et al, 2014; McKay et al, 2012). Utilising data from 13,884 men aged 

18-55 years, Pirkis et al (2017) found, after controlling for other key predictors of

suicidal thinking, the characteristic of self-reliance stood out as a prominent  risk 

factor. A concept of farmers as “Aussie battlers” within a traditional view of  

producing food for the common good of the nation, lauding self-sacrifice, self-reliance, 

masculine pride and battling to survive, emerged in a qualitative study of an Australian 

farming community (Bryant & Garnham, 2015). This established and accepted view of 

the Australian male “identity” was seen to be being eroded as the economic  viability 

of farming became increasingly difficult. The authors concluded that farmer distress 

and suicides were embedded within the undoing of this farming identity. Diminished 

subjective masculinity and consequent “shame” was perceived  to  result  from 

political, environmental, community and economic pressure. Concepts of being a 

“failure” as a “good farmer” were associated with farmers experiencing distress and 

then finding suicide “as a possibility that affirms masculine agency” (Bryant & 

Garnham, 2015, p.79). This concept of, and adherence to, self-reliance, risk-taking 

behaviour, and a “practical solution-focus to problems” has been linked to self-stigma, 

perceived-stigma and an increase in risk for suicide in Australian male farmers 

(Kennedy et al, 2014, p.1). Traditional masculine paradigms of farming in Australia 

may reinforce stigma that could increase both aversion to help-seeking and indirectly 

increase the risk for suicide (Kõlves et al, 2012). 

Mental illness and help-seeking 

As mentioned within the global and broader rural contexts, lack of help-seeking may be 
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more relevant than increased prevalence of mental illness in Australian farmers. Fraser 

et al, (2005) found different patterns of mental health within different rural 

communities. Changes in population, especially in “declining” rural areas, may impact 

negatively on mental health due to the community infrastructure and demographic 

changes (such as employment and education opportunities) that it brings (Fraser et al, 

2005). 

 
 

Kavalidou et al (2015) showed that males working in farming and agriculture did not 

have a higher prevalence of diagnosed or undiagnosed psychiatric conditions compared 

to rural men working in other occupation groups. This supported earlier research by 

Judd et al, (2006b) who investigated attitudes towards help-seeking in a mixed  

methods study of rural Australians and concluded that “stoic individuals tend not to 

define problems as illnesses” (Judd et al, 2006b, p.775). Farming participants were more 

likely to possess both an unwillingness to acknowledge problems and seek professional 

help, as well as higher levels of conscientiousness compared to a control group. There 

was also a greater sense of personal failure and burdensomeness to family if problems 

did occur, and a preference to turn to family and friends and neighbours if help was 

needed as opposed to professionals. Others have found “stoic” masculine attitudes as 

being a barrier to help-seeking in Australian farmers and rural men (Alston, 2012; Alston 

& Kent, 2008). 

 
 

Lack of help-seeking, however, does not seem to completely explain the higher risk of 

suicide in Australian farmers (McPhedran & De Leo, 2013). Kavalidou et al (2015) 

found that in the three months prior to death by suicide, 48% of farmers and 

agricultural workers had contact with a general practitioner for physical health problems 

and there was no significant difference in contact with a general practitioner in the three 
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months prior to death by suicide in farmers and agricultural workers compared to other 

rural Queensland men. This seems to contrast with the findings of Brew et al (2016), 

who found farmers were half as likely to visit a general practitioner  or  a  mental 

health professional compared to non-farm workers in the preceding 12 months. The 

authors found all rural workers preferred to “manage themselves” rather than access 

help for either physical (50%) or mental health (75%) concerns; 41% of all rural 

workers “didn’t think anything could help” and 30% were concerned about privacy 

issues and “what others thought” (Brew et al, 2016). This supports earlier work, which 

found 80% of rural people believed they should be able to work problems out on their 

own (Komiti et al, 2006). Whilst there were high levels of perceived stigma regarding 

mental health issues, this did not influence help-seeking significantly. Belief about 

whether or not the GP would be helpful, however, was a significant predictor (Komiti 

et al, 2006). 

Socioeconomic & Environmental impacts 

The working environment of farmers has been described as “high stress”, with well- 

established unique stressors (McShane et al, 2016). For example, farmers are largely 

dependent on the climate, and have a stronger overlap of work and family than many 

other occupations and industries (McShane et al, 2016). 

Climate is an important consideration when considering the farmers’ working 

environment and its relationship to suicide. The role of climatic events, for example, 

drought, have been explored in Australian suicide (Alston, 2012; Berry et al, 2011; Qi 

et al, 2015). There is some conflicting data regarding the relationship between climatic 

events such as drought, and the impact it has on mental health outcomes, including 

suicide. Increased distress and mental health exposure across rural localities were found 
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when there was a constant and long drought that was not present in urban dwellers 

(O’Brien et al, 2014). Examining data from NSW spanning the years 1970-2007, 

Hanigan et al (2012) found that when the drought index rose from the first quartile to 

the third quartile, there was an increase in relative risk of suicide of 15% in rural males 

aged between 30-49 years, but a decrease in risk for female suicide over 30 years with 

increasing drought index. Using data collected as part of the Australian Longitudinal 

study on Women’s Health, no association was found between drought and rural 

women’s mental health in women aged 45-61 years (Powers et al, 2015). These 

findings suggest that males may be more vulnerable than females to adverse climatic 

conditions. Guiney (2012), however, investigating farmer suicides in the state of 

Victoria between the years 2001 and 2007, where 95% of suicides in farmers during this 

time were male, found no pattern between drought and increasing farmer suicides. 

Despite these mixed results, it is recommended that drought and other environmental 

factors are not dismissed as  relevant to farmer suicide risk even  if robust group data  

is not clear at this stage (Guiney, 2012). Environmental impacts may increase stress, 

decrease financial viability and impact negatively on lifestyle factors such as working 

hours and family relationships (Alston, 2012). 

Isolation is another aspect of the environment which may lead to increased risk of 

suicide. Some have posited that Australian farmers may be more inclined to be isolated, 

both through geographical location and their choice to spend more time on their own 

than other farmers around the world (Gutierrez, 2016). One way in which this may affect 

farmers is through less accessibility to services. More farmers than non-farm workers 

reported distance and transport costs as significant structural barriers to help-seeking 

(Brew et al, 2016). Reduced access to medical care, impacting the diagnosis, treatment 
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and management of a range of physical and mental illnesses, may be a contributing 

factor to higher rates of mortality and morbidity for farmers than other Australians 

(Brew et al, 2016). Access to care seems critical, as farmers who die by suicide have 

been found to frequently have a history of physical illness and pain (Kunde et al, 

2017a). Not only physical access to care, but also perceptions of community support, 

infrastructure, sense of place and financial security may be more important to farmers 

(Brew et al, 2016). 

As presented in section 2.5.2, access to different means such as firearms and pesticide 

are considered a relevant aspect of the physical environment that increases risk of farmer 

suicide (Stark et al, 2006; Stark et al, 2016). This may be particularly so in some 

geographic regions (Arnautovska et al, 2016). For example, firearms were more likely 

to be used as the suicide method in NSW farmers compared to hanging in QLD 

farmers (Arnautovska et al, 2016). This may be a reflection of the fact that younger 

farmers were more likely to die by suicide in QLD and older farmers in NSW, and that 

age may be associated with method choice (Arnautovska et al, 2016). Klieve et al 

(2009) found the group at highest risk of using firearms  as  a  method  for  suicide 

were older males from rural locations. In addition. a small psychological autopsy study 

of male farmer suicides found that over half of the men used firearms and of the men 

who died by hanging, none owned or had access to a firearm prior to their death (Kunde 

et al, 2017a). 

2.8 Summary 

Risk of suicide varies within any given population, including farmers. It is difficult to 

give a specific estimate of how many times suicide is more likely in farmers in Australia, 

compared to the general population; however, evidence indicates that farmers are at 

higher risk of suicide. There seems to be a complex interplay of factors which increase 
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the risk of suicide for Australian farmers, particularly in males. Sociodemographic 

considerations, mental and physical illness, attitudes towards masculinity and help- 

seeking, perceived and experienced stigma, geographic location, environmental 

impacts and their consequences  on  farm  viability  and work stress, as well as access 

to firearms have all been shown to be relevant and require further investigation. 
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Chapter 3. Theoretical Framework 

The previous chapter provided an overview of suicide statistics internationally and 

within Australia. Definitions of suicide and nomenclature used within research was then 

detailed. Statistics on global rural and farmer suicide and related risk factors as well as 

Australian rural and farmer suicide and related risk factors were presented. This chapter 

will give a comprehensive overview of the theoretical framework used to guide this 

program of research. 

3.1 Underlying theories 

“Fear is self-preservation’s substrate” (Joiner, 2010, p. 5) 

It is hoped developments in suicide research and theory may contribute meaningful 

knowledge to significantly improve prevention of what is a leading cause of death and 

disability worldwide. There are numerous models of suicidal behaviour. These models 

not only attempt to describe factors believed to affect a person and explain suicide 

ideation, attempts and death, but also provide a  framework  for  potential  

interventions (Stark et al, 2016). Two main theoretical frameworks have guided this 

research program: Joiner’s Interpersonal Theory of Suicide (IPT) (2005); and the 

biopsycho-ecological model (Stineman, 2011; Stineman & Qu, 2007). These  have 

been selected with the aim of better understanding farmer suicide, taking into account 

individual, social and environmental factors. Joiner’s model not only encapsulates the 

psychological constructs that may lead a person to desire suicide, but critically, 

explains aspects that may affect a farmer’s ability to enact lethal self-harm. The 

biopsycho-ecological model frames this theory within a context where the wellbeing  

of the farmer, or lack thereof, cannot be separated from the environment in which they 

live and work. 

Over many decades, psychological theories have contributed to assessment and 
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treatment in the field of suicidology (Rudd et al, 2006; Wenzel & Beck, 2008). A 

growing area of research is delineating factors that may predict suicidal ideation versus 

those that can predict attempts. Given that  intervention  efforts  aim  to  reach  those  

at greatest risk of dying by suicide, the ability to distinguish the important difference 

between suicidal ideation and behaviour is considered crucial (Hagan et al, 2016; May 

& Klonsky, 2016). A key development towards this is the ideation-to-action framework 

(Klonsky & May 2014; 2015). This framework specifies that the development of suicidal 

ideation and the progression from ideation to attempts are distinct, with differing 

predictors and explanations. Most people who think about suicide will never act on 

those thoughts (May & Klonsky, 2016). In a large Australian community sample 

(N=6,133), suicidal  ideation was  reported  in 11%  of participants with 1% reporting  

a plan or attempt (Christensen et al, 2013). Whilst depression and other mental disorders, 

impulsivity and hopelessness may predict ideation, these factors encounter difficulty 

when trying to distinguish those who consider suicide compared to those who have 

attempted it. Means restriction, on the other hand, shows promise as an effective way 

to block this progression (Klonsky et al, 2016). Joiner’s (2005) IPT, was the first theory 

to fit within the ideation-to-action framework. It was ground-breaking in that it not  

only attempted to explain what contributes to suicidal thinking in terms of psychological 

constructs, but also to explain the progression from suicidal thoughts to behaviours. 

Other theories within the ideation-to-action framework include the integrated 

motivational- volitional model (O’Connor, 2011) and the three-step theory by Klonsky 

& May (2015). The basic premises of each of these theories are presented below in Table 

3.1. 
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Table 3.1: Three theories of suicide positioned within the ideation-to-action framework 

 

 
Source: Klonsky et al, 2016, p. 318 

 

 

Whilst no model is considered definitive, the IPT resonates strongly with the practical 

experience the PhD candidate has gathered over many years of rural and farmer 

specific suicide prevention work (Perceval et al, 2011), and appears highly relevant. 

The IPT seems to succinctly encapsulate much of what is known in terms of risk factors 

for suicide within this population and may be applicable for both understanding farmer 

suicide and designing interventions to reduce it. It has therefore been chosen as the 

primary theoretical framework informing this research program. There has been scant 

testing of this theory in relation to Australian farmer suicide and this work will 

contribute towards that. 

 
 

The biopsycho-ecological model aims to expand upon the traditional biomedical and 

Engel’s expanded biopsychosocial (Engel, 1980) principles for medicine. It includes 

the physical environment as an integral part of the dynamic and reciprocal interactions 

among biological, psychological and socio-cultural variables in contributing to health or 

illness (Stineman, 2011; Stineman et al, 2007; Stineman & Qu, 2007). Farmers are 

inextricably linked to their environment, and as already presented, environmental 

factors are recognised as contributors to their increased risk for suicide. This model is 

therefore seen to complement Joiner’s IPT in presenting a novel framework for 
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understanding the multi-faceted and complex variables at play in Australian farmer 

suicide. No literature was found where the biopsycho-ecological model has been 

applied to suicidology. Stineman and Streim (2010) state that the model was intended to 

be relevant to all health professionals, synthesizing concepts from medical fields such 

as psychiatry and physiatry (physical medicine) as well as nursing, neurobiology, 

occupational therapy, phenomenology, disability and advocacy. It is hoped that the use 

of this model within this research program may show its relevance and applicability 

and contribute towards its further use and expansion in understanding and addressing 

farmer suicide. 

3.2 The Interpersonal Theory of Suicide (IPT) 
 

3.2.1 Components of the theory 

 
Joiner’s IPT (Hagan et al, 2016; Joiner, 2005; Van Orden et al, 2010) suggests  that  

just because people want to die by suicide (that is, they are having suicidal thoughts, 

desire  or ideation), does not mean that they can. A distinguishing part of this theory   

is that a person must become capable to act on their  suicidal desire,  and  this  is  not 

an easy or “natural” instinct within us but must be acquired. This theory helps to 

explain why only a relatively small amount of people die by suicide, compared to those 

who attempt it, compared again to the far larger number of people who may contemplate 

or possess a desire for suicide. The IPT proposes that an individual will only die by 

suicide if they have developed both the desire and the ability to die by suicide (Hagan 

et al, 2016; Joiner, 2005; Van Orden et al, 2010). 

3.2.2 The desire for suicide 

 
Two interpersonal states: thwarted belongingness and perceived burdensomeness are 

suggested to underpin the desire for suicide (Joiner, 2005; Van Orden et al, 2010). The 

psychological construct of thwarted belongingness speaks to our requirement to have 

basic interpersonal needs met – our need to belong and feel connected and the deleterious 
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consequences of social isolation, alienation from valued social networks and the 

perception that reciprocally caring relationships are absent (Hagan et al, 2016; Joiner, 

2005; Van Orden et al, 2010). Perceived burdensomeness is the psychological 

construct where the individual begins to feel, for a myriad of potentially different 

reasons, that they have become a burden to others and that their death would provide a 

net benefit for particular individuals or society as a whole (Hagan et al, 2016; Joiner, 

2005; Van Orden et al, 2010).  Either  state  may contribute to suicidal thoughts, and 

the desire for suicide, but researchers suggest the simultaneous experience of both is 

particularly dangerous. When there is a concurrent detrimental sense of hopelessness 

regarding these states - then likelihood of developing an active desire for suicide is 

highest (Hagan et al, 2016; Van Orden et al, 2010). 

 
 

Thwarted belongingness 

 

Social isolation is one of the strongest and most reliable predictors of suicidal 

ideation, attempts, and lethal suicidal behaviour across the lifespan” (Van Orden et al, 

2010; p.581). Social connectedness can be measured at multiple levels (Berkman et al, 

2000), and facets of it, or lack thereof, such as  loss  of a spouse  and loneliness  may  

be predictive of suicidal behaviour (Van Orden et al, 2010). The need to belong is 

considered a fundamental human psychological need (Baumeister & Leary, 1995; Van 

Orden et al, 2010) and the IPT proposes that when this need is unmet, a state of thwarted 

belongingness ensues, which may contribute to a desire for death. Other suicide 

theories speak to the importance of social connectedness and the correlation between 

lack of social integration and suicide (Durkheim, 1897/2002); and individual psych 

ache concerned with “order and understanding”, “affiliation” and “shame avoidance” 

which becomes intolerable and may lead to suicidal desire (Shneidman, 1998). The 

IPT differs in that it places the need to belong as central. Thwarted belongingness is 
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considered a key and multidimensional interpersonal construct for suicidal ideation, 

consistent with the numerous findings linking social connectedness to suicidal 

behaviour (Van Orden et al, 2010). 

 
 

Figure 3.1 below describes a hierarchical latent variable model where thwarted 

belongingness comprises both a lack of reciprocally caring relationships (where a person 

feels cared for, has someone to turn to, and cares for others) and loneliness (where a 

person does not perceive positive, frequent and satisfying social interactions and 

connection to others) (Van Orden et al, 2010). The IPT presumes the  need  to belong  

is variable over time and that elevation in suicidal ideation only occurs, even when 

there are high levels of thwarted belongingness, when there is coinciding perceived 

burdensomeness (Van Orden et al, 2008). 

 
Figure 3.1: Dimensions and indicators of thwarted belongingness 

 

 

+ sign indicates a positive association; – sign indicates a negative association. 

Source: Van Orden et al, 2010, p.581 



49  

Perceived burdensomeness 

 

Risk factors shown to be associated with increased risk for lethal suicidal behaviour, 

with the highest number of studies (>15) documenting a connection are: suicide 

attempt, social isolation, family conflict, physical illness, unemployment and mental 

illness (Van Orden  et al, 2010). The IPT proposes that family conflict, physical 

illness and unemployment, may all be associated with  feelings  of  burdensomeness 

to others (Van Orden et al, 2010). This has been supported in exploration of 

adolescent suicidal behaviour where perceptions of being a burden on family,  and 

that family may be better off without them, has been emphasised (Sabbath, 1969; 

Woznica & Shapiro, 1990). Two dimensions  are  put  forth in  the  IPT’s construct  

of perceived burdensomeness: liability to others and self-hate, which are depicted in 

Figure 3.2. This may be expressed as “I make things  worse for  the people  in my 

life” or “I hate myself” respectively (Van Orden et al, 2010, p.583). 

Figure 3.2: Dimensions and indicators of perceived burdensomeness 

 
+ sign indicates a positive association; - sign indicates a negative association 

Source: Van Orden et al, 2010; p.584 
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3.2.3 The capability for suicide 

 
“Evolution has imbedded self-preservation  within  us as a deep and powerful force.  

In this context, the theory asserts that lethal self-injury is associated with so much fear 

and/or pain that few people are capable of the act,  including  even  most  of  those 

who desire death” (Joiner, 2009, p.245). 

 
 

Acquired capability 

 

The IPT posits that desire for suicide is not enough to cause one to enact suicidal 

behaviour or die by suicide. An individual may have a suite of suicide risk factors, 

experience suicidal thoughts, engage in suicidal behaviours and indeed even make an 

attempt to take their life, but even so this does not mean they will die by suicide. The 

interpersonal theory of suicide speaks not only to the mental states that lead one to feel 

that they want to take their life, but also postulates that in addition to having the desire 

for suicide, a person must acquire the ability to enact lethal self-injury. To avoid pain 

and death is our human instinct, which Joiner argues is extremely difficult to overcome 

(Hagan et al, 2016; Joiner, 2005). The theory puts forward that a person must develop 

the ability to overcome this inherent self-preservation over time, although genetic 

predispositions may reduce the amount of experience necessary to develop this 

capability. As represented in Figure 3.3, reduced fear of death is deemed critical for  

the ability to enact lethal self-injury, as is repeated exposure to either pain or death or 

related “provocative” events. Fearlessness towards death and tolerance for pain 

increases and becomes stronger over time with repeated experiences.  The  stronger 

and more intense these experiences are, the greater the capability for suicide becomes. 

These events may or may not be physically painful, but they result in a reduced fear of 

death or injury through exposure to the risk of death or serious injury (Hagan et al, 2016; 

Joiner, 2005; Van Orden et al, 2010). These experiences may involve intentional self- 
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injury, suicide attempt, injury, accidents, “daredevil behaviours” or violence (as 

witness, victim or perpetrator), which habituates a person towards overcoming the 

innate fear of pain and death (Joiner, 2009). 

 
 

It is widely acknowledged that prior suicide attempt is one of the most potent predictors 

for future suicidal behaviour, and that suicide may also be an impulsive or planned act 

in response to chronic pain and/or illness (WHO, 2017a). The IPT suggests that previous 

suicide attempt as well as physical illness and exposure to pain relates to acquired 

capability, and that is why these are some of the most supported risk factors 

associated with lethal suicidal behaviour (Van Orden et al, 2010). 

 
 

Figure 3.3: Dimensions and indicators of acquired capability 

 
Dotted arrows represent habituation and strengthening of opponent processes 

Source: Van Orden et al, 2010, p.586 

 
 

Combination of all components 

 

The IPT predicts suicidal behaviour will occur in the presence of all elements  

together, (Figure 3.4), that is the interpersonal states of thwarted belongingness and 
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perceived burdensomeness with a sense of hopelessness regarding these states, and 

increased pain tolerance and fearlessness towards death (Hagan & Joiner, 2017). High 

levels of perceived burdensomeness and thwarted belongingness will give rise to 

suicidal ideation according to the IPT, but it is only when individuals gain some 

acquired capability that suicidal thoughts will move to action. Therefore, the ability to 

measure acquired capability may be critical in determining the level of risk of suicide 

for a person (Rimkeviciene et al, 2017). 

 
 

Figure 3.4: Assumptions of the Interpersonal Theory of Suicide 

 
Source: Van Orden et al, 2010, p.576 

 

3.3 Empirical evidence for the theory 

Each of the constructs of the IPT has come from examination of the literature and 

empirical studies (Van Orden et al, 2010). The theory has been tested in a number of 

different populations and settings, such as older adults (Cheavens et al, 2016; Cukrowicz 

et al, 2011); a large community-based Australian cohort (Christensen et al, 2013); those 

who have had a prior suicide attempt exploring the relationship with perceived 
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criticism (Hagan & Joiner, 2017); in adolescence (Horton et al, 2016; Stewart et al, 

2017); in eating disorders (Pisetsky et al, 2017); mental disorders (Silva et al, 2017) 

with sociobiological extensions (Joiner et al, 2017); and within systematic reviews (Ma 

et al, 2016). 

 
 

The relationship of belongingness to suicide vulnerability has been supported in a 

study exploring perceived belonging, burdensomeness and loneliness in methadone 

patients (Conner, 2007). Perceived burdensomeness has been shown to account for 

significant variance in suicidal ideation in older adults (a recognised group at higher 

risk of suicide) in two studies conducted by Cukrowicz et al (2011) and Jahn et al (2011). 

 
 

Suicide and suicide attempts are also more common in people with eating disorders. 

Studies by Kwan et al (2017) exploring the role of perceived burdensomeness and 

thwarted belongingness documented an association with eating  disorder  symptoms 

and suicide risk. Perceived burdensomeness more frequently explained this association 

than thwarted belongingness, which was consistent with other studies (Cero et al, 

2015; Woodward et al, 2014). Three studies conducted by Van Orden et al (2008) 

tested and supported the IPT hypotheses. Thwarted belongingness and perceived 

burdensomeness predicted suicidal ideation and individuals with greater numbers of 

previous suicide attempts were shown to have greater levels of acquired capability. 

Painful and provocative experiences significantly predicted acquired capability scores. 

The interaction of perceived burdensomeness with acquired capability predicted 

clinician-rated risk for suicidal behaviour (Van Orden et al, 2008). 

 
 

In a cross-sectional study of individuals with chronic pain, hierarchical regression 

analysis was used to investigate perceived burdensomeness and thwarted 
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belongingness and suicide ideation (Wilson et al, 2017). After adjustment for known 

risk factors related to mental health and pain, perceived burdensomeness significantly 

predicted suicidal ideation, but thwarted belongingness did not.  When  there  were 

high levels of thwarted belongingness, however, perceived burdensomeness was a 

strong predictor, and at low levels, it was not. Hopelessness, gender (being male) and 

prior suicide attempts were independent predictors. 

 
 

The IPT was tested in a large Australian community-based cohort across different age 

groups, using scales measuring the IPT constructs as well as suicidal ideation, plans 

and attempts (Christensen et al, 2013). Support for interactions between perceived 

burdensomeness and thwarted belongingness and suicidal ideation were  found,  as 

well as interactions with capability and ideation for plans and/or attempts. Thwarted 

belongingness was a stronger predictor for suicidal ideation in males. Hopelessness was 

key in both suicidal ideation and behaviours. The IPT explained more variance than 

epidemiological models using mental disorders as predictors; however, not all 

predictions of the theory were satisfied. Across the full sample, for example, thwarted 

belongingness and perceived burdensomeness interactions did not significantly account 

for suicidal ideation. Younger adults showed more variance in suicidality explained by 

the model than older adults (Christensen et al, 2013). 

 
 

Ma et al (2016) undertook a systematic review to identify support for the IPT and 

presented gaps in the evidence base. Across 66 identified studies, 206 tests adjusted for 

the presence of thwarted belongingness, perceived burdensomeness, and acquired 

capability and/or mental health measures (like depression, anxiety, hopelessness) on 

suicide ideation and attempt. Mixed evidence resulted, as shown in Table 3.2 below. 
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Table 3.2: Statistical significance of the effects of the IPT constructs on suicide ideation 

and attempt based on adjusted tests (N=206) 

Source: Ma et al, 2016, p.37 

Perceived burdensomeness was the most tested and supported relationship,  with  

82.6% of studies found to be significant on suicidal ideation across diverse 

populations. Perceived burdensomeness was shown to contribute to a considerably 

larger amount of variance (36% to 41%) than thwarted belongingness (6%) to suicidal 

ideation (Ma et al, 2016). Thwarted belongingness was tested less frequently than 

perceived burdensomeness and was found to be significant in 40% of studies on suicidal 

ideation across a range of settings. It had a moderate median effect size compared to 

the large median effect size reported for perceived burdensomeness in studies showing 

significance. Just over half of the studies found a significant effect for acquired 

capability on suicide attempt across diverse settings and populations, with a moderate to 

large median effect size (Ma et al, 2016). Mixed results were found in the small number 

of studies that tested the interaction effects between constructs. Significance between 

perceived burdensomeness and thwarted belongingness in predicting suicidal ideation 

was shown in 66.6% of the tests. Significant interaction between all three constructs 

and suicide attempts was shown in 42.8% (which equated to three out of seven tests). 

The authors concluded, “overall, these results suggest that, at this point in time, the 
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IPTS may not be as clearly defined nor supported as initially thought” (Ma et al, 2016; 

p.40). Further high-powered studies examining the two-way and three-way 

interactions, including longitudinal designs, were recommended so as to advance 

theoretical and clinical progress (Ma et al, 2016). 

3.4 Australian Farmers and the IPT 

The three integral constructs postulated by the (IPT) to underpin suicidal behaviour 

may be used to explain some of the personal and contextual factors contributing to 

farmer suicide in Australia. 

3.4.1 Thwarted belongingness 

 
Depression and social isolation have been shown to increase thwarted belongingness 

and subsequent suicidal ideation (Van Orden et al, 2008). Social isolation  is 

recognised as a major risk factor for suicide (Van Orden et al, 2010). Isolation 

(geographical, social and emotional) has been identified as a possible risk factor for 

suicide in rural men and farmers (Hirsch, 2006; Judd et al, 2006a; Judd et al, 2006b), 

although further understanding of what farmers perceive as isolation is needed 

(McPhedran & De Leo, 2013). During times of drought and other external market 

pressures, farmers may have to work even longer hours than usual and may not have 

the time or the money to attend social engagements they previously may have, which 

can increase isolation even further (Fennel et al, 2016). A study exploring drought- 

affected South Australian farmers also found that besides longer working hours, a lack 

of understanding from the broader community could further extenuate feelings of 

isolation (Fennell et al, 2016). The financial strain and pressure on farmers can also 

affect interpersonal relationships: “Wife said she couldn’t stand the stress, drought, 

poverty, and my sourness any longer. Packed up, took the car and left. After 38 years. 

Probably 35 reasonably happy” (a male in his early 60s from Fennell et al, 2016, 

p.107). Others have shown the impact of drought on intimate relationships for farmers 
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(Pearce, 2009). A psychological autopsy investigation of suicide deaths in farmers in 

NSW and QLD found relationship problems, recent separation and divorce a 

predominant feature in the men found to suicide in response to acute life stresses (Kunde 

et al, 2017a). This supports work done by Kõlves et al (2010), which found separation 

to be a strong influencer in subsequent suicidal thoughts and behaviours in Australian 

men. Furthermore, thwarted belongingness was found to be a stronger predictor for 

suicidal ideation in an Australian community sample for males than females 

(Christensen et al, 2013). Overlapping and inter-related states of isolation and 

relationship difficulty may translate to thwarted belongingness in Australian farmers. 

 
 

Wellbeing has been linked to psychological life satisfaction. Life satisfaction variables 

may be a function of multiple domains (O’Brien  et al,  2012).  How  these multiple 

life domains combine to form psychological satisfaction was explored in a study 

comparing drought affected farmers and a general community sample. Farmers’ life 

satisfaction was shown to be significantly lower than the general community sample 

after adjusting for confounders (O’Brien et al, 2012). Two “supra-domains” emerged: 

“satisfaction with connectedness” and “satisfaction with efficacy” where efficacy 

mediated the link between connectedness and overall psychological satisfaction. For 

farmers the connectedness supra-domain was linked to contentment with relationships, 

community connections, spirituality, safety and health and was strongly  correlated 

with the efficacy supra-domain which comprised contentment with standard of living, 

security for the future and achievement in life. For farmers and general community 

connectedness predicted efficacy, which predicted overall satisfaction (O’Brien et al, 

2012). “Satisfaction with connectedness” could be translated to “belongingness”, and 

“satisfaction with efficacy” could be linked to feelings of having a role to play,  or  

lack of “burdensomeness”. As already suggested, thwarted belongingness influences the 
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role of perceived burdensomeness, just as in this study, satisfaction with  

connectedness predicted efficacy. This study directly measured farmers’ perceptions of 

connection to community and key relationships and how it influenced their sense of 

health, safety and achievement in life. If relationships break down, or other forms of 

isolation are present (lack of satisfaction with connectedness), it follows that a 

subsequent sense of “thwarted belongingness” could enhance “perceived 

burdensomeness” (lack of satisfaction with efficacy) which could lead to psychological 

dissatisfaction, which may then lead to suicidal thoughts and behaviours. 

3.4.2 Perceived burdensomeness 

 
Severe and ongoing weather conditions occurring over the past decade have left a huge 

social and health impact on Australian farmers. There has been unprecedented hardship 

for many, with growing levels of debt and the inability to farm profitably (Alston, 

2012). The identity and sense of self-worth of the farming male is often entwined with 

their farm and business, as well as other family members. Combined with the pervading 

culture of masculine stoicism (Alston, 2012), this can mean the male farmer can have  

a huge sense of personal failure in these circumstances. As described above, this may 

relate to their satisfaction with efficacy (O’Brien et al, 2012). Farmers may feel as 

though they are unable to succeed when others around them seem to be doing well, or 

family members before them have managed: “Having to talk to my in-laws about the 

strong possibility of stopping the business and selling the family farm after 6 

generations” (Fennell et al, 2016, p.106). This may fit with the construct of perceived 

burdensomeness. 

 
 

Kunde et al (2017a) suggested that for the men affected by relationship breakdown, 

feelings of perceived burdensomeness might be present. Their role as a father, for 

example, and/or sense of identity may be challenged. Their separation may lead to social 
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isolation, which may contribute to feelings of burdensomeness to family and friends. 

This supports work by Kõlves et al (2011) showing traditional gender roles and 

masculinity can be threatened by separation and divorce and lead to feelings of shame. 

Older farmers affected by suicide in an Australian study were shown to have financial 

concerns and hardship commonly concurrent with depression at the time of death 

(Kunde et al, 2017a). Financial difficulties could also be related to feelings of perceived 

burdensomeness, as farmers are unable to pay bills, or were put in a position where 

they have to ask for money or welfare: “Little income due to drought. Dealing with the 

bank- makes you feel like you are begging to survive” (Fennell et al, 2016, p.106). 

 
 

Pain and physical illness are not only recognised as significant risk factors for suicide, 

(Conwell et al, 2011; Pompili et al, 2016) but, as described previously, they have been 

linked to the construct of perceived burdensomeness in the IPT (Van Orden et al, 2010). 

Psychological autopsy studies have linked pain, physical illness, functional impairment, 

depression and social participation with increased perceived burdensomeness (Van 

Orden et al, 2008; Van Orden et al, 2016). This has been supported in a small 

Australian psychological autopsy study, where pain and physical illness has been 

associated with farmer suicide, especially in older farmers (Kunde et al, 2017a). The 

authors relate this not only to the IPT’s acquired capability component, but also to 

farmers’ perception of burdensomeness, as the nature of their work is so dependent on 

physical and mental health. The connection between “satisfaction with efficacy” for 

overall psychological satisfaction as described above may also demonstrate this link 

(O’Brien et al, 2012). A qualitative study in South Australian farmers exploring 

perceptions of health found being able to function was highly linked to farmers’ concept 

of health. Injury and pain were described in ways that could be linked to perceived 

burdensomeness if it meant inability to carry out daily duties on the farm (Rawolle 
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et al, 2016). Pain may not only increase the likelihood of perceived burdensomeness, 

but also the likelihood of depression, which may increase social isolation and thwarted 

belongingness. Pain may also lead to increased acquired capability – making this a 

particularly pernicious combination and placing individuals at greatest risk for suicide 

(Silva et al, 2015). 

3.4.3 Acquired capability 

 
It appears three key aspects to the IPT component of acquired capability stand out in 

relation to increased risk for lethal self-harm: chronic pain and physical illness, access 

to and familiarity with means, and prior suicide attempt. These three aspects and their 

relationship to Australian farmers are discussed below. 

 
 

People who experience chronic pain are 2-3 times more likely to experience suicidal 

behaviour than the general population (WHO,  2014a).  Wilson  et  al  (2013)  found 

the IPT relevant to understanding elevated suicidal ideation among people  with 

chronic pain. Later work also supported the relevance of the IPT in this group (Wilson 

et al, 2017). The American literature suggests agricultural workers may be at increased 

risk for poorer health outcomes and a high prevalence of musculoskeletal pain due to 

agricultural activities (Fethke et al, 2015). Physical illness is also recognised as a major 

risk factor for suicide (Pompili et al, 2016; Van Orden et al, 2010). These findings may 

also be relevant in Australian farmers. In Australia, disparity has been shown between 

rural and metropolitan residents; with rural residents having an increased  prevalence 

of some chronic diseases and lower life expectancy (AIHW,  2016; Fragar  et  al, 

2011). Rural residents and farmers have been recognised as having increased risk for 

and prevalence of obesity, cardiovascular disease, some cancers and suicide compared 

to the general population (Rawolle et al, 2016). As described, farmers’ exposure to 

physical illness and pain has been linked with both the desire for suicide according to 
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the IPT and acquired capability (Kunde et al, 2017a). 

 

 

Access to means, and particularly in populations where familiarity with the use of 

firearms may also confer to reduced fear of their use, has been shown to relate to suicide 

risk (Anestis et al, 2017; Klieve et al, 2009). Insofar as farming involves repeated 

exposure to death (e.g., livestock ill-health and/ or slaughter) and the access and 

familiarity with fatal means such as firearms, by their occupation, farmers have 

increased capability according to this model. Farmers who had ready access to firearms 

and familiarity after using them from a young age, with increased need for them during 

times of drought, were highly likely to use them as a method for suicide (Kunde et al, 

2017a). In a psychological autopsy study of NSW and QLD farmers, two thirds of the 

deceased used firearms, and of the 38% who died by hanging, none had access to a 

firearm prior to death (Kunde et al, 2017a). This has been supported in other Australian 

studies (Arnautovska et al, 2016; Judd et al, 2006a; Taylor, 2005). 

 
 

Engaging in self-harm is the single strongest predictor of future suicidal behaviour, fatal 

and non-fatal (Arensman et al, 2016). Christensen et al (2013) found suicide plans and 

attempts were associated with capability to enact self-harm when testing the 

interpersonal theory of suicide in an Australian community-based cohort. Scant 

literature could be found on self- harm in Australian farming populations. However, 

some reported lifestyle factors associated with farming, such as working through pain 

to get farm jobs done (Rawolle et al, 2016) and increased alcohol misuse and its 

associated link to psychological distress (Brumby et al, 2013) may be related to self- 

harm which may reduce fear of death and habituate the farmer towards pain. These 

lifestyle factors may also increase the risk of illness, which has already been identified 

as being potentially relevant to increased risk for suicidal thoughts and behaviours 
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(Kunde et al, 2017a; Van Orden et al, 2010). Klieve et al (2009) reported that the group 

at highest risk of selecting firearms to suicide in Australia was older males from rural 

locations, which would equate with the demographics of farmers. This highly lethal 

method may explain why suicide death is more commonly reported in Australian farmers 

than suicide attempt. 

 

 

3.5 The Biopsycho-ecological model 
 

3.5.1 Components of the model 

 
Western medicine rests on the foundation of pathophysiology: the physiological 

processes associated with disease or injury, known as the biomedical model (Greaves, 

2002). Engel, in 1977, suggested “adherence to a model of disease no longer adequate 

for the scientific tasks and social responsibilities of either medicine or psychiatry” 

(Engel, 1977, p.129) was leading to a crisis that required a new way of organising 

medicine. He put forward the biopsychosocial paradigm, which went on to inform 

clinical research and practice in the 1980s and 1990s (Stineman & Streim, 2010). The 

biopsychosocial model recognises not just the biological components of disease as per 

the biomedical model, but also the reciprocal and dynamic influences of corresponding 

psychological and socio-cultural variables (Engel, 1980). This model acknowledges 

and addresses the role of social factors interacting with biological and psychological 

factors and deviates from the historical biomedical disease model that focuses solely on 

the disorder lying within the individual (Mitchell, 2000). More than 30 years after 

Engel’s innovation, Stineman & Streim (2010) stated “medicine is yet again in a crisis 

for largely the same reason; namely adherence to historical models of disease that are 

no longer adequate for the scientific tasks and social responsibilities of medicine” 

(Stineman & Streim, 2010, p.1036). They argued that neither the biomedical, nor the 

biopsychosocial frameworks were sufficient to “address the needs of the medically 
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complex and environmentally challenged populations of patients” (Stineman & Streim 

2010, p.1035). An expanded biopsycho-ecological model was offered to better 

understand illness, injury, participation restriction and activity limitation 

acknowledging the critical interface between the person and the environment 

(Stineman, 2011; Stineman et al, 2007; Stineman & Qu, 2007; Stineman & Streim, 

2010). 

 
 

Stineman (2011), investigating disability aetiologies, put forward the need to expand 

beyond both biomedical and socioeconomic paradigms so as to incorporate the effects 

of the environment on an individual’s health. Stineman et al (2007) recommended 

recognition be made of the linkages between biological, psychological, socioeconomic 

and environmental impacts, as depicted below in Figure 3.5. Stineman & Qu (2007, 

p. 543) described this as “the interface between the person’s internal and external 

worlds”. The highly interactive biopsycho-ecological framework recognizes multilevel 

functional hierarchies and acknowledges that while illness may reside in the body or 

the mind, the environment can improve or exacerbate this with physical or social 

influences (Stineman, 2011; Stineman & Streim, 2010). 

 
Figure 3.5: The biopsycho-ecological model of Health Environmental Integration 

 

 
Source: Stineman & Qu, 2007, p.544 
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In the foundational paper, Stineman and Qu (2007, p.543) wrote that “disability is  not 

a simple attribute of a person but rather a complex collection of conditions, abilities 

and personal values that must occur within physically and psychically accessible spaces. 

The biopsychosocial model is insufficient for expressing the multifactorial causes of 

disability. It lacks the physical environment, with facilitators and barriers that may 

enhance integration or contribute to isolation, respectively”. 

 
 

The same can be said for suicide, as it is widely recognised to be a complex, multi- 

faceted and global phenomenon (WHO, 2017a). The biopsycho-ecological model 

recognises the “complex interacting multilevel functional  hierarchies  beginning  at 

the cellular level and ending at the individual’s experience of the environment” 

(Stineman & Streim, 2010, p.1035). It makes sense to use this model as a context to 

place the IPT within, to assist us in better understanding, and addressing the problem of 

suicide in Australian farmers. 

3.5.2 Related models 

 
Bronfenbrenner’s model of Development Ecology (1979) attempts to describe the 

complex relationship between the individual and society, outlining four systems 

operating to influence the individual’s experience within their environment: micro, 

meso, exo and macro (Bronfenbrenner, 1979; 1994). This model acknowledges that  

the person is operating and developing within a context, with proximal and distal 

relationships, in which the individual and their environment changes over time, and 

everything is interrelated. Relationships, both between people and between the different 

systems (individual, organisational/community and societal), is the focus of this model, 

showing dynamic interaction to describe the individual in a group and a network. The 

individual is both affected by the other dimensions, and in turn also affects them 
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(Bronfenbrenner, 1994; Christensen J, 2016). 

 

 

Lang and Rayner (2012) put forward the idea that a return to ecological principles 

could be useful to address the health challenges of the future. Outlining five models of 

public health, they espouse an ecological approach to accommodate the complexity and 

multilayered connections of various dimensions: material, biological, cultural and 

social (Evans et al, 2013). The WHO (2016) uses an ecological framework to explain 

why some people are at higher risk of self-inflicted, interpersonal or collective 

violence, acknowledging the interaction of many factors at four different levels: 

individual, relationship, community and societal levels (WHO, 2016a; Krug et al, 2002). 

 
 

In 2002, the WHO stated that the main explanation for observed variations in health and 

life expectancy by socioeconomic status was the cumulative differential lifetime 

exposure to either health-promoting or health-damaging environments (WHO, 2002a; 

2002b). There are different ways in which the environment can impact on health, from 

environmental challenges such as air and water pollution through to deforestation 

(Negev et al, 2012). Bernstein (2014) examines how various components of health 

depend on biodiversity, as does WHO (2015) in the Connecting Global Priorities: 

Biodiversity and Human Health report. Hirsch and Cukrowicz (2014), investigating 

rural suicide concluded that any suicide prevention intervention should take account of 

both the person and the place, noting the importance of the community and 

environmental contexts on well-being. The importance of embedding individual 

suicide risk and protective factors within a larger framework of social, cultural and 

environmental considerations is clear: “we are not disconnected, clinically, from larger 

aspects of ecology” (Prescott et al, 2016, p.4). 
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Using case studies from three continents, Negev et al (2012) investigated how health 

impact assessment (HIA) may promote synergies between environmental and health 

disciplines across different local contexts to improve health and environmental 

outcomes. In particular, the authors investigated changes in collective understanding of 

the relationship between environment and health, procedures for cooperation between 

institutions, political opportunities for, and policy solutions to, environmental and 

health problems. Recognising that approximately 25% of preventable  diseases 

globally result from poor environmental quality (WHO, 2002b), the authors 

emphasised social and environmental influences on health (Negev et al, 2012). The 

definition of HIA as offered by Mindell and Joffe (2003) was utilised,  which  

describes HIA as an assessment of the potential health impacts of programs and 

policies, which may be technical and/or take a holistic socio-environmental approach, 

or a combination of both; with stakeholder participation paramount. HIA was found to 

contribute towards “collective understanding of the environment-health connection” 

and promoted the integration of health into decision-making, institutional and policy 

changes (Negev et al, 2012, p.64). The authors concluded that HIA may serve as a 

useful tool to bridge the gap between environmental and health sectors in order to 

mutually improve outcomes across diverse communities within local contexts, and that 

it may take many valid forms (Negev et al, 2012). Prescott et al (2016, p.1) claim 

“marginalized ecological aspects of health are destined to become an important 

consideration in the new frontiers of practicing medicine”. They focus on the influence 

the external and internal environment can have  on mental health, immune-function 

and mood and emphasize a new frontier involving bio-eco- psychological medicine 

(Prescott et al, 2016). 

 
 

Responding to the fact that Australian farmers experience higher rates of potentially 
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preventable chronic illnesses than the general population (AIHW, 2016; Fragar et al, 

2011), and that relatively little is known about how Australian farmers conceptualise 

health, Rawolle et al (2016) undertook a qualitative investigation on perceptions and 

definitions of health within a South Australian farming community. “Participants 

described an ecological understanding of health” which included multifaceted domains 

of the individual, family, farm-life and community (Rawolle et al, 2016, p. 313). This 

study related farmers’ perception of health to their ability to function and work as 

being reinforced by aspects within the environment, such as relating to nature and 

strong aspects of community and social support. Negative aspects of their environment, 

such as  stress  related  to the  “relentless  demands  of farming”  (Rawolle  et  al, 2012, 

p. 315)  or  a  culture  of  harmful alcohol consumption were related to health problems. 

 

 

In combination, these studies support the relevance of a biopsycho-ecological  

approach in order to better understand both farmer health and suicide. 

3.6 Empirical evidence for the model 

The biopsycho-ecological model evolved over two decades of research on human 

functioning (Stineman & Streim, 2010). Its development was supported by empirical 

findings (Stineman et al, 2007), theories of disability and independent living (Frieden 

et al, 1979; Kopec, 1995; Nagi, 1991), the international classification of functioning 

disability and health (WHO, 2001), policies of inclusion, as well as the social model of 

disability (Stineman & Qu, 2007). The model was empirically tested through cross- 

sectional analyses of more than 12,000 adults living in the United States with basic 

physical limitations (such as difficulties standing or reaching) (Stineman & Streim, 

2010). The physical environment was shown to impact significantly on limitations of 

activities of daily living. Kirschner et al (2009) stated, “Rehabilitation medicine is a 

leader in promulgating the biopsycho-ecological model of medicine” (Kirschner et al, 
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2009, p. 957). In searching the literature, it seems that few other fields have taken up 

this model, despite multiple recognition of the linkages between environment and 

health, for example in multiple sclerosis (Ebers, 2008); the public health domain 

(Frumkin, 2003; Kochtitzky et al, 2006); the built environment and its relationship to 

health (Rao et al, 2007; Rosenthal et al, 2007) and depression (Galea et al, 2005); 

obesity and physical activity (Gordon-Larsen et al, 2006; Leyden, 2003); and the 

association of poor housing with poor health (Hood, 2005). 

 
 

The biopsychosocial model recognises the ability of psychological states to influence 

somatic illness and vice versa. It also recognises the influence that culture, social 

attitudes and relationships have in the expression of illness (Stineman & Streim, 2010; 

Porcelli & Todarello, 2007; Hofkamp & Henrikson, 2007; Raichle et al, 2007; Wilz & 

Barskova, 2007). The biopsycho-ecological model expands further on this, to 

determine how a person can function and integrate within both physical and social 

environments (Stineman & Qu, 2007). It describes dynamic interactions between a 

person’s body, mind and surrounding physical world and society, with three 

“fundamental ecologies: external, internal and global” (Stineman & Streim, 2010, p. 

1038). External ecology speaks to the person-environment interactions; internal ecology 

to the subjective inner-life world; and global ecology to humankind’s interaction with 

the biosphere (Stineman & Streim, 2010). External “life space” relates to interactions 

with physical and social barriers or facilitators. “Life space shrinks as access to the 

physical and social environment declines… (and) expands as the individual 

experiences greater access to the physical environment and more connections with 

others” (Stineman & Streim, 2010, p. 1038). It includes measurable and less- 

measurable aspects of functional systems from a molecular level through to an 

individual person to the physical and social environment. Access to health care, 
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availability of means, the impact of media, stigma, cultural considerations such as a 

culture of heavy alcohol use, war, natural disaster and other climatic events such as 

drought, stresses of acculturation (such as in displaced or indigenous peoples), 

discrimination, isolation, violence and conflictual relationships have all been associated 

with increasing the risk for suicide (WHO, 2014a) and all of these could be described as 

elements of a person’s physical and/or social environment. Given these recognised 

influences that the environment has on both health and suicide risk (WHO, 2014a), 

future research into the application of the biopsycho-ecological model to the field of 

suicidology may produce worthwhile results. 

 
 

3.7 Australian farmers and the biopsycho-ecological model 

Australian farmers are inextricably linked with their immediate physical environment. It 

therefore would seem important to consider both potential risk for suicide (such as the 

effects of drought) and the promotion of health and protective factors for suicide (such 

as spending time in contact with nature) within the farmer’s environment. Social and 

physical aspects of the environment have already been described in detail in relation to 

global risk for suicide, as well as within the Australian farming population. These have 

also been linked to the IPT. In particular, climatic events such as drought and the 

impact this has on financial viability, lifestyle factors and relationships (thwarted 

belongingness and perceived burdensomeness); access and familiarity with means, 

especially firearms (acquired capability); social isolation (thwarted belongingness and 

perceived burdensomeness) and higher rates of pain and or physical illness (thwarted 

belongingness, perceived burdensomeness and acquired capability) have been 

highlighted as relevant to the Australian farming population. 

 
 

The answers to suicide and its prevention are not straightforward and have not been 
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found solely within the biomedical or biopsychosocial paradigms. No one theory, 

including the IPT, has offered a complete understanding or infallible predictive model 

for suicidal behaviour and therefore its treatment and prevention. This research program 

incorporates the wider biopsycho-ecological model, along with the IPT, in an attempt 

to provide a richer and broader framework for better understanding farmer suicide and 

addressing it through relevant, culturally specific and practical suicide prevention 

initiatives. 
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Chapter 4. Suicide Prevention 

 

The previous chapter provided the theoretical grounding for this particular program of 

research and highlighted areas warranting further research, with the goal of contributing 

to the understanding of factors related to farmer suicide. This chapter details the 

frameworks pertaining to suicide prevention and summarises what has been 

recommended in order to address farmer suicide. Within these contexts, the research 

program rationale and project aims will follow. 

 
 

In recent years there has been a global imperative to prioritise suicide as an important 

and significant public health concern, and  for suicide prevention to become a focus  

for public health policy and initiatives. In May 2013, the first ever Mental Health 

Action Plan of the WHO was adopted, with suicide prevention integral. The goal was 

set to reduce suicide in member countries by 10% from a baseline 2012 level by the 

year 2020 (WHO, 2013). If we are to reduce the toll of suicide in Australia, and indeed 

meet this target, alongside working towards Suicide Prevention Australia’s (2017) 

vision of “a world without suicide”, then much more must be done. 

 
 

Collating evidence and input from across the globe for their first world suicide 

prevention report, Preventing suicide: A global imperative, WHO (2014) recommend 

national strategies that involve multi-sectoral, multi-level governmental and non- 

governmental, health and non- health involvement, combined with comprehensive 

community collaboration. Improved surveillance, the inclusion of media for responsible 

reporting and information dissemination, and policies related to alcohol and mental 

health; in particular, are highlighted as important. Early prevention is deemed 

paramount, with each national strategy recommended to establish best practices and 

evidence-based interventions according to their cultural and social context (WHO, 
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2014a). Engaging those who have already attempted suicide is critical, as prior suicidal 

behaviour is the strongest predictor of future suicidal behaviour (O’Connor & Pirkis, 

2016). Continuity of care during the time after patient discharge from inpatient to 

outpatient treatment following a suicide attempt has also been recognised by the WHO 

and others as crucial for patient safety and to prevent reattempt (Fleischmann et al, 2008; 

Hepp et al, 2004; Kennard et al, 2015; Sakashita & Oyama, 2016). 

 
 

It is  been widely recognised for decades that suicide is complex and has many 

different etiologies, pathogeneses and expressions (Silverman & Maris, 1995). 

Epidemiology has identified numerous subgroups at particular risk of suicide; 

increased knowledge about risk and protective factors in general; and shown there is 

cultural variability for both risk and protective factors (Silverman, 2016). Whilst great 

advances have been made in knowledge about suicide and its prevention, from 

improvements in neurobiology to genetic understanding to social and cultural 

perspectives (O’Connor & Pirkis, 2016), others are urging for change in research and 

practice (Callisen, 2017). White (2017) urges us to “rethink what it means to study 

suicide and enact practices of suicide prevention in more diverse and creative, less 

psychocentric and less depoliticized, ways” (White, 2017, p. 472). Broader social, 

political and cultural contexts must be taken into account in both suicide prevention 

research and practice to maintain compassion for the individual while working towards 

more socially just conditions that incorporate such things as entrenched social 

inequities and social-historical perspectives. We have more to understand, especially 

about protective factors (Hjelmeland & Knizek, 2016; Silverman, 2016). Hjelmeland 

and Knizek (2016) argue that research to date has had a disproportionate focus on 

quantitative studies attempting to explain suicide, rather than attempting to understand 

it, which may include an increase in critical qualitative studies. Despite the many 

inroads that have been made towards suicide prevention, we have not seen national 
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suicide prevention strategies yet achieve the hoped-for reduction in suicides (Walter & 

Pridmore, 2012; White, 2017). There is agreement that more needs to be done to 

further reduce loss to what is mostly believed, to be a preventable 
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death (White, 2017; WHO, 2014a; 2017). 

 

 

 
4.1 Suicide prevention frameworks 

When categorising prevention strategies in public health Hadlaczky et al (2016), 

describe two evidence-based frameworks that are commonly used. These are: the 

Primary, Secondary and Tertiary (PST) model, which relates to treatment mechanisms; 

and the Universal, Selected, Indicated (USI) model, which relates to target populations. 

4.1.1. Primary, secondary and tertiary suicide prevention 

 
The Primary, Secondary, Tertiary (PST) model comes from the traditional health sector 

model for prevention. Primary, secondary and tertiary suicide prevention describe 

activities directed towards groups before suicidal behaviours occur, to those  who are 

at increased risk or as suicidal behaviours occur, and after suicidal behaviours have 

occurred, respectively (Hadlaczky et al, 2016). 

 
 

Primary prevention 

 

Primary prevention includes interventions that aim at preventing or impeding suicide 

before any suicidal behaviours occur. There are two categories of primary prevention. 

One aims at reducing or eliminating known risk factors; for example reducing access to 

means, preventing bullying in schools, stigma reduction campaigns or reducing alcohol 

consumption. The second involves promotion of protective factors such as healthy 

lifestyles, increasing awareness and understanding of mental health and suicide, 

accessing health care, skills building programs, educational approaches, and assisting 

people with self-care (Hadlaczky, et al, 2016; Maris, 2002; Ross & De Leo, 2015; 

Wilcox & Wyman, 2016). 

 
 

Suicide prevention activities that address primary sources of stress, such as workplace 
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operational factors, may be beneficial (Witt et al, 2017). Some have suggested 

workplace primary prevention initiatives are relatively neglected, and an increased 

focus on these may yield better suicide prevention results (Witt et al, 2017). 

Furthermore, approaches which integrate behavioural and  physical  health  domains, 

as well as further replication of studies and evaluation are needed (Wilcox & Wyman, 

2016). 

 
 

Secondary prevention 

 

Secondary suicide prevention interventions seek to recognise signs of suicidality or 

illness early in order to provide early identification and treatment. This may involve 

screening at- risk populations (Hadlaczky et al, 2016), pharmacological and/or 

psychological interventions, and follow-up care to maintain adherence to therapy (in 

particular antidepressant use) (Ganz et al, 2010; Mann et al, 2005). Antidepressants  

are the most widely used medication in secondary suicide prevention; however,  

studies evaluating their effectiveness in reducing suicide and suicide attempts have had 

mixed results (Ganz et al, 2010; Mann et al, 2005). 

 
 

Gatekeeper Training (GKT) falls under the secondary suicide prevention category, 

although some training programs can involve a mix of primary and secondary 

prevention efforts. Training of physicians, professionals and/or key members of the 

community who may come in contact with those at risk may be included, and GKT may 

assist people in how to identify, assess and manage (or refer) mental health problems 

and increase knowledge about available health services. It may also seek to develop 

knowledge, skills and attitudes to improve beliefs about suicide, increase help-seeking 

and enhance self-efficacy to intervene. In doing so, these programs also have the 

potential to promote protective factors (Wilcox & Wyman, 2016). Zalsman et al’s 
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(2016) systematic review of suicide prevention initiatives documented GKT studies in 

various populations across the world including indigenous people, individuals with 

depression, military personnel, school staff, youth workers, peer helpers and clinicians. 

Promising effects on knowledge, skills and attitudes, and in some  instances,  a 

decrease in suicide or suicidal behaviour was shown. However, these studies lacked a 

control group and the authors noted that GKT alone has not been shown to impact 

suicide rates in any RCT to date (Zalsman et al, 2016). 

Tertiary prevention 

Tertiary interventions target those who are already experiencing or suffering from 

suicidal ideation and/or behaviours in an attempt to arrest the progression of ill-health 

or to reduce the consequences (Wasserman & Durkee, 2009). More specifically, these 

interventions are directed at people who have survived suicide attempts, as well as 

those who have been bereaved  by  suicide  (Hadlaczky  et  al,  2016;  Wasserman  et 

al, 2016). Therapy and crisis intervention are also examples of tertiary prevention 

(Premack Sandler, 2009). 

4.1.2. Universal, selective and indicated prevention strategies 

The USI model: Universal, Selective, Indicated; was proposed in 1994 by the United 

States Institute of Medicine and is based on Gordon’s (1987) operationally defined 

classification of disease (Hadlaczky et al, 2016). This model has gradually replaced the 

traditional PST model and has been adopted for suicide prevention strategies in 

Australia, and across the world (Commonwealth of Australia, 2007; Ross & De Leo, 

2015). Therefore, this model is most relevant to the work undertaken as part of this 

research program. 
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Universal strategies 

 

Universal strategies target the whole of a population with no prior screening in  

relation to suicide risk and aim to maximise health and minimise suicide. The focus may 

be on increasing help-seeking and access to health care; as well as reducing barriers to 

help, improving social support and strengthening other protective processes and/or 

changing the environment. Initiatives may involve the promotion of mental health, 

reducing access to means, improving responsible media reporting or limiting harmful 

activities such as alcohol misuse or abuse (WHO, 2010; 2014). Addressing whole 

sections of the population, without identifying individual risk, universal strategies may 

also involve mental health policies, efforts to raise awareness, education and/or 

population screening (Sakashita et al, 2016). 

 
 

Selective strategies 

 

Selective strategies are targeted towards recognised vulnerable groups within a 

population, or those within a population who have been identified as potentially at risk 

of suicide (Hadlaczky et al, 2016). Groups may include people who have been abused, 

suffered trauma, conflict or disaster, migrants, refugees, and those who have been 

bereaved by suicide or who suffer from clinical depression (Yip, 2005). These groups 

may not be expressing suicidal behaviours, but for individual (biological and/or 

psychological), social or environmental reasons, they may be at increased risk 

(Hadlaczky et al, 2016). The potential for suicide is known to be higher in these subsets, 

even though not all members of this group will be at risk (WHO, 2014a). Interventions 

directed towards these groups may mitigate the specific risk factors for which the 

subset has been selected. Offering specific services to these groups such as counselling 

or helplines or other support are also examples of selective strategies (WHO, 2014a). 
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GKT can also be considered a selective suicide prevention strategy (Chauliac et al, 

2016; WHO, 2012). GKT delivered to recognised at-risk populations, such as the 

elderly, has been recommended, undertaken and evaluated (Chauliac et al, 2016; WHO, 

2012). Characteristics such as occupation or occupational status (e.g., those who are 

unemployed), family history (e.g., those who have had a relationship breakdown or 

martial dissolution), age or gender may be used to categorise vulnerable groups selected 

for GKT intervention (WHO, 2012). 

Indicated strategies 

Indicated strategies target specific high-risk individuals within a population who have 

already made a suicide attempt or are displaying other early signs of suicidal thoughts 

or behaviour (WHO, 2014a). They may be also geared towards those with a diagnosed 

mental illness. The purpose of indicated strategies is to identify and treat these 

individuals and may include efforts to ensure psychosocial follow-up and support 

within the community (Lapierre et al, 2011; Sakashita et al, 2016). Individuals may 

come to indicated prevention strategies via targeted screening or referral by other 

members of the community, teachers, parents or peers (Hadlaczky et al, 2016). 

Other examples of indicated strategies may involve community support for vulnerable 

individuals, follow-up for patients leaving health-care facilities, education for health 

care workers, or programs to further improve recognition and treatment of mental 

illness and/or substance use disorders (WHO, 2014a). After patient discharge from 

inpatient to outpatient treatment following a suicide attempt, continuity of care has 

been recognised by the WHO and others as crucial for patient safety (Kennard et al, 

2015) and is a well-recognised indicated suicide prevention activity. Effective 

psychosocial support at this time may reduce the likelihood of progression to full suicide 
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in the future (Sakashita et al, 2016). An underrepresentation of programs addressing 

continuity of care for people with prior suicidal behaviour was found in an Australian 

review of suicide prevention programs in QLD (Arnautovska et al, 2013), despite the 

majority of programs involving selective or indicated strategies. The authors stated that 

interventions for high-risk groups have so far been shown to be only rarely effective, 

and that promoting more constructive coping mechanisms and  help-seeking 

behaviours may contribute to empowering communities and improved suicide 

prevention outcomes (Arnautovska et al, 2013). 

4.2 The public health approach to suicide prevention 

Public health has been defined as: “The science and art of promoting health, preventing 

disease, and prolonging life through the organised efforts of society” (WHO, 1998). The 

public health approach to suicide prevention (Figure 4.1), works across the sectors with 

strong collaboration between, and clearly defined roles for suicide prevention 

stakeholders (Yip, 2011). A focus of the public health approach is on identifying the 

patterns of suicide and related behaviours in a group or population (WHO, 2012). 

Traditionally used to control epidemic diseases, the WHO (2012; 2014) also recognises 

its application to the problem of suicide. The approach taken is to either change the 

environment to protect people or change behaviours that put people at risk (WHO, 2012). 
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Figure 4.1: The public health model 

Source: WHO, 2014a, p.13 

The fundamental activities that comprise the public health approach to suicide 

prevention are surveillance systems to measure the occurrence of suicide within a 

population; epidemiological research to identify risk and protective factors; 

development and evaluation of comprehensive interventions; and implementation of 

evidence-based programs with ongoing evaluation (WHO, 2014a; 2012; Yip, 2011). The 

public health approach and the USI model are now recognised as key to best-practice 

suicide prevention (Stone & Crosby, 2014; Wasserman & Durkee, 2009; WHO 2014; 

2012; Yip et al, 2012). Australia, along with other countries, has developed a 

comprehensive national suicide prevention strategy that incorporates both of these 

approaches. 

4.3 Health as key to suicide prevention 

The WHO states that key to preventing disease and injury is focusing on risks to health 

(WHO, 2002a). Considering proximal and distal causes of a range of adverse health 

outcomes within any population will likely improve prevention, as suicide risk factors 

do not occur in isolation (Turecki, 2014; Turecki & Brent, 2016; WHO, 2014a). The 
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World Health Report 2002 – Reducing Risks, Promoting Healthy Life (WHO, 2002a) 

recognises the extensive benefits of investing in improving health rather than simply 

focusing on disease. The WHO (2002) strongly encourages individuals, organisations, 

communities and governments around the world to invest in and action population wide 

initiatives to improve health. They recognise that small shifts in the population can lead 

to major public health benefits. Taking a population-based public health approach to 

suicide prevention, where the aim is to make “healthy” behaviour a social norm for 

example, may improve a range of health outcomes as well as contributing to suicide 

prevention. 

 
 

Lifestyles and living conditions determine health status. Therefore, programs that help 

to create and support healthy lifestyles and environments that can maintain and protect 

health are critical (WHO, 1998). In Australia, and across the world, many programs are 

now adopting prevention strategies that include health promotion activities to improve 

health (Australian Government, 2017; Suicide Prevention Australia, 2017; WHO, 

2017b). 

 
 

Reducing risk will go only part of the way towards reducing suicide in the long-term, 

where furtherance of protective factors may help build for future suicide prevention 

endeavours (WHO, 2014a). Protective factors help to protect people against the risk of 

suicide and are considered equally important to consider and strengthen as interventions 

that focus on reducing risk factors (WHO, 2014a). Some protective factors counter 

specific risk factors and others protect against a number of risk factors. Protective factors 

may increase resilience, subjective personal wellbeing and positive coping strategies, all 

of which have been linked to diminished suicidal behaviour (WHO, 2014a). 
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4.4 Evidence-based suicide prevention and best practice 
 

The WHO, in setting an international vision and framework for national strategies (2014) 

champions a public health approach to suicide prevention, consisting of multifaceted 

interventions working across universal, selective and indicated layers. Many countries 

have adopted this framework and recognise that national suicide strategies should 

include each of these levels of prevention to be maximally effective (Stone & Crosby, 

2014; Wasserman & Durkee, 2009; Yip et al, 2012). 

 
 

In a systematic literature review of the effectiveness of suicide prevention strategies, 

Mann et al (2005) found that  physician education to recognise  and treat  depression, 

as well as restricting access to lethal means were shown to reduce suicide rates; with 

other interventions such as public and media education and screening programs needing 

more evidence of efficacy. A recent update of this work by Zalsman et al (2016) 

suggested that no single suicide prevention strategy stands out as superior to others, with 

a combination of evidence- based strategies asserted to be most effective. The authors 

reported that evidence for means restriction for suicide prevention had grown since 2005, 

especially for suicide by jumping in suicide “hotspots” and also for analgesic control. 

Suicide attempts and ideation were shown to be reduced in school-based awareness 

programs (Wassermann et al, 2015). The anti- suicidal effects of pharmacotherapeutic 

interventions such as lithium and clozapine were substantiated, and the effectiveness of 

both pharmacological and psychological treatments of depression were deemed 

important. There was insufficient evidence for screening in primary care, general public 

education and media guidelines to  appraise  suicide  prevention  gains  (Zalsman  et  

al, 2016). The authors concluded that suicide prevention could benefit from more 

randomised-controlled trials (RCTs) and better evaluation of initiatives with robust 

research designs. Better evaluation has also been  recommended  for  suicide 

prevention activities in Australia (Arnautovska et al, 2012). 
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In a review of evidence-based strategies, nine strategies were deemed likely to reduce 

suicide deaths in Australia, shown in Figure 4.2 (Christensen H, 2016). Community and 

public health interventions such as awareness programs and reducing access to lethal 

means; training of frontline staff, GPs, within schools and workplaces; medical and 

health interventions; psychological treatment; and care after a suicide attempt were 

included. Psychosocial treatments and coordinated/assertive/brief aftercare have shown 

the greatest impact on suicide attempts in Australia, and reducing access to means, 

gatekeeper training, psychosocial treatments and GP training have shown the biggest 

reductions in suicide deaths (Krysinska et al, 2016) A systems approach 

is recommended, which requires  multilevel components  working  simultaneously  in 

a localised  region,  ranging  from  the  individual level to public  health 

interventions (Krysinska et al, 2016). 

Figure 4.2: Strategies likely to reduce suicide death 

 
 

Source: Christensen H, 2016, p.9 
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4.5 Suicide prevention for Australian rural and farming communities 

 

 
Culturally specific 

 

As outlined in Chapter 1, it has been recognised that “rurality” differs, as do rates of 

suicide, within and between different regions of Australia, and across the world 

(Arnautovska et al, 2016; Stark et al, 2016). Therefore, the interventions should 

recognise these issues and aim to work in culturally specific and appropriate ways 

according to the specific risk factors in any given area (Stark et al, 2016). 

 
 

Greater understanding of rural specific factors and particular stressors 
 

Hirsch & Cukrowich (2014) in a review of international literature, recognised that there 

is a significant gap in knowledge in terms of the understanding of factors associated with 

suicide and appropriate prevention strategies for rural and isolated communities, which 

warrants further investigation. This has been supported by others internationally and 

within Australia (Arnautovska et al, 2016; Stark et al, 2016). Examining rural and remote 

suicide in Australia, McKay et al (2012) recommended greater recognition of particular 

stressors within the rural and farming context by governments, health service providers 

and the research community, as well as the need to facilitate education and training 

within this context. They also recommended that lifestyle factors associated with suicide 

risk, such as increased alcohol consumption and work stress be addressed with culturally 

appropriate and flexible sources of support which “may include ‘upskilling’ key 

members of the community to provide treatment and/or referral services” (McKay et al, 

2012, p. 18). 

 
 

Training of key members within rural communities 

 

Fuller & Broadbent (2006) recognised frontline workers as one such group of key 

members of the community. They recommended for the rural context that there be 
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improved links between health services and frontline workers – that is, those who work 

in agriculture, finance, environmental and livestock management. Developing skills in 

these frontline workers so as to better recognise and respond to farmers in distress, in 

conjunction with improved community knowledge of local referral pathways to mental 

health care were proposed as being advantageous (Fuller & Broadbent, 2006). 

Workplaces have been recognised as an area where GKT or similar can equip people to 

better understand the impacts of mental ill health and promote better mental health and 

prevention (Doran, 2013), and may be cost-effective (Kinchin & Doran, 2017). 

Examining suicide in drought-affected rural communities in Victoria, Guiney (2012) 

suggested community support and mental health awareness programs may have 

contributed to improving the management of stress and suicide risk within these 

communities. 

 
 

Programs to reduce stigma and increase help-seeking 

 

Stigma associated with mental health problems and suicidal behaviour remains a 

significant issue that impacts on help-seeking (WHO, 2014a). Stigma reducing 

campaigns may not only assist with service utilisation for mental health problems, but 

also be beneficial in assisting social relationships, which may improve outcomes even 

further (Crawford & Brown, 2002). Handley et al (2012; 2012b) found perceived social 

support, community belonging and engagement as important factors in reducing 

suicidal ideation in a rural Australian population. The level of disability and the severity 

of the mental health condition experienced may be less important in determining mental 

health service use than the perceived stigma attached around seeking that help (Handley 

et al, 2014). Therefore, perceptions towards mental illness and attitudes towards help- 

seeking are vital considerations for the development, implementation and evaluation of 

rural suicide prevention initiatives (Handley et al, 2014). Suicide Prevention Australia 
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(SPA) has argued for campaigns to improve knowledge and literacy of mental health 

and to reduce social stigma regarding mental illness and help-seeking in rural and 

remote communities. They have described such initiatives as “central” to reducing the 

burden of suicide and self-harm within this population (SPA, 2008). 

 
 

Addressing means 

 

Means restriction has been shown to be an effective avenue for suicide prevention in 

some instances (Yip et al, 2012). In countries where self-poisoning by pesticides is 

prevalent, restriction on their availability has contributed to reduced suicides (Zalsman 

et al, 2016). Firearms seem to be a relevant factor in Australian farmer suicide, with one 

study showing firearms accounted for 51% of farmer suicides, compared with 23% of 

suicides among the general Australian male population during the same time period 

(Booth et al, 2000), and a more recent study implicating firearms in more than half of 

farmer suicides (Kunde et al, 2017a). Whether or not this can be applied to suicide 

prevention strategies is yet to be answered. Firearms are considered a vital tool of the 

trade for farmers, used to control pests, the slaughter of animals for consumption, and to 

euthanise sick or injured livestock. In Queensland, there has been growing frustration 

from farmers who have been subjected to increased scrutiny from police and 

experiencing greater difficulty in obtaining gun licences for primary production use 

(Maudsley, 2017). Agricultural groups such as AgForce are calling for practical changes 

to regulations and streamlining of processes so as to allow farmers to do their jobs 

effectively and to only restrict access to firearms with justifiable reasons, such as mental 

disorder (Maudsley, 2017). In England and Wales, it has been shown that farmers are 

significantly more likely to use firearms as a means to suicide (Booth et al, 2000). In this 

same study, contact between farmers and non-farmer controls were the same for general 

practitioners and mental health services in the three months prior to death, however over 
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30% of farmers presented exclusively with physical health symptoms. The authors 

recommended not only that GPs consider depression and suicidal intention in farmers 

presenting with physical health problems, but also that firearms be temporarily removed 

should depression be diagnosed. The authors postulated that the high rate of suicide in 

this group may be greatly influenced by access to firearms as a lethal means (Booth et 

al, 2000). Kunde et al (2017a) recommend that strategies to reduce farmer suicide in 

Australia should include means restriction (i.e., firearms), on presentation to a health 

professional. 

 
 

Better evaluation 

 

Better evaluation of suicide prevention programs is needed in Australia. A literature 

review of existing suicide prevention initiatives in Australia for the rural population 

(targeting farmers and the indigenous populations) found very few initiatives provided 

an evaluation of their outcomes, and only some reported any results of their activities 

(Arnautovska et al, 2012). If evaluations were conducted, most did not involve a control 

group and therefore assessment of interventions making a difference was difficult 

(Arnautovska et al, 2012). The authors recommended better evaluation of suicide 

prevention strategies in rural areas to ensure no groups were overlooked and that the 

initiatives were effective and valid. More recently, Kunde et al (2017a) recommended 

future evaluation of farmer suicide prevention programs is needed on their efficacy in 

reducing suicide, not just on immediate feedback of programs which has primarily been 

done to date. 

4.6 Summary of suicide prevention 

There is a need for more preventative activities in order to reduce suicide in Australian 

farming communities. Interventions which take a multi-layered approach and work 

across universal, selected and indicated levels are encouraged as best practice (WHO, 
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2014a). The public health approach to suicide prevention is also key to success (Stone 

& Crosby, 2014; WHO 2010, 2014; Yip et al, 2011). Aiming to restore the health of all 

people (Mitchell et al, 2000) and working across sectors (Yip, 2011), the public health 

approach seeks to identify patterns of suicide and related behaviours within a population 

(WHO, 2012). The public health approach may aim to either change the environment 

to protect people or change behaviours that put people at risk (WHO, 2012). Programs 

which link physical and mental health and take an upstream approach to improving 

overall health outcomes are encouraged (WHO, 2014a). 

 
 

Suicide prevention activities for Australian farmers should be culturally specific and 

understand the particular stressors related to farming. Training of key members within 

rural communities may be beneficial. Interventions that aim to reducing stigma and 

increase help- seeking and possibly address access to lethal means such as firearms, may 

also be useful. Better evaluation of suicide prevention programs targeting farmers is 

needed. 

 
 

This chapter detailed the frameworks pertaining to suicide prevention including primary, 

tertiary and secondary approaches as well as Universal, Indicated and Selective. The 

public health approach to suicide prevention and health as key to prevention were 

explored. Evidence based suicide prevention and best-practice principles were detailed. 

Strategies likely to reduce suicide death in Australia were summarised. The need for 

suicide prevention in Australian rural and farming communities to be culturally specific, 

involve greater understanding of rural specific factors and particular stressors and 

include training of key members in rural communities was described. Recommendations 

for programs to reduce stigma and increase help-seeking were explained. Access to 

means was discussed. The need for better evaluation of suicide prevention programs in 
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general and in rural communities was supported. 
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Chapter 5. Research program rationale and aims 

 

The previous chapter provided information about suicide prevention best practice and 

recommendations for rural and farmer suicide prevention. Within this context, the 

research program’s rationale and aims will be detailed. 

5.1 Program rationale 

Internationally, there is a recognised dearth of research in rural suicide (Stark et al, 

2016). Several countries, including Australia, have observed increased rates of suicide 

in rural areas and within certain occupations, such as farming (Milner et al, 2013; Stark 

et al 2016). In Australia, people working in farming and agriculture have been 

recognised as a particular at- risk group for suicide (Andersen et al, 2010; Arnautovska 

et al, 2016; Milner et al, 2015; Page & Fragar, 2002). Overall contributors to higher 

suicide rates in Australian rural areas remains unclear (Inder et al, 2014). The evidence 

to date suggests that Australian farmers may be at increased risk of suicide due to 

isolation, both physical and emotional (as a result of relationship breakdown); access to 

and familiarity with lethal means such as firearms; environmental, financial and political 

stressors; a culture of stoicism and dominant masculine norms; perceived and social 

stigma; reduced access to services; physical and mental illness; reduced help-seeking 

and specific pressures related to farming such as intergenerational business partnerships; 

public opinion; lifestyle factors and long working hours (Alston, 2012; Arnautovska et 

al, 2016; Berry et al, 2011; Brew et al, 2016; Bryant & Garnham, 2015; Fraser et al, 

2005; Inder et al, 2014; Handley et al, 2014; Hanigan et al, 2012; Judd et al, 2006a; Judd 

et al, 2006b; Judd et al, 2006c; Kennedy et al, 2014; Klieve et al, 2009; Kõlves et al, 

2012; Kunde et al, 2017a; McKay et al, 2012; McShane et al, 2016; Milner et al, 2012; 

O’Brien et al, 2014; Stark et al, 2016). Nevertheless, there is a need to better understand 

the phenomenon of farmer suicide and how farming communities perceive the issue. In 

particular, what do farmers themselves perceive as risks/causes for suicide; what do they 
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perceive may be able to protect against suicide; and what are their general attitudes 

towards help-seeking as well as suicide? 

 
 

A number of different models that attempt to explain suicide exist. The theoretical 

framework underpinning this research program is the IPT (Hagan et al, 2016; Joiner, 

2005; Van Orden et al., 2010) (See Chapter 3 for details). The theory posits that people 

die by suicide because they want to (perceived burdensomeness and thwarted 

belongingness) and they can (acquired capability) (Joiner, 2005). This theory links to 

the known risk factors as mentioned for increased rates of suicide in rural areas and 

farmers. In addition, I have also applied a wider biopsycho-ecological model (Stineman, 

2011; Stineman et al, 2007; Stineman & Qu, 2007; Stineman & Streim, 2007) which 

acknowledges farmers’ inextricable links with their environment and the impact it has 

on their overall health and risk for suicide. There is limited literature examining the 

relevance of the IPT or the biopsycho-ecological model to farmer suicide. 

 
 

A public health approach to suicide prevention, incorporating all levels of the Universal, 

Selected, Individual (USI) model is considered to be best practice, (Commonwealth of 

Australia, 2007; Stone & Crosby, 2014; Wasserman & Durkee, 2009; WHO 2010, 2014; 

Yip et al, 2014) and is the recommended approach by the WHO (2014). Recognising the 

variation in rural suicide (Arnautovska et al, 2016; Stark et al, 2016), programs need to 

be culturally appropriate and to consider socio-demographic background in any 

particular area (McKay et al, 2012; Stark et al, 2016). Also understood to be important 

is an “upstream” population- based approach to suicide prevention, which focuses on 

health as key to prevention (WHO, 1998; 2002; 2014; 2017). Programs and initiatives 

that build resilience and skills in individuals and populations and enhance protective 

factors are also encouraged in the WHO (2014) benchmarks for national strategies. In 



92  

Australia, there is a significant gap in the understanding of farmer suicide, which limits 

the development of appropriate prevention strategies. In addition, there has been limited 

evaluation conducted in suicide prevention initiatives, and this is particularly so in rural 

and farming settings (Arnautovska et al, 2013). 

 
 

The WHO recommends the promotion of healthy lifestyle choices to encourage both 

physical and mental wellbeing (WHO, 1998; 2002; 2017). Physical illness and pain have 

been linked to suicide in Australian farmers (Kunde et al, 2017a), and Australian farmers 

have been shown to have increased morbidity and mortality in a wide range of physical 

illnesses (AIHW, 2016; Fragar et al, 2011). Also internationally recognised is the link 

between harmful use of alcohol and suicide (WHO, 2014a). Rural and farming 

communities in Australia have been shown to have increased rates of dangerous levels 

of alcohol consumption and resulting associated injury and disease (AIHW, 2016; 

Brumby et al, 2013; Kennedy et al, 2014). Australian farmers may seek help less for 

both physical and mental health concerns than their urban counterparts (Alston & Kent, 

2008; Caldwell et al, 2004; Judd et al, 2006a; 2006b; 2006c; Handley et al, 2014; McKay 

et al, 2012; Taylor et al, 2005). Programs to increase help- seeking and that link frontline 

agricultural workers to health services have been recommended (Fuller & Broadbent, 

2006; Guiney, 2012; McKay et al, 2012; Suicide Prevention Australia, 2008). In 

addition, programs that help to decrease stigma may not only work to increase help- 

seeking but may also contribute to improving other social outcomes (Crawford & 

Brown, 2002; Handley et al, 2012; Handley et al, 2014; WHO, 2014a). Finally, social 

connectedness has been recognised as a key protective factor for suicide and an anecdote 

to the risk factors of thwarted belongingness, as well as perceived burdensomeness 

according to the IPT (Van Orden et al, 2010). 
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A greater understanding of farmer suicide is needed (Inder et al, 2014) so that this 

information can be used to inform culturally appropriate suicide prevention strategies 

(Kunde et al, 2017a; McKay et al, 2012). Evaluation of suicide prevention interventions 

is necessary to demonstrate effectiveness (Arnautovska et al, 2013). 

Therefore, this research program will contribute to a better understanding of risk factors 

and attitudes towards farmer suicide and help-seeking in farming communities. This 

information will be utilised to develop, deliver and evaluate evidence-informed and 

culturally appropriate prevention activities within a rural and farming population. 

5.2 Specific Research Aims 

Specifically, this research program aims to: 

Aim 1: Investigate perceived risk and protective factors pertaining to farmer suicide in 

NSW and QLD; 

Aim 2: Investigate perceived attitudes of farmers in NSW and QLD towards suicide and 

help-seeking; and 

Aim 3: Develop, deliver and evaluate a culturally specific and evidence-informed 

suicide prevention program tailored for a rural and farming audience. 
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Chapter 6. Methodological Framework 

The previous chapter outlined the research program’s rationale and specific aims. This 

chapter describes the methodological framework used to achieve these aims. The 

program aims will be achieved through two components, which for clarity will be 

discussed individually below. These components utilised mixed methods research, 

comprising qualitative and quantitative parts. 

6.1 Study design 

Some researchers suggest that traditional, largely biomedical and quantitative 

approaches to suicide research and prevention should be reconsidered (Hjelmeland, 

2016; White, 2017). Hjelmeland and Knizek (2016) argue for more multi-layered 

methodological approaches to (re)theorise suicide and its prevention. They propose there 

is an overabundance of quantitative research and too little qualitative research, 

emphasising the need for increased funding, implementation and publication of robust 

qualitative research. Nevertheless, qualitative research is not without reproach (Bantjes 

& Swartz, 2017; White, 2017). It needs to be well designed so as to contribute to a 

different and deeper understanding of suicide, which may further contextually sensitive 

and culturally appropriate clinical practice and suicide prevention efforts (Hjelmeland 

& Knizek, 2016). Both qualitative and quantitative methods have recognised limitations 

and provide different perspectives (Creswell & Plano Clark, 2011). Mixed methods 

research therefore recognises the ability of both qualitative and quantitative approaches 

to complement one another to better address and understand a research problem (Plano 

Clark, 2017). Seeking consensus on a definition of mixed methods research, Johnson et 

al (2007) incorporated diverse perspectives, from 19 different definitions of mixed 

methods research provided by 21 highly published mixed methods researchers. The 

resulting composite definition was: 
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“Mixed methods research is the type of research in which a researcher or team 

of researchers combines elements of qualitative and quantitative research 

approaches (e.g. use of qualitative and quantitative viewpoints, data collection, 

analysis, inference techniques) for the purposes of breadth and depth of 

understanding and corroboration” (Johnson et al, 2007, p. 123) 

 
 

Recognising the vast complexities of suicide, and the influence of individual, social, 

cultural and environmental parameters on farmer suicide, as already discussed, a mixed 

methods approach was chosen as the most appropriate for this research program. The 

two components of this project, whilst both focused on rural and farmer suicide, involved 

separate and divergent studies. In designing the research program principles of the 

problem: farmer suicide; the purpose: contributing to better suicide prevention within 

this population; and the research questions guided development (Creswell & Plano 

Clark, 2011). The research questions directing the study were essentially: How can we 

better understand the risk factors for, and attitudes towards, suicide in farmers and rural 

people? And how may we provide a culturally appropriate intervention to this population 

and measure its impact? A combination of perceptions about suicide from farmers 

themselves was desired, as well as the ability to have more generalisable results 

determining the effects of a suicide prevention initiative targeting this population. 

 
 

Qualitative methods “honour the voices of participants, map the complexity of the 

situation, and convey multiple perspectives of participants” (Creswell & Plano Clark, 

2011, p. 7). In the design of Component one of this research work, a deeper and richer 

understanding of farmer suicide was sought from the perspective of people who lived or 

worked on a farm; therefore qualitative methods were deemed most appropriate. 

Quantitative methods were selected for the second component in order to measure 
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changes in variables known to be relevant to suicide prevention: namely stigma 

(Batterham et al, 2012; Batterham et al, 2013; Sheehan, 2017) and literacy of suicide 

(Batterham et al, 2013; Calear et al, 2012) as validated outcome measures, before and 

after a specifically designed suicide prevention program was delivered. 

 
 

A mixed methods multiphase design was applied in this research program, with a 

combination of qualitative and quantitative strands (Creswell & Plano Clark, 2011). The 

study design is presented in Figure 6.1. The study starts with the literature review and 

development of the suicide prevention training workshop. During the piloting phase 

additional information about farmer suicide and attitudes was collected in the frames of 

a qualitative study to further inform the content of the training workshop. All 

components contributed to a trial to test the impact of the training workshop (quantitative 

study). 

 
Figure 6.1: The study design 

 
 

 

 
The research program is divided into two partly simultaneous components, with the  

overall objective to better understand (Component One) and thereby address farmer suicide 

(Component Two). 
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6.2 Component One: A qualitative study exploring risk factors and attitudes towards 

suicide in farmers across NSW and QLD 

This qualitative research was part of a larger study (Australian Research Council 

Linkage grant (ARC LP120100021): “Influences on farmer suicide in Queensland and 

New South Wales”). The aims of the larger study were to determine the prevalence of 

fatal suicidal behaviours within farming related occupations of QLD and NSW; to 

determine the influences (as well as cultural and attitudinal factors regarding stigma, and 

help-seeking) related to fatal suicidal behaviour within farming-related occupations of 

QLD and NSW; to determine the developmental process, including the sequence of 

events and risk factors associated with fatal suicidal behaviour in farming-related 

occupations over the course of employment in the industry; and to investigate attitudes 

towards suicide and help-seeking in farming communities (Kunde et al, 2017b). Those 

aims were achieved through three different components of the ARC LP. Component One 

of the current research program formed Component Three of the ARC LP. The aims of 

Component Three of the ARC LP were to determine influences and cultural and 

attitudinal factors regarding stigma and help-seeking related to suicidal behaviours in 

QLD and NSW farming communities. More specifically, Component One in this 

research program attempts to better understand perceived risk factors associated with 

suicide of farmers and farm workers, to thereby contribute towards more effective and 

tailored suicide prevention initiatives. 

6.2.1 Study design and data collection 

 
This component of the research took place in diverse sites across QLD and NSW. Focus 

groups were considered the best data collection method and were conducted separately 

with men and women, who lived or worked on a farm, across three sites in both states. 
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The decision to have gender split groups was to enable stories to be heard, free of 

mixed gender influence that may create reluctance to discuss sensitive issues. It also 

ensured that the genders were represented in equal numbers. Three communities  in 

each state represented areas with a suicide rate similar to, above, and below the  state  

average.  The  communities  were  also  diverse  in  their population, types of farming, 

geographic location, distance from and access to services. These differences in farming 

and population brought other demographic diversities deemed useful to our study. For 

example, the number of General Practitioners (or not), in each town, access to private 

and public psychological services, mental health and specialist mental health services 

(or not) were all very different across the three sites. Employment opportunities, 

socioeconomic factors and options for education also varied. Diversity in weather 

patterns, particularly average yearly rainfall, for the sites and other external social 

influences such as the impact of water license changes under the (then) proposed 

Murray Darling Basin Plan, or the fairly recent impact of new industries such as 

mining in the area were also considered relevant. An ecological approach was taken, 

investigating farmers’ perceptions within social and environmental conditions, 

whereby these varying circumstances across the sites would add diverse context. 

New South Wales 

 

Sites for the focus groups were selected in NSW based on review of NCIS data for years 

2000-2009 to represent communities that had a suicide rate similar to the state average 

(Inverell, Northern), above the state average (Rowena, North Western) and below the 

state average (Orange, Central West) (Figure 6.2). 
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Figure 6.2: Suicide rates of farmers in NSW by region 

 

Source: Arnautovska et al, 2016, p. 370 

 

 

The sites were also selected for their diversity in farming commodities and agribusiness 

enterprises, farming practices and the average size of farms in the area. Rowena, a more 

geographically isolated site, with a small population, had very few, to no services. 

Large distances on dirt roads have to be travelled to reach even basic services. Property 

sizes are generally large, with cotton and cereal cropping as well as livestock 

predominant. Lower rainfall is common. Inverell, in contrast, whilst not a major 

regional town, had (at the time) a population of about 11,000, with two GP clinics, 

some private psychologists, a small hospital and mental health team. The town also has 

an operational abattoir, which is a major source of employment. Property sizes are small 

to medium with mixed livestock and cropping predominant. Whilst drought can occur 

(and was at the time of focus groups being held), rainfall is usually average. Orange, a 

major regional centre, has a much larger population and access to many services 

including specialist services and tertiary education. Farms in the area are much smaller 

and diverse. Fruit, viticulture as well as mixed livestock with some cropping are 

present. Generally, rainfall is higher than either of the other sites and it is much closer 

to a capital city. 
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Recruitment 

 

The NSW groups were conducted in the second half of 2013. Recruitment was driven 

by the PhD candidate who was also the facilitator of the NSW focus groups. At the time 

the candidate was the Co-ordinator of the Farm-Link Project, a suicide prevention 

project funded under the National Suicide Prevention Strategy. Based in one of the 

selected sites (Inverell), the candidate had extensive existing networks with farmers and 

people working with farmers. Agricultural agencies and organisations such as the (then) 

Livestock Health and Pest Authority, the (then) Catchment Management Authority, 

Agribusinesses (Banks, Accountancy firms, Agronomy and Rural Merchandise outlets), 

the Country Women’s Association, NSW Farmers, Rural Financial Counselling services 

as well as other farming groups and individuals with whom there was an existing 

relationship, were invited to nominate and invite potential participants who lived or 

worked on farms in their region to take part in the focus groups. Participants were given 

an outline of the research program, including its purpose and ethical deliverance, a 

participant information sheet and consent forms (Appendix A, B and C). An organisation 

that had affiliation with the Farm-Link project provided a venue in each site. The ARC 

project covered costs of refreshments, and a small voucher ($50) was given to 

participants to acknowledge fuel costs and time. All focus groups were audio recorded 

and transcribed. 

 
 

Participants 

 

Composition of the groups was uniform across NSW, with two focus groups conducted 

in each of the three sites for a total of six focus groups. At each location there was one 

focus group consisting of six women, and another consisting of six men, for a total of 

18 women and 18 men across NSW. All participants either lived or worked on a farm. 
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Most participants were married, and ages ranged from mid 20s to late 60s, with the 

majority of participants being between 35 and 55 years of age. The primary  

occupation and source of income for all males was farming. Some of the female 

participants were employed off-farm, mostly in a part-time or casual capacity; some 

were retired, and the majority had farming as their primary occupation and source of 

income. 

Queensland 

Three diverse sites (Charleville, Toowoomba and Winton), were selected according to 

having a below state average (Charleville, South West region), state average 

(Toowoomba, Darling Downs region), and an above average state suicide rate (Winton, 

Central West region) (Figure 6.3). 

Figure 6.3: Suicide rates of farmers in Queensland by region 

Source: Arnautovska et al, 2016, p. 369 
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The population also differed across these three sites, as did the farming enterprises, with 

Charleville and Winton having predominantly beef cattle production as the major 

enterprise, compared to Toowoomba which had livestock production as well as cropping 

and mixed farming. Access to services, education and employment also varies 

tremendously between the larger centre of Toowoomba and the other two sites. 

Challenges such as having to travel long distances to essential services, remoteness, 

limited access to markets and transport services, outward migration, particularly of 

young people and difficulty in attracting and retaining workers all affect people who live 

and work in the Charleville and Winton areas. Another significant difference between 

Toowoomba and the other two areas are that those regions experience extreme 

temperatures, droughts and floods. There is a highly variable rainfall and floods play a 

major role in maintaining river systems. This highly variable climate is widely 

acknowledged as one of the major challenges for both the pastoral industry and town 

communities. 

 
 

Recruitment 

 

In Queensland, focus groups were conducted in second half of 2015. The groups were 

facilitated by staff at the Australian Institute for Suicide Research and Prevention 

(AISRAP), Griffith University and by a Consultant at the Centre for Rural and Remote 

Health, University of Newcastle. Focus groups for Toowoomba and Winton were 

conducted in person by a facilitator and a research assistant/co-facilitator who handed 

out consent forms, recorded the interviews, and provided debriefing to participants 

following the study. The co- facilitator/research assistant conducted all individual 

interviews. The co-facilitator/research assistant was a registered psychologist with 

clinical experience in loss and grief and suicide bereavement and experience in 

qualitative clinical interviews. 
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Difficulties with recruitment for both female and male focus groups was observed for 

all areas, with confidentiality and anonymity reported as barriers. The ARC Linkage 

project partners, especially the Australasian Centre for Rural and Remote Mental Health 

helped in accessing rural and agricultural networks and inviting participants in QLD. 

Agricultural agencies and groups connected with farmers were contacted in each of the 

sites and were invited to nominate and invite potential participants who lived and worked 

on farms in each site to participate in the focus groups. Despite all the efforts the 

recruitment in QLD was not as successful and there was a need for additional personal 

interviews. As in NSW, participants were given an outline of the research project, 

including its purpose and ethical deliverance, a participant information sheet and consent 

forms (Appendix D, E, F). AISRAP booked a venue in each site. The ARC project 

covered costs of refreshments and a small voucher ($50) was given to participants to 

acknowledge fuel costs and time. Add that all focus groups were recorded and 

transcribed. 

 
 

Participants 

 

Similar to NSW, focus groups were conducted separately for males and females in each 

of the three sites. In Toowoomba, two separate face-to-face male groups were conducted 

on different days, each with three male farmers. One face-to-face group of two females 

was conducted in Toowoomba, with a phone interview conducted with another female. 

In Charleville, a group of six females was conducted face-to-face in Charleville, and 

three individual interviews were conducted with males, two by phone and one face-to- 

face. In Winton, a group of six females and two males were conducted separately face- 

to-face, with an additional face-to-face interview conducted with a male farmer. Face- 

to-face focus groups ran for approximately 3-4 hours each. Individual telephone 
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interviews ran for approximately 1-2 hours and individual face-to-face interviews ran 

approximately 2-3 hours. In total (groups and individual interviews), three females and 

six males participated in Toowoomba, six females and three males participated in 

Winton, and six females and three males participated in Charleville. All participants 

lived and worked on a farm, the majority were married, most married participants had 

children, and a few had off-farm income. Ages ranged from mid 30s to mid 70s, with 

the majority of participants aged between 35 and 55. 

 
 

Interview content 

 

The facilitators used an interview schedule to guide the discussion (Appendix G). It was 

felt important to avoid influencing or directing participants’ responses through the use 

of prescriptive questions, but rather to use questions to introduce general concepts so as 

to encourage free flowing discussion about suicide in a non-judgmental and safe 

environment. The questions were formatted sequentially, in that the interviewer could 

follow through the questions in order; however circular discussion did take place. A list 

of comprehensive local services was given, as was immediate contact with a trained 

mental health professional should it be required. Each of the interviews were audio 

recorded and professionally transcribed. 

6.2.2 Data analysis 

 
An initial summary of themes was generated from an inductive, discovery-focused, 

transcript-based reading of all interviews. This was then discussed among team members 

who were not involved in facilitating the groups or conducting analysis. Data was then 

entered into NVivo software to assist in further analysis. More complex and thorough 

coding was performed on further reading of transcripts where stronger themes emerged. 

Methodological principles for social analysis as outlined by Krueger  et  al  (2001) 

were followed when designing and conducting the study. Focus groups were utilised in 
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an attempt to understand how people who live and work on farms think and feel about 

suicide, rather than to try to build consensus or provide empirical reality. Qualitative 

interpretation was conducted using NVivo software following the characteristics of 

qualitative research as described by Gibbs (2002). An inductive thematic analysis was 

undertaken, with coding and theme development directed by the content of the data 

(Braun & Clark, 2006). The PhD candidate was the primary person involved in analysing 

the qualitative data from focus groups in QLD and NSW, with assistance from the 

current and previous supervisor (KK & PR). Analysis applied the Consolidated Criteria 

for Reporting Qualitative Research (COREQ) checklist (Tong et al, 2007). 

6.3 Component Two: Development, Delivery and Evaluation of the SCARF (Suspect 

Connect Ask Refer Follow-Up) Wellbeing and Suicide Prevention Program in NSW 

The tailored suicide prevention training workshop for farmers was developed using the 

existing literature, informed by the focus groups in the frames of Component One 

improved through piloting, and its impact evaluated in the frames of Component Two. 

This component was facilitated by the “Farm-Link: improving the mental health and 

wellbeing of people living and working on farms in NSW” project, funded under the 

National Suicide Prevention strategy, administered through the University of 

Newcastle’s Centre for Rural and Remote Mental Health. The project targeted frontline 

agricultural workers such as agribusiness bankers, agronomists, natural resource 

management staff, livestock agents and veterinarians with initiatives such as the two- 

day Mental Health First Aid training. It aimed to improve the mental health and 

wellbeing of people living and working on farms. Frontline workers were a recognised 

way of reaching farmers due to their existing and trusted relationships (Fuller et al, 2009; 

Perceval et al, 2011). Working as Coordinator of the Farm-Link project (2010- 2015), 

while delivering the Mental Health First Aid training, the candidate identified a need for 

a briefer, culturally specific and contextually sensitive training program. The 
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development, delivery and evaluation of this became Component Two of the PhD 

research program. 

 
 

A tailored 4-hour face to face workshop: “SCARF: Suspect Connect Ask Refer Follow- 

up” was developed to assist people in better understanding all aspects of health and 

promote healthier lifestyles. It was designed to enhance knowledge, skills and attitudes 

towards better understanding suicide and being able to assist people in reaching 

appropriate help, to thereby also contribute towards help-seeking (for further 

information on workshop content see Chapter 10). The program development was 

guided by principles as laid out in Chapter 4 regarding best practice for suicide 

prevention and Chapter 3, theoretical frameworks. 

6.3.1 Study design and data collection 

 
The SCARF workshop was drafted in 2012, utilising practice-based evidence and a 

review of the literature. Two pilot workshops were delivered at the end of 2012; first to 

an advisory group (13 participants) selected based on their positions as either frontline 

agricultural workers, farmers themselves or rural people with lived experience, or a 

combination of two or more of these. The second was delivered to staff working in 

natural resource management with farmers (35 participants). Feedback from these, along 

with work done in Component One during 2013, further informed refinement of the 

workshop. The workshop was formally delivered during 2013/2014 with data collection 

up until June 2014. In order to measure short term impact, the evaluation was designed 

to measure changes pre, post and three- months after the participation in the SCARF 

intervention. The SCARF program was planned to be delivered to at least seven 

community groups between July 2013 and April 2014. Work within the communities; 

however, proved that the demand for the program was such that this number was 

exceeded. 
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Participants and recruitment 

 

Participants were recruited to the program through existing networks in rural and 

farming areas throughout the New England North West in the frames of the Farm-Link 

project. The target audience of the project was people living and working on farms, and 

it was agreed that the most efficient way to reach this target audience was through 

frontline agricultural workers who had existing and trusted relationships with farmers 

and their families (Fuller et al, 2009; Perceval et al, 2011). These frontline workers 

therefore formed the majority of SCARF participants; however the program was also 

delivered to community groups including farmers themselves, and other professionals, 

human service and support workers in rural communities who had high contact with 

people recognised at greater risk of suicide. Participants were invited through emailed 

flyers, telephone recruitment, newspaper and radio advertisements. Most often, specific 

organisations or communities were targeted, and invitations went through workplaces 

and/or specific community groups. Participants were given an outline of the research 

project, including its purpose and ethical deliverance, a participant information sheet and 

consent forms (Appendix H, I, J). 

 
 

Data was collected in the frames of the 14 SCARF workshops delivered to 328 

participants between July 2013 and April 2014. Of these, 255 participants consented to 

participate in the research to whom 3-month follow-up questionnaires were sent via 

email. A total of 125 3-month follow-up questionnaires were returned. 

 
 

Measures 

 

This research utilised externally validated measures, including the Stigma of Suicide 

Scale (SOSS) (Batterham et al, 2012) (Appendix K), and the Literacy of Suicide Scale 
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(LOSS) (Calear et al, 2012) (Appendix L) to test the impact of the SCARF intervention. 

These tests were administered before the SCARF program (pre-), immediately after 

delivery of the program (post-) and at 3-month follow-up to capture both short- and 

longer-term changes in suicide stigma and suicide literacy. In addition, The Warwick- 

Edinburgh Mental Well-being Scale (WEMWBS) (Tennant et al, 2007) (Appendix M) 

was used to measure changes in mental wellbeing. These tests were administered before 

(pre-), and at 3-month follow-up. Measures were not taken immediately after program 

participation as changes in mental wellbeing over such a short period of time (four 

hours), was not deemed meaningful. These scales had not previously been utilized or 

tested in rural Australian populations. The impact of the program was additionally 

measured by assessment of changes in attitudes towards understanding suicide and 

helping others, as measured by confidence scales pre-, post-, and at 3-month follow-up 

(Appendix N). These confidence scales were embedded within demographic forms in 

the first instance, and then on their own after the program and at 3-month follow-up. 

Demographic questions collected information on participant age, gender, employment 

status, area of employment (farmer/agricultural professional/health or mental 

health/other), education level achieved, English as a first language, if they had 

previously attended a mental health workshop, if they had experienced a mental health 

problem themselves, if they had sought help for it if they had, as well as if they had had 

someone close to them attempt or die by suicide (Appendix O). 

 
 

Stigma 

 

The Stigma of Suicide Scale (SOSS) at that time was the only existing validated scale 

for measuring stigma of suicide in the community (Batterham, et al, 2012). Both long 

and short forms of the scale were found to have robust psychometric properties - 

accounting for more variance than the Suicide Opinion Questionnaire (SOQ) (Domino 



109  

et al, 1982), the most typically used questionnaire assessing attitudes towards suicide. 

SOSS was found to possess three clear factors measuring: stigma, isolation/depression, 

and glorification/normalisation. All three factors were shown to have strong internal 

consistency in the 16-item short form (Cronbach α ≤ 0.78) of the scale (Batterham et al, 

2012). The SOSS stigma factor correlated strongly with the SOQ stigma factor; SOSS 

isolation/depression with SOQ isolation and SOSS glorification/normalization with 

SOQ acceptability, which indicate convergent validity (Batterham et al, 2012). SOSS 

has a specific focus on assessing stigma, and it is intended to be the most important 

factor assessed. Stigmatizing attitudes such as people who suicide are “selfish”, “weak”, 

“punishing others”, “reckless” or “hurtful” were the most commonly endorsed with more 

than one in four respondents agreeing. The isolation/depression subscale reflects 

loneliness, poor mental health and isolation as common experiences of those who 

suicide, (“lost” “lonely” “isolated”) and is the factor with the most frequently endorsed 

items (60-95% agreement). The glorification/normalisation subscale generally had 

lower levels of agreement, however 36% of respondents endorsed people who suicide 

as “understandable” and 15% as “brave” or “committed”. Overt glorification of suicide 

with items such as “noble” or “fearless” were rarely endorsed. 

 
 

These three subscales were deemed particularly relevant as they correspond to stigma as 

well as the IPT factors of thwarted belongingness (isolation/depression) and increased 

capability and fearlessness (glorification/normalization) purported to contribute to death 

by suicide (Van Orden et al, 2010). Therefore, SOSS was decided to be a comprehensive 

tool for capturing attitudes towards suicide in this research. Assessing attitudes is 

particularly important as suicidal ideation may not be perceived by the individual as a 

mental health problem, which may mean decreased motivation to seek help (Batterham 

et al, 2012). The SOSS short form was used (Appendix K). 
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Literacy 

 

The Literacy of Suicide Scale (LOSS) (Calear et al, 2012), is designed to assess four 

domains of suicide literacy identified by Jorm (2000): (i) signs and symptoms, (ii) causes 

or the nature of suicidality, (iii) risk factors, and (iv) treatment and prevention. Item 

Response Theory was used to identify items that had the strongest discrimination of the 

underlying literacy construct (Calear et al, 2014). In the development and validation of 

LOSS (Calear, et al, 2012), a sample of 658 university staff and students, 2/3 of whom 

were female and 35% of whom had studied psychology were tested. 62.9% of the 

literacy items in the full LOSS were answered correctly, with 67.5% items answered 

correctly on the short form. The authors recommended the scale be further validated in 

community samples. Utilising LOSS to measure the education gains made by 

participants following the SCARF intervention was believed to be an adequate measure 

given that the SCARF program addresses Jorm’s (2000) four domains of suicide literacy 

(Appendix L). 

 
 

Mental Wellbeing 

 

The Warwick-Edinburgh Mental Well-being Scale (WEMWBS) (Tennant et al, 2007) 

was considered to be appropriate to measure participant changes in mental wellbeing 

(Appendix M). This scale is a short, 14-item measure of mental well-being and focuses 

exclusively on positive aspects of mental health (Tennant et al, 2007). This is relevant 

to the current research program insofar as a theoretical assumption of the program is that 

that wellbeing and suicidal ideation and/or behaviours represent opposite ends of one 

scale. The SCARF program content focuses on addressing the risks of suicide as 

postulated by the IPT and addressing and promoting elements contributing to health, 

with the intent that suicide will not only be prevented, but wellbeing will be enhanced. 
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The WEMWBS scale has been shown to have good content validity and strong internal 

consistency (Cronbach α ≤ .91) (Tennant et al, 2007). 

 
 

Confidence 

 

The impact of the program was additionally measured by assessment of changes in 

confidence of understanding suicide and helping others, using 5 questions with 

responses on a 1 to 5 Likert scale (1 = not at all confident, to 5 = extremely confident). 

All questions began with “I am confident…”: that I have a good understanding of the 

reasons why people die by suicide; in directly asking about suicide; in assessing suicide 

risk; in managing suicide risk; in accessing professional assistance for people at risk of 

suicide (Appendix N). The questions were applied pre-, post-, and at 3-month follow- 

up. The confidence scale was developed specifically for the purpose of this study to 

ascertain the impact on helping behaviours. The Cronbach α for this scale was 0.89. 

The sum of item scores created a total scale score (range 5 to 25) with higher scores 

indicating greater confidence. There were also questions asking how often participants 

had suspected/connected/asked/referred and followed-up with people who may be 

experiencing a mental health problem or distress with answers ranging from never – 

once or twice – monthly– weekly – daily during the past six months. There was also a 

mixture of multiple-choice answers and some spaces for open-ended answers 

throughout (Appendix O). 

 
 

Demographic information 

 

Demographic information about participants was also collected (Appendix O) as 

described above. 

6.3.2. Data analysis 

 
Descriptive statistics including means, standard deviations and 95% confidence intervals 
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were calculated. Chi-square test and t-test for categorical and continuous measures 

respectively, were used to compare characteristics of participants before the SCARF 

workshop and at the 3-month follow-up. For the main analyses, linear mixed-effect 

modelling for repeated measures was applied to predict the main outcome variables. The 

mixed-effect modelling for repeated measures is a specific technique for analysing 

longitudinal data that deals with within- and between-subjects variance and accounts for 

the correlation between the repeated measures for each individual (Detry & Ma, 2016). 

This method also accommodates unbalanced data with the assumption that missing data 

are missing at random and they are not dropped out from the analyses. Although the 

multiple imputation has been considered as the superior method to replace missing data, 

it has been shown not to change the results with repeated measures (Peters et al, 2012), 

therefore it was not conducted. 

 
 

The main outcome measures presented above were used as dependent variables. All 

scales had a normal distribution (the range for skewness or kurtosis below +1.5 and 

above -1.5 (Tabachnick & Fidell, 2007). Time was used as a categorical variable under 

fixed effect, and gender, age, geographical location, employment status and industry, 

marital status, previous suicide prevention and mental health training, and previous 

mental health problems were also included as fixed effects. To reduce multicollinearity 

all variables included as fixed effects were centred according to the process introduced 

by Kraemer and Blasey (2004). Time (pre, post, 3-month follow-up) was included as a 

repeated effect. A First-Order Autoregressive (AR1) and Unstructured (UN) covariance 

structures were examined using −2 Res Log Likelihood and Akaike’s Information 

Criterion (AIC). Both structures were applied to the levels of group (location)*person 

(as SCARF was delivered in groups at different locations therefore participants were 

nested within groups). Random intercepts for participants were included to model for 
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the correlation of within person factors at the baseline. The AR1 structure was identified 

as the model with the best fit with all dependent variables. A probability level of 0.05 

was employed for all statistical tests. SPSS version 25.0 was used for data analyses. 

6.4 Ethics 
 

6.4.1 ARC Study 

 
The first component of this research consists of work done as part of the Australian 

Research Council Linkage grant ARC LP120100021 exploring farmer suicide across 

NSW and QLD. Ethical approval from Griffith (OTH/04/12/HREC) and Newcastle (H- 

2013-0009) Universities’ Human Research Ethics Committees was gained. 

6.4.2 SCARF Evaluation 

 
Full ethical clearance, including the National Ethics Application Form, for the SCARF 

Evaluation was obtained from the University of Newcastle (Protocol Number H-2013- 

180) in 2013. Ethical clearance for the same work was transferred to Griffith University 

in 2017 (GU Ref No: 2017/290). 

6.4.3 Ethical principles 

 
All potential participants were provided with an information sheet about the study. The 

information sheet is written in simple language and includes the title of the study, 

background, expected benefits of the study, details of what will be required, possible 

risks, confidentiality and privacy details and the contact details of involved researchers. 

It also includes assurances that participation is voluntary and that participants are 

permitted to withdraw from the study at time without penalty or prejudice. Active 

informed consent was gained from all research participants prior to their participation in 

the study. Referral to counselling or other relevant services were provided if necessary, 

for participants to contact at their own discretion as needed. 
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This chapter has presented the rationale for methodological framework used within this 

research program. Overall, this project aims to advance the current understanding of 

farmer suicide by investigating risk and protective factors and attitudes towards suicide 

in farmers. (Component One: Aims 1 and 2, qualitative study). It then aims to develop, 

deliver and evaluate a tailored suicide prevention intervention for farmers (Component 

Two: Aim 3, quantitative study) based on these findings along with practice-based 

evidence and a review of the literature. The next three Chapters go on to describe the 

results of Component One of the research program: advancing the understanding of risk 

and protective factors and attitudes towards suicide as perceived by farmers themselves. 

These results will be presented in the form of published papers (Papers 1-3). The papers 

appear in relation to the findings Individual factors and attitudes (Paper 1, Chapter 7), 

Social factors (Paper 2, Chapter 8) and Environmental factors (Paper 3, Chapter 9), 

although the order of publishing was Individual, Environmental then Social. 
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Chapter 7. Study Component One: Factors related to farmer suicide (Individual) 

and attitudes towards suicide 

(Paper 1) 

STATEMENT OF CONTRIBUTION TO CO-AUTHORED PUBLISHED PAPER 

This chapter includes a co-authored paper. The bibliographic details of the co-authored 

paper, including all authors, are: 

Perceval, M., Kolves, K., Reddy, P., & De Leo, D. (2017). Farmer suicides: A qualitative 

study from Australia. Occupational Medicine, 67(5): 383- 

388. 

doi:10.1093/occmed/kqx055 

My contribution to the paper involved: 

Initial conceptualisation, design and set-up of the project and organising and facilitating 

focus groups in NSW. I was responsible for the preliminary analysis and categorisation 

of data as well as providing direction to the scope and structure of analysis. I undertook 

the computer data entry and data analysis. I drafted the manuscript. 

(Signed) (Date) 28/11/2018 

Name of Student: Meg Perceval 

(Countersigned)  (Date) 29/11/2018 

Supervisor and Corresponding author of paper: Dr. Kairi Kolves 
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7.1 Notes 

As mentioned in Chapter 6 the results of Component One of the research program will 

be presented in the form of published papers over the next three chapters (Chapters 7- 

10). This chapter is reproduced from the paper “Farmer suicides: a qualitative study from 

Australia”. The PhD Candidate is the first author on this published paper. The second 

author is the principal supervisor of the candidate. K. Kõlves, D. De Leo and P. Reddy 

contributed to the conceptualization of the study and were Chief Investigators. M. 

Perceval was responsible for the data analysis and was supervised during this process by 

K. Kõlves and P. Reddy. M. Perceval drafted the manuscript and K. Kõlves contributed 

to the writing of the manuscript. All authors read and approved the final manuscript. 

 
 

This paper was published in Occupational Medicine. Occupational Medicine has an 

Impact Factor of 1.482. The copyright specifications of this journal permit the inclusion 

of this paper within this dissertation by permission of Oxford University Press. 

 
 

Full citation: Perceval, M., Kõlves, K., Reddy, P., & De Leo, D. (2017). Farmer suicides: 

A qualitative study from Australia. Occupational Medicine, 67(5): 383-388. 

doi:10.1093/occmed/kqx055 

7.2 Overview and Contribution of Paper to Research Aims 

The aim of this qualitative study was to identify the risk and protective factors and 

attitudes associated with farmer suicides. This paper assesses the individual level risk 

factors associated with farmer suicide as perceived by people who live and work on 

farms in NSW and QLD. In addition, this paper explores attitudes towards suicide in this 

population. Specifically, this paper addresses Aim 1 and Aim 2 provided in Chapter 5 

(Aim 1 - Investigate perceived risk factors and protective factors pertaining to farmer 

suicide in NSW and QLD and Aim 2- Investigate perceived attitudes of farmers in NSW 
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and QLD towards suicide and help-seeking). This paper involved inductive thematic 

qualitative analysis, with coding and theme development directed by the content of the 

data (Braun & Clarke, 2006; Donner, 2001). NVivo software was utilized for data 

interpretation, following the characteristics of qualitative research as described by Gibbs 

(2002). 

Key words: Biopsycho-ecological framework; farmer suicide; help-seeking; individual 

suicide risk factors. 

7.3 Introduction 

People who live and work on a farm have been recognised as having high rates of suicide 

in Australia (Andersen et al, 2010; Berry et al, 2011; Hanigan et al, 2012; Kennedy et 

al, 2014; Milner et al, 2015; Page & Fragar, 2002). A Queensland study (Andersen et al, 

2010) found a significantly higher suicide rate for employees in the agriculture, 

construction and transport industries, particularly for males. In 2011, 72% of farmers in 

Australia were male (ABS, 2012). The proportion of female farmers has fallen slightly 

in recent decades (30% in 1981 to 28% in 2011), as the proportion of women in other 

occupations has increased (from 37% in 1981 to 47% in 2011) (ABS, 2012). Australian 

men are approximately three times more likely to die by suicide than women (ABS, 

2014), and the difference between male and female farmers in two of Australia’s largest 

states, Queensland (QLD) and New South Wales (NSW), is even greater (Arnautovska 

et al, 2016). Between 2000 and 2009, in QLD and NSW, 90 and 96%, respectively, of 

farmers who died by suicide were men (Arnautovska et al, 2016). This trend does not 

seem to be unique to Australia (Monk, 2000). Factors identified as related to risk of 

farmer suicide include occupation-specific conditions, such as overlap of the workplace 

and home, isolation and working alone; individual factors such as mental illness; social 

conditions such as intergenerational business partnerships, government regulations and 

cultural attitudes; as well as environmental factors such as drought, external impositions 
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like gas mining, economic downturns and easy access to firearms (Alston, 2012; Alston 

& Kent, 2008; Andersen et al, 2010; Arnautovska et al, 2016; Berry et al, 2011; Caldwell 

et al, 2004; Hanigan et al, 2012; Kennedy et al, 2014; Kõlves et al, 2012; Milner et al, 

2015; Monk, 2000; Page & Fragar, 2002; Sartore et al, 2007). Monk (2000), in her 

examination of the influence of isolation on rural stress and suicide, states that the link 

between stress, illness, depression and suicide is not linear, but rather a result of a 

combination of mixed factors and events. The biopsycho-ecological approach can be 

used both to understand risk factors for suicide and to address them (Stineman & Streim, 

2010). 

Bronfenbrenner’s model of development ecology (Bronfenbrenner, 1979) attempts to 

describe the complex relationship between the individual and society, outlining five 

systems operating to influence individual experience within the environment. This 

model acknowledges that the person is operating and developing within a context, with 

proximal and distal relationships, in which the individual and their environment change 

over time, and everything is interrelated. Relationships, both between people and 

between the different systems (individual, organizational/community and societal), is 

the focus of this model, showing dynamic interaction to describe the individual in a 

group and a network (Christensen J, 2016). A systematic review and meta-analysis of 

psychiatric and socio- economic factors for suicide from individual-level and 

population-based studies by Li et al. (2011) suggested that prevention strategies that 

focus on more distal factors, such as lower socioeconomic outcomes, lower educational 

achievement and low occupational status, may have similar population-level effects as 

strategies which target more proximal factors such as psychiatric disorders. The aim of 

this study was to explore individual level factors and attitudes related to suicide in 

farmers within the context of the person’s inclusive environment, acknowledging the 
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complexity of interrelated phenomena. 

7.4 Methods 

We recruited focus groups via email invitation through rural organizations working with 

farmers in each of the sites and with telephone follow-up. Focus groups were conducted 

with people living and/or working on farms in three diverse farming communities in 

both QLD and NSW. Communities varied in terms of their population, distance from 

and access to services and farming practices. Male and female focus groups were 

conducted separately. In some instances, interviews were conducted by telephone. 

Questions asked were consistent across all groups, however, and responses congruous 

so that they were easily grouped under consonant themes. 

Participants were provided with refreshments and a $50 voucher to reimburse travel 

costs. Interviews were semi-structured and based around three main themes: risk, 

protective factors and help-seeking. Interviews were transcribed by a professional 

company. NVivo software was utilized for data interpretation, following the 

characteristics of qualitative research as described by Gibbs (2002). Inductive thematic 

analysis was undertaken, with coding and theme development directed by the content of 

the data (Braun & Clark, 2006; Donner, 2001). Initial coding of themes was conducted 

by the first author (M.P.) and further agreement of final themes and subthemes was 

achieved in discussions with other authors (K.K. and P.R.). This study was approved by 

both the University of Newcastle (H-2013- 0009) and Griffith University Human 

Research Ethics Committees (OTH/04/12/HREC). Data are securely stored for 7 years 

as per ethics requirements. 

7.5 Results 

In NSW, there were three male groups and three female groups in each site, with a total 

of six participants in each group. In QLD, recruitment proved more difficult. One 
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facilitator ran all NSW groups; however, in QLD, there were two facilitators and a mix 

of how groups ran. Few groups reached the target of six participants, and in some 

instances, the interviews took place by telephone. In total, there were 12 males and 15 

females interviewed in QLD. Telephone interviews done individually had a different 

feel to the group interactions, and groups with the target number of six participants 

differed from the interaction of groups with fewer participants. Overall, 30 men and 33 

women were involved from both states. 

For individual-level risk factors, our analysis highlighted the subthemes: combination of 

factors; identity; isolation, loneliness and withdrawal; and lifestyle factors, which are 

described below. Attitudes towards suicide were also discussed, and grouped participant 

quotes reflecting these subthemes are shown in Table 7.1 

Table 7.1 Summary of Quotes under key themes 

Combination of factors 

M1: ‘Look I suppose there’s a million reasons why people do it. But why do 

some people cope better with those situations than others?’ M3: ‘If you think 

there’s one reason you’re wrong. In my opinion.’  

M9: ‘The pressure goes from the drought, the financial side of it, then the 

pressure goes across to the wife, the family, the wife leaves him or busts up and 

then the suicide happens.’ 

M4: ‘It’s an intertwining thing. It’s a bit like plaiting, it’s all intertwined.’ 

Identity 

M5: ‘Different people have different coping levels - what might be critical for some 

might just be a go on get over it for someone else, so it is how each person 

perceives it too.’ 

M6: ‘They’re not happy or they haven’t got enough, but when you look at it you 

think geez they have everything, they must be happy, but according to the person 

with the problem they aren’t happy, in their own eyes…’ 

M7: ‘I think it is when we identify ourselves with what we do and that becomes 



121 

who we are and then when you see that potentially slipping away… you get lost… 

I think you lose that sense of who you are.’ 

F1: ‘He did his back. The doctor said he wouldn’t be able to shear aga in, so he 

felt if he couldn’t do shearing, he couldn’t do anything. 

He left a wife and a young child - a very young child so, yeah, very horrid.’ 

M8: ‘It’s the financial side. It’s the money.’ 

M10: ‘You’ve probably been brought up that you don’t go and seek help - that’s 

only for sissies… it’s evolved over years… what’s the word - culture.’ 

Loneliness: isolation and withdrawal 

M12: ‘Well a lot can be said for loneliness because I mean, farming is a very 

singular sort of enterprise… and to be stuck out in the middle of nowhere 

feeding sheep 7 days a week... it can be very very drawing and frustrating and 

very very challenging.’ 

M11: ‘I think we don’t talk to enough people.’ 

M13: ‘Like I could go out at a party and be the life of the party and jokes about 

everything. But what I found was it was harder for me to go out...You want to  

stay at home, you don’t want to see anybody. But when you do go out you can 

cover it quite easily. And I was like that with the telephone… I was at the stage 

where I didn’t want to talk to anyone on the phone, my wife had to talk to 

everyone. So, you do, you just withdraw, you start to withdraw from society, but 

whenever you are out there you will be the life of the party.’ 

M14: ‘Certainly isolation in my opinion is a factor that not causes suicide but gives 

them access to the opportunity… don’t let them be isolated. That’s a lot to do with 

farming. Even by reducing it…if there’s someone around all the time they get less 

opportunity to be able to do it.’ 

Lifestyle factors 

F2: ‘Alcoholism comes out of it - drinking more so you can go to sleep, so many 

men… going to have a drink so they can get to sleep because they are all 

financially stressed. And then they wake up at 2 or 3am because they can’t sleep 

and then they are twice as tired the next day.’ 

M15: ‘I was getting up at 3:30 every morning and I’d go out and do my lick runs, 

my feed runs and then I’d have to be here at work at eight o’clock in the morning 

and I’d run this business during the day. I’d go home at five o’clock, half-past 
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five, I’d get all my licks and everything and my feed ready for the next morning’s 

run. I did that non-stop, seven days a week, including Christmas Day…’ 

M16: ‘I just got to a stage that I could not sleep I was just... it was killing me trying 

to get through a day…so I had to ring up and say please put me in hospital and let 

me sleep.’ 

Attitudes towards suicide 

F3: ‘Self-harm that goes against every human instinct that I understand.’  

F4: ‘When someone crosses a line for suicide they’re totally - they must be thinking 

that there’s just completely no hope.’ M13: ‘I think people who do suicide are not 

the ones that you think would do it.’ 

F5: ‘Quite often it’s people that you think have got the world at their feet.’ 

F6:‘You can make sense of it later because you were given the information of 

what to look for, but at the time it’s the last thing on your mind.’ 

F7: ‘People that kill themselves shock the people that are close to them, they say 

‘why didn’t they say something to me?’ I know a mother that said, ‘why didn’t 

he just say something?’ when she lost her son.’ 

M14: ‘Well in the last decade I have lost a brother and some friends to suicide. 

All bar one were in their 40s. All were isolated. Two were probably 

relationship breakup related. Two of them were very successful in what they 

did and none of the four you could have picked.’ 

The subtheme relating to a combination of factors revealed that environmental, social, 

interpersonal and individual factors overlapped considerably to create a complex 

interrelated suite of constituents for risk. Explicit in most discussions was that it is not 

one risk factor that leads someone to take their life, but many. A common sentiment 

expressed was that suicide was the result of a building up of internal and external 

stresses. Identity emerged as a subtheme. Differing personal traits, including thresholds 

for stress, and the individual’s response to life’s challenges, were described as making 

individuals either more or less resilient, with variant (either positive or negative) coping 

mechanisms. Individual traits were deemed to be important, but equally if not more so, 
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was the individual’s perception of themselves and their life. An individual’s perception 

of themselves, their circumstances and how they perceived others to be judging them 

arose in a number of ways across the groups as relevant to the suicidal mind. 

Concepts of masculinity became apparent as the male identity, the Australian male 

identity and the Australian male farming identity were discussed. In particular, 

challenging circumstances seemed to affect the male farmer’s sense of identity, which 

was expressed as being strongly enmeshed in their industry. If the farm failed, they 

failed. They could not see themselves in any other context. Descriptions of rural people, 

and particularly farming men, as ‘private people’ commonly arose and also denoted 

notions of masculinity. Being private seemed part of the rural identity, especially for the 

older and male farmers. In addition, they were described as ‘proud’, often too proud to 

ask for help, feeling that if they did so it would threaten their identity and make them 

appear weak or feel like a failure. Across all groups, the fact that men find it difficult to 

communicate, do not communicate a lot or do not have the opportunity or avenues to 

facilitate talking was raised and identified as a risk for suicide and seemed to be a part 

of the Australian male farming identity. 

Linked with one’s sense of identity, stories of known suicides sometimes related to 

people participants knew who had either a physical illness or injury. This affected their 

sense of identity because they were then not able to work, their circumstances changed, 

or their circumstances were perceived by the person to have changed significantly. All 

groups spoke about financial pressure as a possible risk factor for suicide in farmers, and 

this again related to the person’s sense of identity, and how others may perceive them. 

Loneliness, isolation and withdrawal featured strongly as a subtheme accentuating risk 

of suicide. Participants spoke about different types of isolation, including the inherent 
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isolation of farming as an occupation; geographically and by the fact that farmers spend 

many hours working alone; and emotional isolation and loneliness. Participants 

understood that stress or mental illness can lead to further withdrawal and social 

isolation. A number of groups spoke about physical and mental isolation in combination 

as being a risk factor for suicide. Compounding environmental, social and individual 

circumstances were described as strongly influencing life- style factors such as how 

much time farmers had, hours they worked, their sleep, alcohol and/or drug use and 

whether or not they exercised. Participants reflected that this may in turn relate to suicide 

risk or exacerbate physical and/or mental stress. 

 
 

Attitudes towards suicide reflected incredulousness. Despite freely offering suggestions, 

answers and opinions in relation to why people may be at risk of, or die by suicide, the 

words ‘I don’t know’ were used repeatedly. Participants could understand and describe, 

and many had even experienced themselves, the pressures of farming and even severe 

mental illness; however, they struggled to understand how a person gets to the point of 

being able to take their own life. They considered that people who die by suicide must 

get to a point where they see no other option and have lost all hope. A strikingly common 

aspect of known suicides referred to was that ‘no one saw it coming’. Known risk factors, 

for example isolation and relationship breakup, were stated but participants did not link 

this to the possibility that the person could be suicidal before the event, or even 

necessarily, after. Participants spoke frequently of ‘having no idea’ that the person was 

feeling suicidal prior to their death. Consistently across all groups, participants stated 

that suicide frequently happened in people you may never suspect of being at risk, 

because they perceived the person as successful, they had masked their true feelings 

extremely well or no one had recognised any warning signs prior to their death. 

Hindsight was considered. In some instances, people could put together reasons after the 
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fact and see what they could not see before the person died. Far more often though, 

participants described being left still searching for answers, with deep regret that 

different conversations had not taken place. 

7.6 Discussion 

Individual factors intertwined with social and environmental stressors were described as 

most likely to increase the risk of suicide and reduce help-seeking in Australian farmers. 

A person’s sense of identity, isolation, loneliness and lifestyle factors emerged as 

important elements of individual risk. The inability to recognize people who had died 

by suicide as suicidal prior to their death, and suicide as an unfathomable act, emerged. 

This study supports findings of others in terms of individual-level risk factors for suicide; 

however, it places these in the context of the Australian male farmer. Being a qualitative 

study, it adds to our qualitative knowledge. Its weaknesses include the fact that data 

collection was staggered, and that due to recruitment issues in QLD some individual 

interviews were conducted. The findings of interviews were not noticeably different 

from those of focus groups as questions were consistent and so were the themes 

identified. In addition, sites were diverse in terms of health care facilities. Joiner (2011), 

commenting on research showing that males are particularly over-represented in suicide 

death rates, describes men as having more trouble seeking help due to greater 

perceptions of stigma related to mental health. Others have considered stigma as a 

possible explanation for the higher suicide rates among men within the Australian rural 

context (Alston, 2012; Alston & Kent, 2008; Caldwell et al, 2004; Kõlves et al, 2012; 

Sartore et al, 2007). Alston and Kent (2008), like Monk (2000), describe a combination 

of risk factors for farmer suicide including low socioeconomic status, isolation, access 

to firearms and climatic pressures such as drought, and in particular speaks of ‘a 

dominant form of masculine hegemony that lauds stoicism in the face of adversity’ 

(Alston & Kent, 2008). Our participants described risk relating specifically to the 
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Australian male farming identity, including their reluctance to seek help. ‘Pride’ was 

offered as a major reason for this. The Australian male farming identity was described 

as highly enmeshed in their industry, and financial pressures, relationship breakdown 

and physical injury or illness could all be interpreted by the farming male as personal 

failures. Participants described a ‘culture’ of not seeking help for fear of being seen as 

‘weak’ or it only being for ‘sissies’. Sites were diverse in terms of health care facilities, 

the more remote communities having few primary health care or mental health services 

available, and access was described as difficult due to great distances involved. The 

larger communities had better availability and ease of access to services. Despite this, 

asking for help seemed to be the major barrier to receiving it consistently across sites. 

Loneliness can also be a major reason for the disproportionate rate of male suicide 

(Joiner, 2011). Hawkley and Cacioppo (2008) write of loneliness as distress that results 

from discrepancies between ideal and perceived social relationships. Joiner (2011) also 

distinguishes the perception of loneliness as an internal emotional experience and 

objective external social connections. Participants in our study spoke about both forms 

of isolation and subsequent loneliness. Chabon (2009) found perceived social support 

can be as, if not more, important than the actual support available in predicting mental 

and physical health indicators. Evident in our study was that an individual’s perception 

may vary vastly from those around them. While people around them may think the 

person ‘has it all’, including strong social supports, the at-risk farmer may feel extremely 

alone, and indeed suicidal. 

Implicit in participant responses was the continuing search for answers despite their 

significant accumulated knowledge. Multiple risk factors were discussed and to a trained 

ear, possible warning signs described. Despite this, participants spoke frequently of 
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‘having no idea’ that people were suicidal prior to their death. This is significant, and 

something we should address in future prevention efforts. Education and training 

programmes may equip farmers in the community, and people who have a lot of contact 

with them, with more knowledge about what potential suicide warning signs may be, 

and how to address them. Within this may also lie an opportunity for the cultural shift 

necessary to enable male farmers not to feel weak if they communicate and ask for help. 

In developing prevention initiatives, individual risk factors should be acknowledged and 

acted upon, but so too the fact that individuals are affected by their immediate 

surroundings, relationships, community, society and environment. Bronfenbrenner’s 

(1979) model of development ecology may be relevant, in that the individual is 

dynamically interacting with different systems including community and societal 

doctrines (Christensen J, 2016). Ecological counselling (Conyne & Cook, 2004), 

integrating personal and environmental factors and focusing on their interaction could 

be particularly useful with this population. Ecological counselling addresses issues and 

their interdependency at the personal and environmental level and incorporates 

Bronfenbrenner’s ecological systems theory. 

In conclusion, future suicide prevention efforts for this population should take a 

biopsycho-ecological approach (Stineman & Streim, 2010), helping people to see 

themselves, and others, within a framework of interacting relationships and systems. 

Physical, psychological and cultural isolation could also be addressed within such 

programmes. Cultural specificity within the male farming context is vital. 

7.7 Conclusion 

Farmers in Australia, in general, have poor health outcomes, including higher rates of 

suicide. The aims of this paper were to investigate risk and protective factors and 
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attitudes towards suicide and help-seeking among farmers living and working in New 

South Wales and Queensland in Australia. This qualitative study involved farming sites 

being selected to represent an area with a suicide rate equal to, below and above the state 

average in both states. Focus groups were conducted with men and women separately. 

Focus groups involved 30 men and 33 women. Inductive thematic analysis showed three 

broad themes characterized responses: environment and society; community and 

relationships; and individual factors. There was considerable overlap and dynamic 

interaction between themes. A combination of individual factors, as well as social and 

environmental stressors, was described as most likely to increase risk of suicide death 

and reduce help-seeking. The vast majority of known farmer suicides described involved 

men and many of the issues discussed pertained specifically to male farmers. Participants 

found suicide as an act complex, intertwined with many factors, and  hard to fathom.  

A common belief was that an individual must feel a complete lack of hope and perceive 

their situation vastly differently from others to contemplate suicide. Future suicide 

prevention efforts for farmers should take a biopsycho-ecological approach. Physical, 

psychological and cultural isolation could be addressed with education and training 

programmes and public campaigns. These could also improve people’s ability to 

recognize possible suicidality. 



129 

Chapter 8. Study Component One: Factors related to farmer suicide (Social) 

(Paper 2) 

STATEMENT OF CONTRIBUTION TO CO-AUTHORED PUBLISHED PAPER 

This chapter includes a co-authored paper. The bibliographic details of the co-authored 

paper, including all authors, are: 

Perceval, M., Ross, V., Kõlves, K., Reddy, P., & De Leo, D. Social factors and 

Australian farmer suicide: a qualitative study. BMC Public Health (Accepted). 

My contribution to the paper involved: 

Initial conceptualisation, design and set-up of the project and organising and 

facilitating focus groups in NSW. I was responsible for the preliminary analysis and 

categorisation of data as well as providing direction to the scope and structure of 

analysis. I undertook the computer data entry and data analysis. I drafted the 

manuscript. 

(Signed)          (Date) 29/11/2018 

Name of Student and Corresponding author of paper: Meg Perceval 

(Countersigned)    (Date) 29/11/2018 

Supervisor: Dr. Kairi Kolves 



130 

8.1 Notes 

This chapter is reproduced from the paper “Social factors and Australian farmer suicide: 

a qualitative study”. The PhD Candidate is the first author on this paper. The second and 

third authors are the principal and associate supervisor of the candidate respectively. K. 

Kõlves, P. Reddy and D. De Leo contributed to the conceptualization of the study and 

were Chief Investigators of the study. M. Perceval was responsible for the data analysis 

and was supervised during this process by K. Kõlves and V. Ross. M. Perceval drafted 

the manuscript and K. Kõlves and V. Ross contributed to the writing of the manuscript. 

P. Reddy and D. De Leo revised the final manuscript critically for important intellectual

content. All authors read and approved the final manuscript. This paper is under review 

with the journal BMC Public Health, which has an Impact Factor of 1.268 The copyright 

specifications of this journal permit the inclusion of this paper within this dissertation. 

Full citation: Perceval, M., Ross, V., Kõlves, K., Reddy, P., & De Leo, D. Social factors 

and Australian farmer suicide: a qualitative study. BMC Public Health (Accepted). 

8.2 Overview and Contribution of Paper to Research Aims 

This paper contributes to Aim 1 of the overall research program: Investigate perceived 

risk factors pertaining to farmer suicide in NSW and QLD as described in Chapter 5. 

Farmers and farm workers have been recognised as a group at high risk of suicide in 

Australia; however this risk is not without geographic and demographic variation. This 

study aims to identify and better understand the complex interplay of risk and protective 

factors surrounding farmer suicide, with an emphasis on social influences, so as to 

inform tailored and effective suicide prevention initiatives. Methods: Focus groups were 

conducted in three diverse sites across two states in Australia with men and women 

separately to gain perceptions about suicide risk and protective factors and attitudes 
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towards suicide and help seeking. The three communities in each state represented areas 

with a suicide rate similar to, above, and below the state average. The communities were 

also diverse in their population, types of farming, geographic location, distance from and 

access to services. There was a total of 33 female and 30 male participants. Results: 

Qualitative analysis indicated three major interrelated social factors: (1) changing rural 

communities, (2) community attitudes and stigma and (3) relationship issues. 

Conclusions: The biopsycho-ecological model is considered useful to better understand 

and address social, as well as individual and environmental factors, pertaining to farmer 

suicide. 

Key words: farmer suicide, stigma, community attitudes, help-seeking, relationships, 

social support, rural communities, biopsycho-ecological 

8.3 Background 

Risk of suicide in farmers has been recognised to be higher than in other occupations in 

Australia and some countries across the world (Andersen et al, 2010; Arnautovska et al, 

2016; Gallagher et al, 2008; Milner et al, 2013; Patel et al, 2012; Ringgenberg et al, 

2018; Roberts et al, 2013). Whilst well documented, the phenomena of rural suicide 

remain poorly understood (Collins et al, 2017; Inder et al, 2014). Geographic and 

demographic variances in Australian farmer suicide cases suggest we need to look more 

carefully at the complex interaction of factors at play if targeted prevention strategies 

are to be developed and delivered to those most at risk (Arnautovska et al, 2016; Kunde 

et al, 2018). 

Research into the factors contributing to elevated rural suicide rates has found that 

factors such as the prevalence of mental illness did not explain discrepancies in rural 

compared to urban suicide rates, as rates of mental illness have not been found to be 

higher in rural areas (Judd et al, 2006b; Judd et al, 2006c). However, collective and 
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contextual (or place) factors, such as socioeconomic decline in some rural areas, barriers 

to service utilisation, community attitudes towards mental illness and help-seeking, 

availability of firearms, and rural culture were found to be important as potential 

contributors to suicide (Judd et al, 2006a). 

Geographic and demographic variations in suicide rates have continued to be noted in 

Australian farmers (Arnautovska et al, 2016; Arnautovska et al, 2014). Taking person 

and place into account and noting the importance of community and environmental 

contexts on well-being, have been cited as critical to any future rural suicide prevention 

intervention (Hirsch & Cukrowich, 2014). Farmers do not just belong to an occupational 

group, but are part of families, small and often tight-knit rural communities, and operate 

within a unique geographical, psychological, environmental and social context within 

Australia (Kunde et al, 2017a). The farmers’ work environment has been described as 

characterised by “high stress” (McShane et al, 2016) with “relentless demands” 

(Rawolle et al, 2016). Social factors such as relationship breakdown, isolation and 

loneliness, as well adherence to sociocultural norms of masculinity, stoicism and self- 

reliance have been implicated in Australian farmer suicide (Alston, 2012; Judd et al, 

2006a; Kunde et al, 2017a/2018;Perceval et al, 2017; Perceval et al, 2018). Farmers 

themselves perceive risk for suicide to result from a highly interactive combination of 

individual, environmental and social factors (Perceval et al, 2017; Perceval et al, 2018). 

Social and cultural context, alongside aspects of the physical environment and individual 

traits appear paramount when it comes to understanding and addressing farmer suicide. 

It is imperative we explore and better discern distinctive social influences to improve 

farmers’ health and wellbeing and reduce the toll of suicide in this vulnerable population. 

Given the limited existing research on relevant social factors in farmer suicide, the need 
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for more qualitative studies examining these factors has been recognised (Collins et al, 

2017; Kunde et al, 2018). This qualitative study aims to identify and better understand 

the complex interplay of risk and protective factors surrounding farmer suicide, with an 

emphasis on social influences, so as to inform tailored and effective suicide prevention 

initiatives. 

8.4 Methods 

The current study is part of a larger investigation into the perceived risk and protective 

factors and attitudes towards suicide and help seeking among farmers living and working 

on farms in two states in Australia: New South Wales (NSW) and Queensland (QLD). 

The study was approved by both Griffith (OTH/04/12/HREC) and Newcastle 

Universities’ (H-2013-0009) Human Research Ethics Committees, who partnered in the 

project, and was performed according to the Consolidated Criteria for Reporting 

Qualitative research (COREQ) checklist (Tong et al, 2007). Elements of this study 

utilising the same data and methods have been reported on (Perceval et al, 2017; Perceval 

et al, 2018). 

Focus groups were conducted in three diverse sites across NSW and QLD to represent 

areas with a suicide rate equal to, above and below the state average. Communities were 

also diverse in terms of their geographic location, distance from services, population and 

agricultural enterprises. A purposive sampling framework was applied to recruit 

participants who lived and/or worked on a farm. Rural agencies with existing 

relationships to farmers in each site were sent out study information and invitations to 

participate via email. There were 30 male and 33 female participants (63) in total, across 

both states. Male and female focus groups were conducted separately as existing 

literature suggests that both men and women are more comfortable sharing their opinions 

openly in same-gender groups (Stewart et al, 2007). Participants received a $50 voucher 



134 

as reimbursement for travel costs. 

Across the three NSW sites, focus groups consisted of either six men or six women, with 

a total of 18 men and 18 women (36). Groups ranged from two to six participants in 

QLD and were supplemented with individual interviews due to difficulties with 

recruitment. In total there were 12 male and 15 female participants in QLD (27). Some 

QLD interviews took place via the telephone and others, along with the groups, in a hired 

venue. NSW groups took place in a venue provided by rural networks. Ages across both 

states and genders ranged from early 20s to mid-70s, with the majority of participants 

being aged between 35 and 65 years across all sites regardless of rurality. The inner 

regional site in QLD (average suicide rate compared to the state) engaged 6 male and 3 

female participants, whereas both the remote (below average) and very remote (above 

average) sites engaged 3 male and 6 female participants. In NSW the suicide rates 

compared to state average in different ruralities were inner regional (below), outer 

regional (equivalent) and remote (above). 

Informed written consent was obtained from all participants. The topic guide used for 

all groups and interviews comprised of 11 open-ended questions exploring farmers’ 

perceptions, knowledge and experiences of perceived suicide risk and protective factors, 

and attitudes towards suicide (see Appendix G). NSW groups were facilitated by a 

female PhD candidate (MP) who worked in rural suicide prevention and lived and 

worked on a farm. This facilitator was known to some participants from one site in NSW. 

QLD groups were facilitated by a female registered psychologist with a postgraduate 

qualification and a female consultant with a PhD who were both unknown to 

participants. Follow-up access to mental health services was offered to all participants if 

required. Focus groups and interviews ran for between one and three hours in QLD and 
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approximately three hours in NSW. All were audio recorded and professionally 

transcribed. 

Methodological principles for social analysis as outlined by Krueger et al (2001) were 

followed when designing and conducting the study, with the social constructivism 

tradition guiding the research (Lincoln & Guba, 1985). Focus groups were utilised in an 

attempt to understand how people who live and work of farms perceive and understand 

their environment and think and feel about suicide, rather than to try to build consensus 

or provide empirical reality (Kreuger et al, 2001). Qualitative interpretation was 

conducted using NVivo software following the characteristics of qualitative research as 

described by Gibbs (2002). A generic qualitative approach (Bradbury-Jones et al, 2017) 

using inductive thematic analysis was undertaken, with coding and theme development 

directed by the content of the data (Braun & Clark, 2006). Transcripts were read by two 

authors to generate initial codes and themes; three authors decided final themes and one 

author conducted comprehensive analysis. Validity of analysis was ensured via regular 

discussions with at least one other author to allow for reassessment of themes, continued 

interpretation and to gain consensus. 

8.5 Results 

In the overall study, three interrelated and interdependent themes in terms of suicide risk 

factors emerged: individual, environmental and social. Individual (Perceval et al, 2017) 

and environmental factors (Perceval et al, 2018) have already been reported on. Here we 

focus and report on social factors. Under this theme, three major subthemes arose to 

explain both risk and protective factors: changing rural communities, community 

attitudes and stigma, and relationship issues. 

8.5.1 Changing rural communities 

Participants across all groups described how they believed that quality of life in rural 
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communities has decreased, as a result of declining rural populations and a reduction of 

services due to demographic and socioeconomic changes. Examples were provided of 

how some farming communities now comprised many less families and workers, and 

how people did not know their neighbours as well as previous generations once had. 

Participants spoke with nostalgia and regret about the decline in social gatherings such 

as weekend tennis matches between neighbouring families. People also described how 

in some areas there were now fewer venues available for community gatherings and that 

people generally had less time to organise and attend social get-togethers. 

Participants described being busier and more time-poor for less financial gain compared 

to other times when farming was more economically viable. It was stated that fewer 

young people were returning to work on family farms on account of these pressures, and 

some participants stated they actively discouraged their children from returning to the 

farm. The need to undertake off-farm work for many male farmers due to financial 

hardship from drought and market pressures was highlighted, with resulting pressures 

on the women left behind to look after both the farm and the family. 

The changing roles of women, with many women now also working off-farm, were 

evident. This was reflected in statements from older female participants about how 

difficult it was for younger families compared to “their day” when women traditionally 

remained on the farm to reduce domestic pressures and help bind families together. 

Farms becoming increasingly more difficult and financially unviable for families to 

maintain, and having fewer farm workers now employed, as well as an increase in farm 

ownership by larger corporate companies, was described as impacting not only 

individuals but also the social fabric of rural communities more broadly. 
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The transformation of rural communities and resulting decrease in social cohesion and 

integration were described by participants as key risk factors for suicide. Social 

interaction was described as not only a protective factor for suicide, but important for 

maintaining an overall sense of wellbeing. 

 
 

M1: Yeah, well there's been a lot of change in the rural scene. Things have got tougher. 

 

 

F1: There was a bit more money in the bush in those days. 

 
 

M2: Farmers back then were happier in their lives. They would have been cranky about 

cattle prices, or that the government did this or that. But they were more socially happy 

in their lives than they are now… I always say to my wife “I wish I was born when my 

grandfather was born, because it looked like he had a lot more fun than (we do) now”. 

8.5.2 Community attitudes and stigma 

 
Negative community attitudes and stigma towards mental health issues and suicide were 

cited by participants as an issue for farmers and those living in rural areas. Despite recent 

efforts within the suicide prevention and mental health spaces in rural areas, there were 

numerous examples given that clearly depicted stigma in community attitudes towards 

help-seeking for financial or personal problems, the use of support services, mental 

health issues and suicide. The fear of having others in the community view or talk about 

them negatively and subsequently feeling like a failure was described as a compelling 

barrier to help seeking. Participants spoke of how people from small rural communities 

did not wish to be physically “seen” by others when attending certain services such as 

counselling or psychologists. This type of small town and community gossip, although 

generally negative, was also referred to by some in a positive way, in that people in the 

community were aware of what was happening to others and could thereby support them. 
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Of note was the concept of self-stigma. A number of participants indicated that a person 

at risk of suicide might experience stigma through their own thoughts and perceptions 

far more than actually experiencing it through the words or the actions of others. A 

person’s self-judgement appeared to be a major limitation in terms of reaching out to 

others and as a primary cause of their suffering. Participants described this as intertwined 

with their sense of identity, fear of being a failure, and the normative “tough Aussie” 

culture; there was general agreement that these issues were more apparent for males. 

There appeared to be an underlying, ingrained assumption within the farming 

community and society at large that men in particular, but also rural women, should be 

able to cope without asking for help. Male participants admitted it would be difficult to 

have conversations about feeling depressed because of entrenched beliefs that help 

seeking was an indication of weakness. 

 
 

Some individuals who had experienced mental health issues or strong adversity 

themselves, spoke about the great relief and healing power of being able to talk to 

someone about their problems. Participants described being able to talk to others openly 

about their problems, along with increased opportunities for social connectedness and 

interaction as outlined above, as protective factors against suicide risk. 

 
 

F2: Certainly, in farming communities and my experience in just this little community, 

is that it’s not okay to stand around at the pub and say “well I feel really terrible” or 

this or this… People can perceive they must be really suffering… but (1), it’s not okay 

to talk about it and (2), it is not okay to seek help. 

 
 

M3: A sense of failure would prevent me from telling anybody (about personal 
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problems). 

 

 

F3: I think there’s a real attitude - well, my husband was raised by a generation who 

said, “pull your socks up and get on with it”. So how on earth is he supposed to be 

equipped to have any other attitude than “I’ve got to be strong, it’s too shameful (to seek 

help)”. 

8.5.3 Relationship issues 

 
Participants described how, of the individuals they had known who had died by suicide, 

in many cases the person had experienced recent relationship difficulties or a 

separation/divorce from their partner, and this was particularly the case for male farmers. 

While relationship breakdowns were considered by a number of participants as a risk 

factor for suicide, having strong relationships with their partner and/or family members 

was as one of the main potentially protective factors against suicide. Several participants 

described how having a strong relationship with their partner and family support had 

helped them personally through times of difficulty. Lacking these relationships was 

described as contributing to a sense of social isolation and loneliness, which may 

exacerbate the inherent isolation of farming as an occupation and geographical isolation. 

The relationship between loneliness and maladaptive coping strategies such as increased 

alcohol intake was also raised in some of the groups. 

 
 

Family tension on farms and in particular, generational succession was referred to as a 

source of stress, and in some cases, distress when family relationships broke down over 

disputes regarding succession agreements. The expectation felt by older and younger 

generations alike in passing on the farm; and the resulting pressure and discord brought 

to families was described by participants. Not being able to meet expectations to “carry 

on” the family farm was raised as another potential catalyst for males to feel a sense of 
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failure and despair. 

 

 

Participants indicated that social support did not necessarily need to come from 

relationships with a partner or family members: other relationships such as friendships 

and community interactions were also highlighted as important. Positive personal, 

neighbourly, community and even professional relationships were described not only 

has helping people to feel a sense of belonging, but also as giving meaning and purpose 

to life. Participants spoke positively of the role of workers or professionals in the 

community, the “accidental counsellors” who provided practical assistance (such as 

helping with paperwork) and social support. Strong relationships leading to social 

connectedness were repeatedly described as a panacea to many of the challenges 

experienced by farmers and as a key protective factor against suicide. 

 
 

M4: There's been two (suicides) in my life, and they've both been relationship problems 

really. That was the kick over the edge… in both cases. So whether that is the only factor, 

I certainly know was the final factor. 

 
 

M5: Lack of family support. If you are feeling isolated from your family and you have 

no one who really knows you in order to ask the right questions - “are you okay?” So if 

you are without that strong family member in your life to ask you a few prime questions 

it does make you feel isolated. 

 
 

M6: That's the whole thing about farming life, is it's so unique in comparison to life in 

the city, and I've done both. You have extreme circumstances that you're combating, 

every single day of your life… whether it be through drought, floods, succession, family 

partnership issues. We’ve had terrible problems within our family. 
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8.6 Discussion 

Social factors have long been regarded important in determining both risk and protection 

for suicide (Hassan, 1996; Milner et al, 2013). This study reported on farmers’ own 

perceptions of the relevant social factors to Australian farmer suicide. Three key 

subthemes were identified: changing rural communities, community attitudes and 

stigma, and relationship issues. These were described as being critical in protecting 

against, or increasing, suicide risk in farmers. 

 
 

Agriculture is a large part of the Australian social identity; however, it has changed 

considerably over the years as the sector has been significantly challenged by 

environmental, sociodemographic and economic pressures (Kunde et al, 2018). These 

changes have influenced the social fabric of farming communities. Participants spoke of 

declining rural and farming populations, financial pressures due to environmental crises 

such as severe and protracted drought, and traditional sociocultural norms and gender 

roles changing, with women increasingly gaining off-farm work. These findings reflect 

available agricultural and national census data and social research (Kunde et al, 2018; 

Alston 2012; Peel et al, 2016). Increasing opportunities for social engagement and 

interaction were described by participants as a protective factor for suicide and to 

increase overall wellbeing for farmers. These findings are consistent with research 

suggesting that living in a declining area may impact negatively on mental well-being 

and that the combined constructs of community participation and personal social 

cohesion are strongly associated with all aspects of health, but most notably, mental 

health (Berry & Welsch, 2010). 

 
 

Our participants described perceived community attitudes and stigma as affecting both 

self-judgment and the likelihood of seeking help. This supports research by Fennell et al 

(2018) who found that stigma and subsequent reduced help seeking had more of an 
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impact for mental, rather than physical health concerns in both rural men and women. 

Traditional gender norms and concepts of stoic masculinity have been found to be 

particularly evident in male dominated occupations and in the farming community 

(Collins et al, 2017; Houle et al, 2015), and this was also reflected in our data, where 

gender differences were noted throughout focus group discussions. Where some 

participants described instances of how they overcame barriers such as stigma or gender 

norms to seek help, they spoke of this leading to positive outcomes. We concur with 

Fennell et al (2018) that a better understanding of barriers to seeking help in rural 

Australia is needed in order to develop methods to overcome these and facilitate help 

seeking behaviours. 

Participants frequently referred to relationship problems, loneliness and social isolation 

as risk factors for suicide, with some cases of known suicides thought to result directly 

from relationship difficulties. Consistent with these accounts, Kunde et al (2017a), in a 

psychological autopsy study, found relationship breakdown to be a key-precipitating 

factor in some farmer suicides. In our study, a lack of relationships and social support 

were described as being detrimental to health outcomes and leading to maladaptive 

coping strategies such as increased alcohol use. Indeed, social isolation has been shown 

to be one of the strongest and most reliable predictors of suicidal behaviours across the 

lifespan (Van Orden et al, 2010). 

Participants highlighted relationships as a key suicide protective factor and suggested 

that having strong relationships may assist in giving a sense of meaning and purpose in 

life. This is in keeping with previous research that suggested social support could be a 

useful protective factor against suicide (Kleiman et al, 2012), and other research 

(Kleiman & Beaver, 2013) that found that the presence of meaning in life predicted 
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decreased suicidal ideation over time and lowered lifetime odds of suicide attempt. A 

study of Australian farmers also concluded that increasing social support and a sense of 

belonging could improve mental health outcomes and act as a suicide protective factor 

in male farmers (McLaren & Challis, 2009). We suggest that strategies designed to both 

increase social connectedness and a sense of meaning in life may be particularly 

protective against suicide, as well as improving other health outcomes for farmers. 

 
 

This research on social factors was a component of a larger study that also identified 

individual and environmental risk factors for suicide in Australian farmers (Perceval et 

al, 2017; Perceval et al, 2018). Given the complex interplay of social factors along with 

other individual and environmental risk and protective factors, a relevant model to assist 

in understanding and addressing farmer suicide is the expanded biopsycho-ecological 

model (Stineman, 2011; Stineman & Streim, 2010), which acknowledges both the social 

and physical components of the environment in influencing health outcomes. Applying 

a biopsycho-ecological lens may be useful in developing much needed culturally 

appropriate and contextually sensitive suicide prevention strategies for farmers and farm 

workers. 

8.7 Study limitations 

Recruitment issues in QLD meant that focus group size and format was not consistent 

across the two states. NSW groups consisted of six men and women respectively, and 

QLD groups/interviews involved between one and six participants, with some occurring 

by telephone. This was thought to be a combined result of the NSW facilitator having 

extensive rural and agricultural networks and living within a rural community, compared 

to the two different facilitators in QLD who did not and were both city-based, as well as 

distance and privacy issues that were put forth as barriers in QLD. Collection of data 

was staggered over time, with NSW groups occurring well before QLD groups. Despite 
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the variations in recruitment, focus group format and the disparity between QLD and 

NSW farmer suicide rates (Arnautovska et al, 2016), consistency of responses and 

congruency of themes was apparent across sites. It was anticipated that there may have 

been more variation given the differences of facilitators and group formats across the 

two states. Consistency of the interview schedule content and delivery is believed to 

have kept responses congruent. The NSW facilitator having extensive rural contacts 

clearly affected recruitment, participant numbers and group format (with QLD 

facilitators having to conduct some individual interviews over the phone), however it 

did not impact on the overall content of participant responses. 

8.8 Conclusion 

This study provides important insights into the social risk factors for suicide as perceived 

by farmers themselves. As highlighted, suicide prevention programs that focus on 

increasing social interactions, reducing negative community attitudes and stigma 

towards mental health and help seeking, and increasing social support and 

connectedness, may provide protection against suicide and increase wellbeing for 

farmers. By addressing social factors, alongside individual and environmental 

considerations in rural communities we may improve farmers’ health and wellbeing and 

reduce the toll of suicide in this vulnerable population. 
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9.1 Notes 

This chapter is reproduced from the paper “Environmental factors and suicide in 

Australian farmers: A qualitative study”. The PhD Candidate is the first author on this 

published paper. The second and third authors are the principal and associate supervisor 

of the candidate respectively. K. Kõlves, P. Reddy and D. De Leo contributed to the 

conceptualization of the study and were Chief Investigators. M. Perceval was 

responsible for the data analysis and was supervised during this process by K. Kõlves 

and V. Ross. M. Perceval drafted the manuscript and K. Kõlves and V. Ross contributed 

to the writing of the manuscript. P. Reddy and D. De Leo revised the final manuscript 

critically for important intellectual content. All authors read and approved the final 

manuscript. This paper is published in The Archives of Environmental and Occupational 

Health, which has an Impact Factor of 1.386 in 2017. The copyright specifications of 

this journal permit the inclusion of this paper within this dissertation. This is an Accepted 

Manuscript of an article published by Taylor & Francis in Archives of Environmental & 

Occupational Health of 2018 on 3th May, available online: 

https://www.tandfonline.com/doi/10.1080/19338244.2018.1453774 

Full citation: Perceval, M., Kõlves, K., Ross, V., Reddy, P., & De Leo, D. (2018). 

Environmental factors and suicide in Australian farmers: A qualitative study. Archives 

of Environmental & Occupational Health, Epub since 3 May 2018. 

doi:10.1080/19338244.2018.1453774 

9.2 Overview and Contribution of Paper to Research Aims 

This paper contributes to Aim 1: Investigate perceived risk factors pertaining to farmer 

suicide in NSW and QLD of the overall research program as described in Chapter 5. 

Farmers and farm workers have been recognised as a group at high risk of suicide in 

https://www.tandfonline.com/doi/10.1080/19338244.2018.1453774
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Australia. This study aims to identify and better understand environmental factors 

associated with suicide among Australian farmers and farm workers. Qualitative 

analysis was undertaken in accordance with the Consolidated Criteria for Reporting 

Qualitative Research. Male and female focus groups were conducted separately with 

people who lived or worked on a farm in six farming communities. Qualitative analyses 

showed that a number of environmental influences may contribute to the increased risk 

of suicide: extreme climatic events; isolation; service availability; access to, and frequent 

use of firearms; death and suffering of animals; government and legislation; technology; 

and property values. Both the physical and socio-cultural environments in which farmers 

operate appear to contribute to farmer suicide and need to be considered in suicide 

prevention. 

9.3 Introduction 

Within rural populations, farmers have been identified as having higher rates of suicide 

in numerous countries across the world (Hirsch & Cukrowich, 2014). In a systematic 

review and meta-analysis, Milner et al., (2013) found a link between occupation and 

suicide risk, including increased risk for farmers and agricultural workers. In Australia, 

farmers and people who live in more remote communities are at high risk of suicide 

(Judd et al, 2006b; Page & Fragar, 2002). Several studies have investigated individual 

suicide risk factors for farmers such as mental illness (Judd et al, 2006b; Caldwell et al, 

2004), and other factors specific to farming such as the overlap of workplace and home, 

isolation and working alone, and intergenerational business partnerships (Hirsch, 2006; 

Handley et al, 2012). Only a few studies have investigated external factors such as the 

impact of climatic events and economic impacts (Alston, 2012; Bryant & Garnham, 

2015). Despite the well- documented disparity in farmer suicide compared to many other 

occupations in Australia, many researchers agree the reasons for this disparity remain 

poorly understood (Collins et al, 2017; Inder et al, 2014; Judd et al, 2006a). Further 
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qualitative research has been recommended to better understand the complex interplay 

of contributing factors (Collins et al, 2017) so that targeted strategies can be designed 

and delivered to those most at risk, given demographic and geographical variation in 

farmer suicide mortality (Arnautovska et al, 2016; Kunde et al, 2018). 

Suicidal behaviour is a complex interplay of psychological, social, biological, and 

contextual factors. The use of an ecological framework has been recommended, but not 

widely used in understanding suicidal behaviour. The World Health Organization (2018) 

uses an ecological framework to explain why some people are at higher risk of self- 

inflicted, interpersonal or collective violence, acknowledging the interaction of many 

factors at different levels. This framework delineates individual, relationship, 

community, and societal levels (Krug et al, 2002). Stineman and Streim (2010) extended 

this work and proposed the biopsycho-ecological model. Highly interactive and 

multilevel functional hierarchies within this model acknowledge that illness may reside 

in the body or the mind, but that the environment may improve or exacerbate this with 

physical or social influences (Stineman & Streim, 2010). The biopsycho-ecological 

model recognizes the critical interface between the person and the environment, and how 

the physical environment may have facilitators or barriers which enhance integration or 

contribute to isolation (Stineman & Qu, 2007). 

The current paper will address environmental factors, including both the physical and 

sociocultural environment, associated with the suicide of Australian farmers as 

perceived by farmers themselves. 

9.4 Methods 

Qualitative analysis was undertaken in accordance with the Consolidated Criteria for 

Reporting Qualitative Research (COREQ) checklist (Tong et al, 2007). The study was 
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approved by the University of Newcastle (H-2013-0009) and Griffith University’s 

Human Research Ethics Committees (OTH/04/12/HREC). 

9.4.1 Participants 

 
Focus groups were conducted in three sites in New South Wales (NSW) and three sites 

in Queensland (QLD). A purposive sampling framework was applied to recruit 

participants who lived and/or worked on farms. The sites in both States were selected to 

represent areas with a suicide rate equal to, above and below the State average and that 

were geographically diverse: remote, outer regional, and inner regional. Rural agencies 

in each site with existing relation- ships with farmers sent out email invitations and study 

information through rural networks and agencies in the selected sites. In total, across 

both States, there were 30 male and 33 female participants. Focus groups were con- 

ducted separately for males and females because heterogeneous gender groups may lead 

to female participants dominating discussion. Existing literature and experience in rural 

communities on masculinity and males has found communication regarding personal 

and mental health issues more difficult for men compared with women (Beyondblue, 

2012). It was anticipated that both men and women would feel more able to discuss 

opinions openly in same-gender groups (Stewart et al, 2007). Venues were provided by 

rural networks in NSW, and in hired venues in QLD. A $50 voucher was given to 

participants as reimbursement for travel costs. 

 
 

In NSW the groups each consisted of six men and six women across the three sites, with 

a total of 18 women and 18 men. In QLD, due to difficulties with recruitment, the groups 

ranged from two to six participants, and were supplemented with individual interviews, 

in some cases over the telephone. In total, 12 men and 15 women participated in QLD. 

Participants’ ages across both sites ranged from early 20s to mid-70s. Table 9.1 describes 

participants. 
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Table 9.1. Focus group participants and suicide rates by geographical category 

(remoteness)  
 New South Wales  Queensland 

Remoteness male female suicide rate male female suicide rate 

Inner regional 6 6 Below average 6 3 Average 

Outer regional 6 6 Average - -  

Remote 6 6 Above average 3 6 Below average 

Very remote - -  3 6 Above average 

 

The social constructivism tradition guided the research, with focus groups designed so 

that researchers could learn about how participants perceive and understand the 

environment in which they live and work (Lincoln, 1985). The topic guide for the focus 

groups and interviews explored farmers’ perceptions, knowledge and experiences of 

suicidal behaviour, and comprised 11 open-ended questions under the three broad topics 

of perceived risk factors, perceived protective factors and attitudes toward suicide 

(Appendix G). Under these three topics, analysis showed three major themes emerged 

in relation to risk factors: individual, social, and environmental. The findings pertaining 

to individual risk factors as well as attitudes towards suicide have been previously 

reported (Perceval et al, 2017) and a further paper is underway on social risk factors, this 

study therefore focuses on environmental risk factors related to suicide. 

 
 

The NSW groups were facilitated by a female PhD student (MP) who worked in rural 

suicide prevention and lived and worked on a farm and was known to some participants 

from one of the sites. The facilitator explained her background in farming and interest 

in the wellbeing of people living and working on farms. In QLD groups were facilitated 

by a female registered psychologist with a postgraduate qualification and a female 

consultant with PhD qualification (both previously unknown to participants). 

Participants were assured that they would be given access to follow-up mental health 

services if required. Focus groups and interviews ran for between one and three hours 

and were audio recorded and professionally transcribed. 
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9.4.2 Data analysis 

A generic qualitative approach (Bradbury-Jones et al, 2017) was conducted using 

inductive thematic analysis. Coding and theme development were directed by the 

content of the data (Braun & Clark, 2006). Transcripts were read by two authors, to 

familiarize themselves with the data and to generate initial codes and themes. Three 

authors decided on the final themes and identified connections between themes. 

Comprehensive analysis and review were conducted by one author, which involved 

extensive re-reading and close analysis of transcripts utilizing NVivo software and 

following the characteristics of qualitative research described by Gibbs (2002). Data 

remained coded under question topics; however, nodes were created according to final 

themes. Validity of analysis was ensured via continual and on-going discussions with at 

least one other author to allow for reassessment of themes, further interpretation of data 

and to gain consensus. 

9.5 Results 

Eight subthemes of environmental factors related to farmer suicide were identified. 

Some of these related to the impact of the physical environment on the farmer; others 

related to the sociocultural environment in which farmers are operating. 

9.5.1 Extreme climatic events 

The effects of prolonged and severe drought on individuals, farming families and rural 

communities reliant on agricultural industry dominated focus group discussions in both 

QLD and NSW. Other adverse climatic events, such as floods, were also described as 

having considerable impact on all aspects of farming life. Adverse climatic conditions 

were described as leading to hopelessness and despair as farmers depicted “no win” 

situations, where despite their best efforts; they were left in dire hardship. This stress 

was described as affecting not only the individual farmer, but also all people involved in 

the business, family, and wider community, and as a contributor to some people 
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contemplating suicide. Participants discussed how adverse climatic events impacting 

financial viability may lead to a sense of personal failure, which in turn may lead to risk 

of suicide for some. 

M1: The pressure goes from the drought, the financial side of it, then the pressure goes 

across to the wife, the family, the wife leaves him or busts up and then the suicide 

happens. 

M2: When you’re under the stress of the drought and the financial… some just can’t 

live with the stigma of going to lose their property and go. 

9.5.2 Isolation 

Geographical isolation was a major issue for the more remote communities. Lengthy 

distances to travel and lack of services including ambulance, police, and primary health 

care were pronounced in some sites. In one group participants described travelling to the 

nearest capital city, over 700km away, in order to see a regular doctor. The isolation was 

often further complicated by poor access to telecommunications, such as mobile phone 

coverage and Internet availability. The groups described not only the hardship of living 

in rural communities, but also the anxiety and sense of vulnerability that arose from 

being geographically isolated and far away from medical and emergency services. The 

isolating nature of farming itself and the many hours spent working alone were also 

discussed. Participants in a number of groups spoke about the combination of 

geographical and emotional isolation as a potential risk factor for suicide. 

M3: The main risk factor is isolation or even access to isolation. Because they are not 

going to suicide in front of someone… don’t let them be isolated. That’s a lot to do with 

farming… if there’s someone around all the time they get less opportunity to be able to 
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do it. 

 

 

M4: I think the problem with those people who are contemplating suicide… the fact 

that we can be isolated… you can become anonymous if you want. 

9.5.3. Service availability 

 
With the exception of the larger regional sites in both states, lack of adequate services 

was a strong feature of all groups. Some sites had no doctor, and many spoke of the 

transient nature of primary health and other workers in their geographically isolated rural 

communities, or the inadequacy of “fly in/fly out” services. Participants described how 

service providers who work in regional and remote areas often do so to meet professional 

service requirements; returning to work in the cities on completion of their service 

period. The desire for more permanent service providers and the opportunity to connect 

and build trusted relationships was highlighted during discussions. Face to face services, 

particularly with someone who understood the difficulties of farming were consistently 

described as preferable to telephone or online services based in a major city (where the 

service provider was likely to have little understanding of the geographical location or 

particular issues affecting the farming community). 

 
 

F1: What we miss out here is having a thread and a connection. So your police officer, 

your teacher, your principal, the people who can live in the community and work… you 

don’t have any long-term connection with a doctor or any of those services because 

people come out here to “tick a box,” do their stint… (and return to the cities). 

 
 

F2: I’ve tried (a helpline) and it didn’t help us in our dire time when we really needed 

help… It wasn’t a service that worked… it is very hard to access… the capacity of the 

person suffering to access that. So physical presence is really the only thing. 
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9.5.4. Access to, and frequent use of, firearms 

 
There was considerable discussion relating to the access, familiarity with, and repetitive 

use of firearms throughout all groups and interviews. Firearms are an important tool for 

Australian farmers for controlling pests such as kangaroos and wild pigs, and for 

euthanizing livestock suffering during drought and at other times. The frequent use of 

firearms was identified as unique to farming as an occupation, as was the relationship of 

firearms to farmer suicide. Participants generally considered that access to, and 

familiarity with firearms was a reason that farmers are at higher risk of suicide. One 

participant noted that he had known a number of male farmers who had died by suicide, 

and all had used a firearm as their suicide method. The lethality of firearms in 

combination with access and familiarity was highlighted; as was the farmer’s acquired 

capability to enact lethal self-harm through habituated daily activities within the farming 

environment, such as the repeated use of firearms for pest control and euthanasia of 

animals. 

 
 

M5: I think that’s why rural suicide is probably a bit worse than anywhere else because 

we’ve got the artillery to use it. You don’t get a second chance when you start (firing) 

that around. 

 
 

M3: That may be why suicide is at a higher rate in the country, because we do that (use 

firearms) on a daily basis anyway. It’s an identified end to a problem for everything 

else. 

9.5.5 Death and suffering of animals 

 
Closely linked to access and use of firearms, was the distress caused by the suffering of 

animals, particularly due to drought and climatic adversity. The need for the humane 
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euthanasia of animals and repeated exposure to their death was a common theme in focus 

group discussions. This was particularly evident in the QLD groups where the 

combination of drought and inability to sell livestock or property left beef producers 

with starving cattle, which in many instances died. Participants in all of the groups, even 

in NSW where droughts had not been so severe, spoke of their distress in watching 

animals suffer, and the difficulty of having to euthanize them. Some of the males spoke 

of how they attempted to protect their wives and children from the death of stock during 

drought. Several male farmers agreed that when they were struggling mentally, they 

would often ask their workers or neighbours to assist them in euthanizing animals, as 

they were concerned about the impact this was having on their mental wellbeing. 

M6: When you get up in the morning and you’ve got to go out… and you’re seeing all 

these dead animals consistently every day and having to shoot the cows, shoot the 

calves every single day, no days off. This went on for nearly two years… it wears you 

down. 

M7: I have a good mate of mine (who told me) “I haven’t taken my wife out into the 

paddock for more than a year … because it’s so bad and there’s so much death.” He 

said “I don’t want her to see it… I’m struggling to handle it myself.” 

9.5.6 Government and legislation 

Government policy and legislation were generally described as being unhelpful to 

farmers and adding additional pressure. Examples predominantly focused on the 

Australian Federal Government’s ban on live cattle export to Indonesia following 

images of cattle being mistreated in Indonesian slaughterhouses that appeared on 

national television. This ban particularly impacted northern QLD cattle farmers, who 
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rely heavily on the live export trade. Other government policies discussed included 

changes to water licensing, and the extensive documentation required to obtain 

governmental grants or subsidies during times of hardship. In several focus groups, 

external influences were raised, such as the presence or threat of coal seam gas on 

farming land, where it was argued fertile farming land and groundwater were at risk of 

being lost and/or irreparably damaged as agricultural land turned to an industrial 

landscape. Another issue was the rise in foreign or corporate land ownership. Industry 

changes such as these were highlighted by participants as causing significant stress, 

which may be associated with farmer suicide. These external stressors were seen to add 

to what was already beyond the control of the farmer: an additional adversity that 

increased the burden of their business and daily stress. Participants also described feeling 

“let down” and unsupported by Government. There was a very strong sentiment that 

farmers were not valued by politicians and that decisions were often made in the capital 

cities by people who did not understand farming. The belief that farmers are not valued 

by the broader society appeared in conversations across groups and seemed to compound 

individual stressors and feelings of worthlessness, adding to the risk of suicide. 

 
 

M8: I think there is a very real sense of helplessness or hopelessness (for farmers) when 

it comes to government legislation. 

 
 

M9: I often feel overwhelmed… the documentation and the paperwork… there’s all 

these legal protocols and things for us to follow, and every single thing you do (to 

obtain hardship assistance). 

9.5.7 Technology 

 
Significant changes to traditional farming businesses and communities due to the advent 

of computer technology were highlighted across all groups, as was the impact of social 
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media and technology on relationships. There was some consensus among participants 

that technology was detracting from interpersonal relationships. Farmers described the 

increasing need for technology in an already overburdened work environment as 

stressful, as they perceived they did not have the time or skills to keep up. This was 

particularly relevant for older farmers. Technology in business was described as 

burdensome, adding extra work in an already “overloaded” environment. Similar to 

Government legislation, new technology was described as adding extra stress and 

workload in many instances. Whilst this theme was not spoken of in terms of a direct 

risk for suicide, it did feature as a significant stressor relevant to the environment in 

which farmers were operating their businesses. 

 
 

M10: Every time you turn the computer on…there’s something that you don’t quite 

know how to do. 

M11: Technology is great, but it is just pressure, pressure, pressure on me all the time. 

 

9.5.8 Property Values 

 
Another theme that was related to farm financial viability and the impact of financial 

pressures on individuals, families and whole rural communities was that of property 

values. After experiencing somewhat of a “boom,” property market values plummeted 

as a result of a combination of factors including the broader global financial crisis, 

prolonged drought, commodity price falls, and market shocks such as the live cattle 

export ban. This was described amongst groups as another reason farmers felt “trapped” 

with “no way out.” Some farmers had borrowed money against inflated values and 

subsequently had huge equity reductions resulting in significant financial pressure. They 

described being in a helpless situation of not being able to sell their properties due to 

these factors, especially in the case of ongoing and severe drought. 
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F3: The property value’s decreased 25 per cent or more. Your cattle prices – instead 

of a cow being worth $1,000, it was worth $250. You have your bank manager there – 

they’re not giving you any more money…and there’s nothing you can do. You’re stuck 

there. You can’t really sell your property because who’s going to buy it at the present 

moment. 

M12: My grandfather raised and educated a whole family… and I can’t even sell the 

place. 

9.6 Discussion 

Farmers are inextricably linked to their physical and sociocultural environment. Adverse 

environmental factors in combination with unfavourable individual and social 

circumstances may lead to farmer suicides. Therefore the biopsycho-ecological model 

(Stineman & Streim, 2010) is a useful framework for understanding farmer suicide. The 

current article focused on qualitative analysis of farmers’ perceptions of environmental 

factors impacting on farmer suicides in Australia. We identified eight subthemes: 

extreme climatic events; isolation; service availability; access to, and frequent use of, 

firearms; death and suffering of animals; government and legislation; technology; and 

property values. 

In relation to climate, severe and ongoing drought was a major point of discussion in 

this study. Previous studies have considered the role drought plays in combining 

pressures which may accumulate and lead to hardship, distress and decreased mental 

health and wellbeing for farmers (Alston, 2012; Alston & Kent, 2008: Fennell et al, 

2016; Vins et al, 2015). Our findings indicated that drought and other extreme 

environmental events add physical, mental, financial, interpersonal and social strain to 

farming individuals, families, and communities, which may increase risk for suicide. 
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In Australia, some studies have shown an increase in rural male suicide with increasing 

drought index that was not evident in females (Hanigan et al, 2012), while other studies 

have shown no association between drought and suicide rates (Guiney, 2012). It appears 

that men may be more vulnerable to the impact of climatic and environmental pressures 

such as drought on mental health and suicide risk than women (Hanigan et al, 2012; 

Guiney 2012; Powers et al, 2015), and rural dwellers more so than urban residents 

(O’Brien et al, 2014). Despite these mixed results, it is recommended that drought and 

other climatic and environmental factors are not dismissed as relevant to farmer suicide 

risk even if robust group data is not clear at this stage (Guiney, 2012). The State of 

Queensland Agricultural Report (2014) suggests that drought and other environmental 

hardships are to be expected. There is therefore a need for improved ways to support 

farmers in managing these predicted hardships and reducing the impact of environmental 

factors that may impact on farmer suicide. 

 
 

Access to, and frequent use of firearms featured strongly in our study and is a critical 

aspect of the farmers’ working environment. One theory that is potentially relevant to 

how this translates to farmers’ risk for suicide is Joiner’s interpersonal theory of suicide 

(IPT) (Joiner, 2005; Van Orden et al, 2010). The psychological aspects of “thwarted 

belongingness” and “perceived burdensomeness” in this theory links to the “desire” for 

suicide (Joiner, 2005; Van Orden et al, 2010). Central to our findings on environmental 

influences on farmer suicide, we found this theory resonates strongly in terms of the 

farmers’ “capability” for suicide. Farmers in our study referred to repeated exposure to 

pain, suffering and death of animals they care for, especially during environmental 

events such as drought. They also described extensive familiarity and frequent use of 

firearms. Limiting access to firearms, and indeed even the need for them, may be 
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problematic, as they are a tool of trade for farmers. However, the IPT could explain why 

farmers may be at increased risk of suicide, on account of their capability (Joiner, 2005; 

Van Orden et al, 2010). 

Farming is, by its very nature, an isolated occupation. Participants described emotional 

isolation in a myriad of ways as compounding physical isolation. Lack of services and 

distances to services, in addition to the sociocultural environment, is likely to impact 

help-seeking (Hirsch & Cukrowicz, 2014; Stark et al, 2016). Traditional masculine 

paradigms of farming in Australia may reinforce stigma that could increase both 

aversion to help-seeking and indirectly increase the risk for suicide (Kõlves et al, 2012). 

Fennell et al (2018), comparing barriers to help-seeking for physical and mental health 

issues in rural South Australians, found higher barriers for mental than physical health 

concerns. The need for control and self-reliance has been reported as a stronger barrier 

for farmers than non-farmers in seeking support for mental health problems in the same 

state (Hull et al, 2017). In NSW, Brew et al (2016) reported that all farmers, regardless 

of rurality, were half as likely to visit a GP or mental health professional in the last 12 

months compared to non-farm workers, but that remote farmers were more likely to be 

more isolated and have less access (structural barriers) to care. Farmers are more than 

three times as likely to die by suicide in QLD than in NSW (Arnautovska et al, 2016). 

Overall, the reasons for increased rural suicide in Australia remain unclear (Inder et al, 

2014). While nothing stood out in our focus groups to clearly explain the higher rate of 

suicide in QLD farmers, perhaps geographical isolation is relevant, given the larger size 

of this state, and greater distances between farms and major centres. This physical 

isolation may compound barriers to service utilization within the sociocultural 

environment, making help seeking even less likely. A longitudinal cohort study in rural 

NSW (Brew et al, 2016) found that remoteness was a significant factor. Remote farmers 
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self-reported worse mental health and wellbeing than remote non-farm workers 

regardless of recent adverse life events, financial hardship, or climatic adversity (Brew 

et al, 2016). This compared to regional farmers, who did not differ from regional non- 

farm workers on either indice (Brew et al, 2016). Geographical isolation, combined with 

loneliness, withdrawal, and the intrinsic isolation of farming as an occupation (Judd et 

al, 2006b; Perceval et al, 2017) as well as sociocultural norms and attitudes (Alston & 

Kent, 2008; Brew et al, 2016; Hull et al, 2017) may therefore be relevant to increased 

rates of farmer suicide. 

Impacts of government legislation, available services, technology, and property values 

in particular, arose as working environment elements contributing to farmers’ stress. 

Others have found hopelessness regarding a lack of control over internal and external 

events (such as Government policy and bureaucracy) to be relevant to farmer suicide in 

Australia and other countries (Alston & Kent, 2008; Judd et al, 2006b; Laoire, 2001; 

Perceval et al, 2017). The impact of mining development on farmers’ mental health due 

to competing land use, psychological stress, and tensions within the community have 

also been reported (Moffatt et al, 2013). This information should provide useful 

guidance when considering future initiatives to improve farmer wellbeing and reduce 

suicide. Increased consultation with farmers in relation to changing and forming 

legislation, for example, may be helpful. Improving telecommunication services in more 

remote areas as well as education to improve farmers’ efficient use of technology may 

assist. Farmers described a clear and strong preference for face-to-face services, with 

people who have an understanding of their local area, and farming in particular. This 

should be taken into account when planning health and mental health services for rural 

areas as well as the need to link these services to those that the farmer is already familiar 

and confident with using, such as agricultural services. Given the impetus towards 

research for smart phone and app technology in assisting mental health treatment, 
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perhaps younger farmers, and those already familiar with using technology, who do have 

good Internet access, could benefit. Debt to equity ratios should be considered by 

financial institutions and governments alike in future planning to assist farmers remain 

viable and for properties to stay within reach of family ownership. 

9.7 Limitations 

There were different facilitators in the two states and recruitment proved difficult in QLD 

due to fewer existing networks between researchers and farming communities. Data 

collection was staggered over time. Because of recruitment issues in QLD, some 

individual interviews were conducted, in some instances, over the telephone. Therefore, 

the group dynamics were different with fewer participants, or non-existent in the case of 

individual interviews. Despite these recruitment variations, consistency was provided 

through the use of a topic guide, and participant responses could be grouped under 

congruous themes. 

9.8 Conclusion 

Whether it is the physical environment in which we work and live, or the environment 

that is created by social policy or specific external influences in which we operate, 

environ- mental factors impact on suicidal behaviour. This study aimed to identify and 

better understand environmental factors associated with suicide in Australian farmers 

and farm workers. We found extreme climatic events; isolation; service availability; 

access to, and frequent use of firearms; death and suffering of animals; government and 

legislation; technology; and property values as the main environmental influences 

perceived by farmers to contribute to suicide risk. Both the physical and socio-cultural 

environments in which farmers operate appear to contribute to farmer suicide and need 

to be considered in future suicide prevention, alongside individual and social elements. 

Our study offers new information by uncovering perceived risk factors for suicide 

directly from farmers themselves, and suggests how, based on these findings, combining 
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relevant theories, such as IPT, with the biopsycho-ecological model, may provide greater 

insight into both understanding and addressing farmer suicide. Farmer suicide 

prevention programs that address physical and social isolation, socio-demographic 

disadvantage, challenge sociocultural norms, and take into account contextual 

environmental elements such as access to firearms and climate adversity are 

recommended. 
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Chapter 10. Study Component Two - Translating Evidence into Practice: 

Development of a wellbeing and suicide prevention workshop for rural 

communities 

10.1 Introductory Comments 

Component One of the study, in attempting to better understand farmer suicide, found 

that farmers perceived risk and protective factors for suicide to fall into individual 

(Perceval et al, 2017), environmental (Perceval et al, 2018) and social (Perceval et al, 

accepted) categories. Their attitudes towards suicide and help-seeking were reported on 

in Paper 1 (Chapter 7, Perceval et al, 2017) and showed that farmers found suicide as an 

act hard to fathom and that it often occurred in people that one would never suspect. It 

was reported that they often did not recognise warning signs of suicide until it was too 

late. Programs that assist people in being better able to recognise and respond to 

potential suicidality in others were recommended (Chapter 7). 

 
 

Component Two of the research program sought to utilise these findings, along with 

practical experience working in rural suicide prevention, and an extensive literature 

review, to address farmer suicide. At the time of program development, the PhD 

candidate felt there was a need for a new way of educating and upskilling people living 

and working in rural communities, and so decided to develop, implement and evaluate 

a new suicide prevention workshop tailored specifically towards farmer suicide 

prevention (Aim 3). 

 
 

The following chapters address Aim 3 of the research program. This chapter focuses on 

the development of the wellbeing and suicide prevention workshop, “SCARF: Suspect 

Connect Ask Refer Follow-Up”. The following chapter, Chapter 11, describes piloting 

of the program, and Chapter 12 its evaluation, which will be presented as a paper that 
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has been submitted and is currently under review (Paper 4). 

10.2 The Development of a new program: SCARF 

10.2.1 Background 

Internationally and within Australia it has been recognised that there is a need for 

contextually sensitive and tailored suicide prevention initiatives in farming communities 

(Arnautovska et al, 2016; Perceval et al, 2017; Stark et al, 2016). Very few rural suicide 

initiatives, including those directed at farmers, have been delivered and evaluated within 

Australia (Arnautovska et al, 2012; Clifford et al, 2013; Fuller et al, 2007; Sartore et al, 

2008). The need for better evaluation of the effectiveness of suicide prevention 

interventions has been emphasised internationally (Krysinska et al, 2016; Milner et al, 

2015; WHO 2014; Zalsman et al, 2016). The aim of this component of the research 

program was therefore to develop, deliver and evaluate a tailored suicide prevention 

initiative for a rural and farming audience. 

As described in Chapter 4, GKT in various populations across the world has shown 

promising effects on knowledge, skills and attitudes, and in some instances, a decrease 

in suicide or suicidal behaviour (Isaac et al, 2009; Zalsman et al, 2016). It is 

recommended that suicide prevention initiatives within the rural context are culturally 

specific and address particular stressors and recognised risk factors within rural and 

farming communities (Hirsch & Cukrowicz, 2014; Perceval et al, 2017; Stark et al, 

2016). Education and training facilitated within this context has been recommended 

(Fuller & Broadbent, 2006; McKay et al, 2012; Perceval et al, 2011). 

10.2.2 Improving ability to recognise and respond to mental illness and potential 

suicidality 

The social factors paper (Chapter 8, Perceval et al, accepted) of Component One of this 

research program, showed that stigma was a major theme that arose in relation to farmers 
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not seeking help. In relation to mental illness, farmers reported “it’s not okay to talk 

about it and it is not okay to seek help”. Generational attitudes of stoicism were reflected 

in statements such as “my husband was raised to pull your socks up and get on with 

it….” (Chapter 8). Anecdotal evidence supporting these types of attitudes towards help- 

seeking had been accrued by the PhD Candidate during her years working in rural and 

farmer suicide prevention. Therefore, the focus of the new program was to assist people 

in better understanding health, mental health, mental illness and suicide so as to better 

recognise signs and symptoms of mental ill-health or suicidality. 

Program development was based on the assumption that by facilitating cultural and 

attitudinal shifts towards mental illness and increasing mental health literacy and 

knowledge of pathways to care, stigma may be reduced, and the likelihood of help- 

seeking may increase. The intention was also to improve peoples’ confidence to talk 

about mental health problems and suicide. The new program aimed to achieve this by 

teaching people to recognise the signs of ill-health, including mental ill-health and 

possible suicidality. The new program aimed to decrease stigma pertaining to mental 

illness by providing information on the prevalence of mental illness and how it can 

affect peoples’ health just as badly, and in some cases even worse than, other “accepted” 

physical illnesses. In addition, the program aimed to improve participant skills to have 

conversations about mental illness and suicide and disseminated information on 

available pathways to care. This included services specific to the local area the program 

was being delivered in, as well as state-wide (NSW) and national services, including 

24hr/7days support services. Participants were given the opportunity to rehearse new 

knowledge through the use of role-plays and participant-initiated discussion of (de- 

identified) real-life scenarios so as to develop the skills and confidence to be able to 

respond to the distress and possible suicidality in others (Cross et al, 2011). 
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10.2.3 The target audience: frontline agricultural workers 

 
Training of frontline staff, community suicide prevention awareness programs and 

gatekeeper training (GKT) in workplaces and community organisations are evidence- 

based activities that may be among initiatives most likely to contribute to reduction of 

suicidal behaviour in Australia (Christensen H, 2016). GKT has the inherent advantage 

of being able to be adapted to address region specific issues (Isaac et al, 2009). In rural 

Australia, programs that address lifestyle factors which may be associated with suicide 

risk, such as increased alcohol consumption and work stress, and that take into account 

the sociocultural and physical environment may be particularly helpful (Arnautovska et 

al, 2016; Kunde et al, 2017a; McKay et al, 2012; Milner et al, 2013; Perceval et al, 2017; 

Perceval et al, 2018). 

 
 

Upskilling key members of rural communities to provide culturally appropriate and 

flexible sources of support, treatment and/or referral services has been endorsed (McKay 

et al, 2012). Frontline agricultural workers have been recognised as an important target 

group for GKT initiatives, as they have existing and trusted relationships with farmers 

(Fuller et al, 2007; Fuller & Broadbent, 2006; Perceval et al, 2011; Sartore et al, 2008). 

These key members of the community have been recognised as potentially the most 

likely to come in contact with those at risk (Fuller & Broadbent, 2006; Perceval et al, 

2011). GKT may assist them in how to identify, assess and manage (or refer) mental 

health problems and increase their knowledge about available health services (Fuller & 

Broadbent, 2006; Perceval et al, 2011; Wilcox & Wyman, 2016). It may also assist to 

develop knowledge, skills and attitudes to improve beliefs about suicide, increase help- 

seeking and enhance self-efficacy to intervene (Isaac et al, 2009; Zalsman et al, 2016) 

as well as have the potential to promote protective factors (Wilcox & Wyman, 2016). 
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Developing knowledge and skills in these workers to better recognise and respond to 

farmers in distress, in conjunction with improved community knowledge of local referral 

pathways to mental health care have been proposed as being advantageous (Fuller et al, 

2007; Fuller and Broadbent, 2006; Perceval et al, 2011; Perceval et al, 2017; Sartore et 

al, 2008). This was the approach adopted by the Farm-Link: improving the mental health 

of people living and working on NSW farms Project (Perceval et al, 2011). The PhD 

Candidate, at the time of developing the new program, was Coordinator of the Farm- 

Link project, and was delivering Mental Health First Aid training to frontline agricultural 

professionals and others in rural communities (Perceval et al, 2011). This practical 

experience, along with feedback provided by the rural workforce, was the catalyst for 

the PhD Candidate to decide that a brief (half day at most) GKT tailored to a rural and 

farming audience could be beneficial. If a new program was developed for this audience, 

it would be able to promote protective factors as well as address known risk factors 

pertaining to farmer suicide (Perceval et al, 2017; Perceval et al, 2018; Perceval et al, 

accepted). 

10.2.4 Cultural and contextual sensitivity: The value of in-situ workers 

Highlighted by farmers in Component One of the research program, was the desire for 

professionals who could understand the pressures of farming as opposed to those who 

are based in the city, or have little understanding of the realities of rural life (Chapter 7, 

Perceval et al, 2017). The social factors paper (Chapter 8, Perceval et al, accepted) found 

that farmers perceived suicide protective factors to include: 

• talking to others;

• seeking help from professionals, not just medical and psychological professionals,

but other professionals within the community; and

• supportive relationships, both family and community.
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The benefit of constructive community interactions was highlighted. “Groups talked 

positively of the role of other workers or professionals in the community that may be 

‘accidental counsellors’, or able to provide practical assistance such as helping with 

financials or paperwork” (Chapter 8). Participants felt that these relationships and social 

interactions helped people to feel that they belong, can increase their sense of meaning 

and purpose and provide huge relief when an individual is experiencing stress, or distress 

(Chapter 8). 

 
 

Kunde et al (2017a) stated that understanding of diverse and interrelated risk factors on 

farmer suicide, taking into account the environmental context, is required when 

developing and implementing rural suicide prevention initiatives. A review paper 

summarising 46 studies investigating gender, farming and the connections with 

masculinity and mental health disorders (Roy et al, 2013) recognised gender as an 

important social determinant of health and provided an overview of mental health 

disorders in male farmers, psychosocial interventions and possible barriers to help- 

seeking. A variety of intervention and applied research approaches to improve the mental 

health and well-being of male farmers and their families, which incorporated collective 

viewpoints, were recommended. Noted as especially important was the need for 

“ethnographic research, inclusive of field work and participant observations” (p. 6) as a 

means towards targeted interventions to increase understanding of what may underpin 

and remedy mental illness and suicide in male farmers (Roy et al, 2013). Understanding 

the “root cause” of farmer suicide “as a step toward primary prevention” has been 

posited as more important than a focus on secondary and tertiary psychiatric and 

psychological interventions that focus on mental disorders instead of taking into account 

socioeconomic and environmental stress (Rao et al, 2017). 
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It follows that workers based in rural communities, with an understanding of the 

socioeconomic, psychosocial and environmental pressures and realities of farmers, 

could be well-placed to design and deliver contextually sensitive and culturally 

appropriate suicide prevention initiatives. The PhD Candidate, in this respect, was in a 

good position to work towards developing and implementing an effective, 

comprehensive and upstream approach. The candidate was raised on a farm, has lived 

on a farm for most of her life, and continues to live and work on the grazing property 

she shares with her husband and three sons. As a result, the candidate has firsthand 

experience of both the satisfaction and pressures of farming. Over the course of the past 

16 or more years, whilst actively working in a grazing and farming business, the PhD 

Candidate has had to face and manage severe and unprecedented drought, family 

succession, the sudden unexpected loss of her father (whom she worked in partnership 

with) through accidental circumstances, financial pressures and geographical isolation. 

The candidate has worked in rural suicide prevention since 2007 and at the time of 

writing this thesis (2018), she continues to work in rural suicide prevention. As a result 

of this work, her agricultural business experience, and her background in Medicine and 

Medical Science, the candidate has made extensive rural connections and created strong 

links with agricultural, human support, community and clinical networks in rural 

communities. These networks, the learnings from Component One of the research 

program, and a review of the best evidence in relation to suicide prevention, augmented 

the candidate’s knowledge, empathy and skills to develop a culturally appropriate and 

contextually sensitive intervention for rural people and farmers. 

10.2.5 The need 

 
From its inception in 2007, Farm-Link worked to improve mental health literacy in the 

New England North West region of NSW where the PhD candidate was based and 

worked with the project from 2007 until June 30, 2015. At the time of writing the 
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SCARF program (2012), the candidate had personally educated over 500 participants in 

this region using the internationally recognised and widely respected Mental Health First 

Aid (MHFA) training (Jorm et al, 2004; Kitchener & Jorm, 2004; Kitchener & Jorm, 

2006; Talbot et al, 2017). However, feedback from the traditional agricultural workforce 

– agribusiness bankers, livestock agents, agronomists, rural merchandisers, as well as to 

farmers and community members themselves, informed the candidate that many time- 

poor workers, though interested, simply could not afford the two days required by the 

MHFA training. The PhD Candidate realized that many more people could be reached 

with a condensed mental health training that could be delivered in half a day. To 

adequately meet the recommendations to develop the skills of frontline workers (Fuller 

& Broadbent, 2006), suicide prevention strategies need to be flexible enough to meet the 

every-day constraints of the ordinary worker. The usefulness of a brief education 

program compared to more intensive programs like MHFA is highlighted by previous 

research which has found that the most significant workplace obstacle to helping 

behaviour is lack of time (Moore, 2011). At the time, no such program, particularly 

tailored for the rural Australian or farming audience existed, and this was a major 

impetus for development of the new program. 

10.2.6 SCARF: A unique and innovative program tailored for a rural audience 

SCARF was unique for its brevity and strong cultural specificity compared to 

contemporary programs such as MHFA and Applied Suicide Intervention Skills 

(ASIST)  Training  (Evans  &  Price,  2013;  Gould  et  al,  2013;  Herron  et  al,  2016; 

Shannonhouse et al, 2017). Also distinctive was its focus on promoting suicide 

protective factors and improving health and wellbeing as a means to reducing suicide. It 

introduced, for the first time as far as was known, the Interpersonal Theory of Suicide 

(Joiner, 2005; Van Orden et al, 2010), to lay participants, as a means to better 

understanding  and  addressing  suicide  in  the  rural  and  agricultural  setting. SCARF 
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applied the biopsycho-ecological approach, which other programs had not done before. 

Unique for its brevity and designed for a recognised target audience 

The SCARF program was designed specifically to be a 4-hour program delivered to the 

target audience of people working in frontline agricultural positions, who had frequent, 

even daily contact with farmers and existing, trusted relationships with them, or to other 

key members of rural communities who may come in contact with people at increased 

risk of suicide, or to farmers themselves. 

Unique for its focus on health as a means to improve mental health and suicide literacy 

The SCARF project was the first program to begin the conversation about suicide with 

definitions of health, mental health and factors that may contribute or detract from both 

in rural Australian farming communities. This was the lens that participants could look 

through to take in and understand information about mental illness and suicide. Health 

literacy has been described as “creating the capacity of individuals to be actively 

applying evidence-based and contextually informed knowledge so that they can act 

effectively on their own behalf and also on behalf of their families and communities” 

(Kutcher et al, 2015; p.234). Mental health literacy is integral to this and has been 

internationally recognised as an important global focus for mental health initiatives 

(Kutcher et al, 2015; Story et al, 2016). Campaigns in Australia to improve knowledge 

and literacy of mental health and to reduce social stigma regarding mental illness and 

help-seeking in rural and remote communities have been argued for and described as 

“central” to reducing the burden of suicide within this population (Suicide Prevention 

Australia, 2008). Mental health literacy, described as “knowledge and beliefs about 

mental disorders which aid their recognition, management or prevention” (Jorm et al, 

1997; p. 182) implies this literacy is not just the acquisition or existence of knowledge, 
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but that this knowledge may be linked to action (Jorm, 2012). Lack of mental health 

literacy is an important barrier for help-seeking (Batterham et al, 2013). Mental health 

literacy is thought to be positively linked to service engagement and treatment, 

wellbeing, self-management efforts and help-seeking for mental disorders and suicide 

and negatively linked to endorsement of maladaptive cultural attitudes and coping 

strategies for mental illness such as the use of alcohol (Oliffe et al, 2016). Therefore, it 

may be particularly important in rural areas where these elements have been recognised 

as important in farmer suicide as described in Component One of the research program 

(Chapter 7, Perceval et al, 2017; Chapter 8, Perceval et al, accepted; Chapter 9, Perceval 

et al, 2019) and related research (Kunde et al, 2018). 

Moving knowledge to action with cultural specificity 

The candidate’s experience of delivering Mental Health First Aid (MHFA) training to a 

rural audience over many years helped considerably to inform program development. In 

accordance with adult learning principles (further described in Section 10.5), the 

candidate developed the program to appeal to the target audience as something that 

would interest and benefit them directly. It did this by articulating the rural suicide rate 

and farmer suicide rate at the beginning of the program and highlighted that given the 

higher incidence of suicide in rural areas and farmers, understanding more about suicide 

and mental illness and how to assist people who may be at risk may be highly relevant 

to their job and their life in the rural community. By focusing the first part of the program 

on health and wellbeing, and pointing out the economic as well as physical, mental and 

social benefits of improved health, it was hoped participants would be motivated and 

engaged (Ghorabani et al, 2012) and want to know more so as to enact positive change 

to improve their own wellbeing. The program was designed to be as interactive as 

possible to maximize the knowledge, skills and experience of the adult participants and 
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engage various learning styles and preferences with mixed delivery methods. The 

content, whilst utilizing national and international statistics, research and theory in 

relation to health and suicide prevention was continuously explored and presented in 

ways that would be meaningful, practical and relevant to the rural and farming audience 

to whom the program was tailored. For example, statistics such as the cost of mental 

illness to Australian businesses due to reduced productivity (Lim et al, 2000; Sanderson 

& Andrews, 2006) were used to contextualize the importance of mental health in the 

frames of the agribusiness interests and financial goals of participants. The program, 

wherever possible and appropriate, would link content to rural experience and be 

specifically relevant to farmers and those working with farmers. 

10.3 Learning Objectives 

From the outset, the SCARF program, had the concurrent goals of: 

• improving literacy in relation to mental illness and suicide;

• improving skills and confidence in helping people address mental health issues in

those around them and assist people to appropriate and timely care;

• to increase help-seeking; and

• to improve wellbeing for participants (and the people they come in contact with) by

assisting them to better understand health, mental health and factors that may

contribute or detract from it.

These were translated into the following learning objectives to: 

• Increase understanding of mental health, mental illness and suicidal processes;

• Gain confidence to recognise when someone may need assistance, be able to

converse with them, and refer them to appropriate help;

• Understand the importance of follow-up and be committed to do so;

• Make a commitment to improve own health and wellbeing .
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10.4 Program Content 
 

10.4.1 A program to reduce suicide by improving health 

Program development was framed placing the individual alongside environmental and 

social considerations, (Perceval et al, 2017; Perceval et al, 2018; Perceval et al, accepted) 

and by taking into account not just mental health, but also physical and social wellbeing 

within the rural Australian and farming context. 

 
 

Programs and initiatives that build resilience and skills in individuals and populations 

and enhance protective factors are encouraged in the WHO’s (2014) benchmarks for 

national strategies. At the time of program development (2012), the Commonwealth of 

Australia’s, Living is For Everyone (LIFE) Framework (2007), A framework for 

prevention of suicide in Australia, (Commonwealth of Australia, 2007) outlined suicide 

protective factors for individuals and communities which included supportive 

environments; social connectedness; self-esteem; a secure identity and sense of purpose; 

problem solving skills; help seeking behaviour; and good physical health and wellbeing. 

These protective factors were kept at the forefront when the program was developed and 

were included in the program to assist participants to understand the framework of 

addressing suicide prevention by improving health and increasing protective factors. 

10.4.2 Defining health and mental health 

 
The beginning of the program asked participants to first define what “health” and 

“mental health” meant to them. The World Health Organisation’s definitions of health 

as “a complete state of mental, physical and social wellbeing” (WHO, 1946) and mental 

health (WHO, 1946) were then put forth and discussed. These definitions were utilised 

with the intention that participants may be able to contextualise mental health alongside 

physical and social dimensions. Assisting participants to better understand and define 
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mental health was seen to be important (Fuller et al, 2000). The inter-relatedness and 

inter-dependence of physical, social and mental dimensions was highlighted throughout 

the program (Labonte, 2010; WHO 2014b; 2016b). 

10.4.3 Considering the health of rural Australian communities 

If the program was to begin the conversation with health, and SCARF was to be tailored 

to meet the needs of rural and farming communities, then the health of rural and farming 

communities should be considered. A literature review indicated that rural Australians 

and farmers were suffering significantly more ill-health and chronic diseases than their 

metropolitan counterparts (AIHW 2005; Fragar et al, 2011) and engaged in less healthy 

lifestyle behaviours (AIHW, 2005; Brumby et al, 2010; Brumby et al, 2013). 

Rural Australians and farmers are more likely than their metropolitan counterparts to be 

overweight or obese (ABS, 2013; 2015; Brumby et al, 2011a; National Rural Health 

Alliance Fact Sheet, 2013;); eat less fresh fruit and vegetables, (which has been inversely 

associated with increased risk of developing chronic disease such as cardiovascular 

disease, some cancers and diabetes) (Lim et al, 2017), not get sufficient physical activity 

(Brumby et al, 2011a; National Rural Health Alliance, 2011) and smoke (National Rural 

Health Alliance, 2014b). Rural and farming communities in Australia have also been 

shown to have increased rates of dangerous levels of alcohol consumption and 

resulting associated injury and disease (Brumby et al, 2013; Kennedy et al, 2014; 

National Rural Health Alliance, 2014). All of these specific lifestyle factors are 

recognised as increasing the risk of disease and negatively impacting on health (AIHW, 

2017; National Rural Health Alliance, 2013). Indeed, rural and remote Australians do 

suffer higher rates than urban Australians of chronic illness such as cancer (National 

Rural Health Alliance, 2012), kidney disease (National Rural Health Alliance, 2013b), 

heart disease (Brumby et al, 2011b; Brumby et al, 2012; National Rural Health Alliance, 
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2015) and diabetes (Brumby et al, 2011b; National Rural Health Alliance, 2011c). This 

has been linked to the aforementioned lifestyle factors such as a poorer quality of diet 

(which may be linked to lower socioeconomic status), increased alcohol misuse, 

increased rates of smoking and less physical exercise (Brumby et al, 2010; Brumby et 

al, 2011a; National Rural Health Alliance, 2011). Rural and remote Australians 

experience higher rates of mortality than the general population (AIHW, 2017; Brumby 

et al, 2009; National Rural Health Alliance, 2012; National Rural Health Alliance 2015). 

A study of rural Australians and farmers by Fragar et al (2011) showed that the all- 

cause mortality for Australian farmers and farm workers was 33% higher than the 

general population in 1999-2002. Causes of death that showed significantly higher 

rates than the general population were neoplasms, circulatory diseases  and  all  

external causes. 

 
 

Returning to the concept of health as an inter-related and inter-dependent combination 

of physical, mental and social dimensions, with one aspect affecting both of the others, 

(WHO, 1946; Labonte, 2010), these physical health outcomes and unhealthy lifestyle 

habits of rural Australians could be expected to have mental and social ramifications 

(Brumby et al, 2011a/2011b; Brumby et al, 2012; Brumby et al, 2013). It has been 

posited that social and cultural issues, physical illness and environmental factors may 

be more important than mental illness in explaining higher rates of rural suicide (Stark 

et al, 2016). Increased rates of disease have been linked to increased psychological 

distress in farmers (Brumby et al, 2011a/2011b; Brumby et al, 2012; Brumby et al, 

2013). The misuse of alcohol as a maladaptive coping mechanism has been recognised 

in farmers (Brumby et al, 2013; Perceval et al, 2017; Roy et al, 2013). The link between 

alcohol misuse and suicide has been made in the general population (Borges et al, 2017; 

Norström & Rossow, 2016) as well as farmers (Kunde et al, 2017a; Perceval et al, 2017). 
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Pain and physical illness have also been linked to farmer suicide (Kunde et al, 2017a). 

 

 

These statistics were included in the SCARF to highlight the state of ill-health in some 

parts of the rural and farming population and make the link with the lifestyle factors that 

may be involved in either improving or depleting a range of physical, mental and social 

outcomes. This section set the stage for the next stage of the program, where particular 

factors were emphasised as being able to improve or deplete health and mental health. 

 

 

10.4.4 The Big 6: factors that can improve or deplete health and mental health 

SCARF was designed from the primary prevention perspective and aimed to translate 

the current body of evidence pertaining to the health of rural Australians into concrete 

and simplified elements, so that people could, by better understanding health, improve 

their own health and wellbeing and assist others around them to do the same. Primary 

prevention approaches to suicide prevention may include reducing or eliminating known 

risk factors, such as stigma or alcohol consumption and/or the promotion of protective 

factors such as healthy lifestyles, increasing awareness and understanding of mental 

health and suicide, and assisting people with self-care (Hadlaczky, et al, 2016; Maris, 

2002; Ross & De Leo, 2015; Wilcox & Wyman, 2016). In accordance with the WHO 

recommendation to promote healthy lifestyle factors (WHO, 1998; 2002; 2017) and 

protective factors (WHO, 2014a) for suicide prevention, the suicide protective factors 

recommended by the Commonwealth Government’s LIFE framework (2007) as 

depicted above, and the reduced health indices for rural Australians, the candidate 

considered which key factors may be most relevant to convey in the program as either 

detracting from, or being able to improve, health and mental health. By presenting and 

discussing the deleterious effects of poor diet, harmful drinking, sleep disturbances and 

lack of physical activity, as presented above in 10.4.3, it was anticipated that participants 
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may have increased awareness of what contributes to overall health and mental health, 

and be motivated to enhance protective factors and take steps towards healthier lifestyles 

for themselves (Brumby et al, 2010; Brumby et al, 2011a; Brumby et al, 2013; Handley 

et al, 2014; Jorm et al, 2002; McKay et al, 2012; Michie et al, 2011). 

 
 

The World Health Report (2002) describes how in the majority of countries, the most 

important risk factors for non-communicable diseases, which account for much of the 

morbidity and mortality in these countries, includes five risk factors directly linked to 

diet and physical activity. These include high cholesterol and blood pressure, inadequate 

fruit and vegetable intake, lack of physical activity, tobacco use and being overweight 

or obese (WHO, 2002a; 2004c). Unhealthy diets and lack of physical activity are among 

the leading cause of non-communicable disease such as diabetes, cancer and heart 

disease and major contributors to global mortality and morbidity (WHO, 2002a; 2004c). 

Smoking and sedentary behaviour has been posited to contribute to some of the health 

disparities between rural and urban Australians (Fennell et al, 2018). 

 
 

Sleep is also recognised by The WHO as essential for overall wellbeing and good health 

(WHO, 2004b). Some have suggested that good quality sleep is the most important factor 

in predicting longevity, above and beyond the role of diet, physical activity or genetic 

predispositions (Dement & Vaughan, 1999). Sleep disturbances have been linked to a 

myriad of physical and psychological problems, including heart disease and fatigue 

related accidents (Dement & Vaughan, 1999). Poor sleep has been associated with 

suicidal behaviour (Chu et al, 2017) and in certain subpopulations such as Australian 

adolescent studies (Borschmann et al, 2018). Sleep disturbances have been linked to 

farmer distress and mental health problems (Bryant & Garnham, 2015) and perceived 

by farmers as a possible risk factor for suicide (Perceval et al, 2017). 
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Diet (especially alcohol intake), sleep and exercise all arose as relevant as either risk or 

protective factors for suicide within the qualitative analysis of Component One of the 

study (Perceval et al, 2017). “Compounding environmental, social and individual 

circumstances were described as strongly influencing life- style factors such as how 

much time farmers had, hours they worked, their sleep, alcohol and/or drug use and 

whether or not they exercised. Participants reflected that this may in turn relate to suicide 

risk or exacerbate physical and/or mental stress.” (Perceval et al, 2017). Diet, sleep and 

exercise therefore became the first three pillars of “The Big 6”: factors that may 

influence health and mental health. 

 
 

Considering individual (Chapter 7), social (Chapter 8) and environmental (Chapter 9) 

risk and protective factors for farmer suicide, overlaid with the IPT and the biopsycho- 

ecological model, and taking into account the LIFE (2007) suicide protective factors, the 

candidate further distilled three key elements that could either contribute to health and 

wellbeing and protect from suicide, or, inversely, contribute to ill-health and risk for 

suicide. These were the environment, meaning and purpose and social connectedness. 

 
 

Environmental factors, both physical and social, were clearly linked to farmer suicide in 

the qualitative analysis of Component One of the research program (Chapter 9, Perceval 

et al, 2018). Particular environmental considerations perceived by farmers that may 

contribute to the increased risk of suicide were: extreme climatic events; isolation; 

service availability; access to, and frequent use of firearms; death and suffering of 

animals; government and legislation; technology; and property values. It was concluded 

that both the physical and socio-cultural environments in which farmers operate appear 

to contribute to farmer suicide and must be considered in suicide prevention. 
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Social connections and having a sense of meaning and purpose were two other factors 

that emerged as important suicide risk and/or protective factors within the qualitative 

analysis of Component One (Chapter 8, Perceval et al, accepted). Focus group 

participants described relationship problems, loneliness and social isolation as key risk 

factors for suicide. Some cases of known suicides were even thought to result directly 

from relationship difficulties (Chapter 8, Perceval et al, accepted). Relationship 

breakdown has been shown to be a relevant precipitating factor in farmer suicide (Kunde 

et al, 2017a). Disharmonious or absent relationships and decreased social support 

emerged as being detrimental to overall health outcomes in the qualitative analysis and 

leading to maladaptive coping strategies such as increased alcohol use (Perceval et al, 

2017). Social isolation has been shown to be one of the strongest and most reliable 

predictors of suicidal behaviours across the lifespan (Van Orden et al, 2010), therefore 

social connectedness was considered crucial to include in the Big 6. 

Also described in Component One, was the link between relationships as a key suicide 

protective factor and how supportive relationships may assist in giving a sense of 

meaning and purpose in life (Perceval et al, accepted). Both social support (Kleiman et 

al, 2012; McLaren & Challis, 2009) and the presence of meaning in life (Kleiman & 

Beaver, 2013) may be useful protective factors against suicide, and predict decreased 

suicidal ideation over time and lowered lifetime odds of suicide attempt (Kleiman & 

Beaver, 2013). A study of Australian farmers concluded that increasing social support 

and a sense of belonging could improve mental health outcomes and act as a suicide 

protective factor in male farmers (McLaren & Challis, 2009). Component One of the 

research program suggested strategies designed to both increase social connectedness 

and a sense of meaning in life may be particularly protective against suicide, as well as 
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improving other health outcomes for farmers (Chapter 8, Perceval et al, accepted). 

Having a sense of purpose has been shown to be a predictor for mortality across the 

lifespan, increasing longevity (Hill & Turiano, 2014) and improving a range of other 

physical health and wellbeing outcomes (Hill et al, 2016). Meaning and purpose was 

therefore included in the Big 6. All together, these six factors are presented below 

in Figure 10.1. Although arrows are unidirectional, each of these factors may 

influence any or all of the others. 

Figure 10.1 “The Big 6” 

Social 
connections 

Diet 

*(includes 
alcohol & 
smoking) 

Sleep 

Meaning & 
Purpose 

Exercise 

Environment 

As the Big 6 was presented in the SCARF program, participants were asked to comment 

on how each of these factors affected their health personally, and in particular, their 

mental health. It was highlighted that we all have different sensitivities. For example, 

some people will be very affected by diet; others need to exercise to keep their mood 

healthy; and others will experience poor sleep due to worry. Participants were invited to 
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acknowledge and discuss how important each factor was to them and explore the 

relationship each factor had to their own physical, mental and social health outcomes. 

Facts were presented in relation to how these elements affect overall health, and physical 

health outcomes, but special attention was given to how each of these factors may 

contribute to or detract from mental health and wellbeing, to reiterate the connection 

between physical, mental and social domains. The link between diet (Lang et al, 2015; 

Sarris et al, 2015; Jacka et al, 2010; Jacka et al, 2011a/2011b); sleep (2011Bryant & 

Garnham, 2015; Chu et al, 2017; Littlewood et al, 2017; Mental Health Foundation UK, 

2011); exercise (Daley, 2002; De Moor et al, 2006; Jorm et al, 2002; Landers, 1997; 

Stathopoulou et al, 2006; Ten Have et al, 2011; Teychenne et al, 2008); environment 

(Evans, 2003; Stansfeld & Candy, 2006); meaning and purpose (Hill et al, 2016; Hill & 

Turiano, 2014; Reker et al, 1987; Kleiman & Beaver, 2013; McLaren & Challis, 2009); 

and social connectedness (Beautrais et al, 2005; Holt-Lunstad et al, 2010; Wainer & 

Chesters, 2000) and mental health and/or suicidal behaviours was emphasised. Also 

highlighted were rural and farming statistics pertaining to each of the factors and mental 

health determinants where relevant (Wainer & Chesters, 2000). 

10.4.5 Empowering individuals to make a commitment to their own health 

Health literacy is considered fundamental to health promotion by the WHO (2016; 

2016b) and as positively impacting health behaviours (Brumby et al, 2009; Brumby et 

al, 2010; Fleary et al, 2018; Geboers et al, 2016; Osborn et al, 2011). The SCARF 

program was designed with the aim of empowering participants as much as possible to 

not only be able to better recognise and address signs of suicide, but to also provide the 

knowledge and inspiration for them to improve their own health and encourage others 

to do the same. It was anticipated that by providing statistics and information on these 

relevant lifestyle factors, and highlighting their relationship to physical, mental and 
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social wellbeing, participants may be empowered to take some control over, and ideally 

make healthier choices, to improve their overall health. By educating participants about 

these factors, health literacy may be increased and then utilised to maintain and improve 

health (Brumby et al, 2010; Brumby et al, 2009; Lim et al, 2017). Participants were 

asked to make a “SMART goal” (Specific Measurable Achievable Relevant Time- 

bound) at the end of the section on health to strengthen the likelihood of them making 

healthier lifestyle choices, increasing suicide protective factors, and therefore improving 

their overall health and wellbeing. 

10.4.6 Mental illness and suicide 

Just as definitions of health and mental health were discussed, so too were definitions of 

mental illness and mental disorder presented in the workshop (Australian Government, 

2000) and an overview of mental illness statistics in Australia (Australian Government, 

2009). Particular attention was given to the fact that mental illness is extremely common, 

and that, despite this, only about one third, or 35% of people suffering with a mental 

illness access services for mental health problems (Australian Government, 2009; 

Henderson et al, 2013). Suicide statistics were also presented (ABS, 2014), highlighting 

the higher rates of suicide in rural and remote areas (Arnautovska et al, 2014). The 

purpose of this was to increase mental health and suicide literacy and to reduce stigma 

in relation to mental illness and suicide. Facts such as suicide being the leading cause of 

death in people under the age of 45 in Australia, and suicide leading to almost twice as 

many deaths as all motor vehicle accidents (ABS, 2014) were discussed to highlight the 

relevance of this work and the need for improvements in suicide prevention. The fact 

that suicide rates are higher in rural areas despite comparable levels of depression 

(Handley et al, 2012) was discussed, as was the need for increased research into 

suicidality specifically targeting rural populations (Handley et al, 2013). 
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10.4.7 Relating the Big 6 to the Interpersonal Theory of Suicide 

 
A unique characteristic of the SCARF program is that it is theoretically informed by the 

Interpersonal Theory of Suicide (IPT) (Van Orden et al, 2010), and that it presents this 

theory to a lay audience. When developing the program, the candidate reflected on how 

the IPT related to elements of the Big 6. The link between the farmers’ environment and 

acquired capability due to access and familiarity with firearms was clear. The candidate 

was interested in exploring the factors social connectedness and meaning and purpose 

further. 

 
 

The link between meaning and purpose and suicidal ideation has been made, with the 

presence of meaning in life predicting decreased suicidal ideation over time and lowered 

lifetime odds of suicide attempt (Kleiman & Beaver, 2013). Component One of the 

research program gave rise to the protective role of meaning and purpose in a farmer’s 

life: “Positive personal, neighbourly, community and even professional relationships 

were described not only has helping people to feel a sense of belonging, but also as 

giving meaning and purpose to life.” (Chapter 8, Perceval et al, accepted). 

 
 

A farmers’ perception of health has been linked to their ability to function (Rawolle et 

al, 2016). A “sense of efficacy” has been linked to psychological satisfaction in farmers 

(O’Brien et al, 2012). The nature of farmers’ work is highly dependent on physical and 

mental health (Kunde et al, 2017a). This ability to function and sense of efficacy may be 

linked to feelings of having a role to play and being of value to others, or to a lack of 

“burdensomeness”. Relationships, sense of identity, weather conditions, farm 

profitability, cultural norms of masculinity and stoicism and physical illness may all 

impact on a farmers’ sense of efficacy or “being a good farmer”, and therefore their 

sense of burdensomeness (Alston, 2012; Conwell et al, 2011; Fennel et al, 2016; Kõlves 
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et al, 2011; Kunde et al, 2017a; O’Brien et al, 2012). This may in turn impact on their 

risk for suicide (Kunde et al, 2017a; Perceval et al, 2017). 

 
 

The relationship between the IPT’s construct of thwarted belongingness and risk for 

farmer suicide was described Chapter 3. Isolation (geographical, social and emotional) 

has been identified as a possible risk factor for suicide in rural men and farmers 

(Hirsch, 2006; Judd et al, 2006a; Judd et al, 2006b), although further understanding of 

what farmers perceive as isolation is needed (McPhedran & De Leo, 2013). During times 

of drought and other external market pressures, farmers may have to work even longer 

hours than usual and may not have the time or the money to attend  social  

engagements they previously may have, which can increase isolation even further 

(Fennel et al, 2016). A study exploring drought-affected South Australian farmers also 

found that besides longer working hours, a lack of understanding from the broader 

community could further extenuate feelings of isolation (Fennell et al, 2016). Others 

have shown the impact of drought on intimate relationships for farmers (Pearce, 2009). 

A psychological autopsy investigation of suicide deaths in farmers in NSW and QLD 

found relationship problems, recent separation and divorce a predominant feature in the 

men found to suicide in response to acute life stresses (Kunde et al, 2017a). This supports 

work by Kõlves et al (2010), which found separation to be a strong influencer in 

subsequent suicidal thoughts and behaviours in Australian men. Furthermore, thwarted 

belongingness was found to be a stronger predictor for suicidal ideation in an Australian 

community sample for males than females (Christensen et al, 2013). Component One 

of the research program supported these findings (Perceval et al, 2017; Perceval et al, 

accepted). Overlapping and inter-related states of isolation and relationship difficulty 

may translate to thwarted belongingness in Australian farmers. 
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Social connectedness has been put forth as describing a subset of the most important 

determinants of wellbeing (Wainer & Chesters, 2000). Having a sense of belonging has 

been associated with a reduction in the likelihood of suicidal ideation and attempt 

(Beautrais et al, 2005). The role of social connectedness, or social integration, in 

protection against suicide has been recognised for centuries (Durkheim, 1897/2002; 

Joiner, 2005). Conversely, social isolation has been shown to profoundly affect health 

outcomes, with social isolation having a direct impact on morbidity and mortality. A 

study with more than 300,000 participants equated being socially isolated as having the 

same health impact as smoking 15 cigarettes a day or drinking six standard drinks of 

alcohol (Holt-Lunstad et al, 2010). The candidate reasoned that the elements of social 

connectedness and meaning and purpose from the Big 6 may therefore serve as suicide 

protective factors as well as improving other health outcomes if enhanced, or particularly 

relevant risk factors for suicide, and other health outcomes if depleted. 

10.4.8 Wellbeing to Suicide: Combining the Big 6 and IPT to recognise warning signs 

The Big 6 was intended to give participants concrete pillars by which they could 

recognise, and therefore act upon, elements to improve their own health and mental 

health. In addition, it was also intended to provide a guide that participants may be able 

to use as a simplified framework for recognising ill-health in others that may range from 

stress through to potential suicidality. For example, a person may make comment to 

them that they haven’t been sleeping well lately, or you may notice someone drinking 

more alcohol than usual. The relationship between factors of the Big 6 and the IPT, as 

described above were highlighted, as were relevant aspects of the farmers’ environment, 

such as access to and familiarity with firearms that may portend to capability as per the 

IPT. This is summarised in Figure 10.3 below. 
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Figure 10.3: Wellbeing to Suicide 

 
 

 
 

 
 

 

 

 
10.4.9 The SCARF Action Plan to assist others 

 
The program concludes with the SCARF (Suspect Connect Ask Refer Follow-up) 

Action Plan, which details chronological steps a person can go through to be able to 

effectively recognise and respond to distress, mental health concerns and possible 

suicidality in others. It is the practical “tool” of the program that participants can apply 

to assist someone they may be concerned about. 

 
 

The facilitator (candidate) reiterated that it is not the role of the SCARF participant to 

diagnose whether observed changes in someone else are physical, mental, or social 

health problems, or none or all of the above. Rather participants are encouraged to 

“Suspect” via the content learnt regarding dimensions of health, information about 

mental illness and suicide, the Big 6 and the IPT, that someone may not be travelling as 
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well as they could be. If concerned about someone based on this, then participants were 

encouraged to “Connect” with them and let them know they have observed a certain 

change in one or more of those dimensions and “Ask” them about it to clarify. 

Participants were reminded to keep an open and non-judgemental attitude, so that the 

person they were speaking to would be able to feel free to respond truthfully and openly. 

If the person did express that they were experiencing stress, distress, a possible mental 

health problem, or suicidal thoughts or behaviours then participants were encouraged to 

“Refer” them to an appropriate service. Different types of services, for physical and 

mental health concerns as well as potential suicidality were discussed, and contact details 

provided for local (relevant to the area the workshop was presented in), state-wide and 

national as well as 24/7 services. It was emphasised that all communication about suicide 

must be taken seriously, with the person to not be left alone if possible and referred to 

immediate professional assistance. “Follow-up” was the last step of the action plan, 

where participants were encouraged to follow-up with the person and see how they were 

feeling, if the service they had been in contact with was helpful, and if they needed 

further support. 

 
 

Time is spent under each section (Suspect, Connect, Ask, Refer and Encourage) to recap 

what has already been presented where applicable, and present contemporary evidence, 

especially in the context of the rural and agricultural setting. Under each of the steps, 

including A for Ask, content is delivered with opportunities for the audience to practice 

helping behaviour, with the aim of increasing the participant’s confidence to speak with 

others directly about suicide or mental illness. Time is spent to allay any concerns and 

to address questions. For example, some participants expressed concern about whether 

direct questioning about thoughts of suicide is the right thing to do. Common concerns 

such as, “what if asking puts the idea into someone’s head”, are addressed. Participants 
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are reassured that asking directly about suicidal thoughts is indeed understood to be best- 

practice (Lifeline, 2018; Suicide Callback Service, 2018). Appropriate language around 

suicide is also discussed, for example, not using the word “commit” suicide, or asking 

people if “they are going to do something stupid” or prefacing questions with negatives 

such as “you would never…. Would you?” The SCARF action plan encourages 

participants to have difficult, yet constructive conversations about suicide and help- 

seeking. Behavioural rehearsal using culturally specific scenarios was utilised to 

improve confidence and enhance skills in addition to building knowledge (Cross et al, 

2011). 

10.4.10 Summary 

An overview of the entire program was provided at the end of the workshop. Learning 

objectives were revisited and participants were asked to reflect on whether or not their 

personal goals for attending the program had been met. Further time for any remaining 

questions and/or comments was given. Facilitator details were given for follow-up as 

well as a recap of available services. Participants were given a wallet card reminding 

participants of the SCARF Action plan (Suspect Connect Ask Refer Follow-up) on one 

side and services such as 000 (Emergency), Lifeline (National 24/7), the Suicide 

Callback Service (National 24/7) and the NSW Mental Health Line (Statewide 24/7) on 

the other, with additional space to write local numbers such as the local GP or hospital. 

Each of these different types of services had been discussed throughout the program, 

with guidance given on when each of them would be an appropriate option. 

10.5 Applying adult learning principles 

Adult learning principles were reviewed when developing the program so as to enhance 

the effectiveness and learning experience of participants (Bryan et al, 2009; Ghorbani et 

al, 2012; Knowles, 1984; Lieb, 2005). In particular, trainee needs were assessed, and the 

delivery of the training was planned and consisted of both pilot delivery and a planned 
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program of delivery to communities in need. Program evaluation to measure the impact 

of training was planned in detail as part of the research program. 

 
 

An adult learner has been described as one who has a self-concept of being responsible 

for their own lives and as being self-directing (Bryan et al, 2009). The subsequent 

synthesis of key principles related to this as described by Bryan et al, 2009 was used 

when developing the program. These are: 

1. Adults need to know why they are learning. 

 

2. Adults are motivated to learn by the need to solve problems. 

 

3. Adults’ previous experience must be respected and built upon. 

 

4. Adults need learning approaches that match their background and diversity. 

 

5. Adults need to be actively involved in the learning process. 

 

 

Each of these principles were applied when assessing the trainee needs, preparing and 

delivering the pilot, and developing and delivering the final training and evaluation 

processes and outcomes and will be elaborated upon. 

 
 

1. Adults need to know why they are learning. 

 

Emphasis was placed on the “real-world” needs of the individuals and organisations the 

SCARF training was to be delivered, along with their priorities, constraints and 

experience (Bryan, 2009; Lieb, 2005). Adult learners need to be intrinsically motivated 

to learn most effectively and this can come about by them having a concrete sense of 

why they are learning something, rather than having it forced upon them effectively 

(Bryan, 2009; Ghorbani et al, 2012; Knowles, 1998). 

 
 

In some cases, the SCARF training would be “voluntary” with participants attending of 
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their own volition, and others would be asked to attend as part of their professional duty 

through workplace training. Therefore, helping all participants identify early in the 

program compelling reasons to absorb and apply the principles delivered in the training 

was crucial (Bryan et al, 2009; Knowles, 1998). 

 
 

The statistics of increased rural and farmer suicide, as well as practice-based experience 

of the candidate, led to the assumption that many participants would have been touched 

by suicide through their personal and/or professional lives, and therefore would be 

motivated to learn more about suicide and how to reach out to help others (Alston, 2012). 

 
 

To assist participants in articulating their “why” for learning, they were asked to 

articulate their personal and professionals goals for the training at the beginning of the 

program (Bryan, 2009; Ghorbani et al, 2012; Lieb, 2005). Each participant was asked to 

briefly introduce themselves, where they were from, and what they hoped to gain from 

the training. This made explicit their reasons for attending (Bryan, 2009; Ghorbani et al, 

2012) and reiterated for them individually, and as a group why they were being asked to 

learn something. This introduction set a conversational tone of equality for the training, 

where information is shared, not just delivered (Lieb, 2005). Participant responses were 

captured in brief notes on a white board or similar by the facilitator (candidate). At the 

end of the program these personal learning objectives, as articulated by the participants 

themselves, were revisited to check in that each person’s goals had been met. If they 

were, it helped to consolidate that the program had benefited them in practical ways, 

which means the benefits may be much longer lasting (Bryan et al, 2009; Giobhani et al, 

2012; Lieb, 2005). If they had not yet met their personal learning objectives, further 

question and discussion time was allocated. Each person was asked to comment on how 

their objectives had (in the vast majority of cases) or had  not, been met.  This  allowed 
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further reflection and repetition of the key areas of learning for both the individual, and 

the group. 

The learning objectives of the program were shown after this introduction and revisited 

at the end before each person was asked whether or not their personal goals for attending 

the course were met. Not only did this provide a clear structure for learning (Lieb, 2005) 

but it was intended also to assist goal-oriented learners and to improve attention and 

motivation throughout the program (Bryan et al, 2009). 

2. Adults are motivated to learn by the need to solve problems.

It is recognised that adult learners are practical and want to use their learning to solve 

relevant problems (Lawler, 2003; Lieb, 2005). The statistics highlighting the 

disadvantage and disparity in rural health compared to urban Australia, as well as the 

increased rate of suicide in rural and farming communities, were the necessity that 

brought about the program invention. By sharing the realities of this with participants, 

with the underlying message that we must all work together to help to change this. 

Combined with the personal experience of these facts that each participant may be 

bringing to the workshop, this presented a collective problem the SCARF workshop 

could hopefully equip participants with the knowledge, skills and attitude to solve. 

3. Adults’ previous experience must be respected and built upon.

Participants were very genuinely acknowledged at the start of the program as having 

significant skills, knowledge and experience that they were bringing to the training 

(Zemke, 2002). This helped to set an atmosphere of respect and equality, where the 

facilitator (candidate) and participants could all learn from each other, where group 

participation and discussion was welcomed, encouraged and appreciated. 
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Throughout the program, all statistics, theory and practice examples were tailored to be 

relevant to the rural worker and or farmer. The program continually came back to ask 

how it may specifically address the challenges these frontline 

workers/farmers/community members were facing on a daily basis in their contact with 

farmers, or people at risk of suicide in rural communities. Examples were offered for 

how different aspects of the theory or facts presented may play out in the rural 

workforce/community or agricultural setting. Acknowledgment was made that different 

professionals or community members would make meaning of new knowledge in light 

of their personal and/or professional experience influencing it (Daley, 2001). 

Opportunities for free flowing and open-ended discussion and questions were given 

wherever possible. Role-plays are also offered but not enforced as a means to achieve 

problem-based learning (Lohman, 2002). The adult learning principles of motivation, 

reinforcement, retention and transference (Lieb, 2005) were kept in mind throughout the 

program to facilitate solution-focused learning. 

4. Adults need learning approaches that match their background and diversity.

At the very beginning, before participants were asked to articulate their personal learning 

objectives, participants were asked to introduce themselves. Diversity in background, 

professional and accumulated life experiences was then acknowledged. Basic group 

norms were communicated, such as: maintaining positive intentions; actively listening 

and allowing each person to be heard with one person speaking at a time; awareness of 

time constraints, so keeping questions and comments brief and to the point; feeling 

comfortable to disagree, but allowing everyone their own opinion; starting and finishing 

on time and honouring break times; maintaining a supportive, friendly and confidential 

atmosphere; and being prepared with necessary equipment. 
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Acknowledgment was given to the fact that within the group there would be a multitude 

of learning styles. By articulating that some people prefer to learn by doing, so they will 

be interested in trying out the action plan, for example; others will appreciate lots of 

facts and statistics and give great attention to the details; others will prefer to speculate 

and question before they try their learning in practical ways; and some others will be 

very care-focused and want to know how everybody is being looked after (Bryan et al, 

2009); the intention was the participants could better understand, respect and be tolerant 

of this throughout the workshop. 

A variety of different methods were used then to convey information throughout the 

workshop, recognizing these diverse backgrounds and learning styles (Bryan et al, 2009; 

Delahoussaye, 2002; Knowles et al, 1998). For example, there was a balance between 

graphs, statistics and figures, words and visual images presented on the slides within the 

program, as well as opportunities for listening to content, discussing case studies, 

pausing for self-reflection, and generating open discussion and questions (Bryan et al, 

2009; Lieb 2005). 

5. Adults need to be actively involved in the learning process.

There was a significant experiential focus on problem solving, group discussion, and 

opportunities to practice the intervention skills recommended throughout the SCARF 

program. Many practical demonstrations of how a conversation with a 

farmer/client/person in the community may go were given and were always connected 

to the participant’s knowledge/experience from the viewpoint within a setting they were 

familiar with (Lieb, 2005). Participants were invited to participate in these “role-plays” 

or hypothetical scenarios and were coached and encouraged to use the SCARF action 
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plan, which provided active involvement in the learning process and some shared control 

over the content (Garrison, 1997). Group discussion and opportunities to practice 

interventions valued the collaborative and social dimensions of learning (Brown, 1989; 

McNeil et al, 2006). 

10.6 Chapter summary 

This chapter summarises the development of the SCARF Wellbeing and Suicide 

Prevention workshop, detailing the relevant findings from Component One of the 

program of research, practice-based evidence and a review of the literature. It details the 

content of the SCARF workshop and also discusses relevant and applied adult learning 

principles. The next chapter will describe the pilot delivery of the program. 



197  

Chapter 11. Study Component Two - Translating Evidence into Practice: 

Piloting SCARF: a wellbeing and suicide prevention workshop for rural 

communities 

11.1 Introduction: Translating the evidence 

This research program utilises mixed methods approach as described in Chapter 6. 

Findings from Component One (Chapters 7-9) were used to inform the development of 

the SCARF program as detailed in Chapter 10. The program was then piloted to two 

groups which will be detailed in this chapter. 

11.2 The SCARF Pilot Groups: Advisory and Workplace 

In accordance with the recommendations of Bryan et al (2009), the SCARF program 

was developed as a community-based prevention and therefore sought “grass-roots” (p. 

557) community partners to advise on program refinement and in “community-based 

participatory research” (p. 557). A pilot “advisory group” was formed by the candidate 

comprising 13 individuals that were chosen to reflect the future SCARF target audience. 

The advisory pilot group represented key members of the rural and farming community 

either by the fact that they were farmers themselves, worked with organisations who 

served the farming community (rural support/health/mental health), were frontline 

agricultural professionals, or who may in addition to either of these, also have lived 

experience of suicide. A second pilot group was also chosen to reflect a group that the 

final SCARF program would be delivered to during formal implementation and 

evaluation. The second pilot was delivered to frontline extension and support workers 

working in natural resource management from the Border Rivers Gwydir Catchment 

Management Authority (BRG-CMA). This was considered the “Workplace” pilot group. 

 
 

It was recognised that these community partners were vital, not for their experience or 

training  in  health  promotion  or  program  development  and  evaluation,  but  to give 
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authenticity to the program as one that was truly tailored and relevant to a rural and 

farming audience. By creating an advisory group consisting of people who were 

representative of the groups the final program would be delivered to, this applied the 

adult learning principles that adults like to have some control over their learning, be 

stakeholders in the training process and have input to the curriculum or content 

(Knowles, 1984; Lawler, 2003; Garrison, 1997; Bryan et al, 2009). Delivering the pilot 

program to groups reflective of the SCARF target audience, was anticipated to increase 

the likelihood of success of the program and engagement of future participants (Bryan 

et al, 2009). The candidate, the candidate’s research supervisors and other research staff 

were involved in analysing feedback received from each pilot delivery and adjusting the 

drafted program accordingly. 

11.3 The Advisory Group Pilot Delivery 
 

11.3.1 Advisory Pilot Group Participants and Methods 

 
Thirteen participants were considered an appropriate number for the advisory group, so 

as to be inclusive enough, and representative of the final SCARF target audience. It was 

also a group size that was anticipated, based on previous experience, to reflect the 

approximate size of the formal implementation groups. The Advisory Group consisted 

of 9 females and 4 males. The ages of the advisory group members were reflective of 

anticipated SCARF target participants, which would consist largely of frontline 

agricultural workers and therefore people of working age. The baseline characteristics 

of the advisory group are shown in Table 11.1 below. 
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Table 11.1: Background characteristics of the Pilot Advisory Group 
Characteristic Number (%)/Comment 

Gender 

Male 

Female 

Living condition 

Living on a farm 

Not living on a farm 

Occupation 

Full-time farmer/grazier 

Agribusiness: Accountant 

Agribusiness: Banker 

Agribusiness: Agronomist 

Health: Psychologist 

Health: Rural project worker 

Rural retail business 

Rural support: Local Lands Service 

Rural support: Rural Financial Counsellor 

Unemployed 

Age 

20-30 years

30-40 years

40-50 years

50-60 years

60 and over

Lived experience of suicide 

– immediate family member

4 (31) 

9 (69) 

9 (69) (2 males, 7 females) 

4 (31) (2 males, 2 females) 

4 (31) (2 males, 2 females) 

1 (8) (1 male) 

1 (8) (1 male) 

1 (8) (1 female) 

Total agribusiness 3 (24%) 

1 (8) (1 female) 

1 (8) (1 female) 

1 (8) (1 female also Local 

Shire Councillor) 
1 (8) (1 female) 

1 (8) (1 female) 

1 (8) (1 female living on a 

farm but not working fulltime 

on farm) 

1 (8) (1 female) 

6 (46) (2 males, 4 females) 

2 (15) (1 male, 1 female) 

4 (31) (1 male, 3 female) 

0 (0) 

4 (31) (1 male lost father, 2 

female lost father, 1 female 

lost brother) 

The draft program was delivered and facilitated by the PhD Candidate. All Advisory 

Group members were known to her through her work within the Farm-Link project or 

as a farmer herself. They were all based in, or lived near, the same town, including the 

facilitator, except for one female health worker, who travelled from another rural town. 

The  purpose  of  the  SCARF  program  was  explained  when  members  were  invited 
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personally by the PhD candidate via telephone, and followed up with email, to 

participate in the Pilot Delivery Advisory Group. They were not offered any reward or 

compensation for attending but invited purely in the interests of informing a future 

program that would be delivered throughout the New England North West region of 

New South Wales to meet suicide prevention objectives. Participants were asked to 

volunteer their time and honest feedback as a person who would be representative of the 

future SCARF target audience. Participants were offered tea and coffee and light 

refreshments before and after the pilot delivery. The venue selected was hired and 

representative of a workplace or community training site. 

 
 

The advisory group pilot was delivered via PowerPoint presentation, replicating the 

anticipated method for the formal implementation. The advisory group pilot program 

aimed to be three hours in length, with no breaks and extra time at the end for participants 

to complete their evaluation questions. Participants were asked to write their responses, 

and these were collected and collated by a research assistant. It was made clear that all 

feedback would be confidential and that the facilitator (PhD Candidate) would not be 

able to link respondents to their responses. It was explained that this was to encourage 

honest and open feedback, which would ensure continuous improvement and program 

quality. Pilot handouts and resources were also given to participants for comment. 

 
 

As per the SCARF content outlined in previous sections, participants were informed that 

the content may be distressing and challenging as the subject matter of mental illness 

and suicide could be difficult, especially for those who had been closely touched by 

suicide. Mental health assistance and support was offered to participants during and after 

the program if participants felt they needed it. A rural psychologist was specifically 

invited to be a part of the advisory group to help observe participant comfort levels and 
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assist should any require immediate attention. Follow-up services were also offered to 

the group. 

11.3.2 Advisory Group Pilot study Results 

 
Responses to nine open ended evaluation questions on the SCARF workshop are 

presented below, followed by average response scores from scaled questions on the 

impact of the program. At the end of the evaluation question form, all thirteen 

participants (100%) agreed to provide further information if required to achieve 

continuous improvement and provided their personal contact details. 

 
 

1. What was your overall response to the program? 

 

All thirteen participants (100%) gave positive feedback to this question. Three 

participants (23%) responded with “Excellent”, with comments including “great work”, 

“congratulations Meg, so important and SCARF makes it easy to talk”. Five participants 

(38.5%) responded either “Positive”, “Good”, “Very Helpful”, “Very Good” or “Great”, 

with comments including “especially the first bit about health”, “very relevant and 

helpful to me”. Five participants (38.5%) responded to this question with comments 

including: “well explained and simply put”; “anything that heightens awareness and 

prevents suicide is a yes”; “insightful. Feel better to identify, connect, refer”; “a very 

direct and open way of approaching a traditionally taboo subject” and “well presented 

with a caring and passionate approach”. 

 
 

2. What did you particularly like about the program? 

 

All thirteen responses (100%) were positive, with reasons varying. Some comments 

spoke to the clarity and conciseness of the program: “it makes sense and was explained 

that way”; “clear, concise information”; “3-hour time frame”. Others spoke to the need 

for the program: “It is a direct response to a very serious problem. It realises the problem 
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is best approached from a whole lifestyle”; “addresses a very important issue”; 

“awareness, a strong, strong need for this program”; “related well to the community 

situation I am in”. Some participants highlighted that they liked the link to health: “focus 

on well-being defining mental health”, “connectedness and its importance and 

relationship to good health”. Others particularly liked the information on mental illness: 

“steps that you can recognise to help identify mental illness”; “understanding mental 

illness – anxiety, depression and substance use disorder and its connection with suicide”. 

One participant made the comment about the presenter: “level of passion and 

commitment”. 

 
 

3. What stood out as memorable/helpful? 
 

All thirteen responses (100%) were positive, but again varied. One participant 

commented “excellent acronym”, another “all was helpful”. Others highlighted the focus 

the program takes on health, the relationship of mental health to physical health and the 

relationship of health to suicide: “importance of wellbeing for good mental health”; 

“connectedness and the first part about health excellent”; “identifying health as being a 

key part in mental illness”; “the connectivity of physical and mental health”; “that 

getting back to basics is a good start – diet, sleep and exercise”. Other comments 

reflected on them being able to help others: “how to recognize and refer people thinking 

of suicide”; “don’t be afraid to ask”; “that when someone mentions suicide, take it 

seriously”; “that you can ask someone directly about suicide”. Another different 

participant from Question 2 above made comment on the presenter: “Meg’s enthusiasm 

as a presenter and knowledge”. 

 
 

4. What did you think was not so interesting/engaging? 

 

Two participants (15%) left this comment blank. Six participants (46%) said “nothing”, 
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“it was all good”, “it was all relevant”, “all interesting but needs an engaging presenter. 

We were lucky to have one”; “all engaging”; “it was all interesting for me”. One 

participant commented (8%) “interaction of attendees with presenter throughout 

presentation” and one (8%) “focus on ‘wellness’ initially”. Three participants (23%) 

commented on the wordiness or length of some aspects: “the middle part about mental 

illness – anxiety, depression & substance use + slides too wordy/dense (especially as 

some audience may be illiterate)”; “diet, exercise and sleep could have been handled 

much more quickly with statistics and graphs”; “maybe definitions a bit long-winded, 

but maybe necessary to drive message home”. 

 
 

5. Is there anything you would change/take out? 
 

Four participants (31%) left this section blank and one participant (8%) said “not at this 

stage”. Some suggested that some areas could have more focus: “the observation of 

“change” in people as being a sign of illness could be focused on even more”; “content 

all great – maybe a slightly longer time frame?”; “more how to help, less analysis”; “not 

really, need to do the roleplaying part. Possibly more point form – found myself trying 

to read and listen at the same time”; “a stronger focus on how to improve those basics, 

e.g. before bed, bath, chamomile tea, relaxing music to enhance better sleep”; “focus on 

health/diet/exercise as ways of addressing improvements in mental health”; “make sure 

sufficient time available to thoroughly run through SCARF”. Others suggested 

decreasing some areas: “decrease mental illness section, decrease wordiness, increase 

graphs and pictures”; “reduce presenter duplication on material and personal 

comments”. 

 
 

6. How was the time/overall length of the program? 

 

Seven participants (54%) said the length of the program was appropriate. Comments 
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included: “3 hours is an appropriate time frame for delivery”; “good but needed a break 

and we didn’t get one”; “length okay, maybe need a break”; “best delivered on an 

informal delivery/question basis. The time is fine, perhaps no longer”. The six other 

responses suggested the time was not long enough (46%). Comments included: “I realise 

that one of the selling points of the program is its length, but I think it is a subject that 

sparks discussion so maybe need a little more time. Perhaps suggest "We can have an 

additional discussion at the end for those who would like to stay..." The presenter would 

need to gauge whether more discussion is necessary”; “we ran out of time, but it was all 

covered”; “more time for discussions”; “good, it wouldn’t have worried me if it was 

longer to cover it all in depth”; “not enough time, extending the program another 1-2 

hours with 2 short breaks would be great”; “maybe a bit too much information for the 

time available but all good, relevant”. 

 
 

7. What was your response to the resources/handouts? 

 

Only 12 out of 13 participants responded to this question. Ten of the twelve responses 

(83%) indicated a positive response to the handouts with comments including: “handouts 

have valuable information”; “useful”; “very good”; “good – not information overload 

but relevant and concise”; “good – make the phone numbers front and centre”; 

“complimented the program well”; “great – more the better”. The other responses (17%) 

were: “would help if the slideshow was accompanied by handout” and one participant 

“lack of handouts”. 

 
 

8. How did you find the slide content? 

 

All participants responded to this question. Five participants (38%) stated that the slide 

content was good: “yes, easy to follow”; “easy to follow, was not an over-burden”; “slide 

show was appropriate”; “pretty good”; “slides good”. The other eight responses (62%) 
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were positive, but suggested taking some information out of the slides, magnifying them, 

or decreasing the number of slides to facilitate less distraction and convey information 

more succinctly and clearly. Comments included: “Probably a bit too much text on the 

slides, but with an excellent presenter (which we had) I didn’t really read them all”; 

“may need more magnification”; “too many – need larger print, be more concise”, 

“slides too busy, less text, larger font”. 

 
 

9. Were there any concepts you got stuck on/would like clarity around? 

 

11 out of 13 participants responded to this question. . Of the 11 who did respond, nine 

(82%) wrote “no” or “none” or indicated there was nothing further they would like 

clarity on or concepts they got stuck on. Comments included: “In a short program like 

SCARF, the content was well-balanced and explained. The presentation followed well”; 

“no, good all-round coverage”. Of the 11 who did respond, two participants (18%) 

stated: “Spend more time on Thomas Joiner’s work and explain perceived 

burdensomeness and thwarted belongingness and look at practical ways participants can 

improve connectedness. E.g. discussion or sheet with 3 mini goals they can take away”; 

and “I guess being able to “ASK” the right questions and being confident doing it (The 

A in SCARF I mean)”. 

 
 

Participants were then asked to rate on a scale of 1-10, with 1 being “not at all” to 10 

being “completely” if the SCARF program helped them. The results are presented in 

Table 11.2. Participants scored the highest in the ‘understanding the importance of 

follow up and be committed to do so’ and lowest in ‘feeling confident to recognise when 

someone may need some assistance’. 
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Table 11.2 Mean, medium and minimum and maximum scores of the impact of the 

SCARF Pilot 1 

Has the SCARF program helped 

you: 

Mean Medium Min-Max 

Have an increased understanding of 
mental health and illness? 8.3 8 7-10

Feel confident to recognise when 
someone may need some assistance? 7.5 8 7-9

Be able to converse with them and 

refer them to help? 8.0 8 5-10

Understand the importance of follow 
up and be committed to do so? 9.0 9 7-10

11.3.3 Advisory Pilot Group Discussion and conclusion 

Overall, the pilot to the Advisory group was well received and the written and oral 

feedback provided was very positive. Some key issues were raised, however, and the 

candidate made changes to the program accordingly. 

In particular, the slides were changed to contain less content and words, have larger font, 

and include more pictures and graphs where possible. The timing of the program was 

lengthened to four hours, instead of three, which included time for an introduction to the 

research and for the evaluation forms to be completed. It was considered important to 

spend more time going through the SCARF steps, with practical examples, and more 

time explaining Joiner’s ITP model. More practical suggestions were included for 

specific steps participants may take to improve aspects such as sleep or connectedness. 

Discussion time allocated for these dimensions was increased, with content on mental 

illness and other statistics decreased. 

In review with supervisors and other researchers, it was decided that in the second 

“Workplace” pilot, the evaluation questions would gather more information about the 

presenter, and whether or not participants understood health and mental health 
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independently of the information presented on mental illness. Therefore, these questions 

were separated in the second evaluation. Questions were also slightly modified to better 

capture the SCARF action plan understanding and confidence. It was noted that for the 

formal evaluation, a pre-measure for each of the scaled questions was needed in order to 

measure the changes in participant levels of confidence and understanding of the 

different variables. It was clear that different participants would have different levels of 

knowledge and confidence coming into the program, and therefore changes before and 

after the program would be more meaningful rather than just a post-measurement. 

 
 

Whilst participants reported the handouts were useful, several asked if a copy of the 

slides would be available. However, for consistency the same handouts were provided 

for the second pilot. It was decided that some of the key slides could be included in a 

participant “workbook” for the formal delivery of the program. 

 
 

Four out of the thirteen advisory group members had experienced a close family member 

die by suicide. Nevertheless, none of the participants became distressed during the 

presentation, despite being obviously moved by the content and discussion at various 

times. No participant asked for nor required follow-up care with a mental health 

professional, even though it was offered and available. The candidate discussed this with 

her supervisors as well as other research, academic and field staff. It was decided that 

because the candidate had several years’ experience working in rural suicide prevention, 

had undertaken relevant training, had significant experience facilitating mental health 

first aid training and an in-depth knowledge of and experience with, local and regional 

pathways to mental health care, the program would be safe to delivered by her without 

a mental health professional in attendance. A research assistant or other staff member 

would be present to observe participants and help with the administrative tasks. An 
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opportunity would be offered to speak with the facilitator either during or after the 

training , as well as and referral pathways for follow-up care should it be required or 

desired. 

11.4 The Workplace Group Pilot Delivery 
 

11.4.1 Workplace Pilot Group: Participants and Methods 

 
After the first pilot to the advisory group, changes were made to the presentation as 

described above in Section 11.3.3. The presentation was then delivered to a group of 35 

extension and/or support staff working in natural resource management with farmers 

from the Border Rivers Gwydir Catchment Management Authority (BRG-CMA). 

Agricultural extension officers are those that work with farmers or other rural actors to 

share information and technologies that may improve their business or wellbeing. This 

workplace group was considered to be reflective of the target audience that the SCARF 

program would be delivered to during formal implementation and evaluation. All of 

them worked in frontline extension or administrative/support roles with farmers, were 

farmers themselves, and/or lived on a farm and would therefore be key members of rural 

communities who would be coming in contact with farmers and/or people at increased 

risk of suicide. SCARF was largely designed as a workplace training program to be 

delivered to these kind of agricultural and/or human support workers, so this group 

represented an ideal second pilot. 

 
 

The training was organised and offered by the candidate to senior staff and management 

within the BRG-CMA. The candidate explained that the program was still in its 

developmental stages and that this workshop would form part of its pilot delivery and 

participants would be invited to participate in the voluntary evaluation research. The 

BRG-CMA senior staff and management distributed email invitations to staff across the 

region to attend, but the training was not compulsory. 
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Employees came from different towns across the Border Rivers Gwydir Catchment 

Management Authority (BRG-CMA) region to attend the training. As noted above, there 

were 35 staff in attendance, with 20 participants (57%) agreeing to participate in the 

pilot research evaluation and of these 20 participants, 13 (65%) agreed to be contacted 

again for further information if required for continuous improvement and provided their 

names and contact details. 

 
 

Demographic information was not collected or collated as per the advisory group, 

however the group consisted of approximately 40% males and 60% female participants, 

with ages ranging from mid-20s to early-60s, with the majority in their 30s and 40s, 

reflecting people of working age. Participants were offered no compensation or rewards 

for attending the training. The BRG-CMA supplied the training venue for their staff in 

a town that was considered central for most participants. Tea and coffee were available 

prior to the program starting, and the staff had lunch together following the program as 

part of their staff development day. 

 
 

The purpose of the SCARF program and the facilitator’s planned PhD research was 

explained to participants. As per the Advisory group pilot program, participants were 

informed that the content may be distressing to some people, especially if they had been 

touched by suicide. An opportunity to follow-up with the facilitator (candidate) either 

during or after the program was offered, as were mental health services. Some of the 

participants within this group were known to the facilitator through her work with Farm- 

Link, or as a farmer and community member herself; the majority were not. All data and 

evaluation forms were collected by a research assistant/other Farm-Link staff member. 

Participants were reassured of their confidentiality and that the facilitator/author would 
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not be able to identify individual participant’s feedback. 

 

11.4.2 Workplace Group Pilot study Results 

 
The evaluation questions were amended slightly from those given to the Advisory group, 

as described in the discussion (Section 11.3.3) above. Overall, there were less open- 

ended questions requiring comments and written answers, and more questions with a 

response scale format. This was done with the view of future evaluation being more 

quantitative in nature. Results from the 20 participants are presented below. 

 
 

1. What was your response to the SCARF program? 
 

All 20 responses (100%) were positive. Comments included: “Content was great, thanks. 

Presentation by Meg was engaging”; “very good, great info given”; “eye-opening and 

relevant”; “fantastic concept, surprising that nothing similar already exists”; “great 

program, need to get it  out to others”; “very good program”; “very necessary”; 

“excellent, more awareness in the broader community and amongst workers is needed”; 

“excellent and moving”. 

 
 

2. Can you recall what SCARF stands for? (Yes/No) 

 

Nineteen of the twenty participants (95%) responded “Yes”. One participant (5%) 

wrote “Forgot what R stands for”. 

 
 

Participants were then asked to rate on a scale of 1-10, with 1 being “not at all” to 10 

being “completely” and 1 “terrible” and 10 “perfect” regarding features of the SCARF 

workshop. The results are presented in Table 11.3. Participants scored the highest in the 

presenter of the program and ‘have an increased understanding in mental health and 

overall health’ and lowest in ‘feeling confident to recognise when someone may need 

some assistance, converse with them and refer them to help’. 
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Table 11.3 Mean, medium and minimum and maximum scores of the impact of the 

SCARF pilot 2 
How would you rate: Mean Medium Min-Max 

the length of the program? 8.5 8 6-10 

the content of the program? 8.95 9 7-10 
the presenter of the program? 9.4 9.5 8-10 

Has the SCARF program helped 

you: 

Mean Medium Min-Max 

Have an increased understanding of 

mental health and overall health 

Have an increased understanding of 

mental illness 

8.6 

 

8.5 

9 

 

9 

6-10 

 

6-10 

Feel confident to recognise when 

someone may need some assistance 

7.5 8 4-10 

Be able to converse with them and 
refer them to help? 

   

Understand the importance of follow 

up and be committed to do so? 
  (yes/no)  

Yes = 14 

70% 

No = 6 

30% 
 

 

 

11.4.3 Workplace Pilot Group: Discussion and conclusion 

 
The Workplace pilot was well received, with positive written and oral feedback given. 

Some feedback validated the feedback given in the first Advisory Group pilot, and 

therefore some further changes were made to the program. Given the positive nature of 

the feedback, much of it stayed the same. 

 
 

It was clear that participants desired a break in the training. The formal implementation 

would involve a break in the program after the health section. Where possible, some 

light refreshments and food would be offered in this time. The program would become 

a 4- hour program, including time for a mid-way break and for evaluation forms to be 

completed. 

 
 

Slides were further edited to remove more words and add more images wherever 

possible. Again, information on the practical SCARF steps of how to assist someone, 

and statistics and facts were considered less important. Participants said individuals 
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could follow up on these if they were interested. The course clearly needed to be practical 

and people wanted to leave being able to apply their new knowledge and develop new 

skills. 

 
 

As expected, there was less discussion between the presenter and the participants in this 

group, as the group was not known to the presenter, compared to the Advisory group. 

This group was more representative of the future composition of SCARF groups in 

formal implementation and was therefore an important experience prior to the start of 

the wider delivery. 

 
 

Participants were not asked about handouts in the second pilot, although verbal feedback 

did suggest many of the participants found the handouts useful. Just as in the Advisory 

pilot group, some participants suggested a copy of the slides would be beneficial. It was 

decided a “workbook” would be useful. These were designed to have some key slides 

reproduced, as well as space for personal notes. The research information statement and 

consent forms along with the “pre” measures were included at the front of the workbook, 

with “post” measures at the end. These were “tear out” sections, so that participants 

could hand in those portions and keep the rest of the workbook for themselves. 

 
 

Participants in the second pilot group were not asked if they had experienced someone 

close to them die by or attempt suicide so this information was unavailable. To the 

candidate’s knowledge no participants became distressed or required assistance during 

or after the program. On further discussion with the candidate’s then primary PhD 

supervisor, and other staff, it was considered that the program was safe for further formal 

delivery and evaluation. 
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From these pilot studies, the final evaluation questions were decided upon by the author, 

in conjunction with the PhD candidate’s then primary PhD supervisor and other research 

and academic staff from the University of Newcastle. It was clear that demographic 

information and any previous experience of mental health or suicide prevention training 

was relevant. Previously validated scales are recommended in research, although they 

are not always readily available. Nevertheless, a number of different scales measuring 

change in suicide related stigma and literacy, but also for personal well-being were 

considered to measure the impact of the SCARF program. Specific scales included will 

be discussed in the following chapter. 
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12.1 Notes 

This chapter is reproduced from the paper “Evaluation of the SCARF Wellbeing and 

Suicide Prevention program for rural Australian communities”. The PhD Candidate is 

the first author on this paper. The second author was the candidate’s previous primary 

PhD supervisor and work supervisor. The third and fourth authors are the associate and 

external supervisor of the candidate respectively. The fifth author is the primary 

supervisor of the candidate. M. Perceval and P. Reddy designed the study. M. Perceval 

conducted the workshops and organised data collection. K. Kõlves and M. Perceval 

conducted data analysis and interpreted data. M. Perceval drafted the manuscript. All 

authors: M. Perceval, P. Reddy, V. Ross, T. Joiner and K. Kõlves revised the manuscript 

critically for important intellectual content. All authors gave final approval of the version 

to be submitted for publication to the Journal of Rural Health, which has an impact factor 

of 1.762. If the paper is successful in being published, the candidate will seek permission 

from the journal to ensure the copyright specifications permit the inclusion of this paper 

within this dissertation. 

Full citation: Perceval M, Reddy P, Ross V, Joiner T, Kõlves K. Evaluation of the 

SCARF Wellbeing and Suicide Prevention program for rural Australian communities. 

Journal of Rural Health – under review 

12.2 Overview and Contribution of Paper to Research Aims 

This paper contributes to Component Two’s Aim 3 of the overall research program to: 

Develop, deliver and evaluate a culturally specific and evidence-informed suicide 

prevention program tailored for a rural and farming audience as described in Chapter 

5. 

Purpose: Rural communities in Australia have an elevated risk of suicide. The aim of 

the current study was to evaluate a four-hour wellbeing and suicide prevention workshop 
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SCARF (Suspect, Connect, Ask, Refer, Follow-Up) developed specifically for 

Australian farming and rural communities. Methods: The SCARF program was 

delivered to 14 groups comprising a total of 328 participants, including frontline 

agricultural workers, key members of rural communities and/or farmers from New South 

Wales (NSW). The Literacy of Suicide Scale (LOSS), Stigma of Suicide Scale (SOSS), 

and items assessing confidence to assist others were administered immediately before 

and after the workshop, and at 3-month follow-up. The Warwick Edinburgh Mental 

Wellbeing Scale (WEMWBS) was applied immediately before and at 3-month follow- 

up. In total 255 agreed to participate in the study, with 127 completing 3-month follow- 

up. Data were analysed using mixed-effects regression. Findings: There was a 

significant increase in suicide literacy and confidence to assist others immediately after 

the workshop, which remained significant at 3-month follow up. Mental wellbeing 

significantly improved at 3-month follow up. There was no change in the overall stigma 

score, but there were significant changes in the SOSS subscales. Conclusion: The 

SCARF program is unique for its brevity, cultural specificity, and focus on health, as 

well as its incorporation of the biopsycho-ecological model and the Interpersonal Theory 

of Suicide. It represents an effective program for Australian farming and rural 

communities that may be useful to improve mental wellbeing, suicide literacy, and 

confidence to recognise and respond to suicidality in others. 

Key words: suicide prevention, evaluation, rural communities, farmers, wellbeing 

 

12.3 Introduction 

Several countries, including Australia, have observed increased rates of suicide in rural 

areas and within certain occupations, such as farming (Hirsch & Cukrowicz, 2014; 

Milner et al, 2013; Stark et al, 2016). Australian farmers and those working in 

agricultural industries do appear to be at increased risk of suicide (Andersen et al, 2010; 

Page & Fragar, 2002), however, demographic factors, rates and methods of farmer 
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suicide vary between and within different states (Arnautovska et al, 2014; Arnautovska 

et al, 2016; Miller & Burns, 2008). There may be region specific risk factors which 

encompass different demographic, social, economic and environmental pressures 

(Arnautovska et al, 2016; Miller & Burns, 2008; Milner et al, 2012). Current existing 

knowledge from qualitative and quantitative research into suicidal behaviour among 

farming communities in Australia and internationally indicate the need for culturally 

appropriate, contextually sensitive and tailored suicide prevention initiatives 

(Arnautovska et al, 2016; Perceval et al, 2017; Stark et al, 2016). Within Australia only 

a few rural suicide prevention programs, including those directed at farmers, have been 

delivered and evaluated (Arnautovska et al, 2012; Clifford et al, 2013; Fuller et al, 2007; 

Sartore et al, 2008). The need for better evaluation of the effectiveness of suicide 

prevention interventions has been emphasised internationally (Krysinska et al, 2016; 

Milner et al, 2015; WHO, 2014a; Zalsman et al, 2016). 

Australian research has shown that training of frontline staff, community suicide 

prevention awareness programs, and gatekeeper training (GKT) in workplaces and 

community organizations are evidence-based activities that are most likely to contribute 

to reduction of suicidal behaviour (Christensen H, 2016). GKT in various populations 

across the world has shown promising effects on knowledge, skills and attitudes, and in 

some instances, a decrease in suicide or suicidal behaviour (Isaac et al, 2009; Zalsman 

et al, 2016). Suicide prevention initiatives within the rural context need to be culturally 

appropriate and address specific risk and protective factors (Hirsch & Cukrowich, 2014; 

Perceval et al, 2017; Stark et al, 2016). Australian research has recommended that 

greater recognition of particular stressors and risk factors within the rural and farming 

context such as adversity due to drought, familiarity with and access to firearms, and 

sociocultural norms of masculinity which may affect help-seeking (Arnautovska et al, 
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2012; Milner et al, 2012; Perceval et al, 2017), are recognised, and education and 

training is facilitated within this context (McKay et al, 2012). Programs that address 

lifestyle factors which may be associated with suicide risk, such as increased alcohol 

consumption and work stress, and that take into account both the sociocultural and 

physical environment may be helpful (Arnautovska et al, 2016; Kunde et al, 2017a; 

McKay et al, 2012; Milner et al, 2012; Perceval et al, 2017; Perceval et al, 2018). An 

inherent advantage of GKT is that it may be adapted to address region specific issues 

(Isaac et al, 2009). In Australia, GKT involving the upskilling of key members of rural 

communities to provide culturally appropriate and flexible sources of support, treatment 

and/or referral services has been endorsed (McKay et al, 2012). These key members of 

the community are most likely to come in contact with those at risk, and GKT may assist 

them to identify, assess and manage (or refer) mental health problems and increase their 

knowledge about available health services (Fuller & Broadbent, 2006; Perceval et al, 

2011; Wilcox & Wyman, 2016). GKT may also assist in the development of knowledge, 

skills and attitudes to improve beliefs about suicide, increase help-seeking and enhance 

self-efficacy to intervene (Hadlaczky et al, 2014; Isaac et al, 2009; Zalsman et al, 2016). 

Further, GKT has the potential to promote protective factors (Chapter 8, Perceval et al- 

preliminarily accepted). Farmers have suggested they prefer service providers who can 

understand the pressures of farming, and that contact with such workers and people in 

the community, not necessarily health or mental health professionals, may help to reduce 

suicide and improve wellbeing (Perceval et al, 2017). 

Frontline agricultural workers (such as agribusiness and agricultural professionals, 

livestock agents, rural merchandisers, veterinarians, and human support workers) have 

been recognised as an important target group for such initiatives, as they have existing 

and trusted relationships with farmers (Fuller et al, 2007; Perceval et al, 2011; Perceval 
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et al, accepted; Sartore et al, 2008). Developing knowledge and skills in these workers 

to better recognize and respond to farmers in distress, in conjunction with improved 

community knowledge of local referral pathways to mental health care, have been 

proposed as being advantageous (Fuller et al, 2007; Perceval et al, 2011; Perceval et al, 

accepted; Sartore et al, 2008). This was the approach adopted by the Farm-Link: 

improving the mental health of people living and working on NSW farms project 

(Perceval et al, 2011). 

 
 

The aim of the current paper is to analyse the effectiveness of the SCARF (Suspect 

Connect Ask Refer Follow-up) workshop in improving suicide literacy, reducing suicide 

related stigma, improving participants’ mental wellbeing and their confidence to assist 

people at risk of suicide in rural communities in Australia. 

12.4 Methods 
 

12.4.1 Intervention 

 
The Farm-Link project aimed to improve the mental wellbeing of people who live and 

work on farms within the New England North West region of NSW (Perceval et al, 2011) 

and deliver the established two-day Mental Health First Aid training (MHFA) program 

(Hadlaczky et al, 2014; Talbot et al, 2017). However, through conversations with the 

rural workforce, the need for a shorter, more culturally appropriate and contextually 

sensitive program was identified. The usefulness of a brief education program compared 

to more intensive programs like MHFA (Hadlaczky et al, 2014; Talbot et al, 2017), or 

Applied Suicide Intervention Skills (ASIST) (Evans & Price, 2013; Gould et al, 2013; 

Shannonhouse et al, 2017) has been highlighted by previous research showing that the 

most significant workplace obstacle to helping behaviour is lack of time (Moore et al, 

2011). 
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The SCARF Wellbeing and Suicide Prevention workshop was developed by the first 

author (M.P.) with the supervision of the second author, an experienced researcher and 

practising psychologist (P.R.). The workshop was designed to address brevity, cultural 

specificity and community participation, and to improve health as a means to reducing 

suicide (Milner et al, 2012; Perceval et al, 2017; Stark et al, 2016; WHO, 2014a). The 

SCARF action plan stands for Suspect, Connect, Ask, Refer, Follow-Up and offers a 

new and practical way for participants to assist others. The SCARF program was 

designed as a tailored four-hour program delivered to the target audience of people 

working in frontline agricultural positions, key members of rural communities, and to 

farmers. At that time, it was unique in Australia, incorporating the biopsycho-ecological 

approach (Perceval et al, 2018; Stineman, 2011; Stineman & Streim, 2010) and an 

explanation of the Interpersonal Theory of Suicide (IPT) (Van Orden et al, 2010) 

delivered direct to community participants. Both the biopsycho-ecological model and 

IPT have been identified as helpful to understand and address farmer suicide and its 

prevention (Kunde et al, 2017a; Perceval et al, 2017; Perceval et al, 2018). 

12.4.2 Participants 

 
The SCARF program was delivered by the first author (M.P.) to 14 mostly workplace 

groups between July 2013 and April 2014 to a total of 328 participants across 8 sites in 

rural or remote NSW (New England North West region) and 2 regional sites that 

comprised frontline agricultural workers from across the state. The SCARF training was 

offered under the Farm-Link project as a free program and marketed through phone and 

e-mail. It was delivered to a target audience of frontline agricultural professionals such 

as agribusiness bankers, rural financial counsellors and accountants; those working with 

farming organisations such as NSW Farmers or Local Lands Services; and those 

working with human support services such as employment, disability, and carer agencies 

or chaplains; and also to some farming community groups. 
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12.4.3 Evaluation and outcome measures 

 
Externally validated outcome measures were selected to estimate effectiveness of the 

SCARF workshop: namely literacy (LOSS) (Calear et al, 2012; Batterham et al, 2013) 

and stigma (SOSS) (Batterham et al, 2012; 2013) of suicide. These instruments were 

administered before the SCARF program (pre), immediately after delivery of the 

program (post) and at 3-month follow-up to capture both short- and longer-term changes 

in suicide literacy and stigma. The short forms of both scales were used. 

 
 

The Literacy of Suicide Scale (LOSS) (Calear et al, 2012; Batterham et al, 2013), is 

designed to assess four domains of suicide literacy identified by Jorm (2000): (i) signs 

and symptoms, (ii) causes or the nature of suicidality, (iii) risk factors, and (iv) treatment 

and prevention. A 3-point scale (“True”, “False”, or “I don’t know”) is used for each 

item on the LOSS, with correct responses given a score of 1 and “I don’t know” or 

incorrect responses scored 0 (Calear et al, 2012). Summing item scores gives the total 

scale score, which ranges from 0 to 12 on the short form. Higher suicide literacy is 

indicated by a higher total LOSS score which is given as a percent correct (Calear et al, 

2012; Batterham et al, 2013). 

 
 

The Stigma of Suicide Scale (SOSS) is a validated scale for measuring stigma of suicide 

in the community (Batterham et al, 2012; 2013). Both long and short forms of the scale 

have robust psychometric properties (Batterham et al, 2012). The SOSS was found to 

possess three clear factors measuring: stigma (primary factor), isolation/depression, and 

glorification/normalization (Batterham et al, 2012). All three factors were shown to have 

strong  internal consistency in the 16-item short form (Cronbach α = 0.78, compared to 

0.75 in our sample) of the scale (Batterham et al, 2012), which consists of 8 items 

assessing stigma and 4 assessing both isolation and glorification (Calear et al, 2014). A 
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5-point Likert scale (strongly disagree, disagree, neutral, agree, strongly agree) is used 

to rate how much people agree with one or two word descriptors that “In general, people 

who suicide are….” (Batterham et al, 2012). The mean response to all items, ranging 

from 1 to 5 are calculated to summarize the subscales of the SOSS (stigma, isolation and 

glorification) (Batterham et al, 2012; Calear et al, 2014). These subscales were 

considered relevant as they correspond to the IPT constructs of thwarted belongingness 

-isolation/depression and increased capability and fearlessness 

glorification/normalization. 

 
 

The Warwick-Edinburgh Mental Well-being Scale (WEMWBS) (Tennant et al, 2007) 

was used to measure changes in mental wellbeing before (pre-), and at 3-month follow- 

up. Measures were not taken immediately after program participation (post) as changes 

in mental wellbeing over such a short period of time (4 hours), would not be meaningful. 

This scale is a short, 14-item measure of mental well-being and focuses exclusively on 

positive aspects of mental health and has been shown to have good content validity and 

strong internal consistency (Cronbach α = .91, which was similar in our sample – 0.92) 

(Tennant et al, 2007). All 14 test items are equally weighted and measured on a 1 to 5 

Likert Scale (1 = none of the time, 2 = rarely, 3 = some of the time, 4 = often, 5 = all of 

the time) with scores ranging from 14 to a maximum of 70. Higher scores indicate better 

mental wellbeing (Tennant et al, 2007). 

 
 

The impact of the program was additionally measured by assessment of changes in 

confidence of understanding suicide and helping others, using 5 questions with 

responses on a 1 to 5 Likert scale (1 = not at all confident, to 5 = extremely confident). 

All questions began with “I am confident…”: that I have a good understanding of the 

reasons why people die by suicide; in directly asking about suicide; in assessing suicide 
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risk; in managing suicide risk; in accessing professional assistance for people at risk of 

suicide. The questions were applied pre-, post-, and at 3-month follow-up. The 

confidence scale was developed by the authors specifically for the purpose of this study. 

The Cronbach α for this scale was 0.89. The sum of item scores created a total scale 

score (range 5 to 25) with higher scores indicating greater confidence. Demographic 

information about participants was also collected. 

12.4.4 Ethics 

 
Full ethical clearance, including the Australian National Ethics Application Form for the 

SCARF Evaluation and research project, was obtained from the University of Newcastle 

(Protocol Number H-2013-180) in 2013. Ethical clearance for the same work was 

transferred to Griffith University in 2017 (GU Ref No: 2017/290). 

12.4.5 Statistical analysis 

 
Descriptive statistics including means, standard deviations and 95% confidence intervals 

were calculated. Chi-square test and t-test for categorical and continuous measures 

respectively, were used to compare characteristics of participants before the SCARF 

workshop and at the 3-month follow-up. For the main analyses, linear mixed-effect 

modelling for repeated measures was applied to predict the main outcome variables. The 

mixed-effect modelling for repeated measures is a specific technique for analysing 

longitudinal data that deals with within- and between-subjects variance and accounts for 

the correlation between the repeated measures for each individual (Detry & Ma, 2016). 

This method also accommodates unbalanced data with the assumption that missing data 

are missing at random and they are not dropped out from the analyses. Although the 

multiple imputation has been considered as the superior method to replace missing data, 

it has been shown not to change the results with repeated measures (Peters et al, 2012), 

therefore it was not conducted. 
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The main outcome measures presented above were used as dependent variables. All 

scales had a normal distribution (the range for skewness or kurtosis below +1.5 and 

above -1.5 (Tabachnick & Fidell, 2013). Time was used as a categorical variable under 

fixed effect, and gender, age, geographical location, employment status and industry, 

marital status, previous suicide prevention and mental health training, and previous 

mental health problems were also included as fixed effects. To reduce multicollinearity 

all variables included as fixed effects were centred according to the process introduced 

by Kraemer and Blasey (2004). Time (pre, post, 3-month follow-up) was included as a 

repeated effect. A First-Order Autoregressive (AR1) and Unstructured (UN) covariance 

structures were examined using −2 Res Log Likelihood and Akaike’s Information 

Criterion (AIC). Both structures were applied to the levels of group (location)*person 

(as SCARF was delivered in groups at different locations therefore participants were 

nested within groups). Random intercepts for participants were included to model for 

the correlation of within person factors at the baseline. The AR1 structure was identified 

as the model with the best fit with all dependent variables. A probability level of 0.05 

was employed for all statistical tests. SPSS version 25.0 was used for data analyses. 

12.5 Results 

Of the 328 participants who received the SCARF training, 255 agreed to participate in 

the research, with 127 completing the 3-month follow-up (see Figure 12.1). 

Demographic information for these participants is summarised in Table 12.1. 

Participants were approximately one third male and two thirds female. The average age 

of participants was 44.4 years and 70% of participants held tertiary or diploma 

qualifications. Almost 70% of participants worked in agriculture, farming, business or 

finance and lived in a rural area. A further 15% lived in a remote area. Over 60% had 

never undertaken mental health training and almost three quarters had not undertaken 

suicide prevention training. Approximately 40% of participants reported that they had 
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Total participants 

14 groups 

n = 328 

Participated in research 

Completed post- 

n=255 (77.8%) 

Did not participate 
in research 

n = 73 (22.2%) 

Completed 3 month follow-up 

n = 127 

(49.8% post) 

 
Did not complete follow-up 

n = 128 

(50.2% post) 

experienced a mental health problem. 

Figure 12.1 Participants flow chart 

 

 

 
 

 

 

 

 
 

 

 

 

 
Table 12.1 Background of participants before the SCARF workshop and at 3-month 

Characteristics Pre-SCARF 

(N=255) 
Follow up at 3 

months (N=127) 
 n % N % 

Gender     

Female 153 60.0 79 62.2 

Male 102 40.0 48 37.8 

Age (mean, SD) 44.4 14.7 44.5 14.7 

Education     

High school or less 75 29.4 33 26.0 

Tertiary/Diploma 180 70.6 94 74.0 

Geographic location*     

Urban/regional centre 
(>25,000) 

 
40 

 
15.7 

 
27 

 
21.3 

Rural area (5000-24,999) 168 65.9 82 64.6 

Remote area (<5000) 47 18.4 18 14.2 

Marital status     

Married/de facto 191 74.9 97 76.4 

Not marries/de facto 64 25.1 30 23.6 

Employment status     

Employed 238 93.3 119 93.7 

Not employed 17 6.7 8 6.3 

Employment type1
     

Farming/agriculture 92 36.1 55 43.3 

Business/finance 104 40.8 45 35.4 

Health or social care 26 10.2 13 10.2 
Other 33 12.9 14 11.0 

Previous mental health training2
 103 40.7 51 40.8 

Previous suicide prevention 
training3

 

 
74 

 
29.7 

 
88 

 
28.5 

Mental health problem(s) 
(lifetime)1

 

 
95 

 
37.4 

 
54 

 
42.9 
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Changes in mean values of the main outcome measures over the study period are 

presented in Figures 12.2 and 12.3. Mixed-effect regression analysis of the suicide 

literacy (LOSS) score showed that time was a significant predictor of the change in the 

mean score (F(2, 233.1)=133.80, P < .001), despite some drop from 9.43 during the post- 

workshop score to 9.11 at the 3-month follow-up, both time points had significantly 

higher scores compared to the pre-workshop score of 7.07 by the fixed effect estimates. 

In addition, a significant effect of gender (F(1, 227.3)=5.08, P = .025; higher scores for 

males compared to females), age (F(1, 226.1)=16.88, P < .001; decreasing with age) and 

previous mental health problems (F(1, 222.9)=3.30, P = .039; higher scores in those with 

previous mental health problems) on LOSS scores was detected. 

The mean confidence score was also significantly predicted by time (F(2, 237.0)=291.83, 

P < .001), despite a drop from 13.29 during the post workshop score to 11.44 at the 3- 

month follow-up, both time points had significantly higher scores compared to the pre- 

workshop score of 6.59 (see Figure 12.2) by the fixed effect estimates. Previous mental 

health training (F(1, 225.9)=10.42, P = .001; higher scores in those with previous training) 

and suicide prevention training (F(1, 226.1)=14.47, P < .001 higher scores in those with 

previous training) also predicted confidence scores. 

There was no significant change in the total stigma score (SOSS) over the study period 

(see Figure 12.3). However, there were some significant changes over time in the 

subscales of stigma. A significant decline over time was found in the SOSS subscale of 

Stigma (F(2, 204.6)=25.11, P < .001). Age (F(1, 228.4)=5.38, P = .011; increasing with age) 

and previous mental health problems (F(1, 223.1)=4.07, P = .045; lower scores in those 

with previous problems) also predicted stigma subscale scores. The subscale of 

glorification/normalisation showed a gradual increase over time (F(2, 247.0)=9.52, 
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P < .001). Having mental health training (F(1, 222.9)=4.66, P = .032; those with previous 

training had higher scores) also predicted glorification subscale scores. The subscale of 

depression/isolation was also significantly predicted by time (F(2, 207.8)=9.40, P < .001); 

however fixed effect estimates showed that it was significant only after the training 

(t(308.8)=4.33, P < .001) and not at the 3-month follow-up (t(175.7)=1.63, P = .106). 

 
 

The mean wellbeing (WEMWBS) score was measured at two time points – before the 

workshop and at 3-month follow-up. A significant increase in wellbeing was found (F(1, 

136.5)=15.48, P < .001) with the mixed regression (see Figure 12.2). Previous mental 

health problems predicted lower wellbeing scores (F(1, 212.1)=19.57, P = .001). 
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Figure 12.2 Mean scores with 95% CIs of outcome measures at different assessments 
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Figure 12.3 Mean scores with 95% CIs of SoSS and it’s subscales at different 

assessments 
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12.6 Discussion 

The higher suicide rate in rural areas and within farming and agricultural occupations in 

Australia requires tailored suicide prevention efforts (Arnautovska et al, 2016; Kunde et 

al, 2017a; Perceval et al, 2017). Culturally appropriate initiatives are crucial (Hirsch & 

Cukrowicz, 2014; Perceval et al, 2018; Stark et al, 2016), and improved evaluation of 

suicide prevention activities is needed (Arnautovska et al, 2012; Krysinska et al, 2016). 

These factors, along with extensive practice-based evidence (Miller, 2017) in rural 

suicide prevention, were the catalyst for the development, implementation and 

evaluation of the SCARF workshop. SCARF was developed specifically for a rural 

audience and delivered to key members of rural and farming communities. This paper 

aimed to evaluate the effectiveness of the SCARF workshop in improving suicide 

literacy, reducing suicide related stigma, improving participants’ mental wellbeing and 

their confidence to assist individuals at risk of suicide in rural communities. The main 

outcome measures of the evaluation showed significant improvement both immediately 

after the workshop and at 3-month follow-up. 
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The SCARF project was the first to begin the conversation about suicide with definitions 

of health, mental health and factors that may contribute to, or detract from, both health 

and mental health in rural Australian farming communities. This was the lens that 

participants could look through to take in and understand information about mental 

illness and suicide. 

 
 

Mental health literacy has been internationally recognised as an important global focus 

for mental health initiatives (Kunde et al, 2018; Kutcher et al, 2015). Mental health and 

suicide literacy are thought to be positively linked to service engagement and treatment, 

wellbeing, self-management efforts and help-seeking for mental disorders and suicide, 

and negatively linked to endorsement of maladaptive cultural attitudes and coping 

strategies for mental illness such as the use of alcohol (Jorm, 2012; Jorm et al, 1997; 

Suicide Prevention Australia, 2008; Story et al, 2016). In our previous study, farmers 

themselves have described not being able to recognize warning signs before someone 

has died by suicide (Perceval et al, 2017). In the LOSS validation study, participants 

scored lowest on items pertaining to recognizing the signs and symptoms of suicidality 

(Calear et al, 2012). Therefore, programs that assist rural people in better understanding 

and responding to suicide are likely to contribute to suicide prevention (Perceval et al, 

2017). 

 
 

Related to suicide literacy in this context is confidence not only to recognize signs and 

symptoms of suicidality, but also confidence to be able to take appropriate action. When 

developing the SCARF program, it was recognised that knowledge alone is insufficient 

to assist people to get help when they are contemplating suicide, so the workshop was 

designed to therefore not only focus on increasing knowledge, but on improving skills, 
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particularly in relation to having the confidence to have a discussion about suicide (Cross 

et al, 2011). A common concern of lay people is that they may adversely affect the risk 

of suicide if they raise the topic. The SCARF action plan addressed this by encouraging 

participants to have difficult, yet constructive conversations about suicide and help- 

seeking. The program was designed to include behavioural rehearsal through the use of 

role-plays and participant-initiated discussion of (de-identified) real-life scenarios so as 

to improve confidence through enhanced skills in addition to knowledge (Cross et al, 

2011). Measured confidence was therefore critical to program evaluation and confidence 

scales were specifically designed to capture changes in participant confidence to 

recognize and respond to the risk of suicide in others. Applying these scales in future 

research may be useful. 

 
 

Educating “gatekeepers” is a recognised way to achieve improved mental health literacy 

and has been shown as promising (Morgaine et al, 2017), especially when the 

gatekeeper’s role is more formalised, such as in institutional settings, and where 

treatment pathways are readily available (Mann et al, 2005). Gatekeepers have been 

shown to have a positive effect on mental health knowledge, attitudes and skills and may 

reduce suicidal behaviours in some settings (Isaac et al, 2009; Zalsman et al, 2016). 

Culturally appropriate GKT, especially in the rural workforce, has been highlighted as 

important to increase mental health literacy (Perceval et al, 2011; Sartore et al, 2008), 

and concurrently address related issues such as lack of service providers, stigma and 

isolation (Kunde et al, 2018; Perceval et al, 2018; Perceval et al, accepted). GKT may 

work to increase confidence to recognize and respond to potential suicidality, by 

increasing the likelihood of asking about suicide and encouraging help-seeking (Calear 

et al, 2017; Wyman et al, 2008). 
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The significant improvement in literacy (LOSS) and confidence scores both immediately 

after the SCARF program and at 3-month follow up suggest that the SCARF program 

improves peoples’ ability to recognise signs of suicidality, and they are more confident 

to ask about it. In combination with the reduction in the SOSS stigma subscale, these 

findings of increased knowledge and confidence suggest individuals will be more likely 

to seek help or refer others to appropriate help. Improving the ability to recognize the 

signs of suicidality, and confidence to have conversations about mental health and 

suicide and knowledge of appropriate services are important for suicide prevention and 

early intervention in farmers’ mental health (Oliffe et al, 2016). Despite a significant 

increase in mean scores for literacy and confidence, both dropped after 3 months, despite 

still showing significantly higher scores when compared to pre-measures. This suggests 

refresher training could be beneficial. A systematic review of GKT by Isaac et al (2009) 

concluded that future work should address the longevity of changes in knowledge, skills 

and attitudes of participants; the quantity of training and how often participants should 

retrain; and assessment of the referral patterns of gatekeepers (Isaac et al, 2009). Our 

findings support this and should be considered by future programs. 

 
 

In accordance with other studies, younger participants had higher literacy scores, as did 

those with previous mental health and suicide prevention training (Calear et al, 2012; 

Batterham et al, 2013). Higher literacy and lower mental wellbeing scores were also 

found in those with previous mental health problems. As expected, people with previous 

mental health and suicide prevention training were more confident to assist others. 

 
 

Stigma and entrenched cultural attitudes such as stoicism, have been shown to be 

important factors in farmer suicide and may be part of the reason why Australian farmers 

are less likely to seek help for both physical and mental health concerns compared with 
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their urban counterparts (Hull et al, 2017; Perceval et al, accepted). Programs that help 

to decrease stigma may not only work to increase help-seeking but may also contribute 

to improving other social outcomes which may further contribute to improving health 

and reducing suicide in farmers (Perceval et al, accepted). The overall SOSS score did 

not change even though there were some significant changes over time in the subscales. 

Encouragingly, the stigma subscale of SOSS did significantly decrease over time. In 

accordance with earlier studies, younger participants and those with previous mental 

health problems were more likely to have lower stigma scores (Batterham et al, 2013; 

Calear et al, 2014). The glorification/normalisation subscale scores increased over time, 

and those with mental health training had higher scores on this subscale. Perhaps this 

reflects the role of the IPT of suicide and in particular, participants’ interpretation of 

acquired capability. It may also reflect more familiarity with suicide and therefore 

normalization. The depression/isolation subscale also showed a significant reduction 

over time; however, it was significant only at the post-measure and was not sustained at 

3-month follow up. Studies have recommended further investigation into how different 

types of educational backgrounds, age, psychoeducational interventions and different 

types of exposure to suicide modify stigmatizing attitudes and subsequent behaviours 

such as help-seeking (Batterham et al, 2012). The relationship between mental health 

literacy, stigma and helping behaviours is recognised as complex and not straightforward 

(Cruwys et al, 2018). These results may still indicate that the SCARF program is 

valuable and effective in relation to reducing stigma, and that further exploration is 

warranted. 

 
 

The World Health Organization recommends the promotion of healthy lifestyle choices 

to encourage both physical and mental wellbeing and to link physical with mental health 

(WHO, 2014a). GKT has been recognised as having the potential to promote protective 
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factors (Wilcox & Wyman, 2016). Promotion of healthy lifestyle factors has been 

suggested as helpful for suicide prevention education programs in rural Australia 

(McKay et al, 2012). The SCARF program incorporated the perspective of preventing 

suicidal behaviours through improving overall health with a program objective to 

improve participants’ own mental wellbeing. The significant improvement in the 

WEMWBS at 3-month follow-up shows that the SCARF program fulfilled this goal. 

SCARF may therefore contribute not only to suicide prevention goals, but also to 

improving individual wellbeing. 

12.7 Strengths and limitations 

SCARF incorporated best contemporary evidence in relation to health and suicide 

prevention and represented an innovative and unique program. A strength of this study 

was that it used validated scales to contribute evidence towards the body of suicide 

prevention evaluation. Methodological limitations of our study included the lack of a 

control group. Gatekeeper training (GKT) requires further investigation, using more 

elaborate study designs such as randomized control trials or quasi-experiments including 

control groups. 

It is also important to note that not all people who received the intervention (n=328) 

participated in the research and of those who did (255 or 77.7%), approximately half 

(127 or 49.8%) completed the 3-month follow-up. The use of mixed-effects regression 

did address this attrition (Peters et al, 2012). Further, the mixed-effect modelling deals 

with within- and between-subjects variance and accounts for the correlation between the 

repeated measures for each individual (Detry & Ma, 2016). 

12.8 Conclusions 

The SCARF program was well-received and shown to improve suicide literacy, improve 

mental wellbeing of participants and confidence to understand and respond to the risk of 
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suicide in others. SCARF also showed some encouraging results in relation to reduction 

of stigma. We recommend further delivery of similar programs. The first author has 

since updated the program with contemporary evidence and it is now known as the 

CARE (Connect Ask Refer Encourage) program. Longer term evaluation to measure 

sustained changes over six and twelve months is recommended. Qualitative research to 

understand the impact of the SCARF workshops would be beneficial. People in rural 

and remote communities and farmers themselves seem to respond well to shorter 

programs (4 hours) that promote improving health as a means to reducing suicide. 
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Chapter 13. Discussion and conclusion 

13.1 Introductory Comments 

This chapter will provide an integration of the key findings from the program of research 

in relation to the three research aims outlined in Chapter 5. The contribution of these 

findings to the current state of knowledge in relation to both understanding and 

addressing farmer suicide will be presented. The implications of these findings within 

policy and practice settings will be discussed. Strengths and weaknesses of the study are 

described. Suggestions for future research, implementation and evaluation are provided. 

13.2 Review of key findings in relation to research aims and contribution to current 

knowledge 

Overall this research aimed to advance current understanding of risk factors and attitudes 

towards farmer suicide and help-seeking in farming communities and to use this 

information to develop, deliver and evaluate an evidence-informed and culturally 

appropriate prevention initiative within a rural and farming population. 

The specific aims were: 

Aim 1 - Investigate perceived risk and protective factors pertaining to farmer suicide in 

New South Wales (NSW) and Queensland (QLD). 

Aim 2- Investigate perceived attitudes of farmers in NSW and QLD towards suicide 

and help-seeking. 

Aim 3 - Develop, deliver and evaluate a culturally specific and evidence-informed 

suicide prevention program tailored for a rural and farming audience. 

A mixed methods design was applied to achieve all three aims via two study 

components. Component One investigated risk and protective factors for farmer suicide 

(Aim 1), as well as perceived attitudes of farmers towards suicide and help-seeking (Aim 

2). Qualitative analysis of focus group data was applied to address research Aim 1, which 

showed that farmers perceive risk and protective factors for suicide to be a combination 
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of interdependent and inter-related individual, social and environmental factors. These 

three major themes were further broken down into subthemes as depicted in Figure 13.1 

below. Each of these themes and subthemes were presented in Chapters 7-9 which 

became three peer-reviewed published papers (Perceval et al, 2017; Perceval et al, 

accepted; Perceval et al, 2018). 

Figure 13.1: Dimensions for risk and protective factors for farmer suicide 
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Perceived attitudes towards farmer suicide and help-seeking (Aim 2) captured from 

Component One of the research project were reported with individual factors in Chapter 

7 (Perceval et al, 2017). Explicit in most focus group discussions was that it is not one 
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risk factor that leads someone to take their life, but many. A common sentiment 

expressed was that suicide was the result of a building up of internal and external 

stresses. Farmers found suicide as an act unfathomable and deduced the person must get 

to a state of complete hopelessness in order to take their own life. 

 
 

In addition to distilling risk and protective factors into individual, social and 

environmental dimensions, Component One also found both the IPT and the biopsycho- 

ecological model were effective frameworks for understanding the myriad factors, 

providing greater clarity and deepening understanding of farmer suicide. It was clear 

that a farmer’s wellbeing is inextricably linked to their physical and sociocultural 

environment, which may enhance risk for, or help to protect against, suicide. The 

biopsycho-ecological model (Stineman, 2011) was therefore an applicable framework 

for encapsulating relevant factors. The IPT (Joiner, 2005) was also found to be relevant 

and useful for understanding and addressing farmer suicide. Both the individual and 

social themes may relate to the psychological constructs of perceived burdensomeness 

(identity, for example) and thwarted belongingness (relationships and community 

attitudes, for example) which are linked to desire for suicide according to the IPT (Van 

Orden et al, 2010). The environment theme related to the IPT’s construct of acquired 

capability, especially in terms of access to firearms and death and suffering of animals. 

 
 

Although some of the findings were in accordance with previous studies, this work 

added new information, particularly as perceptions and attitudes were obtained from 

farmers themselves. These results contribute important information towards better 

understanding of farmer suicide. Specifically, it provides a simplified yet 

comprehensive framework from which to view suicide risk and protective factors, 

encompassing interdependent and overlapping individual, social and environmental 
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(physical and sociocultural) dimensions. This may assist to sharpen our focus, so that 

we may be better equipped to address farmer suicide. 

Results from this component informed Component Two, to achieve Aim 3, which sought 

to develop, deliver and evaluate a culturally specific and evidence-informed suicide 

prevention program tailored for a rural and farming audience. Utilising evidence 

collected in Component One, in combination with practical rural suicide prevention 

experience, and a review of the literature, this component involved the development 

(Chapter 10), piloting (Chapter 11) and evaluation (Chapter 12) of an innovative and 

unique wellbeing and suicide prevention training program: SCARF (Suspect, Connect, 

Ask, Refer, Follow-up). The SCARF program took a biopsycho-ecological approach 

and was the first to deliver an explanation of Joiner’s IPT to a lay rural audience. 

Practical experience and feedback from the target audience of frontline agricultural 

workers highlighted the need for a shorter training program than other programs such as 

Mental Health First Aid (Hadlaczky et al, 2014) or ASIST (Heron et al, 2015) available 

at that time. SCARF was distinctive in that it was only four hours long. In addition, the 

content, whilst informed by national and international best-evidence, was designed to be 

especially relevant and applicable to a rural Australian audience. SCARF was 

distinguishable from other programs in that it applied a “health lens” in which to view 

mental illness and suicide and aimed to improve wellbeing as a means towards 

contributing to suicide prevention. 

 
 

A pre-, post- and 3-month follow-up design using validated scales was used to evaluate 

the effectiveness of the SCARF training. These quantitative measures indicated that 

SCARF was effective in significantly improving suicide literacy (LOSS), and 

confidence to recognise and respond to suicide in others, both immediately after the 

program, and at 3-month follow-up. Participant mental wellbeing (as measured by the 
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WEMWBS) was also significantly improved 3 months after the program. The stigma 

subscale of the SOSS scale was significantly lower both immediately after, and at 3- 

month follow-up. These findings, as reported in Chapter 12, will constitute the fourth 

peer-reviewed paper from this research program, which is currently under review. To 

date, there has been no program in Australia informed by research conducted with 

farmers themselves, delivered in a rural community, and evaluated with validated 

quantitative measures. Component Two therefore contributes significant and important 

information not only towards the body of evidence in suicide prevention, but also offers 

practical and effective means to address suicide in rural and farming communities. 

13.2.1 Better understanding of farmer suicide 

 
Component One of the research program addressed Aims 1 and 2. Focus group 

participants discussed risk and protective factors for suicide under individual, 

environmental and social categories. Many participants freely shared their own personal 

experiences of the hardships and pressures of farming, their own struggles with stress 

and mental illness, and even in some cases suicidal thinking. Thomas Joiner’s IPT 

(Joiner, 2005; Van Orden et al, 2010) resonates as a comprehensive and somewhat 

simplified framework to assist understanding what was described as incomprehensible 

behaviour. Participants throughout the research, unknowingly, described each of the 

dimensions of the IPT: perceived burdensomeness, thwarted belongingness and the 

acquired ability to harm oneself. This was evident as they described why the familiarity 

with and frequent use of firearms, for example, may be why more farmers die by suicide 

and gunshot wound. Similarly, participants expressed how restrictive Government 

legislations and negative media may enhance feelings of worthlessness, and extreme 

climatic conditions may exacerbate a sense of hopelessness and a personal sense of 

failure in difficult circumstances; which may all intertwine and lead to the IPT’s 

constructs of perceived burdensomeness and thwarted belonging. 
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Participants noted how suicide often happened in people “you would never expect” and 

warning signs were not recognised. There was a real sense of a continuing search for 

answers. Training programs to help people better recognise and respond to mental ill- 

health and potential suicidality were recommended (Perceval et al, 2017). This validated 

to the candidate the absolute need for the translation of this evidence into practical tools 

that the everyday person can understand and apply. Participants spoke consistently of 

being unable to recognize any signs prior to the person taking their life, and yet, 

unwittingly, they were often describing what someone familiar with the IPT could 

recognise as potential warning signals. This was the rationale for including the ITP in 

the SCARF program. 

 
 

Much of what was uncovered in relation to attitudes towards help-seeking was in 

accordance with previous research into rural and farming attitudes towards help-seeking, 

masculinity and self-reliance (Brew et al, 2016; Fennell et al, 2018). Concepts of 

masculinity and the relationship to the male farming identity clearly impacted attitudes 

towards help-seeking, sense of self, feelings that one should be self-reliant and the ability 

to communicate openly with others. The success or failure of the farm appeared to be 

entwined with the male farmer’s sense of identity in particular, as did circumstances 

such as physical injury or illness. External circumstances like these were often narrated 

as having a relationship with self-worth, identity and of sense of self in terms of the 

effect they had on the man’s ability to function or related aspects such as the capacity to 

earn money. Challenging external circumstances such as drought and market conditions 

were often perceived as personal failures. Privacy was described as being important, and 

rural men in particular were repeatedly described as “private people”. Pride also featured 

strongly: that men would be “too proud to ask for help” as it would indicate weakness, 
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or that they had somehow failed. Participants spoke of how cultural norms depicted the 

fact that communication is not expected of farming men, and they are given few 

opportunities to freely communicate their feelings. Despite this, the candidate’s personal 

experience was that, when given the invitation and safe opportunity to do so, males in 

the focus groups were able to sensitively and powerfully articulate their feelings. Groups 

were comprised of stereotypical “tough Aussie farmers”, yet some were moved to tears 

as they recounted personal stories of friends and loved ones they had lost to suicide, their 

own struggles and personal feelings. This open and candid communication is in stark 

contrast to the accepted norms that “blokes don’t (or shouldn’t) talk about their feelings”, 

which needs to be challenged. We must find ways to honour the rural Australian male’s 

strength, but not keep them isolated by upholding a culture that does not give men the 

opportunity to share emotions freely. Both men and women have a role to play in 

challenging and changing these sociocultural norms. 

13.2.2 Translating evidence into practice: addressing farmer suicide 

A critical need for further evaluation of the distribution of resources in relation to the 

burden of suicide, and more robust measurement of the impact of such investments on 

reducing self-harm, suicidal behaviour and suicide rates has been stated (Milner et al, 

2018). Understanding perceptions towards mental illness and attitudes towards help- 

seeking are vital considerations for the development, implementation and evaluation of 

rural suicide prevention initiatives (Handley et al, 2014). Very few programs exist in 

Australia that specifically aim to prevent suicide with evidence-based, contextually 

sensitive and tailored interventions for farmers that provide an evaluation of their 

outcomes (Arnautovska et al, 2012). Using mixed methods research informed by the 

qualitative findings of Component One of the research program, Component Two 

attempted to address this by developing, delivering and evaluating an initiative tailored 

specifically for a rural and farming audience. The SCARF program was tailored for, and 
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delivered to, the target audience of people working in frontline agricultural positions, 

who had frequent, even daily contact with farmers and existing, trusted relationships 

with them, or to other key members of rural communities who may come in contact with 

people at increased risk of suicide, or to farmers themselves. As previously mentioned, 

evaluation was conducted using existing validated scales (SOSS, LOSS and WEMWBS) 

(Batterham et al, 2012; Calear et al, 2012; Tennant et al, 2007) and a Confidence scale 

especially designed to measure the impact of the program. 

From the outset, the SCARF program, had the concurrent goals of: 

- improving literacy in relation to mental illness and suicidal behaviour;

- improving skills and confidence in helping people recognise and address

suicidal behaviour in those around them and assist people to appropriate and

timely care;

- to increase help-seeking; and

- to improve wellbeing for participants (and the people they come in contact with)

by assisting them to better understand health, mental health and factors that may

contribute or detract from it.

Quantitative analyses using mixed effects regression revealed that SCARF was effective 

in reaching these goals, as literacy, confidence and wellbeing measured with validated 

scare were significantly improved, and an encouraging decrease in stigma was achieved. 

These results were sustained at 3-month follow-up, which is encouraging that the 

SCARF program is indeed effective in improving knowledge and skills that may 

contribute towards improving wellbeing, increasing help-seeking and reducing suicide 

in rural communities. Component Two thereby successfully achieved research Aim 3 to 

develop, deliver and evaluate a culturally specific and evidence-informed suicide 
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prevention program tailored for a rural and farming audience. 

 

 

The overarching aim of this program of research was to obtain a better understanding of 

farmer suicide so as to better address the problem. The title of the thesis: “Translating 

evidence into practice: Wellbeing and suicide prevention in rural Australia” captures the 

fact that this body of work involves translational research. Simply put “translational 

research refers to translating research into practice” and “ensuring that new treatments 

and research knowledge actually reach the patients or populations for whom they are 

intended and are implemented correctly” (Woolf, 2008a; p. 211). Evidence from 

Component One was translated into a practical intervention delivered to a real-world 

and targeted audience, empowering them with best contemporary knowledge and 

practical tools to put into practice to reduce suicide and improve health. In this sense, 

this body of work represents a first in farmer suicide prevention – utilising research 

knowledge and applying it to the population it was intended for with an evaluated 

implementation. 

 
 

Translation of knowledge and advances made in research to new approaches for the 

prevention of disease is crucial for improving health (Fonttanarosa & DeAngelia, 2002). 

The PhD candidate reasoned that approaching suicide prevention from a health lens 

perspective may be more easily accepted by, and relevant to the needs of, the target 

audience to whom the SCARF program was to be delivered. Taking this approach was 

anticipated to assist in reducing stigma and improving help-seeking by affecting 

attitudinal and cultural shifts, which may in turn contribute to reducing suicide. Some 

have argued for broader implementation of effective psychosocial interventions to 

improve public health impacts for mental health and suicide prevention (Insel, 2009). 

Translational research may be what is needed to help coordinate systems of care and 
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assist both clinicians and members of the community to make more informed choices 

and change behaviours (Woolf, 2008a). Further use of a health framework to reduce 

suicide in farmers may simultaneously improve a range of health outcomes. The SCARF 

program provides a tangible real-world example of how this may be done. 

Rural people often describe themselves as practical people who like to make sense of 

things. They appreciate practical application over theoretical information, and this was 

made clear in the pilot delivery of the SCARF program (Chapter 11) and throughout the 

SCARF evaluation (Chapter 12). The candidate felt that a health lens, particularly 

incorporating “The Big 6” factors that may contribute or detract from health, combined 

with the biopsycho-ecological model and application of the IPT, helped to simplify and 

coalesce what Component One showed was an area of difficulty for farmers – 

understanding why people die by suicide and being able to recognise warning signs prior 

to their death. The significant improvement in both Literacy (LOSS) and Confidence 

scores, both immediately after and at 3-month follow-up, is an encouraging result which 

validates the approach taken with the SCARF program. 

13.2.3 Suicide prevention belongs in the community 

Greater emphasis needs to be placed on research that can be translated into widespread 

practice in communities and not limited to clinical settings where limited time and 

resources exist for preventive services (Hawkins et al, 2009; Woolf, 2008b). It has been 

said that this may be particularly useful in community programs to reduce health-risking 

behaviours, but that it would require coordination across the sectors and is largely 

untested (Hawkins et al, 2009). The translational gap between evidence and practice is 

notable in mental health, as much psychological and psychiatric care occurs outside of 

specialised mental health care systems, presenting in emergency departments, the 

criminal justice system, educational settings, human services such as those addressing 
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homelessness or unemployment, and in the community (Insel, 2009). This may be even 

more pronounced in rural Australia, where lack of services and access to services is 

widely acknowledged as a considerable disadvantage (Brew et al, 2016; Perceval et al, 

2018). Therefore, the need for evidence-based interventions that empower people within 

the community may be even more important. It follows that information, education and 

training is needed to empower them with the knowledge, skills and confidence to better 

understand, recognise and address the risk of suicide in others (Perceval et al, 2017). The 

SCARF program evaluation shows that this program could be effective in filling this 

gap. 

Workers based in rural communities, with an understanding of the socioeconomic, 

psychosocial and environmental pressures and realities of farmers, represent an 

important target audience for contextually sensitive and culturally appropriate suicide 

prevention initiatives that provide an effective, comprehensive and upstream approach. 

Component One of the research program reported that farmers prefer workers who are 

based in their rural communities and who understand the pressures of farming (Chapter 

8, Perceval et al, accepted). The PhD candidate, a farmer herself, having worked in rural 

suicide prevention for many years, was well-placed to conduct this research. SCARF 

participants, largely consisting of frontline agricultural workers, characterised a fitting 

target audience prototype for future implementation. 

 
 

Research in real-world settings has been cited as being able to provide unique lessons in 

relation to the ‘trenches’ of frontline mental health care (Jobes et al, 2009). More 

emphasis is needed on translational research that measures the effectiveness of suicide 

prevention strategies within naturalistic settings “to test the practical utility of 

empirically-supported treatments for suicidal behaviours, to gain new perspectives on 

suicidal individuals, and to better understand the nature of suicidal risk” (Jobes et al, 
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2009: p. 383). The SCARF program evaluation aimed to do exactly this. It tested the 

practical utility of the empirically-informed and tailored program, in those working in 

frontline agricultural roles. In rural Australia, the “trenches” of frontline mental health 

care may well lie with the SCARF target audience of frontline agricultural workers and 

others in rural communities who come into contact with those at increased risk of 

suicide, including farmers. 

13.3 Strengths and limitations of dissertation 

A strength of this study was the use of a mixed methods design to better understand and 

address farmer suicide in Australia. The qualitative component of the research program 

explored risk and protective factors for farmer suicide, as well as attitudes towards 

suicide and help-seeking as perceived by farmers themselves. This led to increased 

understanding about farmer suicide which then informed Component Two of the 

research and provided a useful framework to address farmer suicide. Component Two 

of the research program utilised the findings of Component One, alongside practical 

experience in rural suicide prevention and a literature review, to develop, deliver and 

evaluate a tailored, contextually sensitive suicide prevention intervention for rural 

communities. A strength of this component was that it involved quantitative analysis of 

validated scales to contribute important evidence towards the body of suicide prevention 

evaluation. 

 
 

Another strength of the study was the implementation and evaluation of the SCARF 

program. The program was carefully designed and piloted and well-received by the 

target audience. SCARF was shown to significantly improve suicide literacy, and 

confidence to understand and respond to the risk of suicide in others, both immediately 

after (post) and at 3-month follow-up. It was also shown to significantly improve mental 

wellbeing of participants at 3-month follow-up. Whilst not measured in this study, it is 
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hoped that these results may also contribute to an increase in help-seeking and a 

reduction in suicide in the rural communities in which it was delivered. The SCARF 

program represented a number of Australian firsts, in terms of its development, delivery 

and evaluation. It is a unique program for its brevity, cultural specificity, and focus on 

health as well as its incorporation of the biopsycho-ecological model and the IPT. The 

quantitative evaluation of the program also represents a first for Australian rural suicide 

prevention and provides a useful platform for future work. 

Some methodological limitations of our study included a lack of control group in the 

SCARF evaluation, which would have enabled us to compare changes over time in a 

group who did not receive the SCARF program. Another limitation was that whilst the 

PhD candidate was involved in all of the work over the course of some years, the 

research program was staggered. The PhD studies began with the University of 

Newcastle and were later transferred to Griffith University. The research program, whilst 

complementary, involved the combination of mixed projects and field work. There was 

a significant time lag between implementation and data collection and evaluation of the 

SCARF program and writing up the results due to employment and PhD changes. 

Despite the changes in the supervision team, the final primary supervisor, Dr Kairi 

Kolves, fortunately has been involved with the candidate since the beginning of 

Component One of the research program, and has significant experience in rural suicide 

prevention research, so was able to guide the candidate  in  keeping  the  work  

cohesive and focused. Given the higher rate of male suicide, and male farmer suicide, 

involving more males than females in focus groups may have been advantageous. 

13.4 Implications of results for future policy and practice 

With Intellectual Property rights, in 2015, the candidate decided to change the name of 

the program to CARE (Connect Ask Refer Encourage). The name CARE better reflects 

what the workshop aims to do – encourage participants to CARE for both themselves 
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and others (to improve health and reduce suicide). It reiterates the underlying philosophy 

of the program, that if people care for someone, and are concerned about them, then with 

the evidence-based knowledge they receive in the program, they may have the skills and 

confidence to be able to assist them. Since 2015, and on an ongoing basis, the candidate 

has updated the CARE program to include more recent information and data so as to 

continue to be relevant to the current concerns facing rural communities. Findings from 

Component One of the research program, and subsequent published papers, have been 

incorporated. Overall, the program is much the same, with content updated, not changed. 

The approach is still to focus on health as a means to reducing suicide, and it incorporates 

both the IPT and biopsycho-ecological model. 

 
 

CARE, like SCARF, continues to provide an evidence-based approach that has been 

shown to be well-received and relatively easily delivered to a target audience of frontline 

agricultural workers and others in rural communities who have a lot of contact with 

farmers. Training in the workplaces has worked well over the years, and the candidate 

continues to provide the CARE program in rural communities to workplaces and 

community groups. The 4-hour length is appreciated by the target audience. It has not 

proven a barrier to people attending, as compared to MHFA or ASIST programs, where 

the candidate did receive feedback about being too long for people to take the time off 

work to attend. The rural audience appreciates and continues to give feedback that the 

program is tailored to meet their practical needs. Organisations and groups give feedback 

that they value that the program is informed by research, delivered by someone who 

understands the pressures of farming and the unique stressors present in rural 

communities. Due to the measured impact of the SCARF program improving suicide 

literacy, confidence to assist others and participant wellbeing, we recommend further 

delivery of the program. The evaluation lends weight to the relevance and applicability 
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of the CARE approach to address farmer suicide and improve wellbeing. 

 

 

Therefore, future policy that supports, and practice that incorporates, improving health 

as a means to reducing suicide, takes a biopsycho-ecological approach, and applies the 

IPT is recommended. Further implementation and evaluation of the CARE program 

could lead the way in suicide prevention efforts in the Australian farming population and 

in rural areas. Concentration of delivery of this program in areas with a higher farmer 

suicide rate is recommended. Coordination and collaboration across the sectors linking 

community members to service providers and vice versa, with accompanying future 

research is also recommended. To really make an impact on future suicide rates, 

considerable efforts would need to be made for scalability, widespread implementation 

and evaluation. 

13.5 Suggestions for future research 

Longer term evaluation to measure sustained changes in literacy, confidence, mental 

wellbeing and stigma over six and twelve months is recommended. Qualitative research 

would also be useful. This could inform when refresher programs would be most 

beneficial; as improvements in knowledge, skills and confidence begin to wane over 

time (Isaac et al, 2009). People in rural and remote communities and farmers themselves 

seem to respond well to shorter programs (4 hours) that promote improving health as a 

means to reducing suicide. The IPT and biopsycho-ecological models seem to resonant 

and be relevant. We recommend further use of both in rural suicide prevention activities 

and research. 

 
 

Farmers overall health is important. The health disparities for rural and urban Australians 

need to be addressed. Future programs should focus not only on reducing suicide, but 

on improving farmers’ health more widely as a suicide prevention measure. Evaluation 
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measures that capture participant health (mental, physical and social domains) would be 

useful as a baseline and following interventions. The relationship these indices have to 

suicidal thinking and behaviours would be interesting and informative to better articulate 

the relationship between heath and suicide. 

 
 

The SCARF evaluation revealed encouraging results in relation to suicide stigma 

(SOSS) that warrants further investigation. Whilst it is anticipated that an increase in 

literacy and confidence, with some evidence towards a potential reduction in stigma, 

would lead to an increase likelihood of seeking help for mental health concerns and 

suicidality, this was not measured. The relationship between stigma and help-seeking 

requires further attention (Fennell et al, 2018). Self-stigma and perceived stigma also 

need to be considered and further explored. Programs that help to decrease stigma may 

not only work to increase help-seeking but may also contribute to improving other social 

outcomes which may further contribute to improving health and reducing suicide in 

farmers (Chapter 8, Perceval et al, accepted). Further investigation into how different 

types of educational backgrounds, age, psychoeducational interventions and different 

types of exposure to suicide modify stigmatizing attitudes and subsequent behaviours 

such as help-seeking have been recommended (Batterham et al, 2013). The relationship 

between mental health literacy, stigma and helping behaviours is recognized as complex 

and not straightforward (Cruwys et al, 2018) and therefore further research is warranted 

to better understand these factors (Kennedy et al, 2018). 

 
 

It would be useful to replicate the SCARF evaluation measures and then compare to 

other studies that have also examined SOSS and LOSS in rural and farming populations 

(Kennedy et al, 2018). Linking these types of studies to longer term suicide statistics 

such as suicide ideation, attempt or death, in targeted rural communities, would be 
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helpful. Future work should attempt to measure both baseline and follow-up changes in 

help-seeking and referral patterns of gatekeepers (Isaac et al, 2009). Repeated measures 

and longer-term evaluation would enable the longevity of changes to be better measured 

and inform when programs should be repeated to refresh knowledge, skills and 

confidence. A methodological limitation of our study included a lack of control group 

in the SCARF evaluation. Internationally it has been recognised that Gatekeeper training 

(GKT) requires further research, using more elaborate study designs such as randomised 

control trials or quasi-experiments including control groups (Zalsman et al, 2016). We 

recommend future evaluation take these aspects into consideration. 

13.6 Summary 

In addition to achieving Aims 1 and 2, Component One of the research program found 

the IPT (Joiner, 2005: Van Orden et al, 2010) to be relevant to understanding farmer 

suicide. In addition to achieving Aim 3, Component Two, found the IPT to be relevant 

to addressing, farmer suicide. The incorporation of the IPT into Component Two of the 

research program involved the presentation of this theory to a rural lay audience for the 

first time in Australia. Further use of this theory is recommended to assist people in 

understanding and addressing rural suicide. The biopsycho-ecological approach 

(Stineman, 2011; Stineman & Streim, 2010) was also found to be relevant to both 

understanding and addressing farmer suicide in both components of the research 

program. As far as is known, this research program is the first to recommend and utilise 

this approach in suicide prevention. We recommend its further use. 

 
 

Risk and protective factors uncovered in Component One were used to inform the 

development of the SCARF Wellbeing and Suicide Prevention workshop, in 

combination with practice-based experience and a review of the literature. In accordance 

with translational research goals, the initiative (the SCARF program) reached the 
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targeted population, involved in-situ workers and involved real world implementation 

and evaluation. 

 
 

Evaluation of suicide prevention interventions is necessary to demonstrate effectiveness 

(Arnautovska et al, 2013). There has been limited evaluation conducted in suicide 

prevention initiatives, and this is particularly so in Australian rural and farming settings 

(Arnautovska et al, 2013). There is limited literature examining the relevance of the IPT 

or the biopsycho-ecological model to farmer suicide. This evaluation provided 

significant information towards the body of evidence in rural suicide prevention in 

Australia. Results from the piloting of SCARF (Chapter 11), confirmed that the program 

is culturally and contextually appropriate. The evaluation (Chapter 12) showed that 

SCARF was effective in improving suicide literacy, confidence to better understand and 

respond to suicide in others, as well as improving mental wellbeing. It is therefore 

recommended that SCARF, now known as CARE, be further delivered to rural 

communities across Australia. Suggestions for future research have been made. 

13.7 Conclusion 

This thesis has contributed original and significant knowledge regarding the individual, 

social and environmental risk and protective factors pertaining to farmer suicide, as well 

as attitudes towards suicide and help-seeking, as perceived by farmers themselves. It has 

therefore increased understanding about farmer suicide. This research program has 

translated and applied these findings to develop, deliver and evaluate a tailored and 

contextually sensitive suicide prevention program within a rural setting. It has therefore 

contributed original and significant efforts towards addressing farmer suicide. Overall, 

this body of work represents a number of “firsts” in Australian rural suicide prevention. 

May it provide a platform for others to expand upon, so as to reduce the toll of suicide 

in this important and vulnerable population. 
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Appendix A 

Influences on farmer suicide in Queensland and New South Wales 

INVITATION TO PARTICIPATE IN NSW FOCUS GROUPS 

Suicide is a major cause of injury-related mortality in Australia; each year, approximately 

2,000 persons die due to suicide. The burden of suicide in rural and regional areas of 

Australia far exceeds the burden in metropolitan areas, and past research has identified 

males involved in the agricultural industry as being at particularly high risk of suicide. 

To reduce the occurrence of suicide among farmers, it is important to gain better 

understanding of individual, social and environmental risk and protective factors that 

influence suicide in farming communities. 

If you are aged 18 years or over, I would like to invite you to participate in a focus group 

to discuss suicide and help-seeking behaviours in farming communities, and sources of 

strength and resilience in those communities. The focus group will include 6 people, and 

will be audio-taped. It is expected to take around 3 hours, during which you will be asked 

to discuss your views about influences on suicide in the farming industry, how it affects 

the farming community, strength and resilience in farming communities, barriers to help- 

seeking by farmers at risk of suicide, and ways you think farmers at risk of suicide could 

be encouraged to seek help. You will receive a $50 reimbursement towards your travel 

costs, and light refreshments will be served. 

Your participation in the study would be greatly appreciated, and will help inform 

evidence-based suicide prevention strategies that seek to reduce the burden of suicide in 

Australia’s farming population. 

If you wish to participate in the research, or have any questions regarding this study, 

please contact the Research Team (02 6363 8429 or Courtney.bilske@newcastle.edu.au, 

meg.perceval@newcastle.edu.au). 

Yours sincerely 

Professor Prausuna Reddy (Director, CRRMH) 

mailto:Courtney.bilske@newcastle.edu.au
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Appendix B 

Influences on farmer suicide in Queensland and New South Wales 

FOCUS GROUP PARTICIPANT INFORMATION SHEET 

Research aims and background information 

Suicide is a major cause of injury-related mortality in Australia; each year, 

approximately 2,000 persons die due to suicide. The burden of suicide in rural 

and regional areas of Australia far exceeds the burden in metropolitan areas, and 

past research has identified males involved in the agricultural industry as being at 

particularly high risk of suicide. 

To reduce the occurrence of suicide among farmers, it is important to gain better 

understanding of individual, social and environmental risk and protective factors 

that influence suicide in farming communities. 

This is an important study examining attitudes towards suicide and help-seeking in 

farming communities, as well as sources of strength and resilience in those 

communities. The work is being undertaken by Griffith University, in collaboration 

with the University of Newcastle and a range of industry partners, as part of an 

Australian Research Council Linkage Project. 

Participation and benefits 

The project seeks to conduct focus groups in farming communities in Queensland 

and New South Wales. Each focus group will consist of 6 people aged 18 years and 

over, and will be audio-taped. It is expected to take around 3 hours. The audio 

recorded interviews will later be professionally transcribed by an independent 

transcription service, and the audio recording will be erased. 

During the focus group, you will be asked to discuss your views about influences on 

suicide in the farming industry, how it affects the farming community, strength and 

resilience in farming communities, barriers to help-seeking by farmers at risk of 

suicide, and ways you think farmers at risk of suicide could be encouraged to seek 

help. 

You will receive a $50 reimbursement towards your travel costs, and light 

refreshments will be served. We do not expect that you will receive any other 

benefits from participation in a focus group, however the information you provide 

will assist in the development of evidence-based suicide prevention strategies that 

seek to reduce the burden of suicide in Australia’s farming population. 

Participation in the study is voluntary. If you decide to take part, you can withdraw 

at any time without comment or penalty. We understand that it may be difficult for 

you to discuss suicide; if you experience distress during the focus group, you may 

withdraw at any time, and we will provide you with contact details for  an 
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appropriate support service who can assist you (such as Lifeline Australia, who can 

be reached on 13 11 14). 

Confidentiality 

All information you provide will be treated carefully and respectfully. Any 

information that you disclose will be retained in confidence by the researchers, and 

your participation in the work will not be disclosed to any third parties. However, 

the results of the study may be published or disclosed to others in a way that will 

not identify you or your community. The data from this study will be electronically 

stored on a password protected PC and the hard copy will be kept in a locked filing 

cabinet at the Australian Institute for Suicide Research and Prevention at Griffith 

University for seven (7) years, after which time all transcripts will be shredded and 

electronic records erased. 

Further Information 

If you have questions concerning this project, please do not hesitate to contact the research 

team: 

Director 

Prof Diego De Leo 

Griffith University 

(07) 3735 3382

Project Leader 

Prof Prasuna Reddy 

University of Newcastle 

(02) 6363 8444

Project Leader 

Dr Samara McPhedran 

Griffith University 

(07) 3735 3338

The ethical conduct of this research 

University of Newcastle conducts research in accordance with the National Statement on Ethical Conduct 

in Human Research. If you have any concerns or complaints about the ethical conduct of the research 

project, please contact the Senior Manager, Research Ethics and Integrity on 4921 6333 or human- 

ethics@newcastle.edu.au 
At the conclusion of this project, results will be available to all participants through the website: 

http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention 

Privacy Statement 

The conduct of this research involves the collection, access and/or use of information about the 

community in which you live. The information collected is confidential and will not be disclosed to third 

parties without your consent, except to meet government, legal, or other regulatory authority 

requirements. While your anonymity will be safeguarded at all times, a de-identified copy of this data 

may be used for other research purposes. For further information consult Griffith University’s Privacy 

Plan http://www.griffith.edu.au/privacy-plan or telephone (07) 3735 5585. 

mailto:human-ethics@newcastle.edu.au
mailto:human-ethics@newcastle.edu.au
http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention
http://www.griffith.edu.au/privacy-plan
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Appendix C 

Influences on farmer suicide in Queensland and New South Wales project 

NSW CONSENT FORM 

By completing this form, I confirm that I have read and understood the Information 

Sheet and, in particular, that: 

I agree to participate in the ‘Influences on farmer suicide in Queensland and  

New South Wales project’; 

I understand that there will be no direct benefit to me from my participation 

in this research, other than $50 reimbursement towards my travel costs;  

I understand that my involvement in this research will involve being part of an 

audio-recorded focus group; 

I understand that the recorded focus group discussions will be transcribed 

by an independent transcription service on the condition that my identity is 

anonymous, and that recordings will be erased after they have been 

transcribed; 

I understand that my participation in this study will not be disclosed to any 

third persons. 

I understand that information gathered in this project will be retained in 

confidence by the researchers and that I will not be personally identified in 

any publications or other reports arising from the study; 

I understand that my community will not be directly named or identified in 

any publications or other reports arising from the study. 

I understand that my participation in this research is voluntary;  

I have had any questions answered to my satisfaction and I can contact the 

research team with any additional questions; 

I understand that I am free to withdraw at any time, without comment or 

penalty; and, 

I understand that I can contact the Manager, Research Ethics, at the University of 

Newcastle Human Research Ethics Committee on 4921 6333 (or human- 

ethics@newcastle.edu.au) if I have any concerns about the ethical conduct of the 

project reference: H-2013-0009 

Name: 

Date:  

Signed: 

Email: 

mailto:human-ethics@newcastle.edu.au
mailto:human-ethics@newcastle.edu.au
mailto:human-ethics@newcastle.edu.au
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Appendix D 

Influences on farmer suicide in Queensland and New South Wales 

INVITATION TO PARTICIPATE IN QLD FOCUS GROUPS 

Suicide is a major cause of injury-related mortality in Australia; each year, approximately 

2,000 persons die due to suicide. The burden of suicide in rural and regional areas of 

Australia far exceeds the burden in metropolitan areas, and past research has identified 

males involved in the agricultural industry as being at particularly high risk of suicide. 

To reduce the occurrence of suicide among farmers, it is important to gain better 

understanding of individual, social and environmental risk and protective factors that 

influence suicide in farming communities. 

If you are aged 18 years or over, I would like to invite you to participate in a focus group 

to discuss suicide and help-seeking behaviours in farming communities, and sources of 

strength and resilience in those communities. The focus group will include 6 people, and 

will be audio-taped. It is expected to take around 3 hours, during which you will be asked 

to discuss your views about influences on suicide in the farming industry, how it affects 

the farming community, strength and resilience in farming communities, barriers to help- 

seeking by farmers at risk of suicide, and ways you think farmers at risk of suicide could 

be encouraged to seek help. You will receive a $50 reimbursement towards your travel 

costs, and light refreshments will be served. 

Your participation in the study would be greatly appreciated, and will help inform 

evidence-based suicide prevention strategies that seek to reduce the burden of suicide in 

Australia’s farming population. 

If you wish to participate in the research, or have any questions regarding this study, 

please contact Dr Meg Perceval on 0408 869 051 Leanne.craze@bigpond.com or Lisa 

Kunde on (07)37351144 or l.kunde@griffith.edu.au. 
Leanne Craze 

Yours sincerely 

Professor Diego De Leo (Director, AISRAP) 

mailto:Leanne.craze@bigpond.com
mailto:l.kunde@griffith.edu.au
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Appendix E 

 

Influences on farmer suicide in Queensland and New South Wales 

QLD FOCUS GROUP PARTICIPANT INFORMATION SHEET 

Research aims and background information 

Suicide is a major cause of injury-related mortality in Australia; each year, approximately 

2,000 people die due to suicide. The burden of suicide in rural and regional areas of 

Australia far exceeds the burden in metropolitan areas, and past research has identified 

males involved in the agricultural industry as being at particularly high risk of suicide. 

 
To reduce the occurrence of suicide among farmers, it is important to gain better 

understanding of individual, social and environmental risk and protective factors that 

influence suicide in farming communities. 

 
This is an important study examining attitudes towards suicide and help-seeking in 

farming communities, as well as sources of strength and resilience in those 

communities. The work is being undertaken by Griffith University, in collaboration with 

the University of Newcastle and industry partners – Queensland Mental Health 

Commission, Australian Centre for Rural & Remote Mental Health, Queensland Office 

of the State Coroner, Hunter New England Local Health Network, as part of an 

Australian Research Council Linkage Project. 

 
Participation and benefits 

The project seeks to conduct focus groups in farming communities in Queensland and 

New South Wales with people employed in the farming industry, or a partner/family 

member of someone who is employed in the farming industry. Each focus group will 

consist of six (6) people aged 18 years and over, and will be audio-taped. It is expected 

to take around 3 hours. The audio recorded interviews will later be professionally 

transcribed by an independent transcription service, and the audio recording will be 

erased. 

 
During the focus group, you will be asked to discuss your views about influences on 

suicide in the farming industry, how it affects the farming community, strength and 

resilience in farming communities, barriers to help-seeking by farmers at risk of suicide, 

and ways you think farmers at risk of suicide could be encouraged to seek help. 

 
You will receive a $50 reimbursement towards your travel costs, and light refreshments 

will be served. The discussion allows an opportunity for individuals to share their story 

in a non-judgemental and supportive environment. We cannot guarantee any direct 

benefits to participants. However, participants involved in previous group discussions 

for this study have generally reported the experience to be positive. Information 
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provided will assist in the development of evidence-based suicide prevention strategies 

that seek to reduce the burden of suicide in Australia’s farming population. 

Participation in the study is voluntary. If you decide to take part, you can withdraw at 

any time without comment or penalty. Although it is possible that you may feel 

distressed during the discussion, we do not believe that there is any significant risk 

associated with participating. However, if either you or the facilitator feels that the 

discussion has become too distressing for you, you will be assisted by a co-facilitator and 

provided with contact details for an appropriate support service, such as Lifeline 

Australia (13 11 14). 

Confidentiality 

All information you provide will be treated carefully and respectfully. Any information 

that you disclose will be retained in confidence by the researchers, and your 

participation in the work will not be disclosed to any third parties. However, the results 

of the study may be published or disclosed to others in a way that will not identify you 

or your community. The data from this study will be electronically stored on a password 

protected PC and the hard copy will be kept in a locked filing cabinet at the Australian 

Institute for Suicide Research and Prevention at Griffith University for seven (7) years, 

after which time all transcripts will be shredded and electronic records erased. 

Further Information 

If you have questions concerning this project, please do not hesitate to contact the Qld 

research team: 

Chief investigators 

Prof Diego De Leo 

Griffith University 

(07) 3735 3382

Project Leader 

Dr Kairi Kõlves 

Griffith University 

(07) 3735 3380

The ethical conduct of this research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research. If you have any concerns or complaints about the 

ethical conduct of the research project, please contact the Manager, Research Ethics on 

(07) 5552 9251 or research-ethics@griffith.edu.au. Project reference number is project

reference: OTH/04/12/HREC. 

At the conclusion of this project, results will be available to all participants through the 

website: http://www.griffith.edu.au/health/australian-institute-suicide-research- 

prevention 

Privacy Statement 

mailto:research-ethics@griffith.edu.au
http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention
http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention
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The conduct of this research involves the collection, access and/or use of information 

about the community in which you live. The information collected is confidential and 

will not be disclosed to third parties without your consent, except to meet government, 

legal, or other regulatory authority requirements. While your anonymity will be 

safeguarded at all times, a de-identified copy of this data may be used for other research 

purposes. For further information consult Griffith University’s Privacy Plan 

http://www.griffith.edu.au/privacy-plan or telephone (07) 3735 5585. 

http://www.griffith.edu.au/privacy-plan
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Appendix F 

Influences on farmer suicide in Queensland and New South Wales project 

QLD CONSENT FORM 

By completing this form, I confirm that I have read and understood the Information 

Sheet and, in particular, that: 

and, 

I agree to participate in the ‘Influences on farmer suicide in Queensland and New 

South Wales project’; 

I understand that there will be no direct benefit to me from my participation in 

this research, other than $50 reimbursement towards my travel costs; 

I understand that my involvement in this research will involve being part of an 

audio-recorded focus group; 

I understand that the recorded focus group discussions will be transcribed by an 

independent transcription service on the condition that my identity is 

anonymous, and that recordings will be erased after they have been transcribed; 

I understand that my participation in this study will not be disclosed to any third 

persons. 

I understand that information gathered in this project will be retained in 

confidence by the researchers and that I will not be personally identified in any 

publications or other reports arising from the study; 

I understand that my community will not be directly named or identified in any 

publications or other reports arising from the study. 

I understand that my participation in this research is voluntary; 

I have had any questions answered to my satisfaction and I can contact the 

research team with any additional questions; 

I understand that I am free to withdraw at any time, without comment or penalty; 

I understand that I can contact the Manager, Research Ethics, at the Griffith University 

Ethics Committee on 07 5552 9251 (or research-ethics@griffith.edu.au) if I have any 

concerns about the ethical conduct of the project reference: OTH/04/12/HREC. 

Name: 

Signed: 

Date: 

Email:  
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Appendix G 

ARC Farmers Suicide Focus Group Questions 

To explore main themes about participant attitudes towards suicide, perceived 

causes/risks, what may help or be possible protective factors and help-seeking. 
1. What do you think might be some contributing factors or risks related to suicide?

2. What do you think might help people become less vulnerable and at risk? What are the

possible protective factors that could alleviate hardship?

3. What are your/the community’s attitudes toward suicide as an act

(preventable?/predictable?/rational?)?

4. What are your/the community’s attitudes toward help seeking?

Questions and Focus Group format 

There will be at least 2 questions under each theme, 9 to 10 questions in total. Allowing 

10 minutes per question each focus group will run for approximately 3 hours. The 

questions will take about 2 hours and discussion time either side will be allowed. 

There will be a general introduction and discussion at the beginning, with participants 

reassured about the confidentiality of their responses and the availability of mental 

health support during or after the focus groups. An overview of the purpose of the study 

will be given, with an explanation of how the session will run. Basic demographic 

information will be collected. Information about follow-up mental health services both 

local and state-wide, will be distributed and discussed. 
Risk factors 

• What do you think influences or contributes to individual risk factors of

suicide?

• In your experience of people dying by suicide (known or heard of) are there any

similarities you’ve noticed between the cases? What about differences?

• What about communities - what may make certain communities more at risk of

suicide?

Protective factors 
• What do you think could help someone who may experience suicidal thoughts?

• What sorts of things have you heard of or have you experienced that may help

protect an individual or community from suicide?

• What do you think helps certain communities be more resilient than others?

• What techniques or services or other types of help have you used, or others you

know have used, when times have been tough, to help you pull through?

Help seeking 
• Do you think you could recognise suicidal thoughts and behaviours if you or

someone around you was thinking about suicide?

• What increases (or encourages) people to seek help if they are having problems

and/or thinking about suicide?

• What makes it difficult for people to seek help in your community?

• How could we improve people’s knowledge of what services are available in

their communities, and access to them? Do you think there are enough supports

in your community, and are the supports that are available right for what people

need?
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Appendix H 

SCARF Community Education Program Invitation 

Venue: 

Date/Time: 

Facilitator: Ms Meg Perceval 

The SCARF program was written by Meg Perceval in 2012, piloted and refined during 

2013, with a formal implementation and evaluation beginning in September 2013 and 

concluding in June 2014. Ongoing refinement and evaluation of the program 

continues. 

SCARF was borne from the work Ms Perceval was doing as Co-ordinator of the Farm- 

Link project. The Farm-Link Project is funded under the Commonwealth Department of 

Health’s National Suicide Prevention Program. Farm-Link aims to improve the health 

and wellbeing of people living and working on farms. Ms Perceval has been working 

with the Farm-Link project since 2007. Meg holds a Bachelor of Medical Science and a 

Diploma in Project Management and is currently a PhD Candidate with the University 

of Newcastle. Meg has lived and worked on a farm for most of her life and is 

committed to improving health and wellbeing in rural communities. She has more than 

7 years’ experience working in rural suicide prevention and delivering mental health 

education. 

“SCARF” (S…suspect C…connect A… ask R…refer…F…follow-up) aims to improve 

overall health including mental health in rural communities, and to increase help- 

seeking for mental ill-health. 

Our mission is to deliver unique, quality evidence-based training in suicide prevention, 

with a strong focus on evaluation. 

Welcome to the SCARF educational program. This is an interactive presentation and we 

encourage your comments and experiences throughout this training. Our hope is for you 

to gain new knowledge and skills in mental health and suicide prevention as well as to 

improve your own health and well-being. We believe that by offering this interaction, 

you can experience the full benefits of SCARF. 

Everyone has a role to play in suicide prevention, and we thank you for yours. 
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Appendix I 

SCARF Participant Information Statement 

Evaluation of SCARF: A WELLBEING AND SUICIDE PREVENTION 

COMMUNITY EDUCATION PROGRAM 

Community Participants 

Document Version 2; dated 30/07/2013 

You are invited to participate in the research project identified above which is being 

conducted by PhD candidate Meg Perceval, as part of her studies at the University of 

Newcastle, under the supervision of Dr. Prasuna Reddy, from the Centre for Rural and 

Remote Mental Health at the University of Newcastle. 

Why is the research being done? 

The Farm-Link Project is funded under the National Suicide Prevention Program, under 

the Department of Health (DOH) to address suicide in the farming sector of the New 

England North West region of NSW. The Farm-Link Project is offering a short (4 hour) 

wellbeing and suicide prevention education program, SCARF 

(Suggest…Connect…Ask…Refer…Follow-up). The program is tailored to a rural 

audience. The program content includes how to foster health and wellbeing, with a 

focus on mental health. It also gives information to recognize, and respond to, 

symptoms of mental ill-health in self or others, to increase help-seeking. The program’s 

development has been approved by Farm-Link sponsor, the Department of Health. 

The Farm-Link Project team now want to evaluate the effectiveness of the SCARF 

program. Hence why this research is being done. 

Who can participate in the research? 

We are seeking people aged 18 and over to participate in this research living and 

working in rural communities throughout the New England North West region of NSW. 

What choice do you have? 

Participation in this research is entirely your choice. Whether or not you decide to 

participate in 

the research, your decision will not disadvantage you and you are still free to participate 

in the 

SCARF program. Only those people who give their informed consent will be included 

in the 

research project. You are free to withdraw your consent and discontinue participation at 

any time, 

without giving a reason. Furthermore, because of the delicate nature of the program 

material, the 

researcher will terminate any aspect of the study if they have concern about your 

welfare, 
although this is not at all expected to occur. 

What would you be asked to do? 
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If you agree to participate, you will be asked to complete four short questionnaires both 

before and after the SCARF program, and again via email or post (whichever is most 

convenient to you) at least 3 months after the SCARF education. 

Immediately before the program begins, in the group setting, you will be asked to 

complete the questionnaires in your SCARF workbooks. Immediately after the program 

you will again complete these questionnaires in the workbooks, and hand them to the 

Facilitator’s assistant.  These will be placed in a sealed envelope and the Facilitator 

(who is the main research Investigator) will not ever be able to link your name to your 

participation code. Only the Facilitator’s assistant, who is not involved in analysing the 

data, will match your name with your code, and this is only to ensure you receive the 

same code after 3 months. 

After 3 months you will again be asked to complete the questionnaires and these will 

be sent to you via email or post, whichever is most convenient to you. You will indicate 

this when you give your name to the Administration assistant. You will then be asked to 

return these questionnaires again to the administration officer or research assistants. At 

no time will the Facilitator see your responses linked to your name or contact details. If 

you choose to return your questionnaires via the post, a postage paid addressed 

envelope will be provided for you for return to the administration officer. 

Your answers to all questionnaires will be de-identified, and you will be assigned a non- 

identifying code. The data will be entered into a database for analysis using this code. 

Only a research assistant (with no frame-of-reference either clinically or with face-to- 

face facilitation) will have access to the code records. The Facilitator will not know 

which participant is linked to which code; they will only have access to de-identified, 

coded responses. 

The questionnaires will collect some demographic information, and explore your 

knowledge and experience of mental health and wellbeing, and helping behaviours in a 

rural setting. The questionnaires will also explore some of your opinions in relation to 

suicide. Completion of these questionnaires will take no more than 15 minutes on each 

occasion. 

The SCARF program is delivered by its creator, Meg Perceval, Co-ordinator of the 

Farm-Link project. Meg has extensive experience delivering mental health education. 

One on one confidential conversation and support will be available for all participants 

with Meg as requested or required. If there is a need for ongoing support, Meg will refer 

to an appropriate mental health professional to ensure care is provided in a timely way. 

How much time will it take? 

The questionnaires will not take more than 15 minutes to complete on each of the three 

occasions. The SCARF program itself is expected to take 4 hours. 

What are the risks and benefits of participating in this evaluation of the SCARF 

program? 

The Researchers are attempting to measure the effectiveness of this program, and 

thereby discover whether the program does indeed have net benefits, (as expected), or if 

there are some risks involved. Your participation is greatly valued as it informs the 

future work. 
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By participating in this evaluation requires your completion of the 4-hour SCARF 

program.  The SCARF program has been developed by the Farm-Link Project staff 

using the best evidence in relation to health, mental health, and suicide prevention 

models. In addition, the program is informed by experience and practice, and is 

designed to be relevant to rural people. SCARF has thus far been piloted to participants 

throughout the New England North West, and received very positive feedback. It is 

anticipated that the program will increase participants’ knowledge and confidence of 

how to foster health and well-being, with a focus on mental health. It will also increase 

knowledge and confidence about recognizing and responding to symptoms of mental ill- 

health, to help self or others reach professional care, using available and appropriate 

services.   Participants will receive health and wellbeing resources, including the 

SCARF wallet card which details the steps to helping someone experiencing mental ill- 

health. SCARF is first and foremost aimed at being a practical suicide prevention 

program. We hope that participants will take away not only knowledge of how to help 

others, but the confidence and skills to do so. A major aim of the program is also to 

assist participants to cultivate and improve their own health and wellbeing. 

In addition to attendance at the SCARF program, your participation in this evaluation 

requires you to complete 3 questionnaires prior to and following attendance at the 

SCARF program. These questionnaires have been externally developed and 

psychometrically evaluated as valid and reliable. We will also ask you to complete a 

questionnaire designed to capture demographic information – this information also is 

de-identified. 

Due to the sensitive nature of the subject matter of the SCARF program, we cannot 

guarantee that the program will not cause some psychological distress. Participants will 

have the opportunity for immediate, confidential one-on-one conversation and support 

with the program Facilitator if they should become distressed. The Facilitator will then 

be able to assist with referral to further supports (for example to a psychologist, GP or 

counsellor) for ongoing counselling, should it be requested or required. At the outset of 

the program, participants will be asked if they have been recently bereaved by suicide 

(in the last 12 months), and if so, it will be suggested that perhaps it would be more 

appropriate for them to undertake the education at a later time. Available services would 

also be suggested if this were the case. 

How will your privacy be protected? 

Any information or personal details gathered in the course of the study are strictly 

confidential. 

The data collected will be stored securely; only the investigators on this project will 

have access to 

this data. To ensure confidentiality, only letter and number codes will be used to 

identify data. 

Each participant will be allocated a code-number and their data will be entered into a 

database for 
analysis using this code. 

We may submit reports of the study for publication and the results may be presented at 

national and international conferences related to this area of research, but individual 

participants will not be identifiable in any such reports. In any publication information 

will be presented in such a way that you will not be able to be identified. 

How will the information collected be used? 
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The results of this research may be presented at conferences/workshops/seminars or 

published 

in journals. Aspects of this research will also be presented in Ms Meg Perceval’s 

dissertation in 

order to fulfil the requirements of a Doctor of Philosophy. However information 

presented or 

published will not allow identification of any individual. A major aim of the Farm-Link 

Project, and 

indeed the development and evaluation of the SCARF program, is to contribute to the 

body of 

evidence in rural suicide prevention. The information from this research will make an 

important 

and significant contribution to this field in Australia, and perhaps even internationally. 

A 
summary of the results of the research project will be written at the end of the study. 

This 

information will be posted to interested participants at the end of the research project. 

What do you need to do to participate? 

Please read this Information Statement and be sure you understand its contents before 

you 

consent to participate. If there is anything you do not understand, or you have 

questions, please 
contact the researcher. 

If you would like to participate, please complete the attached Consent Form to be 

collected by Farm-Link staff at the initial delivery of the SCARF program. This will be 

taken as your informed consent to participate. You have the right to withdraw from the 

study at any stage without prejudice. 

Further information 

If you would like further information, please contact Meg Perceval, Co-ordinator of the 

Farm-Link 

Project (6721 0063 / 0427 072 105 or Meg.Perceval@newcastle.edu.au), or the Chief 

Investigator, 

Professor Prasuna Reddy (6363 4444 or Director.Crrmh@gwahs.health.nsw.gov.au) 

Thank you for considering this invitation. 

Professor Prasuna Reddy 

Director, Centre for Rural and Remote Mental Health 

University of Newcastle 

Meg Perceval 
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Co-ordinator, Farm-Link Project, PhD Candidate 

Centre for Rural and Remote Mental Health 

University of Newcastle 

Complaints about this research 

This project has been approved by the University’s Human Research Ethics Committee, 

Approval No. H-2013-0180 

Should you have concerns about your rights as a participant in this research, or you 

have a complaint about the manner in which the research is conducted, it may be given 

to the researcher, or, if an independent person is preferred, to the Human Research 

Ethics Officer, Research Office, The Chancellery, The University of Newcastle, 

University Drive, Callaghan NSW 2308, Australia, telephone (02) 49216333, email 

Human-Ethics@newcastle.edu.au. 

mailto:Human-Ethics@newcastle.edu.au
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Appendix J 

SCARF Participant Consent Form 

for the Research Project: 

SCARF: A WELLBEING AND SUICIDE PREVENTION COMMUNITY 

EDUCATION PROGRAM 

Document Version 1; dated 24/05/2013 

Professor Prasuna Reddy 

Ms Meg Perceval 

I agree to participate in the above research project and give my consent freely. 

I understand that the project will be conducted as described in the Information Statement, 

a copy of which I have retained. 

I understand I can withdraw from the project at any time and do not have to give any 

reason for withdrawing. 

I consent to (please circle): 

• completing a series of questionnaires before attending the SCARF program

Yes/No 

• completing a series of questionnaires immediately after attending the SCARF

program Yes/No 

• completing a series of questionnaires 3 months after attending the SCARF

program Yes/No 

Yes/No 

I understand that my personal information will remain confidential to the researchers. 

I have had the opportunity to have questions answered to my satisfaction. 

Please print 

Name:  

Contact Details: 

Signature: Date: 
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Appendix K 

SOSS Short Form 

Using the scale below, please rate how much you agree with the 

descriptions of people who take their own lives (die by suicide). 

In general, people who die by suicide are: 

Strongly 

disagree Disagree Neutral Agree 

Strongly 

agree 

brave     
cowardly     
dedicated     
disconnected     
an embarrassment     
immoral     
irresponsible     
isolated     
lonely     
lost     
noble     
pathetic     
shallow     
strong     
stupid     
vengeful     
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Appendix L 

 

LOSS Short form 

 

Please read the following statements and indicate whether you think 

they are true or false: 

 
 

TRUE FALSE 
Don’t 

know 

1. If assessed by a psychiatrist, everyone 

who suicides would be diagnosed as depressed 

 
 

 
 

 
 

2. Seeing a psychiatrist or psychologist can 

help prevent someone from suicide 

 

 

 

 

 

 

3. Most people who suicide are psychotic 
 

 
 

 
 

 

4. There is a strong relationship between 

alcoholism and suicide 

 

 

 

 

 

 

5. People who talk about suicide rarely kill 

themselves 

 
 

 
 

 
 

6. People who want to attempt suicide can 

change their mind quickly 

 

 

 

 

 

 

7. Talking about suicide always increases 

the risk of suicide 

 
 

 
 

 
 

8. Not all people who attempt suicide plan 

their attempt in advance 

 

 

 

 

 

 

9. People who have thoughts about suicide 

should not tell others about it 

 
 

 
 

 
 

10. Very few people have thoughts about 

suicide 

 

 

 

 

 

 

11. Men are more likely to suicide than 

women 

 
 

 
 

 
 

12. A suicidal person will always be suicidal 

and entertain thoughts of suicide 
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Appendix M 

 

Warwick Edinburgh Mental Wellbeing Scale (WEMWBS) 
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Appendix N 

Confidence in helping others 

(Please tick one response for each question) 

0 = Not at all confident 4 = Extremely Confident 

1. I am confident that I have a good understanding of the reasons why people die by

suicide
0 1 2 3 4

2. I am confident in directly asking about suicide

0 1 2 3 4

3. I am confident in assessing suicide risk

0 1 2 3 4

4. I am confident in managing suicide risk

0 1 2 3 4

5. I am confident in accessing professional assistance for people at risk of suicide

0 1 2 3 4
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Appendix O 

SCARF Participant Demographic Information and Confidence Scales 

Thank you for undertaking this confidential survey as part of the SCARF Community 

study. Please tick the appropriate box for the following questions: 

Part 1. Demographic Information 

1. Age

2. Gender

 Male

 Female

3. Are you of Aboriginal or Torres Strait Islander origin?

 Yes

 No

4. What is your ethnicity?

5. What is your postcode

6. Geographic location

 Large Regional/urban centre (25,000-99,000 population)

 Rural Centre (10,000-24,999 popn)

 Smaller Rural area (<10,000 popn)

 Remote Centre (  5,000)

 Other Remote Area (<5,000)

7. Employment

 Full-time or Part-time employed

 Self-employed; Small business
 Not in the labour force/Unemployed

 Retired

 Student
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 Other (Please specify):

8. Education

 Grade 10 or less than Year 12

 High School (year 12)

 Diploma

 Started but not completed tertiary

 Tertiary

9. Work

 Farmer or Farm worker

 Agriculture related professional

 Health or Mental Health

 Banking/Finance

 Other – please indicate:

10. Marital status

 Married/de facto/in relationship

 Single

 Separated/divorced

 Widowed

11. Is a non-English language spoken at home?

 Yes

 No

12. Please indicate what level of mental health training you have undertaken:

 None

 Self-Taught

 Lecture/Seminar/Workshop

(Please specify): _ 
 Other

(Please specify): 

13. Please indicate what level of suicide prevention training you have undertaken: 

 None

 Self-Taught

 Lecture/Seminar/Workshop

(Please specify):  
 Other
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(Please specify):    
 

Part 2: Help-seeking 

 

14. Have you ever experienced a mental health problem? 

 
 Yes 

 No 

 

15. If yes, did you seek help? 

 
 Yes 

 No 

 

16. If yes, what sort of help? E.g., GP and/or psychologist, counsellor, mental health 

worker, psychiatrist, etc. 
 

 

 

 
 

17. What, if anything, encouraged you to seek help? (Tick as many as applicable) 
 

 Friends or family encouraged and supported me 

 Colleagues encouraged and supported me 

 An acquaintance or other person encouraged and supported me 

 Personal concern about my health 

 Personal concern about my work/business 

 To improve relationships 

 Other (please specify): 
 

 

 

 

18. If you did experience a mental health problem and you did not seek help, what were 

the obstacles to help-seeking? (Tick as many as applicable) 
 

 Lack of time 

 Shame 

 Did not know what services were available 

 Could not access services 

 Cost 
 Prefer to self-help 

 Didn’t feel professional help was necessary 

 Lack of support to seek help 

 

Other 
 

 

 
 

19. Has anyone close to you ever made a suicide attempt or died by suicide? 
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20. In the past 6 months, roughly how frequently have you 

 

1. Suspected that someone may be experiencing a mental health problem? 

 

 Never  Once or twice  Daily  Weekly  Monthly 

 

2. Suspected that someone may be suicidal? 

 

 Never  Once or twice  Daily  Weekly  Monthly 

 

3. Asked a person if they are suicidal? 

 

 Never  Once or twice  Daily  Weekly  Monthly 

 
 

21. In the past 6 months, roughly how frequently have you referred a person to seek 

further help for a mental health problem or psychological distress / stress / suspected 

suicidality? 
 

 Never  Once or twice  Daily  Weekly  Monthly 

 

22. Have you followed up with the person you referred about their help-seeking? 

 

 Never  Rarely  Sometimes  Frequently  Always 

 

23. If you were unable to suspect, connect, ask, refer or follow-up with someone you 

believed to be experiencing distress, what were the obstacles to doing so? 
(Please tick as many as applicable) 

 
 I didn’t have the skills/knowledge 

 Lack of confidence 

 Lack of time 

 I didn’t see it as my role or my place 

 Confused about the right thing to do 

 Lack of resources or services 

 The person did not engage 

 I thought the person would be ok 

 

Other (please specify): 
 

 

 

Part 3. Confidence in helping others 

 

(Please tick one response for each question) 

 

0 = Not at all confident 4 = Extremely Confident 

 

24. I am confident that I have a good understanding of the reasons why people die by 
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suicide 

0 1 2 3 4

25. I am confident in directly asking about suicide

0 1 2 3 4

26. I am confident in assessing suicide risk

0 1 2 3 4

27. I am confident in managing suicide risk

0 1 2 3 4

28. I am confident in accessing professional assistance for people at risk of suicide

0 1 2 3 4
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Appendix P 

Permission to reproduce Figures and Tables 
Page 

No. 

Type of 

work: 

Name of work Source of work Copyright holder and 

contact 

I have 

permission 

Permission note 

28 Figure 2.1 A conceptual model of suicide in rural 

areas 

Stark, C., Riordan, V. and 

Connor, R. 2011, p. 4 

Rural and Remote Health; 

James Cook University 

yes Written permission 

47 Figure 3.1 Dimensions and indicators of thwarted 
belongingness 

Van Orden et al, 2010, p.581 © American Psychological 
Association 

yes Written permission 

48 Figure 3.2 Dimensions and indicators of perceived 

burdensomeness 

Van Orden et al, 2010, p. 584 © American Psychological 

Association 
Contact: Karen Thomas 

yes Written permission 

50 Figure 3.3 Dimensions and indicators of acquired 
capability 

Van Orden et al, 2010, p. 586 © American Psychological 
Association 

Contact: Karen Thomas 

yes Written permission 

51 Figure 3.4 Assumptions of the interpersonal theory of 

suicide 

Van Orden et al, 2010, p. 576 © American Psychological 

Association 
Contact: Karen Thomas 

yes Written permission 

62 Figure 3.5 The biopsycho-ecological model of Health 

Environmental Integration 

Stineman & Qu, 2007, p.544 Edizioni Minerva Medica 
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