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Abstract 

Despite the prevalence of First Australian deaths by suicide there is a lack of services 

developed and delivered by First Australians and limited evidence for the effectiveness of 

mainstream programs.  This dissertation is focused on developing a better understanding of 

First Australian suicidal ideation and suicide-related behaviours in order to inform effective 

responses to suicide in our communities.  As a First Australian researcher I subscribed to a 

research model based on an Indigenist paradigm.  The Indigenist paradigm entails a cultural 

alliance with the First Australian community and participants in this research.  My 

enculturation as a First Australian obliges me to work with the First Australian community to 

pursue emancipation by challenging structures and societal issues that oppress First 

Australians. 

My established professional, family and personal relationships within the First 

Australian community in the regional city of Mackay (Queensland, Australia) facilitated my 

engagement with the community in this research.  My engagement with this research began at 

the time of a cluster of deaths by suicide of First Australian youth within Mackay’s First 

Australian community.  I participated in an initial investigation of this suicide cluster to 

strengthen the community’s knowledge about deaths by suicide.  My work has been overseen 

by an Indigenous Critical Reference Group consisting of highly respected community 

representatives.  Given deaths by suicide continued to affect Mackay’s First Australian 

community, the Indigenous Critical Reference Group requested a deeper understanding of the 

issues that needed to be addressed and proposed my involvement in continued research.  

Their request led to this thesis, ensuring that this dissertation represents true community-

driven research. 
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To respond to the request of the Indigenous Critical Reference Group, I revisited the 

initial investigation.  During the initial interviews, some participants shared their own 

personal experiences of suicide-related behaviours and suicidal ideation.  It was envisaged 

further investigation of these interviews would provide valuable insight into antecedents and 

precursors beyond what was available in coroners’ reports.  The 14 interviews included in 

this research are comprised of three (M=0, F=3) participants who shared their own 

experiences of suicide-related behaviour and eleven (M=3, F=8) participants who shared their 

own experiences of suicidal ideation.  These participants’ interview transcripts were reviewed 

and the portions of the transcripts directly relating to their suicide-related behaviour and 

suicidal ideation were re-analysed.  The findings of this analysis were discussed with key 

informants and Critical Reference Group members to build an explanatory model, which is 

described in this thesis. 

In subscribing to an Indigenist research paradigm, my cultural identity and 

experiences as a First Australian informed the entire research project, making me a 

participant-observer.  My partnership with Mackay’s First Australian community, especially 

in my relationships with the Indigenous Critical Reference Group members and the research 

participants, featured collective ownership of the research process to produce research 

outcomes that initiate change.  I conducted qualitative interviews with research participants 

who had engaged in suicide-related behaviours or experienced suicidal ideation.  To deepen 

the analysis of the qualitative data, I developed a data analysis matrix defined by the 

intersection between five health domains (drawn from a First Australian perspective on 

holistic health) and the three dimensions of experience (time, space and distance).  The latter 

dimensions allowed me to establish a broader context of participants’ life experiences.  The 

data analysis matrix enabled analysis from multiple perspectives to provide a more 
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comprehensive understanding of participants suicide-related behaviours and suicidal ideation.  

To broaden my understanding even further, I approached the interviews and analysis from the 

perspective of a multi-layered Ecological Theory incorporating the micro, meso, exo, macro 

and chrono-systems (see Chapter 1).  This Ecological Theory ensured that I examined the 

data and my interpretation from a complex rather than simplistic perspective. 

Data analysis was conducted in three phases.  The first phase involved analysing 

participants’ experiences to develop an understanding of the Social, Intellectual, Physical, 

Emotional and Spiritual (SIPES) domains of health.  In the second phase, participants’ SIPES 

experiences were analysed across the dimensions of time, space and distance.  The third and 

final phase comprised meetings with Indigenous Critical Reference Group members, 

alongside ongoing engagement with the data, to develop an explanatory model, namely the 

Empowerment to Prevent Suicidality (EPS) Model, that depicts First Australian experiences 

of suicidal ideation and suicide-related behaviours. 

The EPS Model emphasises the social and spatial nature of suicidality, located in the 

interpersonal environment and the places that have most meaning to people.  Rather than 

being a personal and emotional experience, suicidal ideation and suicide-related behaviour 

begins in a social spatial context of powerlessness where it escalates until it reaches an 

emotional threshold.  Once the emotional threshold has been breached, the energy created is 

driven by a sense of urgency that is steeped in history, judgements about the future, physical 

and emotional distancing and spatial/social influences or reactions.  This distress-filled period 

often continues until such time as there is an intellectual realisation, usually triggered and 

supported by a social ally.  The role of the ally is as a social guide who can prompt a shift into 

an empowerment cycle where people can again take control over their time, space and 

connections in a more positive way.  Allies, unlike many other social connections that 
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dominated the chaotic environment, refused to be complicit in defining a space that trapped 

participants and instead created a space that allowed participants to move to safety. 

Many traditional medical responses to deaths by suicide rely on interventions 

delivered by authorities.  These authorities are steeped in the historical, social/spatial and 

interpersonal challenges that contributed to cycles of chaos and powerlessness in the first 

place.  Consequently, these interventions often contribute to further powerlessness.  Rather 

than contributing to powerlessness, interventions for First Australians must focus on 

strategies for facilitating empowerment at crucial points in time, addressing the powerlessness 

cycle and preventing threshold breaches.  Interventions for First Australians must focus on 

development and mobilising social allies and building safe empowering spaces, but also 

allowing the time to support people back to a place of empowerment.  Most importantly, 

interventions must recognise and respect the social/spatial nature of First Australian 

suicidality rather than focusing on individual mental health conditions.   

The First Australian experience of suicidality identified in my research has been 

investigated through a culturally informed method of acquiring and interpreting information 

that has revealed a new way of thinking about suicidality.  This research highlights features of 

First Australian experiences of suicidality that can be integrated into interventions, 

particularly in the case of clusters of youth deaths by suicide.  Findings suggest a more 

effective approach to address First Australian suicidality can be developed using a 

social/spatial orientation, that is mindful of history and the impact of time on First Australian 

people.  Additionally, it is important to examine the connections and disconnections that have 

occurred in First Australian people’s lives to understand ways in which the social 

environment facilitates suicide-related behaviours and triggers shifts into both powerlessness 

and empowerment.    



vi 

Statement of Original Authorship 

This dissertation contains no material published elsewhere or extracted in whole or in 

part from a dissertation by which I have qualified for or been awarded another degree or 

diploma.  No other person’s work has been used without due acknowledgement in the main 

text of the dissertation.  This dissertation has not been submitted for the award of any degree 

or diploma in any university.  To the best of my knowledge and belief, the dissertation 

contains no material previously published or written by another person except where due 

reference is made in the dissertation itself. 

All research procedures reported in the dissertation received the approval of the 

relevant Ethics Committees. 

 A professional editor has been engaged for the purpose of copyediting and 

proofreading however the assistance has been limited to editorial advice.  I have made 

considered decisions to act upon or reject this advice in the writing of this dissertation. 

Signature: 

Date:   30 August 2020



 vii 

Table of Contents 

Keywords ................................................................................................................................ i 

Abstract .................................................................................................................................. ii 

Statement of Original Authorship ......................................................................................... vi 

Glossary ............................................................................................................................... xii 

List of Figures ..................................................................................................................... xvi 

List of Tables ...................................................................................................................... xvi 

Acknowledgements ............................................................................................................ xvii 

Prologue .............................................................................................................................. xix 

Chapter 1: Introduction .......................................................................................................... 1 

Australian Deaths by Suicide ................................................................................................. 1 

First Australian Deaths by Suicide ........................................................................................ 1 

The Social and Economic Costs of Deaths by Suicide in Australia ...................................... 2 

Theoretical Underpinnings of First Australian Deaths by Suicide ........................................ 6 

The Need for First Australian Solutions ................................................................................ 8 

Clusters of First Australian Deaths by Suicide .................................................................... 11 

Sociological and Ecological Systems Theories ................................................................... 11 

Sociological theory .............................................................................................................. 12 

Ecological Theory ................................................................................................................ 13 

Impetus for this Research Study .......................................................................................... 17 

Research Questions .............................................................................................................. 19 

Research Overview .............................................................................................................. 19 

Chapter 2: Theoretical Framework ..................................................................................... 21 

Ecological Systems Theory Model ...................................................................................... 25 

2.1.1 Proximal processes.................................................................................................. 31 



 viii 

2.1.2 Ecological model as it applies over the Lifespan .................................................... 32 

2.1.3 Ecological Theory and Suicide ............................................................................... 35 

Holism and Ecology ............................................................................................................. 38 

2.1.4 Indigenous Peoples’ Holism ................................................................................... 42 

2.1.5 Time, Space and Distance as Dimensions .............................................................. 46 

2.1.6 Time, Space and Distance in Songlines .................................................................. 54 

2.1.7 A Cultural Lens ....................................................................................................... 57 

Chapter 3: Method ................................................................................................................. 62 

Background .......................................................................................................................... 62 

An Indigenist Research Paradigm ........................................................................................ 63 

Design .................................................................................................................................. 65 

3.1.1 Qualitative Participant-Observation ........................................................................ 66 

3.1.2 An Ecological Framework ...................................................................................... 67 

Participants ........................................................................................................................... 68 

3.1.3 Critical Reference Group Engagement ................................................................... 70 

Data collection methods ....................................................................................................... 72 

Ethics.................................................................................................................................... 75 

3.1.4 Procedure ................................................................................................................ 76 

Data Analysis ....................................................................................................................... 77 

3.1.5 The Analytical Framework ..................................................................................... 77 

3.1.6 The Domains of First Australian Holistic Health ................................................... 80 

3.1.7 The Dimensions of Experience ............................................................................... 84 

Data Categorisation and Coding .......................................................................................... 87 

Building an Explanatory Model ........................................................................................... 89 

Chapter Summary ................................................................................................................ 90 



 ix 

Chapter 4: Mackay’s First Australian Community ........................................................... 92 

Mackay ................................................................................................................................. 94 

Deaths by suicide in Mackay ............................................................................................... 95 

Community Responses......................................................................................................... 97 

Interventions ...................................................................................................................... 100 

4.1.1 Connecting at All Hours ....................................................................................... 103 

4.1.2 The Yarning Circle – Connections with Culture .................................................. 103 

4.1.3 Community Connections ...................................................................................... 105 

The Present Situation ......................................................................................................... 106 

4.1.4 Ongoing Frustrations ............................................................................................ 108 

Lessons Learnt ................................................................................................................... 109 

Conclusion ......................................................................................................................... 111 

Chapter 5: The SIPES Domains of Health ........................................................................ 113 

The SIPES Domains of Health .......................................................................................... 113 

Data Analysis ..................................................................................................................... 114 

Results ................................................................................................................................ 115 

5.1.1 SIPES - Social Health ........................................................................................... 115 

5.1.2 SIPES - Intellectual Health ................................................................................... 128 

5.1.3 Physical Health ..................................................................................................... 139 

5.1.4 Emotional Health. ................................................................................................. 145 

5.1.5 Spiritual Health. .................................................................................................... 152 

Summary ............................................................................................................................ 153 

Chapter 6: The Dimensions of Time, Space and Distance ............................................... 156 

Domains and Dimensions .................................................................................................. 156 

6.1.1 The Dimension of Space ....................................................................................... 158 



 x 

6.1.2 The Dimension of Distance .................................................................................. 159 

6.1.3 The Dimension of Time ........................................................................................ 160 

The Experiences of Space Time and Distance ................................................................... 163 

6.1.4 Space: Geographical, Conceptual and Relational Spaces and Chaos, Safety and 

Complicity...................................................................................................................... 163 

6.1.5 Distance: Aloneness and the Emotional Threshold .............................................. 168 

6.1.6 Time: History, Chronic Chaos and Triggers ......................................................... 172 

Summary ............................................................................................................................ 174 

Chapter 7: A Multi-Dimensional Model ............................................................................ 177 

Development of The Process Model .................................................................................. 177 

The Empowerment to Prevent Suicidality Model .............................................................. 184 

7.1.1 The Powerlessness Cycle ...................................................................................... 186 

Conclusion ......................................................................................................................... 209 

Chapter 8: Conclusion and Discussion .............................................................................. 210 

Research Findings .............................................................................................................. 211 

8.1.1 Powerlessness ....................................................................................................... 212 

8.1.2 Emotional Threshold ............................................................................................. 214 

8.1.3 Distancing ............................................................................................................. 216 

8.1.4 Social Allies .......................................................................................................... 218 

8.1.5 Intellectual Realisations ........................................................................................ 220 

Conclusion ......................................................................................................................... 222 

8.1.6 Limitations ............................................................................................................ 226 

8.1.7 Opportunities for Further Research ...................................................................... 229 

8.1.8 Potential Application of Research Findings ......................................................... 233 

References ............................................................................................................................. 242 



 xi 

Appendices ............................................................................................................................ 277 

Appendix A ........................................................................................................................ 277 

Appendix B ........................................................................................................................ 305 

Appendix C ........................................................................................................................ 306 

Appendix D ........................................................................................................................ 309 

Appendix E ........................................................................................................................ 316 

Appendix F......................................................................................................................... 317 

 

  



 xii 

Glossary 

Country – “… the tracks of land to which we are inextricably tied [and] the term used 

to denote Indigenous people who have bloodline to that country through creator and ancestral 

birth” (Moreton-Robinson, 2013, p.  335).  ‘Country’ will be spelt with a capital ‘C’ to 

respect the cultural reference inherent in the capitalised form, rather than subscribe to an act 

of precedence in accordance with 'common' usage. 

 

Death by suicide – “… self-inflicted death with evidence (explicit or implicit) that the 

act was intentional …” (Leckning et al., 2019, p.  7). 

 

First Australians – this term is used to refer to Aboriginal Australians. 

 

Indigenous – this is used as a collective term for Aboriginal Australians and Torres 

Strait Islander people at times when not differentiating between the two people groups, for 

example when discussing ‘Aboriginal and Torres Strait Islander’ statistics or when referring 

to a community where Aboriginal and Torres Strait Islander identities are synchronous.  The 

author respects and acknowledges the identity of Torres Strait Islanders as Indigenous 

Australians, a status forced upon them with the passing of the Queensland Coast Islands Act, 

1879. 

 

Intentional self-harm – when referring to statistics published by the Australian Bureau 

of Statistic it is appropriate that I use their term, defined as “…the deliberate taking of one's 

life …” (Australian Bureau of Statistics, 2016). 
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Non-suicidal self-injury – self-directed injurious behaviour with no intent to die 

(American Psychiatric Association, 2013).  Non-suicidal self-injury increases one’s capacity 

to attempt death by suicide by way of habituating self-inflicted violence and pain (Klonsky et 

al., 2016).  Non-suicidal self-injury needs to be considered in terms of the individual’s intent 

(i.e., desire to die and the degree of expectation that the behaviour engaged will result in 

death) and medical lethality (i.e., the degree to which death is a potential outcome of a 

mechanism used in an attempt to die by suicide; Mościcki, 2001).  Non-suicidal self-injury 

intent and lethality are positively correlated independent indicators of severity that need to be 

considered in the assessment and management of death by suicide risk (Mościcki, 2001).  

Furthermore, non-suicidal self-injury’s strong positive correlation with attempts to die by 

suicide relates to depression, which is known to increase the risk for suicidal ideation.  What 

distinguishes non-suicidal self-injury from an attempt to die by suicide is that non-suicidal 

self-injury is more prevalent, happens more frequently, features different methods, is less 

severe and serves a different function compared to attempting to die by suicide (Klonsky et 

al., 2016). 

 

Risk factor – a measurable characteristic or variable that contributes to the likelihood 

of and precedes an adverse outcome (Mościcki, 2001).  That a risk factor precedes an adverse 

outcome differentiates a risk factor from concomitants or correlated factors, for example 

depression as a risk factor is differentiated from socio-cultural factors (Mościcki, 2001).  An 

individual may have risk factors feature in their life but not be suicidal, rather suicidality 

results from the cumulative effect of multiple risk factors on the individual (Mościcki, 2001).   
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Self-directed violence with undetermined or non-suicidal intent – self-directed 

injurious behaviour engaged with an undetermined outcome or no intention to die (Nock, 

2014). 

 

Self-harm – “Wilful self-inflicting of, at time, painful, destructive, or injurious acts in 

which the person may or may not have intended to take their own life …” (Leckning et al., 

2019, p.  7). 

 

Stolen Generation – the generations of Indigenous children who were removed from 

their family, through force, in accordance with government policies designed to assimilate 

Indigenous children into non-Indigenous culture (Haebich, 2000).  Assimilation policies had 

devastating ramifications on families, communities, individuals and Indigenous cultures. 

 

Suicidal ideation – engaging with thoughts of dying by suicide, including 

consideration or planning (Nock, 2014). 

 

Suicidality – a term used to refer to suicidal ideation and suicide-related behaviours. 

 

Suicidal self-directed violence – self-directed injurious behaviour engaged in with the 

intent to die and that causes death (Nock, 2014). 

 

Suicide attempt – behaviour that is self-directed, and potentially injurious, engaged in 

with the intent to die (Nock, 2014). 
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Suicide cluster/Cluster of deaths by suicide – a series of deaths by suicide that have 

occurred within a community (or locale) over a time period (i.e., weeks or months) (Patricia 

Dudgeon et al., 2016)1. 

 

Suicide-related behaviour – life-threatening self-inflicted behaviours an individual 

engages in with the intention of harming or killing which could, either intentionally or not, 

result in their death (McLaughlin, 2007). 

 

Survivors of Suicide – people who have been affected by the death of a person by 

suicide (i.e., family, friends, colleagues, classmates and clinicians; Bellini et al., 2018). 

 

Traditional Owners – First Australian descendants of the First Australian people group 

who occupied a region prior to European settlement. 

  

 

1 This definition from an Indigenous prevention of deaths by suicide source was used in accordance with the 

National Health and Medical Research Council guidelines for ethical conduct (i.e., equity) rather than the 

Children’s Rights Report 2014 referenced in the Coroner’s report into the deaths of JE and JJ (National Health 

and Medical Research Council, 2018; Ryan, 2015).   



 xvi 

List of Figures 

Figure 1 Region of Study with Western Place Names (Map of Mackay, n.d.) ....................... 25 

Figure 2.1 Bronfenbrenner’s Ecological Systems Theory Model (Tudge et al., 2009a, p.  201)

.................................................................................................................................................. 27 

Figure 2.2  Settings in the Microsystem interacting with the Individual ................................ 28 

Figure 2.3 Settings interacting within the Mesosystem (Tudge et al., 2009a, p.  201)............ 29 

Figure 2.4 AIATSIS map of Indigenous Australia .................................................................. 50 

Figure 3.1 Map of Widi Country with Western Place Names Native Title Determination 

Details, n.d.) ............................................................................................................................. 70 

Figure 3.2 Journeys of Healing by Lauraine Barlow ............................................................... 81 

Figure 7.1 Synthesis of Themes and Processes ..................................................................... 178 

Figure 7.2  Ongoing synthesis of Themes and Processes ...................................................... 179 

Figure 7.3  The Process Model as Presented to the Critical Reference Group ...................... 180 

Figure 7.4 The Empowerment to Prevent Suicidality Model ................................................ 183 

 

List of Tables 

Table 2.1 Risk and Protective Factors Gender Differences (Drawn from: Caldwell et al., 

2004; Kaslow et al., 2005; Murphy, 1998; Qin et al., 2000; Seeman, 1986; Skogman et al., 

2004; Vijayakumar, 2015). ...................................................................................................... 36 

Table 3.1 Participant’s Pseudonyms, Gender, Suicidality and Context .................................. 69 

Table 3.2 Example of an Experience Coded According to SIPES Domains of Health ........... 87 

Table 6.1 Coding Matrix: Dimensions of Experience by Domains of Health ....................... 161 

Table 8.1 Opportunities for Further Investigation ................................................................. 230 

 

  



 xvii 

Acknowledgements 

 I acknowledge the Yuwi-Yuibera and the Widi people.  The importance of their 

connection to their Country that includes the Mackay region is not lost with me, it has lasted 

for thousands of years.  It is only with their support that this research has been done.  My 

deep appreciation goes to the Elders and community leaders who have gone before us and 

those in the community today - all the battles you have fought and won have provided me 

with the opportunities that have come my way, including completing this dissertation.  Thank 

you for your seemingly never-ending patience, perseverance and the spirit with which you 

forge ahead. 

The efforts of those who have made valuable contributions over the years to assist in 

lessening the risk of deaths by suicide throughout the Mackay region warrant recognition, 

particularly the community volunteers and staff at the following organizations and 

government departments: Yuibera Aboriginal and Torres Strait Islander Corporation; Youth 

and Information Referral Service; Skills Training Mackay; Aboriginal and Torres Strait 

Islander Community Health Service; Mackay Aboriginal and Islander Justice Alternatives 

Group; Queensland Department of Education, Employment and Workplace Relations; 

Queensland Department of Communities; Centrelink; Queensland Department of Justice 

Corrections; Mackay Division of General Practice; Queensland Health; Queensland Police; 

Education Queensland and the Queensland Department of Child Safety. 

Critical Reference Group members continue to play a very important role in my life 

and the life of the Mackay community.  I am particularly thankful to the late 

community champion Aunty Mary who is greatly missed by the community.  

Thank you so much for your passion, your dependability and your valuable 

contributions.  You are inspirational. 



 xviii 

To my family goes my heart-felt thanks for their unwavering support of my life 

pursuits.  I am so blessed to be able to say that I have never doubted your love for me. 

To my supervisors for whom I have great affection – Elizabeth, Harry 

and Heidi.  I am grateful for your guidance, encouragement and 

unrestrained generosity. 

To my friends and my Village Avenue Community Church family, I am 

so very thankful you are in my life. 

Finally, to those of you who have experienced the pang of losing a loved one to 

suicide… I present this dissertation.  



 xix 

Prologue 

“For if things were both uncreated and unplaced, they could not be said to be in any 

significant sense” (Casey & Casey, 2013). 

 

It is important that I articulate my standpoint regarding this research as a First 

Australian woman.   My lived experience is intrinsically interwoven with this research in 

conscious and unconscious ways (Moreton-Robinson, 2013; Smith, 2012).  Being so 

embedded in my research requires transparency and reflexivity in relation to my lived 

experience and position.  My Indigeneity and how I use and apply my social positioning 

formulate a unique state from which I can interrogate the social position of First Australians, 

particularly First Australian women.  This cultural interface of Western and First Australian 

domains that I occupy every day informs my lived experience and consequently my research 

imperative to investigate the First Australian experience, knowledge and understanding of 

suicide-related behaviours.  Here, I present an overview of what I consider to be important 

influences on my world view, placing my personal experience in the foreground of this 

research (Adams et al., 2014).  This disclosure explains the crucial elements of my cultural, 

social and professional profile that have informed my research orientation, my choice of 

methods, and my respect for socially situated knowledge (Moreton-Robinson, 2013). 

Two principles underlie my methodology 1) honour First Australian knowledges and 

methodologies and 2) honour First Australian female perspectives.  First Australian 

knowledge and practices are deployed in my life as a First Australian (Smith, 2012).  

Indigenous standpoint theory requires a methodological approach that reflects Indigenous 

ways of knowing, doing and being.  In adopting this methodological framework participant’s 

knowledge is recognised as socially situated, partial and substantiated by participants 

subjectivity and life experiences.  A First Australian standpoint is informed by family, a 
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collective consciousness, history, politics and First Australian knowledge (Moreton-

Robinson, 2013).  A First Australian standpoint is further informed by my female perspective 

and the intricacies of womens’ knowledges (i.e., relational, shared and complex) which in 

turn have been repressed, suppressed and oppressed by patriarchal knowledge production.  

Being a First Australian woman positions me epistemologically to what knowledge is 

possible.  Consequently, this First Australian Woman’s standpoint declares my beliefs, moral 

values and political interests, as outlined here, are embedded in my pursuit of knowledge and 

shapes my research (Moreton-Robinson, 2013). 

The importance of observing and scrutinising my own experiences allows me the 

opportunity to present readers with my knowledge and perspective on First Australian deaths 

by suicide in a regional community with which I have a strong bond.  Most importantly, my 

position enabled me access to the experiences, perspectives and life reflections (i.e., on 

events, practices and interpretations) of First Australian community members (Adams et al., 

2014).  Managing personal and professional relationships, being accountable to and within 

the community, participating in Indigenist research paradigms and honouring the significance 

of deaths by suicide for First Australians highlights the social and relational nature of this 

research.  Relationality, cultivating reciprocal relationships between the researcher, 

participants, readers and wider audiences in accordance connectedness with others by 

descent, place, Country and shared experiences as part of a community (i.e., with others), is 

learnt through co-existence, co-operation, reciprocity, obligation and social memory 

(Moreton-Robinson, 2013).  In this way my investigative experiences, insights into the 

community, the degree of participant disclosure of life experiences and behaviours related to 

death by suicide (or ‘data’), and my interpretation of participants’ life events encompass a 

research exclusivity unable to be replicated. 
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As a First Australian psychologist-intern working in Mackay at the time of several 

First Australian youth deaths by suicide, I grappled with issues relating to: my professional 

capacity; how I perceived the expectations of the First Australian community, my manager 

and colleagues; the First Australian community’s expectations of my employer; and the 

discomfiting bewilderment and suspicion that more First Australian deaths by suicide were to 

come.  The impressions of these experiences on my professional development and identity 

have been profound in that they have guided my interests and informed my understanding and 

delivery of health practices in counselling psychology and research.  Given the salience of 

deaths by suicide in Australian life, the importance of exploring and better understanding the 

holistic nature of health and the suicide-related experiences of individuals is increasingly 

pronounced (Adams et al., 2014). 

This dissertation has provided me with a valuable opportunity to crystallise what I 

believe to be the building blocks of holistic health and wellbeing.  Central to these building 

blocks are the fundamental beliefs that guide my ontological and epistemological perspectives 

of life.  My relationship with Country is an important part of my: ontology (way of being); 

connection (i.e., to Country and others); relationships with Indigenous researchers, people and 

communities; my identity and beliefs of the past, present and future (Moreton-Robinson, 

2013).  Consequently, my relationship with Country (and its interruption) inextricably 

influences my epistemology and understanding of the world. 

My father was a much-loved son of Eileen – a First Australian who in 1909, at about 

four years of age, was “… sentenced by Bench at Camooweal to 7 years detention in 

Industrial School.  Sentence remitted …” and sent to Carramar orphanage in Townsville, 

Queensland (Queensland State Archives, 1909, p.  63).  Although the Carramar orphanage 

register does not record the reason for the sentence, it identifies Eileen’s mother as “Bella (an 
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aboriginal)”.  To date we know nothing of Bella’s family, where her Country was and who 

her people were.  We continue the search. 

My mother is of Scottish and Irish descent, a third generation Brisbane-living non-

Indigenous Australian.  My parents married within two years of having met and started their 

married life in Cunnamulla where, in 1971, my sister was born.  My mother has shared with 

me several stories of the racist attitudes of others that their relationship was subjected to 

throughout their partnership.  This year we celebrated their 50th year of marriage.   

I was born in the Queensland town of Maryborough in 1972 and soon after our family 

moved to Mount Isa for four years (1974-1978).  It was in Mount Isa that both of my parents 

became Believers2.  It was their Christian beliefs that was to frame their approach to life, their 

marriage and raising my sister and me.  In 1978 we relocated to Lockhart River and in 1980 

we relocated to Logan.  I have lived most of my adult life in Brisbane. 

As a pre-teen I became a believer and, while I will never be perfect, God continues to 

mould me in a way I find unpredictable, exciting, dependable, sustaining, comforting and at 

times frustrating.  I am always left wanting more – particularly in relation to theological 

understandings of spiritual events and the material world (Foley, 2003). 

Undoubtedly my most influential professional experience to date has been my work in 

psychology and research3.  Psychology has afforded me opportunities to contribute to 

people’s lives in ways I would never have thought possible when I was an undergraduate 

 

2 A follower of Jesus’ teachings. 

3 My tertiary qualifications include Associate Diploma of Business (Hospitality and Catering), Certificate III in 

Fitness, Bachelor of Arts (Psychology), Bachelor of Education (Primary), Bachelor of Psychology (Honours) 

and a Graduate Certificate of Divinity. 
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student.  The questions and hypotheses psychology generate will keep me occupied for the 

rest of my career – and beyond.   

Apart from my upbringing, which for any child is the most important influence in 

their holistic development, other significant ontological influences are; 1) my identity as a 

First Australian woman informing a sense of cultural significance beyond what I can 

articulate in this text, 2) the discipline of Psychology allowing me the very privileged position 

of working with individuals in varying degrees of need, and 3) how being a believer cuts to 

the very core of who I am and gives my life meaning in a way nothing else has or ever 

possibly could (Moreton-Robinson, 2013). 

My sister has lived in Mackay since 1992 and my parents relocated to Sarina in 2003, 

hence I have a vested interest in the Mackay community.  Upon completion of my 

Psychology honours degree I relocated to Mackay, 950 kilometres north of Queensland’s 

capital city Brisbane (see Figure 1.1), to spend the next four years with family, especially my 

two nephews who continue to bring me much joy.  It was when I initially relocated to 

Mackay that I embarked on studying the phenomenon of deaths by suicide as the community 

was grieving the deaths by suicide of several young people. 

This dissertation is my attempt to provide the Mackay community with a holistic 

framework with which to consider First Australian health with a view to preventing deaths by 

suicide.  It has been my experience as a psychologist working in a clinical capacity with many 

First Australian clients in urban, rural and remote settings, that many clients present at Social 

and Emotional Wellbeing services in a discombobulated or crisis-driven state.  Although the 

degree to which such presentations relate to cultural orientation merits investigation, it is 

clear to me that expeditious and assiduous service provision is the necessary benchmark 

irrespective of culture.  My thesis is an attempt to draw out the cultural aspects of this 

experience, but also to embed that within a broader understanding of suicidal behaviour. 
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My belief that human beings are tasked with caring for each other (Genesis 2:18; 

World English Bible, 1997), the land and animals (Genesis 1:28; World English Bible, 1997) 

indicates to me every person plays an important role in the workings of a system that, when a 

life is intentionally taken, is interrupted and never recovers but rather adapts.  The effect of a 

death by suicide is profound, lasting, and immeasurable.  This dissertation is my attempt to 

provide a broad framework to assist in conceptualising, understanding and developing holistic 

health and wellbeing amongst First Australians in the quest to prevent deaths by suicide and 

suicide-related behaviours. 

From the creator… 

For I know the thoughts that I think toward you says Yahweh, thoughts of peace and 

not of evil, to give you a future and a hope (Jeremiah 29:11; World English Bible, 

1997).
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Chapter 1: Introduction 

Australian Deaths by Suicide 

Since 2007, Australia’s standardised death rate4 for intentional self-harm increased 

from 10.6 to 12.1 in 2018 (Australian Bureau of Statistics, 2017, 2019d).  This statistic is 

alarming when considering in 2018, more people died by intentional self-harm (3,042) than 

deaths by assault (228) and accidental falls (1,320) combined (Australian Bureau of Statistics, 

2019b).  Broader societal ramifications of Australia’s death by suicide rate include human 

suffering, the economic effect of increased engagement with the health care system and lost 

work productivity (Comans et al., 2013).  Although the impact of deaths by suicide is 

experienced in all areas of society, its pronounced impact is most apparent in the ripple effect 

on the lives of the survivors of suicide (i.e., bereaved family and friends) and those in any 

way impacted by that death (including immediate and extended families, workplaces, schools, 

sporting clubs and communities).  It is estimated that as many as 100 people are directly 

affected by one death by suicide (Cerel & Campbell, 2008; Crosby & Sacks, 2002).  The 

impact of a death by suicide on survivors of suicide can be intense, complex and at times 

result in severe psychological distress and suicidal behaviour (Bellini et al., 2018). 

First Australian Deaths by Suicide 

Prior to colonisation, First Australian deaths by suicide are believed to have been a 

rare occurrence (Parker, 2010).  Reported as relatively low in the 1980s, the steadily 

increasing rate of deaths by suicide amongst Indigenous Australians is now substantially 

higher than the rest of the Australian population (Hunter & Milroy, 2006).  The standardised 

 

4 Standardised death rates allow for comparison between populations with different age structures.  The rate 

calculated is per 100,000 persons. 
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intentional self-harm death rate for Indigenous Australians for the period from 2014 through 

to 2018 was 23.7, compared with 12.3 for non-Indigenous Australians (Australian Bureau of 

Statistics, 2019c).  Between 2014 and 2018 intentional self-harm was the leading cause of 

death for Indigenous Australians aged 15 to 34 years (n=372) (Australian Bureau of Statistics, 

2019b).  When comparing Indigenous and non-Indigenous intentional self-harm standardized 

death rates for young people, the intentional self-harm standardized death rates ratios for 

those aged between 15 and 24 years (53.6:17.2) and those aged between 25 and 34 years 

(72.5:23.2) were 3.1 higher for Indigenous Australians (Australian Bureau of Statistics, 

2019b). 

The Social and Economic Costs of Deaths by Suicide in Australia 

There are complex and ongoing personal affects for those bereaved by a death by 

suicide, including shame, social stigma, isolation and grappling with anger that the deceased 

‘chose’ death over life.  As a result, bereavement can continue for many years beyond the 

event (Andriessen & Krysinska, 2012).  Although it is difficult to quantify the psychological, 

social and emotional cost of deaths by suicide, it is conservatively estimated that each person 

bereaved by a death by suicide can incur costs; to the health care system, in lost work 

productivity and in personal costs estimated in excess of $14,000 per person per year 

(Comans et al., 2013, p.  395).  Using a conservative estimate (i.e., five people bereaved by 

each death by suicide), the approximate economic cost to the Australian community for 

psychological ill-health and wellbeing is between $43 and $51 billion per year, with an 

additional approximate cost of $130 billion per year associated with diminished wellbeing 

through psychological ill-health, self-inflicted injuries, premature death or dying and deaths 

by suicide (Comans et al., 2013; Kinchin & Doran, 2018).   

The percentage of the Indigenous Australian population is more than double the 

percentage of the non-Indigenous population in regional, remote and very remote areas. The 
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Australian Bureau of Statistics (2018) reported that in 2016 the estimated percentage of the 

Indigenous Australian population residing outside a major city area (i.e., Inner Regional, 

Outer Regional, Remote and Very Remote areas) was 62.6%, compared to 27.3% of the non-

Indigenous population (Australian Bureau of Statistics, 2013).  First Australian deaths by 

suicide interventions require broad geographical consideration (Australian Government 

Department of Health, 2013; Hunter & Milroy, 2006). This is particularly important when 

placed in the context of the Comans et al. (2013) finding that suicide impact is greater in rural 

and remote areas than in metropolitan areas.  The small, interconnected and contained nature 

of rural and remote communities means the impact of deaths by suicide is likely to be more 

pronounced and noticeable.  Rural and remote communities have fewer resources (e.g., a 

smaller workforce) and a constrained capacity to provide an effective response due to the 

collective grief experienced by the community at large (Comans et al., 2013).  In addition, 

many rural communities feature well known suicidal risk factors, including depression, 

marital disruption, lower socio-economic status, unemployment, early years of life parental 

deprivation, a family history of death by suicide, poor physical health and stressful life events 

(Cheng et al., 2000; Crosby & Sacks, 2002; Stepp et al., 2008).  Coupling these rural 

community features with the unique factors associated with First Australian life, such as 

close-knit kin relationships and communities, larger populations in rural and remote areas and 

higher rates of deaths by suicide, highlights the supreme need to address First Australian 

deaths by suicide. 

A critical component of preventing deaths by suicide is developing an individual’s 

ability to manage his or her own wellbeing.  By providing individuals with opportunities to 

improve their emotional wellbeing, the benefits of enabling healthy citizens effectively 

contributing to society include less reliance on government-funded systems - especially the 

health system.  The health system is placing increased importance on equipping individuals to 
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manage their social, emotional and mental health more effectively (e.g., the R U OK 

prevention of death by suicide campaign and Indigenous Hip Hop Projects).  With an 

improved ability to manage their health it is expected exposure to stressful events will have 

less of an impact on individuals and, consequently, death by suicide rates will decrease (R U 

OK? Limited 2015-2016 Annual Report, 2016; Suicide Prevention – Indigenous Hip Hop 

Projects, 2018). 

The intricate nature of systemic health factors and their complex interactions points to 

a persistent and multifaceted challenge for Australian society, particularly amongst First 

Australians.  Although it is difficult to ascertain improved health rates for First Australians in 

accordance with state and federal budgets, one identified success factor in preventing 

Indigenous deaths by suicide is Indigenous leadership and partnership with Indigenous 

community in the development of interventions and responses (Dudgeon et al., 2016; Higgins 

& Collard, 2019; McGorry et al., 2019).  Empowering First Australian communities by 

strengthening First Australian leadership and honouring First Australian partnerships with 

communities endows multiple flow-on benefits and instigates change over time.  Despite the 

2019-2020 federal budget allocation of $5 million dollars to develop customised regionally 

specific Indigenous community initiatives to prevent Indigenous deaths by suicide, the Centre 

for Best Practice in Aboriginal and Torres Strait Islander Suicide Prevention stated that $70 

million is needed if funding was proportionate to demand (Parliament of Australia, 2019). 

The effect of a death by suicide in a First Australian community is profound and long 

lasting.  Due to the small, interconnected and contained nature of most Indigenous 

communities, deaths by suicide have a much greater impact due to fewer accessible resources 

(e.g., a smaller Indigenous workforce) and a constrained capacity to provide an effective 

response due to the collective grief experienced by the community at large (Comans et al., 

2013).  On a community level, the shock loss of a community member, an air of confusion 
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and uncertainty regarding why, and the underlying fear that grief will trigger a suicide cluster 

are contributing factors to the felt devastation and subsequent heightened state of alert. 

This dissertation argues that it is important to develop better understanding of how 

death by suicide and suicide-related behaviour is conceptualised and understood within First 

Australian communities.  Dudley (2004, p.  29) argues there is a history of survivors of 

suicides’ voices being overlooked in the prevention of death by suicide discourse, 

consequently, investigating how participants’ experiences and views on death by suicide can 

contribute to research in preventing death by suicide is an important avenue to explore.  

Furthermore, the tight-knit nature of First Australian communities and extensive kinship 

networks necessitates the term ‘survivor’ to be extended to those in the wider community to 

self-identify as a ‘survivor’ (Goodwin-Smith et al., 2013).  Additionally, interviewing First 

Australians who have experienced suicidal ideation and engaged in suicide-related behaviours 

provides another level of investigation to understanding preventing First Australian deaths by 

suicide.   

Developing a more informed understanding of First Australian deaths by suicide and 

more effective responses requires positioning suicide-related behaviours amongst cultural 

contexts that shape First Australian understandings of holistic health and complimentary 

theoretical underpinnings.  A significant step forward in investigating the increasing rates of 

First Australian deaths by suicide was the four-year Royal Commission into Aboriginal 

Deaths in Custody (RCIADC) that began in 1987 (Johnston, 1991).  Although the Royal 

Commission identified many contributing factors to the incarceration and death by suicide of 

prisoners (including substance misuse, mental health issues, stress, poor physical health and 

inadequate screening of risk), the disproportionate prevalence rates of incarceration were due 

to social determinants (i.e., historical, socioeconomic and political factors) that underlie the 

unique and ongoing disadvantage of First Australians (Johnston, 1991; Purdie et al., 2010).  
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Coupled with the social determinants of cultural dislocation, trauma and the stress associated 

with disadvantage and racism, the trajectory toward social and emotional health issues, 

substance misuse, incarceration and deaths by suicide, becomes increasingly apparent 

(Australian Government Department of Health, 2013; Purdie et al., 2010).  For example, the 

importance of familial circumstances and attachment theory concepts are highlighted in the 

RCIADC findings that over three quarters of the deaths investigated featured a history of 

forcible removal from their families (Johnston, 1991). 

Theoretical Underpinnings of First Australian Deaths by Suicide 

Theoretical analyses of First Australian deaths by suicide have reflected on political, 

psycho-pathological, cultural, social and trans-generational trauma contexts embedded within 

historical experiences and associated features of vulnerability for First Australians (Hunter & 

Milroy, 2006).  These broad analytical approaches allow many types of self-inflicted harm to 

be considered within a complex and multifaceted framework.  Self-inflicted harm includes 

deaths by hanging (which represent over one third of the deaths investigated in the RCIADC) 

and the ever-present harms associated with alcohol and drug abuse which, while not 

considered explicitly suicidal acts, could be considered self-destructive behaviours leading to 

death by suicide (Hunter & Milroy, 2006).  For example, theoretical analysis of the act of 

hanging, which has been identified as the most common method of death by suicide for First 

Australians (De Leo & Australian Institute for Suicide Research and Prevention, 2011; 

McHugh et al., 2016), has been said to represent the communication of an intercultural-

historical-political statement of oppression and injustice stemming from its symbolism as 

punishment for First Australians in colonial days (Elliott-Farrelly, 2004). 

Further theoretical analysis of First Australian deaths by suicide signify oppression, 

injustice, defiance and liberation from tyranny, each adopting culturally-specific symbolic 

meaning and rendering First Australian deaths by suicide at risk of being revered as a defiant 
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response to colonial domination (Elliott-Farrelly, 2004; Hunter & Milroy, 2006).  Cultural 

analysis recognises death by hanging as featuring publicly in the arts (including the media, in 

songs, films and plays) and its ease and efficiency as a method of dying is conducive to 

impulsivity, particularly for those susceptible to impulsive acts when under the influence of 

alcohol or illicit substances (Hunter et al., 1999).  First Australian death by suicide has been 

said to engender a spiritual quality, one of camaraderie and solidarity with those loved ones 

who have previously died by hanging.  Furthermore, in making sense of such violent deaths 

by suicide within the greater First Australian cultural and community context, some believe 

that deaths by suicide were enticed by malevolent spirits.  This belief fits well with the 

external attribution context of oppression from outside forces including sorcery, colonization 

and alcohol (Hunter et al., 1999). 

Interestingly, some First Australian death by suicide research indicates the 

geographical location of a death by suicide can take on local meanings and associations.  The 

geographical location of death by suicide can cause great distress or take on a suggestive, 

invitational quality for others to engage in suicide-related activity (Elliott-Farrelly, 2004).  

Some researchers have suggested that such occurrences with the geographical location of a 

death by suicide warrant decisive action to modify the location, for example demolition of a 

house where the death occurred or removal of a tree that was used (Hunter et al., 1999).  Cox 

(2010) discusses how death by suicide objectifies the alienation experienced by First 

Australians, representing a reversal of the violence First Australians have encountered 

through political and cultural systems since colonization by subjecting their bodies to self-

inflicted violence (Hunter et al., 1999).  Such theoretical understandings posit that social and 

psychological traumas are intergenerational, unyielding, and dynamic in their ongoing 

production of stress, distress and social marginalization (Cox, 2010).  This analysis of the 
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challenges unique to First Australians demonstrates clearly that a single solution-orientated 

approach to First Australian deaths by suicide will not suffice. 

The Need for First Australian Solutions 

Despite the prevalence of First Australian deaths by suicide, there is a lack of progress 

in the development and delivery of suitable services that address the unique features of First 

Australian deaths by suicide (Elliott-Farrelly, 2004).  Typically, First Australians do not 

frequent established mainstream health service facilities or resources when suicidal because 

such services are considered culturally inappropriate (Hunter et al., 2004) having been 

developed from non-Indigenous frameworks and informed by non-Indigenous understandings 

of health (B.  F.  Nasir et al., 2016).  For First Australians, engagement with such services 

requires meaningful assistance from trustworthy others who are often not readily available 

(Goodwin-Smith et al., 2013).  For example, death by suicide prevention services delivered 

by mainstream services treat death by suicide as an individual illness, a consequence of 

mental illness. 

There is limited evidence for the effectiveness of non-Indigenous death by suicide 

prevention programs delivered in First Australian communities (Ferguson et al., 2016).  

Inherent in the mainstream approach is the dominant medical model to which under-

researched modifications are made when considering the needs of First Australians (Hampton 

& McCann, 2007; Vicary & Andrews, 2001).  The mainstream approach does not consider 

First Australian deaths by suicide within the psychological symptomatology of the irrevocable 

and interminable damage done by way of Australia’s past government policies toward First 

Australians (Vicary & Westerman, 2004).  As a result, mainstream mental health services are 

considerably less likely to engage First Australians prior to dying by suicide, indicating an 

urgent need for services developed from a First Australian wellbeing framework (Sveticic et 

al., 2012). 
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Aboriginal Community Controlled Health Services provide ideal platforms to deliver 

health programs that address the many First Australian health issues that protract social 

determinants for First Australian disadvantage.  Aboriginal Community Controlled Health 

Services are predominantly funded by Australia’s federal government and controlled by First 

Australian communities to provide holistic health care for First Australians (Patricia Dudgeon 

et al., 2016).  Despite Aboriginal Community Controlled Health Services boasting large 

numbers of First Australian clients (i.e., approximately 40-45% in 2014) and being well 

positioned to deliver universal health programs, gaps have been identified in providing onsite 

services to meet the social and emotional wellbeing needs of clients (Rodgers et al., 2015, p.  

24). 

Broadening the scope of wellbeing improvement initiatives to facilitate wide-ranging 

engagement of First Australian communities in preventing death by suicide can have far-

reaching effects and high impact.  Experts have concluded that community-based death by 

suicide prevention initiatives work best when featuring a cultural framework incorporating 

lived experience into its design and delivery (Dudgeon et al., 2016).  With First Australian 

communities at the helm, the development and delivery of death by suicide prevention 

initiatives can have flow-on effects beyond their intended purpose (Dudgeon et al., 2016).  

First Australian communities taking responsibility for interventions to prevent deaths by 

suicide enables community members to develop programs that address the specific needs of 

their community (Ferguson et al., 2016). 

The role of First Australian community-directed initiatives is crucial because self-

determination and empowerment are important methods of debunking the ongoing and all-

pervasive effect of colonization on Indigenous communities (Dudgeon et al., 2016).  For 

example, in their systematic review of training intervention programs designed to prevent 

deaths by suicide among Indigenous peoples (i.e., in countries including Australia), Nasir et 
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al.  (2016) highlighted the important roles people play in their close relationships with those at 

risk of death by suicide (e.g., family members, friends and peer-helpers and community 

members).  These people act as ‘gatekeepers’ who can identify risk, generate referrals and 

support vulnerable individuals.  Despite the important role such gatekeepers play, few 

investigations into First Australian deaths by suicide feature the lived experience of survivors 

of suicide or the family and loved ones of those at risk or the views of community members 

(Ferguson et al., 2016). 

Deaths by suicide can render an entire First Australian community vulnerable because 

family, peers and community members become engaged in lengthy grieving processes that 

affect their personal and professional lives (Goodwin-Smith et al., 2013).  Within the broader 

context of social injustices experienced by First Australians, grief remains unresolved.  Social 

concerns, such as increased illicit substance misuse to cope with day-to-day life, have their 

roots in compounded grief (Hunter & Milroy, 2006).  Additionally, what requires particular 

attention in Indigenous communities is the phenomenon of death by suicide clusters 

(Hanssens, 2008).   

Suicide clusters are a series of deaths by suicide or self-harming acts that are closely 

related in either time or location (Silburn et al., 2010).  Hunter and Harvey (2002) state that 

suicide clusters occur in Indigenous communities more often than the general population.  For 

instance, a Northern Territory investigation into Indigenous deaths by suicide between the 

years 1996 and 2005 identified that 77% of the Indigenous deaths by suicide during this 

period were part of a cluster (Hanssens & Hanssens, 2007, p.  9).  Given First Australian 

communities are tight-knit and feature complex and wide-ranging kinship systems, these 

findings suggest suicide clusters have become an enduring feature of Indigenous deaths by 

suicide. 
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Clusters of First Australian Deaths by Suicide 

 Hanssens and Hanssens (2007) classify Indigenous deaths by suicide as a social issue 

due to the risk of deaths by suicide increasing when those with the same history (i.e., 

colonisation) and similar circumstances (including marginalisation and poor health) within a 

certain demographic (e.g., men under 35 years of age) are exposed to severe negative events 

(e.g., the death of a friend by suicide).  Consequently, Indigenous deaths by suicide have 

ripple effects throughout the entire community by increasing the vulnerability of individuals 

and building on existing historical trauma, often resulting in a suicide contagion. 

Identification of suicide clusters enables prediction of further deaths by suicide in First 

Australian communities and highlights the importance of incorporating cluster-related 

information as part of any death by suicide prevention response (e.g., timely access to death 

by suicide data to identify emerging suicide clusters; Hanssens, 2008).  The community-based 

impact of suicide clusters warrants a community-based response, but little is known about 

how to direct such a response.  The lack of knowledge in community-based responses to 

suicide clusters is surprising given the long history of theory-based approaches to health 

promotion and community development.  To further understand deaths by suicide, suicide 

clusters and suicide-related behaviours, the next section will discuss two holistic health-

related theories one from sociology and one from ecology. 

Sociological and Ecological Systems Theories 

Understanding the impact of deaths by suicide amongst First Australians requires 

consideration of theoretical approaches to develop a comprehensive overview of First 

Australian suicidology.  In this study, theoretical approaches that will be applied to 

understanding First Australian deaths by suicide and suicide-related behaviours are significant 

contributions from sociological and ecological systems theories.  Sociological theory 

contributions will feature Durkheim’s beliefs that rates of death by suicide differ according to 



 12 

the degree to which individuals integrate and the extent to which individuals’ desires are 

compatible with the society in which they live.  Ecological theory leads the development of 

the framework of this study and rests on the principle of interdependence between life and the 

environment.  Ecological theory’s contributions feature; the biological relationship between 

an individual and their environment, the form of an individual’s life as influenced by their 

environment, the application of the ecological systems theory model to structure 

environmental systems, and multidimensional factors orchestrating influence in an 

individual’s life. 

Sociological theory 

In his sociological approach to deaths by suicide in the late nineteenth century, 

Durkheim’s theory highlighted that death by suicide rates differ according to demographic 

factors (including age, gender, socioeconomic status, race and marital status) as a result of the 

degree to which an individual feels integrated into social institutions and is regulated by 

society (Henry et al., 1993; Mościcki, 2001).  For example, the degree to which an individual 

integrates with other members of society might be through beliefs, values, traditions, cultural 

perspectives and the compatibility of society’s social regulation with their individual desires 

(Henry et al., 1993).  Underpinning this understanding is Durkheim’s argument that rapid 

cultural change, which manifests in changes to a way of life, generates a social stress that 

contributes to increased death by suicide rates.  Consequently, if rapid cultural change 

generates social stress, then ecological and environmental features such as employment, 

economic status, social conditions, gender, age and the nature of relationships with others 

(including dependents) have a strong influence on death by suicide rates (De Leo, 2002; 

Morrell et al., 1993). 

The complex, interdependent, interactive and cumulative nature of death by suicide-

related risk factors questions the significance of the dominant medical-psychological 
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approach in health care provision (De Leo, 2002).  For example, Morton (2013) argues that 

Durkheim’s demystifying and clear-cut approach to death by suicide theory potentially 

undermines the numinous and intrinsically veiled nature of spiritual wellbeing.  It is important 

to consider the myriad of interacting factors, placed internal and external to the individual, 

engaging dynamically with risk and protective factors over time and participating within a 

complex constellation of factors that act to elevate risk or protect against suicidality 

(Mościcki, 2001). 

Ecological Theory 

With its genesis in the works of Plato and Aristotle, the late nineteenth century saw 

ecological theory develop from a number of disciplines, including zoology and biology 

(Bubolz & Sontag, 1993).  A German zoologist, Ernest Haeckel, defined his proposed new 

science ‘oekologie’ as “… the study of the interrelationships between organisms or life and 

the environment, both organic and inorganic …” (Bubolz & Sontag, 1993, p.  419).  

Fundamental to this study was the assumption that life and environment are interdependent 

and “… inseparable parts of a greater whole …” (Bubolz & Sontag, 1993, p.  420). 

Ellen Swallow Richards, the well-known industrial and safety engineer and 

environmental chemist, made contributions to the development of ecological theory based on 

several assertions.  Firstly, an interdependent relationship with our environment meets our 

needs for material goods and interactions with others (i.e., drawing from humanities, the arts 

and the natural and social sciences) and encompasses the holistic and interdisciplinary nature 

of what it means to be human.  And secondly, that the benefits of education (i.e., the 

prevention of individual and societal problems) and inculcated values aligned to improving 

home and family life are what underlie the application of science throughout our everyday 

lives (Bubolz & Sontag, 1993). 
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Reflected in Richards’ fundamental principles are the contributions made by the 

biological study of how organisms relate to their environment and how stable interdependence 

between and within species is attained and maintained with the environment (Bubolz & 

Sontag, 1993).  By studying how an organism, single species and communities of plants and 

animals relate physically and biologically to the environment, biology investigates factors that 

influence their adaptation and survival.  The survival of organisms and species and their 

stable interdependence among species and populations, including how interdependence in 

equilibrium with their environment is achieved and managed, poses important considerations 

for human behaviour and life (Bubolz & Sontag, 1993). 

Ecological theory’s fundamental preoccupation with the study of the morphology of 

life (especially its static and its dynamic aspects) presents an appropriate standpoint from 

which to study deaths by suicide and suicide-related behaviour (Hawley, 1950).  This 

preoccupation accommodates the complexity of the phenomenon of First Australian deaths by 

suicide and the many disciplines engaged in death by suicide research (Bagley, 1968; Henry 

et al., 1993).  Ecological theory also provides a framework from which to develop an 

understanding of the exceptional complexity of factors contributing to suicidal behaviours; 

within the individual (i.e., predispositions) and between the individual and their environment 

(De Leo, 2002; Tudge et al., 2009b).  In Ecological Theory, suicide-related behaviour is 

considered an eco-behavioural pattern (i.e., a projection of behaviour of human beings that 

reflects their relationship with the ecosystem).  As a result, this theory implores investigation 

of the purpose of such patterns as a feature of the social context rather than as a feature of the 

individual (B.  Bennett & Green, 2019). 

Identifying pertinent aspects of human beings’ engagement with their environment 

and incorporating those factors into a comprehensive model of death by suicide and suicide-

related behaviour deepens our understanding of death by suicide within our ecosystem (J.  
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Bennett, 1996).  Ecological theory provides an ecosystem framework to consider various 

phenomena such as crime, health promotion, anti-social behaviour and resilience (Bagley, 

1968; Bogenschneider, 1996; Folke, 2006; Stark, 1987; Stokols, 1996) and compliments 

many conceptualisations of death by suicide.  Current suicide-related studies, as reviewed for 

this dissertation, conceptualise how a range of systemic, social and community factors 

contribute to death by suicide and suicide-related behaviours.  Such factors include; 

• interpersonal conflict (i.e., primary relationships with peer groups, loss of 

support, validation from peers, hopelessness); 

• breakdowns in family relationships (i.e., limited adult supervision and 

guidance); 

• stress (caused by deaths, violence, abuse, severe hardship and criminal 

activity); 

• social exclusion (such as racism, bullying, alienation, access to education and 

employment); 

• grief (e.g., death of a loved one to suicide and a sense of guilt); 

• connectedness to the rest of the world and feeling loved; 

• depression; and 

• personal development (i.e., physical and emotional which relates to impulsive 

behaviours and damage of alcohol and illicit substances on the neurological 

system, the impact of which can be seen intellectually and emotionally). 

Through the identification and analyses of such risk factors and social determinants, 

ecological theory has informed the development of education programs that empower and 

support community members to further suicide-proof the community.  This dissertation 

argues that there is a need to further investigate factors at various degrees of influence 

regarding how suicide-related behaviours are manifested within social contexts. 
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Observations of well documented death by suicide risk factors in First Australian 

contexts relate to physical wellbeing (e.g., alcohol or substance consumption and 

vulnerability); social pressures, contemporary and historical (e.g., economic change, cultural 

exclusion and exposure to suicide-related behaviours); spirituality (e.g., the belief that 

malevolent spirits are enticing people to die by suicide) and emotional wellbeing (e.g., 

developmental factors and opportunities relating to family and upbringing).  Understanding 

these risk factors within First Australian contexts requires ongoing multi-dimensional 

analyses and integrated approaches to better realise how they facilitate suicide-related 

behaviours (Elliott-Farrelly, 2004; Hanssens, 2008; Hunter & Milroy, 2006).  In order to 

develop a more informed and detailed appreciation of how these factors contribute to First 

Australian suicide-related behaviours within an ecological systems theory framework, a wider 

scope with which to consider health and wellbeing needs is required.  Considering risk factors 

in the context of additional dimensions promotes the ability to better understand how these 

factors interconnect within and between systems.  For example, investigating how risk factors 

(e.g., alcohol and substance use, lack of participation in the education system or no 

connection to Country) contribute to deaths by suicide and suicide-related behaviours requires 

consideration of additional frameworks and dimensions.  This research suggests that 

investigating various system-level and multidimensional factors or a human ecological 

framework featuring First Australian conceptualisations of life (e.g., holistic health and 

wellbeing) would facilitate an increasingly meaningful understanding of First Australian 

deaths by suicide and suicide-related behaviours. 

Although an ecological approach to First Australian deaths by suicide will provide a 

more nuanced understanding of the individual within a contextually-based analysis, there is a 

need to understand the complex interplay of factors within that context (Hunter & Milroy, 

2006).  For example, patterns of First Australian deaths by suicide change over time and are 
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linked to geographic locations (e.g., contagion in communities and deaths in custody).  

Furthermore, social determinants such as personal and physical development, educational 

opportunities and the ongoing effects of historical disadvantage also incorporate the element 

of increasing risk over time.  This increased risk over time is particularly enhanced when 

combined with the availability and degree of engagement with services and the dislocation of 

First Australians within geographical space.  Recognition of these dimensions of ‘time’ and 

‘space’ (Hanssens, 2008; Hunter & Milroy, 2006; B.  F.  Nasir et al., 2016) suggests the need 

for a different type of analysis.   

Other multi-level factors associated with situational and contextual determinants of 

death by suicide for First Australians, such as childhood adversity (Twizeyemariya et al., 

2017), can be understood through relational and emotional ‘distance’ (e.g., emotional 

availability, closeness of relationships and degree of connection).  For example, Australia’s 

past government policy of forcible removal of children from families and kinship systems 

continue to impact upon the present-day parenting practices of First Australians.  Other 

historical factors that have significantly impacted upon present-day parenting among 

Indigenous Australians include state and federal government colonial policies of neglect, 

extermination or assimilation, forced displacement from traditional lands and culture, and the 

separation from family and kinship systems (Haebich, 2000).  Such historical factors continue 

to influence First Australian wellbeing in the present, giving dimensions such as time, space 

and distance new meaning in First Australian contexts.  Consequently, placing the dimensions 

of time, space and distance within an ecological context can guide our understanding of the 

complex phenomenon of First Australian deaths by suicide. 

Impetus for this Research Study 

Research of suicidal ideation and attempts to die by suicide provides evidence 

supporting the understanding that these thoughts and behaviours are strong predictors of death 
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by suicide (Klonsky et al., 2016).  Degrees of severity of behaviours related to suicidality can 

be based on medical lethality (Mościcki, 2001).  Incidences of less prevalent severity (such as 

casual ideation with no plans) through to incidences of severe lethality (such as highly lethal 

attempts to die by suicide) and deaths by suicide encompass all suicide-related behaviours.  

The progression of severity from less severe (e.g., casual ideation) to death by suicide is an 

important aspect of research for the prevention of death by suicide which it not usually 

considered (Mościcki, 2001). 

I was involved in the original investigation into a death by suicide cluster in Mackay, 

published in 2010.  In this report, I documented the impact of these deaths on the community 

and the responses of the community.  The Coroner investigated the suicide cluster in 2011 and 

delivered a report in 2015 (see Appendix A).  In reviewing the events in Mackay from 2007 to 

2015, the Coroner stated, 

Data provided by the Australian Institute for Suicide Research and Prevention 

(Barnett, Kendall etc. 2010) suggests that the Mackay community response to the 

crisis was effective.  There were six suicides involving young people in Mackay in 

2007 and 2008.  In contrast, over the six years from 1 January 2009 to January 2015 

there have been three recorded suicides involving a young person aged between 12 

and 17. 

Mackay’s First Australian community acknowledged that there had been fewer suicides in the 

subsequent years, but they continued to be concerned by the possibility of further suicides. 

The Coroner's report delivered in 2015 recommended greater understanding of cultural 

factors, but focused heavily on individual clinical factors, non-Indigenous clinical services 

and broad national and state policy responses lacking in cultural content.  The Coroner 

concluded: 
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The evidence received at this inquest has suggested that broad suicide prevention 

strategies need to be complemented by practical and funded actions at a local level 

involving those directly responsible for the identification of people at risk, particularly 

the most vulnerable, in the design of responses that meet their needs....The particular 

context of Aboriginal and Torres Strait Islander communities has to be accommodated 

in the design and delivery of services and prevention strategies.  

The community responded in 2016 by requesting this current research to inform their next 

steps.  

By investigating the experiences of those who have had suicidal ideation and engaged 

in suicide-related behaviours that needed medical intervention, I will provide important 

insights for preventing suicidality.  Investigating the complex experiences of people who have 

had suicidal ideation or engaged in suicide-related behaviours will provide further insight into 

suicidality beyond the coronial reports of those who have died by suicide.  Although only 

some suicide-related behaviours are fatal, and there may not be a clear progression from 

suicidal ideation to suicide-related behaviour and death by suicide, there is no doubt that an 

understanding of the experiences associated with suicidality will inform prevention activity.  

Consequently, two research questions guided this study. 

Research Questions 

1. How can suicidal ideation and suicide-related behaviour be conceptualised and 

understood within a First Australian community? 

2. How can this understanding inform a better response to First Australian suicidality? 

Research Overview 

This dissertation is constructed in the following way.  Chapter Two provides an 

overview of the sociological and ecological theoretical underpinnings and conceptual 

understandings of holistic health that inform the framework developed for the study. 
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Chapter Three introduces the First Australian community in the regional city of 

Mackay and gives an overview of the community circumstances in which the data was 

collected.  An overview of the community and significant events at the time of data collection 

provides important contextual information. 

Chapter Four outlines the method adopted as an Indigenous researcher with 

established family, professional and interpersonal relationships in the community, to conduct 

this research.  Chapter Four also provides an overview of the development of the multi-

dimensional framework formulated to conceptualise the sociological, ecological and holistic 

health underpinnings as outlined in Chapter Two. 

Chapter Five presents the two data analysis procedures undertaken for this research.  

First, data was analysed to develop definitions for the social, intellectual, physical, emotional 

and spiritual health concepts in accordance with participants’ experiences and, second, the use 

of the multi-dimensional framework developed in Chapter Four was used to create a model 

that depicts the experiences of participants prior to, during and after their suicide-related 

experiences. 

Chapter Six presents the results of the data analysis including the definitions and 

crucial elements of SIPES domains of health in the context of participants’ experiences of 

suicide ideation and suicide-related behaviours.  Chapter Seven presents the model that 

explains the findings with thorough explanations of each component and its overall workings. 

In conclusion, Chapter Eight discusses how the developed model relates to 

experiential theory and the practice of preventing First Australian suicidality.  This discussion 

details how the developed model provides fresh insight into the suicide-related experiences of 

First Australians and the potential use of the model with individuals and communities and in 

opportunities for further investigations. 
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Chapter 2: Theoretical Framework 

If it is to have substance, ecology must have bounds.  This is no less true of its 

application to human social phenomena than of its use in the study of similar matters 

involving other forms of life (Hawley, 1950, p.  v). 

 

In declaring ecological study of human social phenomena requires bounds, the 

eminent sociologist Hawley is highlighting the need to develop an understanding of and 

appreciation for the contextual reality of the individual’s existence, ‘contextual’ being the 

social and environmental features of the local world within which the individual exists 

(Lewis-Fernández & Aggarwal, 2013).  This dissertation argues for a theoretical framework 

that accommodates all possible cultural influences, environmental influences, various aspects 

of wellbeing and interactions between identifiable factors. 

Ecology and Psychology 

At the heart of providing effective wellbeing services is the need to develop a deep 

understanding of the contextual reality of the individual’s existence, which is evidenced by 

the significant contributions social sciences have made in providing distinct perspectives to 

health service provision.  For example, the expertise of social scientists and cultural experts 

informs the ongoing revision of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM; American Psychiatric Association, 2013).  Such expertise is informing and improving 

the validity of nosology through consideration of cultural and contextual elements, such as 

interpreting interpersonal interactions, racism, availability of treatment modalities and the 

dynamic nature of life circumstances over time (Lewis-Fernández & Aggarwal, 2013).  

Additionally, more accurate diagnoses and informed comprehensive treatments of psychiatric 

disorders requires consideration of those previously neglected aspects of an individual’s 

wellbeing, including culture and spirituality (Dudley, 2004). 
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The ongoing and seemingly vexed process of incorporating culture into the DSM 

could be interpreted as a reflection of the predominance of the medical perspective in care 

provision and a focus on the individual’s pathology (Lewis-Fernández & Aggarwal, 2013).  

When considering the cultural context within which individuals exist and that culture frames 

the individual’s behaviours, thoughts and emotions, the importance of having a thorough 

understanding of the individual within their contextual reality becomes paramount (Lewis-

Fernández & Aggarwal, 2013).   

Ecology encompasses the study of patterns (i.e., spatial and temporal) of distribution, 

the abundance and activity of living entities and cause and effect relationships (Scheiner & 

Willig, 2011).  Essentially, ecology features the study of an organism and the causes and 

consequences that precipitate a phenomenon (Scheiner & Willig, 2011).  In this way ecology 

captures the essence of the enmeshed relationships between an individual, their environment 

and other individuals and entities in their environment.  Consequently, the fundamentals of 

ecology provide a valuable theoretical framework for understanding the interplay of factors 

that contribute to the state of an individual’s health and wellbeing.  As a result, a theoretical 

framework that adopts ecology’s fundamental building blocks will facilitate conceptualising 

and understanding First Australian suicide-related behaviours within a community. 

The study of ecology and human beings 

The study of ecology allows for the development of theories that make behavioural 

predictions about species and individuals, including the behavioural traits or consequences of 

the acts of those individuals (Scheiner & Willig, 2011).  Such theories, or predictions, are 

based on the observation of “fluxes and pools of elements and energy” that are either 

controlled or affected by the organisms studied (Scheiner & Willig, 2011, p.  10).  Essentially, 

ecological theory is occupied with the organisation, regulation and adaptation of the 

interactional relationships between the individual and interdependent systems and sub-
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systems (Siporin, 1980).  Resultantly, consequent theories stem from the existence, traits and 

activity of species or individuals (Scheiner & Willig, 2011). 

To study the existence of any organism without due consideration of its environment 

is tantamount to negligence.  Any study of the behaviour of human beings requires 

investigating human interactions within the milieu.  Such study not only facilitate a broader 

understanding of the relationship between the individual and their environment, but also 

enables a wider scope with which to consider the vast array of influences on the human 

psyche and behaviour – essential for studies in holistic health and wellbeing.  There are a 

myriad of studies researching the relationship of human beings with their environment, most 

of which highlight the benefits of engaging with nature (Kingsley et al., 2013).  For example, 

research indicates engaging with nature offers protective psychological and wellbeing benefits 

for human beings and has important implications for ecological systems (Mayer et al., 2009; 

Nisbet et al., 2011).  Such research argues that engagement with other environments, 

specifically built-up or urban settings, lacks the same significance and outcomes as engaging 

with the natural world or ‘greenspace’.  Resultantly, quality of life and wellbeing is highly 

dependent on human beings’ engagement with nature (Churchill, 2005; de Vries et al., 2003).  

How factors such as quality of life, wellbeing, engagement with the environment and the 

cultural significance of the natural world feature in the First Australian psyche are important 

components of this research.  More specifically, how such factors are associated with First 

Australian suicidal ideation and suicide-related behaviours and community responses to First 

Australian suicidal ideation and suicide-related behaviours underlie this research. 

Ecological theory and societal factors 

Although engagement with the natural world is important, the impact of such factors 

as; health, employment, income, personal and community relationships and marital (or 

intimate partner relationship) status are noteworthy influencing factors on subjective 
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wellbeing (Dolan et al., 2008).  Many of these factors interact with each other and emerge 

from broader economic, social and political systems, highlighting the importance of 

considering complex interaction effects over time and with varying degrees of influence on 

the individual (Dolan et al., 2008).  A framework with the flexibility to accommodate the 

identification and exploration of influential factors, system entities and factor-system 

interactive effects on an individual’s wellbeing is an important component of thorough 

analysis.  Such a framework can be provided through Ecological Systems Theory, as follows: 

The ecology of human development involves the scientific study of the progressive, 

mutual accommodation between an active, growing human being and the changing 

properties of the immediate settings in which the developing person lives, as this 

process is affected by relations between these settings, and by the larger contexts 

within which the settings are embedded (Bronfenbrenner, 2009, p.  21). 

 

Valuable contributions to the understanding of how individuals interact with their 

environment to influence their development, growth and various aspects of wellbeing have 

been provided through Ecological Systems Theory.  Additionally, Ecological Systems Theory 

has been applied to the study of a range of situations, including individuals, families, 

organisations, communities, the corporate sector and welfare service systems 

(Bogenschneider, 1996; Gattis, 2013; Henry et al., 1993; Johnson, 2008; Pittenger et al., 

2016; Trickett, 2009).  Such broad application of Ecological Systems Theory indicates its 

scope and cultural neutrality to perpetually foster deeper understandings of human behaviours 

(Siporin, 1980). 

Bronfenbrenner (1977) argues that understanding human development requires 

examination of the interaction of multi-person systems within the environment, as opposed to 

a single setting in an individual’s immediate environment.  Bronfenbrenner highlighted the 
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importance of contextual variation when studying the individual in the natural environment 

and argued that ecological systems theory enables the study of human development with the 

individual encapsulated by the environmental context, including culture and history (Darling, 

2007).  Bronfenbrenner’s Ecological Systems Theory model conceptualises transactional 

relationships and mutual reciprocity between the individual (specifically, their holistic health) 

and their environment.  The Ecological Systems Theory model provides a paradigm with 

which to understand the interaction processes, functional requirements (i.e., of the individual 

and ecological systems) and the dialectical changes that take place (Siporin, 1980).  The 

application of Ecological Systems Theory to a diverse range of human behaviour-related 

topics demonstrates its relevance and applicability to the complex and elaborate interplay 

between the individual and their environment.  For example, Ecological Systems Theory has 

been applied to a range of topics such as career choices for graduates (Hickey et al., 2012), 

tourism (Woodside & Martin, 2008), early childhood music education (Leu, 2008), youth 

sexual behaviour and sexual re-victimisation (Gattis, 2013; Pittenger et al., 2016) and school 

shootings (Hong et al., 2010). 

Ecological Systems Theory Model 

The study of ecological environments requires an understanding of environmental 

systemic and interdependent workings; the developmental processes that are facilitated 

between people within the context of reciprocal relations between them and ecological 

systems; and the phenomenological nature of the individual’s psyche in relation to the 

individual’s perceptions of their environment, ecological settings and their actions (Rosa & 

Tudge, 2013).  The Ecological Systems Theory model provides a valuable theoretical 

framework with which to anchor an individual’s holistic health and explore how individuals 

interact with their environment.  In the Ecological Systems Theory model (see Figure 2.1), the 

individual’s engagement with their environment is central to their development (Darling, 
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2007).  The phenomenological nature of the Ecological Systems Theory model affords the 

freedom required to accommodate differences within environments, between individuals, and 

within the individual when unique responses are generated within the individual-environment 

interface.  The intricate, complex and tangled nature of the relationship between the 

individual, with consideration of cognitive and biological processes, and their active 

engagement with the environmental context renders an intimate understanding of the 

individual’s development virtually impossible (Darling, 2007). 

Ecological Systems Theory model provides an explanation of how an individual’s 

constant interaction with their environment facilitates persistent and lasting change.  The 

Ecological Systems Theory Model also explains how the individual perceives and engages 

with their environment, consistently influencing their development over their lifespan 

(Bronfenbrenner, 2009).  According to the Ecological System Theory model, the individual 

exists within an ecological environment that is “…conceived topologically as a nested 

arrangement of structure, each contained within the next …” (Bronfenbrenner, 1977, p.  514).  

The Ecological System Theory features ‘systems’ that feature varying degrees of influence on 

the individual as determined by their interrelations with various settings and the 

interconnections between system levels (Bronfenbrenner, 2009).  The Ecological Systems 

Theory Model’s system levels are the Microsystem, Mesosystem, Exosystem, Macrosystem 

and Chronosystem which are explained below (Tudge et al., 2009a). 
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Figure 2.1 Bronfenbrenner’s Ecological Systems Theory Model (Tudge et al., 2009a, p.  201) 

 

The Microsystem, which is the most immediate environment for the individual, 

encompasses direct relations between the individual and others in various settings within their 

immediate environment (e.g., home, workplace, school, health service; Bronfenbrenner, 

1977).  Settings are locales comprised of physical features (or a physical 

structure/establishment) where the individual engages in an action to engage other people 

occupying a particular role (e.g., teacher, daughter, parent, patient, health professional) for a 

period of time (Bronfenbrenner, 1977). 
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Figure 2.2  Settings in the Microsystem interacting with the Individual 

Coloured circles represent different settings in the individual’s environment (e.g., home, workplace, 

school; Tudge et al., 2009, p.  201). 

 

The Mesosystem comprises the interactions between those settings contained in the 

Microsystem (e.g., home and school) that the individual participated in at some point 

(Bronfenbrenner, 1977).  The Mesosystem can be conceptualised as Microsystems engaged in 

intra-system interactions (see Figure 2.2 above).  The individual does not have direct 

engagement with the Mesosystem, rather the Mesosystem comprises the interaction of those 

settings in the Microsystem influencing the individual’s development indirectly (Tudge et al., 

2009a, p.  201). 
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Figure 2.3 Settings interacting within the Mesosystem (Tudge et al., 2009a, p.  201) 

 

The Exosystem can be considered an extension of the Mesosystem in that it 

encompasses the settings in the Mesosystem and envelopes other social structures such as 

infrastructure, the neighbourhood, the mass media, social media and levels of government 

(Bronfenbrenner, 1977).  The Exosystem influences happenings within the Mesosystem and, 

as a result, indirectly influences the individual’s development (Bronfenbrenner, 1977). 

The Macrosystem is more conceptual that the other systems it embraces, as it 

comprises broader influences such as cultural patterns and values (Tudge et al., 2009a).  Each 

culture (or subculture) subscribes to general prototypes that outline fundamental structural 

patterns, activities and behaviours (Bronfenbrenner, 1977).  For example, the structure and 

functioning of many classrooms subscribe to a prototype in that they are predominantly 

indoors, have chairs and desks for students and a chair and desk for the teacher.  Other 

educational settings, such as tertiary institutions, continue some of the themes that delineate 

the teacher-learner dynamic (e.g., indoors with lecture style seating) that stem from the same 
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blueprint.  Consider these blueprints to be Macrosystems that indirectly influence the 

individual.  Most Macrosystems are informal and implied (i.e., ideology manifested through 

customs, practices and social conventions) rather than formal (e.g., laws and regulations).  

Conceptually, Macrosystems are a culture’s overarching institutional patterns (e.g., the 

political, legal, educational and economic systems) that endow meaning and influences 

through the concrete manifestations that are inherent in the Exosystem, Mesosystem and 

Microsystem.  The Macrosystem influences through ideological and information agents that 

influence the other three systems it embraces (e.g., the media, social networks, societal roles 

and education) and any number of settings within systems and system interrelations (e.g., 

multifaceted influences between family, school, health services and government policies; 

Bronfenbrenner, 1977). 

The Chronosystem sought to allow for examining the effect of environmental changes 

on the development of the individual over time, primarily through life transitions 

(Bronfenbrenner, 1986).  The Chronosystem contains historical events and personal or 

environmental situations that impact upon the developmental processes of individuals (e.g., 

global crises such as a pandemic; Tudge et al., 2009a).  Additionally, the Chronosystem 

encompasses any variations and reciprocally influential properties of discreet or cumulative 

effects (i.e., short or long-term) and events (i.e., historical, personal, contained or a sequence 

of events) on the individual’s development and throughout their life course.  The importance 

of considering the Chronosystem is demonstrated in the positioning of longitudinal studies as 

most useful in examining multiple, long-term and cumulative effects of events and 

developmental transitions on an individual’s wellbeing (Bronfenbrenner, 1986). 

The Ecological Systems Theory is broad in scope, adaptable to any individual’s life 

and accommodates significant events in time.  Considering ecological system levels in terms 

of human development highlights the importance of studying an individual within several 
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contexts (or ecological systems) to better understand how the individual’s development is 

progressing and influenced by their environment.  Using this theory as part of a broader 

framework allows for the development of an increasingly holistic understanding of factors 

influencing suicidality and community responses.  The Ecological Systems Theory also 

features the concept of proximal processes that explains interactions between the individual 

and their environment and how these interactions influence development over time. 

2.1.1 Proximal processes 

The Ecological Systems Theory of human development highlights the importance of 

studying an individual in many contexts (i.e., ecological systems).  Such study facilitates 

improved understanding of the individual’s progressive development over their lifespan and 

how their environment influences their development.  Arguably, of most importance to this 

model is the central notion of ‘proximal processes’ (Rosa & Tudge, 2013).   

Bronfenbrenner’s Ecological Systems Theory highlights ‘proximal processes’ as 

central to human development in that human development takes place through the 

individual’s regular and long-term interactions with the Microsystem (Bronfenbrenner & 

Morris, 1998).  Ecological Systems Theory emphasises the dynamic process by which 

proximal and reciprocal interactions between the developing individual and others (i.e., 

people, objects, environments) become progressively complex, explicating how proximal 

processes are responsible for an individual’s development.  Ecological Systems Theory 

identifies the primary and mutually-influential factors that determine the function of proximal 

processes as: the individual’s characteristics (e.g., gender, age and health), the context in 

which the individual is engaged and the time period in which these interactions are happening 

(Bronfenbrenner & Morris, 1998). 

Through proximal processes, the Ecological Systems Theory qualifies consideration of 

variation between individuals in their development.  Variation in development between 
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individuals happens in accordance with the individual’s characteristics based on the extent, 

degree, nature and effect of proximal processes between ecosystem levels.  More specifically, 

the Ecological Systems Theory provides a framework for explaining how developmental 

outcomes for the individual are influenced by the historical era in which the individual is 

living and social changes occurring throughout the individual’s lifespan (Bronfenbrenner & 

Morris, 1998).  For example, the experience of major conflicts (e.g., World War 2) or 

pandemics (e.g., COVID19) significantly influences all ecosystem levels in ways that result in 

dramatic change to the lives of individuals and their lifespan development (e.g., changes to 

education provision, economic instability and social unrest).  Proximal processes explain the 

development of differences between individuals and an individual’s development over the 

lifespan, potentially offering insight into the social determinants of suicidal ideation and 

suicide-related thoughts or behaviours. 

2.1.2 Ecological model as it applies over the Lifespan 

Given changes in an individual’s Microsystem alters their relations with others over 

the course of their development, there are several aspects of Individual-Microsystem 

interactions that need to be considered.  Individual-Microsystem interactions are influenced 

by interaction effects such as: reciprocity and second-order effects, which result from a third 

person’s effective participation in the individual’s life; and higher order effects, which result 

from situations where more than three people are involved in effecting change (Rosa & 

Tudge, 2013).  For every Microsystem change that shapes the development of an individual 

throughout their life, the principles of interaction effects, reciprocity and second and higher 

order effects concede the multitudinous changes within and across relationships, settings and 

systems.  In this way the workings of the Microsystem provide a framework to understand 

and manage developmental changes (Kail & Cavanaugh, 2016).  For example, as an 

individual and their roles and settings within their Microsystem change over their life span as 
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a result of maturation or changes in life events and the participation of other changes 

accordingly.  Microsystem influences on the individual are therefore framed as changes 

within ecological systems as opposed to changes within the individual. 

Lifespan perspective is an important element of the ecological study of human 

development.  The myriad of possible ecological transitions (i.e., changes in contexts over 

time) over the lifespan for an individual will impact on the individual and any number of 

people in their life (e.g., friends, colleagues, acquaintances, clients; Shelton, 2018).  

Additionally, the effects sensed on and within settings (e.g., family, work, community) are 

important elements of ecological research in health and wellbeing over the lifespan.  That life 

transition effects are considered beyond the immediate setting and are examined within larger 

systems is of particular importance to ecological study (Shelton, 2018). 

An important aspect of the Ecological System Theory is having the individual 

themselves identify the entities that exist within each system.  Each system level features 

unique entities, individuals and cohorts in accordance with the different social context of each 

individual and community.  As a result, features of systems will differ according to the 

individual’s personal perception, relationship dynamics, engagement with services and an 

indeterminable number of other system factors (including geographic location, accessibility of 

services and a community’s demographic profile).  This two-way standpoint between the 

individual’s interactions with their context and the influence of context on the individual is 

captured by Bronfenbrenner’s Person-Process-Context Model (Marsico, 2011).   

The interconnections amongst environmental contexts, socio-cultural experiences and broader 

dimensions (e.g., time) begin to illustrate the complexity of the individual, their development 

and the influence of their ecological environment.  The central force in shaping and evoking 

responses from their environment is the continually developing individual (Darling, 2007).  

These complex and variable interactions are multidimensional and bi-directionally influential 
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relationships (Reeb et al., 2017).  For example, unique ecological system factors for First 

Australians include colonisation, legislation, racism, group powerlessness and culturally 

nuanced meaning of behaviours (e.g., conflicting demands between different cultures and 

traditional risk and protective factors - Homel et al., 1999).  Human beings have the 

remarkably complex capacity to adapt to and restructure their environment.  Developing our 

understanding of this capacity will be enhanced through multidimensional research  that 

accommodates the complex notions of holism and health, within a boundless environmental 

framework (Ashcroft et al., 2017). 

An important consideration for holistic health within the ecological theory is 

developmental changes of the individual over their lifespan.  Dimensions of health such as 

physical growth, social development and intellectual stimulation are ecological transitions 

that occur because of, or are a motive for, developmental change.  Such examples of mutually 

accommodated changes (i.e., between the individual and ecological systems) factor in the 

individual’s holistic health, developmental stages of the individual, changes in ecological 

systems and interactions between all three (Rosa & Tudge, 2013).  Such developmental 

changes are shifts experienced by the individual with regard to changes in their roles and 

settings throughout their lifespan (e.g., relationship status, childbearing, career development 

and health status; Bronfenbrenner, 1986; Rosa & Tudge, 2013).  Ecological transitions, be 

they normative (e.g., starting school, beginning tertiary study, joining the workforce, retiring) 

or non-normative (e.g., the death of a loved one, marriage or divorce, relocating), instigate 

direct developmental change for the individual at any time throughout the lifespan and 

indirect developmental change to others, settings and systems through proximal processes 

(Bronfenbrenner, 1986).  Non-normative transitions such as death by suicide are frequent in 

First Australian communities.  How these transitions are placed within ecological theory will 

be the subject of the next section. 
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2.1.3 Ecological Theory and Suicide 

That Ecological Theory can contribute to research and public policy through the 

analysis of suicide-related behaviours at multiple eco-systemic levels was identified decades 

ago (Henry et al., 1993).  Despite receiving little attention in relation to suicide-related 

behaviours, ecological theory provides a comprehensive and integrated framework with 

which to identify and study the interplay of risk factors within the individual (e.g., biological 

and psychological), as well as their interactions within their environment (Henry et al., 1993).  

First, I will outline how an individual’s health relates to ecological theory and then I will give 

specific examples of how it might relate to death by suicide. 

Examples of how an individual’s health relates to multiple eco-systemic levels 

include: 

• dietary habits, sleep, sense of hopelessness, depression (individual level); 

• availability of resources in the household and relationships that facilitate healthy 

eating, functional relationships, the teaching of life skills and coping strategies 

(Microsystem level); access to nutritional foods in the community, relationships with 

health, wellbeing and other community service providers (Mesosystem level);  

• access to education (e.g., healthy habits), residential stability and media engagement 

(Exosystem);  

• political, medical and economic agendas which lays the basis for a healthy society 

(Macrosystem level); and 

• intergenerational poverty (Chronosystem level), the experience of wealth or trauma. 

Literature discussing death by suicide identifies any number of risk factors and social 

determinants at each of the eco-system levels.  Given deaths by suicide are highlighted as a 

significant issue, it is appropriate to investigate the more ‘malleable’ Microsystem factors – 

more specifically, the individual’s holistic health.  For example, a significant individual level 
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demographic factor in relation to suicide and suicide-related behaviours is gender differences 

(i.e., statistics indicate more males die by suicide whereas more females attempt to die by 

suicide; Armstrong et al., 2017).  Factors within gender differences identified as significant 

psychological features (i.e., as risk and protective factors) drawn from a variety of sources 

analysed for this research are listed below. 

 

Table 2.1 Risk and Protective Factors Gender Differences  

age impulsivity substance use 

pregnancy and having a child 

under two years old 

aggressivity self-destructive tendencies 

education frustration intolerance impulsivity 

economic security loneliness sickness 

empowerment of women social isolation unemployment 

income and wealth depression life hassles 

previous suicide attempts or 

threats and lethality 

anxiety disorders and co-morbid 

depression-anxiety 

advancing age 

being single eating disorders childhood adversity and abuse 

(Drawn from: Caldwell et al., 2004; Kaslow et al., 2005; Murphy, 1998; Qin et al., 2000; Seeman, 

1986; Skogman et al., 2004; Vijayakumar, 2015). 

Individual level factors associated with attempts to die by suicide include; depression, 

psychological distress, aggression, substance use, maladaptive coping strategies, less 

religiosity or spirituality, lower levels of ethnic identity, being female, less than 25 years of 

age and low education level (Kaslow et al., 2005; Kessler et al., 1999).  There are many eco-

systemic level factors that are associated with deaths by suicide as the following summary 

highlights:  

• Microsystem level factors include problems in relationship with spouse or partner, a 

personal history of self-harm, problems related to various legal circumstances, 

disruption of family by separation or divorce, disappearance or death of family 
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member or member of their primary support group5, problems related to economic 

circumstances and limited engagement with activities due to disability or a chronic 

health condition (Australian Bureau of Statistics, 2019a).  Chronic health conditions 

amongst Indigenous Australians are the lead cause of illness, disability and death and 

accounts for 64% of the Indigenous Australian burden of disease (Australian Institute 

of Health and Welfare, 2016). 

• Some Mesosystem level factors include; the nature of the relational interactions 

between Microsystems (e.g., between families, health systems and schools), 

community access to intervention support and education for those at risk (e.g., school 

friends, peer groups and sports clubs) and educational and employment opportunities 

for family members (Henry et al., 1993).   

• Exo-system level factors include economic pressures from economic conditions (e.g., 

parental employer), residential mobility (e.g., availability of kin carers with the 

capacity) and the media (i.e., access and influence; Henry et al., 1993).   

• Some Macrosystem level factors include: economic pressures from economic 

conditions (e.g., recession); the calibre of accessible medical services; seasonal 

variations (e.g., industry); and geographical, population and cultural factors during a 

time period (e.g., degree of racism and cultural attitudes toward suicide; Ayyash-

Abdo, 2002; Henry et al., 1993).   

• Chronosystem level factors are those that feature change (or consistency) in the 

environment over time and the effect of change on the development of individual.  

Such factors relating to suicide and suicide-related behaviours include; significant 

 

5 Top five psychosocial factors associated with Indigenous deaths by suicide in 2017 (Australian Bureau of 

Statistics, 2019a). 
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events and life transitions and the contextual influence on an individual (e.g., divorce, 

change in social conditions), discreet or cumulative effects (e.g., short or long-term 

effect of the global financial crisis), a sequence of events throughout the life course 

and personal or environmental situations (e.g., racism, wellbeing, access to 

educational opportunities and consequent career opportunities; Lee et al., 2010). 

Consideration of multilevel systems, contexts and interactions between all suicide-related 

behavioural factors in Bronfenbrenner’s Ecological Systems Theory Model provides 

theoretical underpinnings for analysis that encapsulates individual and community wellbeing 

over time (Trickett, 2009).  The Ecological Systems Theory Model’s broad scope value adds 

to conceptualising suicide-related behaviours of the individual and community responses with 

its ability to chart a seemingly indefinite number of contributory factors in First Australian 

communities.  How the broad scope of the model allies with the concept of holism is 

presented in the next section. 

Holism and Ecology 

Ecology exemplifies holism in that it is the study of all organisms (i.e., interactions) 

and how they relate to the broad environment (Taylor, 1936).  Ecology comprehensively 

incorporates the study of ‘the whole’ in terms of the organism, its functioning and its 

environment (Bews, 1935).  The early writings of Hawley provide insight into the notion of 

holism and its inextricable connection with ecology.  Ecology, which encapsulates the 

exhaustive study of nature and how everything relates, requires and provides a holistic 

perspective (Hawley, 1950).  In this sense ‘holism’ sees an organism (i.e.  human being) as a 

single system that constantly interacts with its environment, meaning the organism needs to 

be understood as part of the entire context (Hawley, 1950).  Holism and ecology honour the 

importance of broader environmental influences and contexts to the individual’s existence, 

which are particularly important considerations to the concept of holistic health. 
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The difficulty in defining holistic health lies in the unenviable task of identifying and 

accommodating factors that influence one’s health.  In presuming to broaden the allopathic 

concerns of the traditional medical health sphere of symptomatology and disease to health 

influencing factors throughout the ecological model (i.e., factors within the Microsystem, 

Mesosystem, Exosystem, Macrosystem and Chronosystem), holistic health encompasses such 

factors as nutrition, culture, interpersonal relations, spiritual beliefs and other environmental 

influences of particular significance to First Australians (Lowenberg & Davis, 1994). 

That the search continues for a definition of health that is universally agreed upon 

highlights the complexity of human existence and the diversity of such culturally entrenched 

concepts as ‘health’.  Additionally, this unmet challenge of defining health is arguably 

tantamount to defining a health-related concept that is far more encompassing (Boddington & 

Raisanen, 2009).  Although the risks in providing a definition and model of health involve 

simplifying and idealising a complex concept, it is a basic requirement that the concept of 

health be defined in order to be studied.  Consequently, with the understanding that health is a 

complex miscellany of systems – and in order to ingrain the concept of health in a First 

Australian context – a representation constructed of aspects of health identified by a cultural 

perspective provides a framework for analysis that honours the First Australian individual’s 

experience (Barlow, 2006; Chatfield, 1995). 

Identifying, understanding and working with holistic health factors is what is needed 

for a holistic approach to health and life.  Pursuit of a holistic viewpoint incorporates the 

philosophical element of faith in that it requires faith that cause-and-effect relationships are 

fundamental to the workings of nature as an integrated system (Hawley, 1950).  

Consequently, the holistic viewpoint is of immense importance, but it can facilitate hasty 

generalisations and immature syntheses if not studied in infinitesimal parts given the 

magnitude of what a ‘whole’ system can encompass.  For a holistic viewpoint it is important 
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to study the smaller details in order to get an understanding of the broader issues (Hawley, 

1950). 

The international health fraternity shares an understanding that an individual’s 

ailment needs to be considered within a holistic context.  The holistic context is evident in 

the World Health Organisation’s definition of health as “…a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity” (World 

Health Organisation, 2020).  A holistic context, by its very nature, is multidimensional and, 

resultantly, there can be a variation in the number and nature of the dimensions included.  

Furthermore, the holistic context is an organic notion, implying that the various dimensions 

interact as a systematic whole. 

The paradox of a holistic approach to health is that it requires the partitioning of the 

‘whole’ to formulate a remedy for ill health (Morse, 2003).  This partitioning is based on the 

assertion that an understanding of the environment allows for the identification and 

consideration of all that is influencing the health phenomenon under investigation.  When 

partitioning the whole, each perspective compromises the holism of the entity being studied 

and any ‘interconnecting influences’ that contribute to the whole.  For example, managing a 

chronic disease may require a treatment plan that encompasses a medical, social, familial, 

educational, physical and emotional intervention.  However, ‘interconnecting influences’ such 

as communication (i.e., client-clinician and between clinicians), the ability to influence those 

elements strengthening or hindering participation in care (e.g., client’s self-esteem, familial 

love or relationship obligation) and contained allocations of professional disciplinary 

perspectives influence the perceptions of those participating in a treatment plan (Morse, 

2003).   

In adopting a holistic health approach, the individual is essentially in the driver’s seat 

in that the locus of control and causality sits with the individual because they are living their 
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life and are in the best position (i.e., with appropriate support and education) to understand 

what aspects of health and life are influencing and shaping their state of holistic health 

(Lowenberg & Davis, 1994).  In this way, it is argued, the individual is the initiator, 

instigator, recipient and participant of their experience of holistic health. 

With the individual assuming a position of control with regard to their health, holistic 

health adopts several necessary tenets including; the individual in the causal realm (i.e., with 

the implication that the individual possesses the wherewithal for a functional level of 

engagement), a connectedness between the individual and the environment (e.g., toxic 

environments having a critical role in creating illness) and an emphasis on the influential role 

of indirect factors or impersonal agents in the individual’s health (as per the ecological model; 

Lowenberg & Davis, 1994).  Holistic health sees the individual in a position of increased 

control and responsibility compared to the traditional medical model of health care 

(Lowenberg & Davis, 1994).  Given the history of colonisation and subsequent lack of control 

First Australians have had on our own lives, this dissertation argues that the holistic health 

model has the potential to reinstate some authority and control of decisions about health and 

health outcomes.   

There are several negative consequences for those individuals assuming control over 

their health.  Assuming control initiates a shift in responsibility to the individual that could be 

used as an excuse to reduce health services, especially to the impoverished (i.e., those without 

the skill set to engage with holistic health; Shapiro & Shapiro, 1979).  The requirement for an 

individual taking charge of their health and treatment could limit access to any number of 

resources for people with a disability or an impaired ability to engage with health systems 

(Kopelman & Moskop, 1981).  Other considerations include the ramifications experienced by 

those for whom the dominant culture or language is not their own (which relates to their 

knowledge of the environment and skill base to manage), stigmatisation of the ill and victim 
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blaming (Crawford, 1977).  Such issues have featured in the experiences of First Australians 

and it is important to investigate how to eliminate the possibility of like issues contributing to 

First Australian suicide-related behaviour and suicidal ideation.  Where the objective of health 

service providers is to enable good health, facilitating good health with First Australian clients 

requires First Australian informed health service delivery stemming from First Australian 

understandings of life.  The underpinnings of First Australian perspectives of health are 

shared amongst Indigenous peoples’ practices of holism, the next section’s topic.   

2.1.4 Indigenous Peoples’ Holism 

The philosophy of holism as practiced by Indigenous peoples’ around the world can 

richly inform the contemporary sciences because Indigenous expertise transcends disciplines 

and is derived from centuries of refined knowledge about the complexities of health within 

ecosystems (Kingsley et al., 2013).  For example, the transdisciplinary field of Eco-Health 

which involves studying the interconnectedness of human health, ecosystems, the 

environment, social, cultural and economic factors, exemplifies Indigenous practices in that 

Eco-Health requires a scientific approach that applies ecological and health understanding in 

order to investigate the integration and interconnectivity of those factors that influence health 

(Kingsley et al., 2013).  As Indigenous practices have always done, Eco-Health requires 

accessing and integrating knowledge from a myriad of disciplines in order to strive for a truly 

holistic understanding of health (Kingsley et al., 2013).  Applying quintessentially Indigenous 

practices when considering holistic health from the perspective of the individual (i.e., rather 

than a medical or health discipline approach), enables consideration of the myriad of factors 

influencing the individual’s life (Dudley, 2004).  Also, applying Indigenous practices when 

focusing on the individual’s life and wellbeing serves the need to prevent homogenising 

Indigenous cultures and the experiences of Indigenous communities and individuals (Dudley, 

2004). 
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Although mental health disciplines, including psychiatry and psychology “…are 

generally untrained in the social sciences …” (Dudley, 2004, p.  27), there are extensive 

social science studies into the many factors identified as risks for mental illness.  Dudley 

(2004) further asserts that research into deaths by suicide and prevention permeates the social 

sciences, therefore, it can be concluded that the limitations and restraints applied to clinical 

practice and treatment is a significant issue in the treatment of wellbeing issues.  My analysis 

of the literature review undertaken for this dissertation confirms that the notion of addressing 

health holistically continues to be accepted without hesitation and, for First Australians, it is 

an underlying tenet.  Many health organisations, including the National Aboriginal 

Community Controlled Health Organisation, have policy documents highlighting the 

importance of physical health being considered as only one part of wide-ranging health 

treatments.  For example, Aboriginal Community Controlled Health Organisations prescribe a 

holistic health approach for client care (Gomersall et al., 2017). 

When considering the First Australian notion of holism of health, it is important to 

consider the worldview from which the medical model traditionally delivers services.  For 

example, large scale effective health outcomes for First Australians through mainstream 

services would be an unreasonable expectation given the prevalence of western medical 

approaches devised and developed through a western world view.  This assertion is based on 

the significant amount of research that supports the understanding that for the majority of 

First Australians the western medical model is an uncomfortable ‘fit’ due to the discrepancy 

between the First Australian worldview of holistic health and western medical model of 

health service provision.  This discrepancy underlies the need for the provision of First 

Australian health services through culturally formulated means that are often seen as 

‘unconventional’ by the mainstream.  For example, the addition of Ngangkari (First 

Australian traditional healers) and bush medicine in treatment plans is the first preference for 
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medical treatment for First Australian patients in some communities, including the remote 

First Australian community of Utopia located approximately 200 kilometres northeast of 

Alice Springs in the Northern Territory (Anderson & Kowal, 2012).  This preference 

highlights a desire for health approaches to feature diverse and culturally-based service 

provision options (Anderson & Kowal, 2012; Goodwin-Smith et al., 2013). 

The ‘age-old’ notion that aspects of everyday life influence health is an important 

consideration reflected in everyday conversations about aspects of health (e.g., ‘Let food be 

thy medicine and medicine be thy food’ – Hippocrates; Wegener, 2014, p.  1).  In some First 

Australian health services this notion has seen the elevation of Indigenous health workers to 

positions of increasingly significant importance in illness prevention and health promotion 

realms, resulting in lifestyles choices and aspects of everyday life coming under the 

microscope of medical supervision (Arney & Bergen, 1984; Crawford, 1980; Gillick, 1984; 

Lowenberg & Davis, 1994).   

For decades, First Australians have advocated for holistic health care that features 

responsibility of the individual and honours the role of any number of life factors in health.  

This view contrasts with the medical model that features the moral overtones of forsaking 

what are enjoyable bad habits (e.g., overeating and smoking) and engaging in other activities 

that require extra effort (e.g., regular exercise and improved nutrition; Knowles, 1977).  The 

First Australian need for incorporating multiple factors into holistic health service provision 

through culturally entrenched health practices is evidenced in many successful First 

Australian health programs, such as the ‘Deadly Choices’ health promotion initiative led by 

First Australians (McPhail-Bell et al., 2017).  The moral aspect of First Australian holistic 

health service provision is seemingly ingrained in ‘cultural fortitude’, that is, advocating for 

and engaging in the cultural practices of First Australian communities in the face of a legacy 

of adversity as a result of colonisation (Knowles, 1977; Phillips, 2004). 
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The tenets of First Australian holistic health and ecological theory frameworks are 

evident in the resilience of First Australians (McLennan, 2015), the significance of 

interpersonal relationships and First Australian relationships with Country (Krementz et al., 

2018).  The complexity of First Australian health concepts and issues demands a holistic 

approach that is functional, incorporates collaborative practices and adopts a participatory 

approach (B.  Bennett & Green, 2019). 

The ecological perspective accommodates the complexities of First Australian health 

and honours the participatory roles of the individual and other units and concepts (including 

family, social systems, community, culture, government and business) in the experience of 

wellbeing in culturally meaningful ways (B.  Bennett & Green, 2019).  The Ecological 

Systems Theory framework maps the interplay of the individual and other units in influencing 

wellbeing through culturally meaningful health promotion and health sustaining resources 

(e.g., health services, employment, meaningful education provision, connection to Country, 

cultural identity and freedom from racism), highlighting the importance of the roles of 

multiple entities in what is understood to be holistic health practice for the individual and 

society (B.  Bennett & Green, 2019). 

The application of First Australian conceptualisations of holistic health is fundamental 

to understanding First Australian communities and the suicide-related behaviours of First 

Australian individuals.  First Australian holistic health concepts stem from a First Australian 

worldview and life knowledge that is accumulated from a range of life experiences.  

Worldviews, life knowledge and experiences are also influenced by any number of 

dimensions that forge cultural orientation.  The three dimensions of time, space and distance 

are considered next. 
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2.1.5 Time, Space and Distance as Dimensions 

Human beings subscribe to a system of categories that allow us to share a common 

depth of understanding of the world in which we live (Janca & Bullen, 2003).  Most 

individuals in western culture orientate and describe themselves in space (i.e., geographical) 

and time (Boroditsky, 2017).  For example, moving meetings forward, going on a short 

holiday or pushing deadlines back (Majid et al., 2013).  Space and time inextricably co-exist 

and distance is what separates and defines these points (Lattas, 1996).  To understand their 

experiences, people rely on understandings of space, time and the distances that define their 

spatial and temporal location relative to other people, places or objects (Gross, 1982).  For 

example, the COVID-19 pandemic subjected individuals to ‘social distancing’, the practice of 

keeping 1.5 metres away from people in the same space at the same time (Van Bavel et al., 

2020).  Given the significance of these dimensions in the lives of individuals, further 

exploration of these dimensions in relation to First Australian experiences follows. 

2.1.5.1 Time 

There many meanings, and as many definitions, for the concept of ‘time’ (Janca & 

Bullen, 2003).  How time is perceived is culturally influenced, as in the western world where 

the predominant Judeo-Christian culture perceives time in linear form (i.e., past-present-

future).  Alternatively, some cultural orientations perceive time in a circular form, where the 

individual is in the centre surrounded by ‘time circles’ and various life events are placed 

along or across according to their relative importance to the individual.  In a circular form 

important events are perceived as happening closer in time whereas unimportant events are 

relegated to the periphery, despite the possibility that these latter events may have happened 

more recently (i.e., in the linear form; Janca & Bullen, 2003). 

There is evidence that many First Australians live their daily life in the here and now 

(Janca & Bullen, 2003).  There is also evidence that the linear form of time (i.e., past-present-
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future) is easily understood and accommodated in accordance with what the First Australian 

individual deems to be an important event (e.g., transport arrangements, funeral ceremonies, 

community meetings etc.).  Time is an important dimension in the lives of many First 

Australians given the role of history in determining disadvantage and the collective memory 

of defining events.  For example, Australia’s Prime Minister’s motion in the House of 

Representatives on 13 February 2008 apologising on behalf of Australia’s government for “… 

laws and policies of successive Parliaments and governments that have inflicted profound 

grief, suffering and loss…” (Rudd, 2008, p.  1) on First Australians was a nationally 

momentous event, it acknowledged the discrimination and disadvantage actively engaged 

toward First Australians over time and how past government actions are seared in the 

collective memory of First Australians and the Australian nation.  Incorporating time as a 

dimension of the First Australian experience becomes an important component of 

understanding First Australian behaviours. 

Time conceptualised for use as part of a First Australian holistic wellbeing framework 

incorporates: 

• Duration, such as time taken to walk the ground, tell a story, dance, experience rituals; 

• being in the present; 

• keeping memories alive, including ancestral memories; 

• different spaces in time, including being in the present alongside the spirit world; 

• different notions of history such as subversive, complex and entangled with the 

present; and 

• the omnipresence of spirits of those who have passed, including ongoing ancestral 

action in the current and everyday stories and creation dreamings (Edwards, 2006; 

Kerwin, 2011; McGrath, 2015; Poroch et al., 2011; Reece, 1986). 
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In these ways time incorporates a sense of a long and enduring epoch, an elongated now and 

then.  Such flexibility exemplifies how individuals can adopt conceptualisations of time in 

accordance with what is considered significant or what they prioritise, and how daily life and 

milestones can be organised into broader life situations and circumstances (Janca & Bullen, 

2003). 

Many First Australians consider the concept of time to be multi-layered and mutable 

in that the ‘now’ is not dated but rather the present is connected to the past (McGrath, 2015).  

When the present is connected to the past, the places, people and landscapes are intertwined in 

a living archival repository that is accessible to individuals depending on such factors as their 

demographic profile, their relationship to place and their status in the community.  Such 

experiences of time present a juxtaposition – moments in time as evidenced in history – 

events and time immemorial inherent in understanding that First Australians have always 

belonged to the land of Australia (McGrath, 2015).   

The significance of time and the many ways it can be conceptualised means that time 

impacts individuals differently.  For example, that our connection to Country has lasted many 

thousands of years is of great emotional significance to First Australian wellbeing.  Be it a 

long-time connection to Country, the duration of time between suicide clusters in First 

Australian communities or a First Australian experiencing integrated services through an 

Aboriginal Medical Services throughout their life-long health journey, the experience of being 

a First Australian is full of examples that highlight the dimension of time as an important 

consideration to broaden our understanding First Australian lives (Cox, 2010; Jowsey et al., 

2012; Nunn & Reid, 2016).  The dimension of space, the topic of the next section, is also 

prevalent in our relationships of connection to Country and community engagement. 
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2.1.5.2 Space 

This dissertation argues that the concept of space, in accordance with ecological 

systems theory, relates to the area within which an individual and everything that influences 

that individual’s life, exists (Stadter & Scharff, 2005b).  An individual’s existence in space 

allows for the spatialisation and objectification of their identity and their reality in relation to 

what they interact with, and consequently what influences them (Lattas, 1996).  For example, 

space experienced externally (e.g., physical or geographical space) and internally (i.e., 

intellectual and emotional space) illustrates how each individual develops their self-identity, 

enables their personal development and how they engage with space and spaces in a myriad 

of ways (Stadter & Scharff, 2005b). 

The AIATSIS map of Indigenous Australia (Figure 2.4) provides a representation of 

First Australians that traditionally occupied areas throughout Australia (i.e., language groups 

or nations; Horton, 2000).  This map depicts great diversity of nations and landscapes, 

indicating the and the diversity of lifestyles and life skills required of people living on – and 

being dependent on – Country.  Consequently, the importance of geographical space in 

traditional Aboriginal life impacts on belonging, kinship, identity, physical dependence, 

emotional development, language and cognitive development (Boroditsky, 2017; Koch, 

2018). 
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Figure 2.4 AIATSIS map of Indigenous Australia 

 

The increased importance of First Australians being able to identify their Country 

(including that of their parents and ancestors) and kin (including their kin’s traditional lands), 

use traditional language (e.g., for place names) and have the knowledge base to be able to 

locate others within that knowledge framework (i.e., identity others’ country and kin and 

understand the importance of such connections), reflects the significance of geography within 

the First Australian mindset.  For example, reflective of the notion of one being connected to 

their environment and the pertinent role of external and internal space to one’s wellbeing is an 

understanding of the degree of connectedness human beings have with the earth.  The 
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understanding that those historical sites left untended will die reflects the animistic beliefs 

that many First Australians still have.  Additionally, songlines and trading routes are 

connective routes that geographically connect tracts of land, people and places in ways that 

solicit ‘ways of being’ through memory, tradition, relationships (i.e., with people groups and 

land) in an intricate and meaningful web of existence (Martin & Mirraboopa, 2003). 

Although studying the connectedness between human beings and land and its 

significance in terms of a First Australian’s relationship with Country is beyond the scope of 

this dissertation, there is much more to learn about human beings and their relationship with 

the earth.  The positive influence on wellbeing elicited from the physical connection between 

human beings and the electrons on the surface of the earth has been supported by scientific 

studies (Chevalier et al., 2012).  This indicates much potential for developing a deeper 

understanding of the significance of earth, Country and space in First Australian health and 

the effect of broken relationships with Country for individuals and their descendants due to 

historical Australian government legislative policy and practices, including Queensland’s 

Aboriginals Protection and Restriction of the Sale of Opium Act 1897 (Aboriginals Protection 

and Restriction of the Sale of Opium Act, 1897). 

Given the significance of the relationship to Country that permeates First Australian 

identity, exploring this relationship within First Australian ontology and the individual’s 

existence in geographical and ontological ‘space’ plays an important part in a First 

Australian’s decision to engage in suicide-related behaviour or die by suicide.  An equally 

important dimension in the relationship with Country and the experience of wellbeing is that 

of distance, the dimension featured in the next section. 

2.1.5.3 Distance 

The dimensions of space and time inherently embody the dimension of ‘distance’ 

(Lattas, 1996).  Alongside the dimensions of time and space, the study of distance in 
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relationships that individuals have with existential entities and influences allows for a depth 

of analysis that can further an understanding of holistic health and suicide-related behaviours 

amongst First Australian populations (Gross, 1981). 

Fundamental to the exploration of the relationship between an individual and other 

entities that influence their life and wellbeing (i.e., as per Ecological Theory) is the impact of 

an entity on its environment and, consequently, the individual.  For example, a factor 

identified as important in antisocial behaviour is the degree to which an individual is 

psychologically distant from parents, family and society (Hardy et al., 2010).  In his landmark 

writings on suicide, Durkheim (1951) argued for the importance of an individual’s attachment 

to the family unit, connection with immediate family members (especially parents), family 

history and continuity as a strong defence against suicide. 

 In providing a sense of belonging, meaning and purpose by way of long-term 

relationships in close proximity, Durkheim (1951) identifies the continuous entwinement that 

comes with family being considered as a collective (i.e., parents and children living together 

well into their children’s adulthood) and playing an important role in providing meaning in 

life.  Conversely, Durkheim (1951) stated that the result of the divisibility of a family’s 

constitution (i.e., the isolation of singledom) increases one’s tendency to suicide.  How 

psychological distance develops, the influence of socialisation factors and the underlying 

mechanisms engaged are identified as areas needing further investigation (Hardy et al., 2010). 

It can be said an individual has ‘distance’ from an entity in relation to the degree that 

that individual’s life or wellbeing is influenced by that entity.  As discussed in the dimension 

of time (i.e., the perceived importance of an event determining its position in time), distance 

could be measured in the degree of influence an entity has on an individual and their life (i.e., 

high impact and low impact could be seen as close and far away respectively) (Janca & 

Bullen, 2003).  For example, in 2015 the fallout from the impact of tropical cyclone Debbie 
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for the Queensland town of Airlie Beach (i.e., where cyclone Debbie made landfall as a 

category four system) can be labelled high impact and close in ‘distance’ for those living in 

that area.  Airlie Beach residents experienced significant fall-out from the effect (e.g., damage 

to property, crops and livestock) compared to those living increasingly farther away where 

there was progressively less impact (Bureau of Meteorology, 2018). 

Individuals can define ‘distance’ in their own context.  The physical presence of other 

people in time and space does not necessarily imply closeness or influence.  Alternatively, the 

presence of concepts or ideas well beyond the current time and space may have significant 

impact and, therefore, be considered close in distance.  Some thoughts or experiences may 

also dominate, and therefore closer to the individual than other thoughts.  Such closeness may 

be influenced by time and space.  For example, traversing psychological distance, which 

involves “…going beyond direct experience, and includes planning, perspective taking, and 

contemplating counterfactuals” (Liberman & Trope, 2014, p. 364), provides opportunities to 

further understand suicide-related behaviours through the cognitive, social and emotional 

experiences of individuals.  By exploring elements of distances between entities, such as the 

individual and units within ecosystem levels, we can develop our understanding of the effect 

of temporal, spatial and social associations (including those that are hypothetical and 

inferred).  Exploring such ‘distance’ concepts can provide insight into the role of cognitive 

processes including prediction and decision-making, social engagement skills including 

communication and self-control, emotional experiences and activities including emotion 

regulation and self-soothing behaviours (Liberman & Trope, 2014). 

The dimension of distance is a significant component of clusters of deaths by suicide.  

Although the significance of distance is demonstrated in the devastating effect a First 

Australian death by suicide has on individuals, a tight knit First Australian community and the 

greater First Australian community, clusters of deaths by suicide amplify the devastation 



 54 

experienced.  For example, as First Australians we share a history, lived experience and 

obstacles that forge a brotherly love offered up as a desire to improve the lot of First 

Australians.  In the face of such comradery, a cluster of deaths by suicides intensifies the 

ever-present pervasive risk of suicide in the lives of First Australians throughout the country 

and is experienced as a state of alert.  It is difficult to maintain heightened vigilance against 

deaths by suicide and, consequently, proactive engagement in preventing deaths by suicide is 

difficult.  As other aspects of life ‘take over’, varying degrees and elements of distance 

between the everyday and episodes of suicide eventuate, until the next death by suicide 

occurs.  This makes it difficult to maintain the momentum (or enthusiasm) to prevent 

occurrences that are yet to happen – at a time, in a place and distance (e.g., relational or 

spatial) unknown. 

 The dimensions of time, space and distance provide us with a conceptual depth of the 

world around us.  Given the significance of such dimensions to our lives, this dissertation 

argues that it is important to incorporate this dimensional depth into our understanding of 

holistic health.  The significant disparages in First Australian health, as exemplified in the 

rates of deaths by suicide, highlight the need for models of practice reflecting such depth.  

That traditional cultural knowledge revered by First Australians incorporate a quality beyond 

what is easily accessible through health service delivery, especially in urban areas, indicates a 

need for more First Australian informed frameworks.  In looking toward traditional cultural 

knowledge, engagement with Songlines provides an example of cultural strength, the multi-

dimensionality of life and the unconfinable nature of holistic health. 

2.1.6 Time, Space and Distance in Songlines 

Songlines provide a First Australian cultural illustration with which to better 

understand the workings of holistic health and the dynamics of time, space and distance.  

Songlines are an example of traditional holistic wellbeing and connections between spaces 
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over distances (e.g., travelling) and through time.  Although the intricacies, comprehensive 

nature and cultural depth of Songlines are beyond the scope of this dissertation, this is an 

attempt to explain Songlines as all-consuming experiences to provide a glimpse into a cultural 

construct that features time, space and distance in a deeply significant way. 

First Australian Songlines are, essentially, navigational tracks that link positions in 

landscape that span the Australian continent (Kelly, 2016).  Used as mnemonics, each aspect 

of landscape contributes to a broader information system that incorporates portable devices 

(e.g., different forms of art, including message sticks), stories, mythology, dance and song.  

Imbedded in these navigational tracks is rich information and complex meaning including lore 

requirements (e.g., caring for Country and lore relationship obligations), the physical features 

of the land and seascapes, relationships with fauna and flora, history and the future.  

Songlines become increasingly complex, intricate and meaningful as more information is 

incorporated into established knowledge networks as one is initiated into higher levels (Elkin, 

1977).  Songlines are also often mirrored in the sky, facilitating the used of astrological 

features as navigational tools and mnemonics (Norris & Harney, 2014). 

In relation to space, Songlines move through the Australian landscape, with each place 

having its own song (Kelly, 2016).  In this way each First Australian Country, with its 

different landscape, facilitates a different understanding of Songlines that assists to maintain 

culture, knowledge and a spiritual aspect of existence (e.g., calling on ancestors’ guidance 

prior to a hunt to ensure success; Ellis, 1984; Kelly, 2016).   

The human brain works in a way that associates a physical place with a memory of 

what happened in that place.  When experiencing events in a particular place the brain 

associates the place and event, creating a memory.  From a psychological perspective, the 

brain ‘hooks’ a memory with a place.  This ‘hook’ is the most powerful aspect of Songlines as 

the hook orchestrates an emotional attachment to the landscape.  Through this hook, 
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mnemonic devices prompt emotional responses that are associated with geographical space, 

generating increasingly vivid memory experiences.  Increased engagement with a Songline 

strengthens the experience to the point where there is no need to walk the Songline to recall it, 

the Songline is vivid memory space (Kelly, 2016).  Most First Australians contend that this is 

more a spiritual link to Country than a purely emotional experience. 

Regarding time, Songlines feature knowledge of landscape changes, dating back 

thousands of years (Kelly, 2016).  The validity of Songlines’ information and the accuracy of 

transmission is empirically derived through the consistency between knowledge holders and 

the uniformity of theme stories between those knowledge holders across the entire land mass 

of the continent (Nunn & Reid, 2016).  Time is taken to relay, share, adapt and teach stories to 

retain vast amounts of information pertaining to all aspects of life. 

The discovery of First Australian artefacts evidences the continuation of connection 

stories to country.  These connections to Country by way of history, ceremony and rituals 

continue stories and strengthen Songlines to reinforce significant indicators of wellbeing 

(Prout, 2012).  In an interview, Wiradjuri woman Karen Adams suggests that: 

A lot of the ceremonies and rituals and continuing stories reinforce belonging and 

social connection and strength of identity and who you are, your confidence and how 

you travel in the world, and that has an enormous impact on mental health (in 

Malcolm, 2016). 

 

The nature of the concept of distance in Songlines allows it to be construed in several 

ways, especially when considering its interpretation within the framework of holistic health.  

When identifying hopelessness, helplessness and a lack of connection as significant 

contributors to death by suicide, addressing factors to empower individuals and elicit 

closeness to wellbeing factors of cultural significance is an important aspect.  One example is 

the Welcome Baby to Country program delivered in the town of Mildura that features a 

cultural practice that welcomes a baby (sometimes as young as one-week old) to Country 
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through traditional owner groups.  The fundamental component of the program includes 

Traditional Owners, Elders and the community welcoming the baby to Country, connecting 

the baby to Country and the Songline that is very important to the community.  This 

formalised ceremony allows everyone present, who is living in or alongside the community 

that the baby is a part of, to witness the baby’s connection to the Country.  Through this 

ceremony those present retain the stories and Songlines in the land and people.  Distance in 

Songlines is also reflected in the sequences of places and the flowing nature of the 

relationship between the individual, their community, the land and all living things.  

Songlines feature sequences of places that, when ‘singing the landscape’, embed knowledge 

that facilitates emotional attachment that is reinforced with inheriting the knowledge of 

previous generations and the development of consciousness of the landscape and its 

characters and fellow First Australians who also have that relationship with those Songlines 

(Malcolm, 2016). 

This brief overview of the culturally entrenched and exceptionally significant 

experience of Songlines affirms the importance of the multi-dimensionality of cultural 

practices in an individual’s relationship with their environment.  Incorporating the three 

dimensions of time, space and distance that are evident in Songlines into a broader framework 

helps to develop an understanding of the holistic nature of health and wellbeing.  In this 

dissertation, I argue that such a multi-dimensionality contributes to a cultural lens with which 

to consider First Australian suicidal ideation and suicide-related behaviours in the context of 

the lives of First Australians and First Australian communities. 

2.1.7 A Cultural Lens 

Holism is the central principle of First Australian identity that prominently features in 

the concept of holistic health (Boddington & Raisanen, 2009).  When discussing holism and 

health, Boddington and Raisanen (2009) incorporates the dimension of time, such as the 
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historical, unfolding and cyclical events in time, and draws on a range of health notions (i.e., 

relating to land, culture and spirit) over the life-course of a community and individual.  

Underlying the holistic concept of First Australian health is the principle that everyone plays 

important roles in relationships with others, with and within systems and with Country 

(Burgess et al., 2008, 2009).  This is particularly evident in the cultural significance of 

Songlines. 

Songlines are an example of a culturally significant experience that encompasses 

holistic health with the environment on many dimensional elements that span time, space and 

distance.  By engaging with Country (i.e., land, sea and sky) through any number of 

Songlines, travelling these navigational tracks embeds significant holistic health practices in a 

cultural context that reflects the nature of holism.  Through history, culturally significant 

practices (e.g., ceremonies) and physical engagement with the environment (e.g., singing the 

landscape) strengthen wellbeing factors.  An example of the significance of such engagement 

with the environment is the Yiriman project delivered in the West Kimberley.   

The Yiriman project, an intergenerational cultural program initiated by Elders, aims to 

‘build stories in young people’ with an important component being developing connection to 

Country (Yiriman Project, n.d.).  The Yiriman project features Elders taking young people 

over Country, entrenching the young people’s time away in Culture (including language, 

ancestral site visits, bush products, ceremony and lore) while passing on cultural knowledge 

to the young participants (Yiriman Project, n.d.).  The Yiriman Project provides a safe space 

for participants to develop relationships with others and Country within a traditional cultural 

milieu.  Elders believe that through the Yiriman Project young people experience a 

reconnection to Country that results in strength of cultural identity, belonging, resilience and 

opportunities to share their experience and knowledge with others in their community and 

beyond.  The Yiriman Project celebrates improved health results for participants by radically 
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restructuring the participants’ environment and generating new system configurations that 

activate their previously unrealised potential.  Changes in the individual’s environment, that is 

being on Country, generate changes in the Microsystem, including intense engagement with 

Elders and the other young people in the project, consequently reconfiguring individual 

priorities and the influence of other entities in their ecosystem levels (Bronfenbrenner, 1976). 

Given the importance of time, space and distance as dimensions within a cultural 

mindset, the contributions of these dimensions to understanding suicidality for First 

Australians provides an important prospect.  Incorporating time, space and distance into a 

cultural lens with which to consider holistic wellbeing and suicidality provides an alternative 

perspective that could inform strategies to prevent suicide-related experiences for First 

Australians beyond what is currently known about First Australian deaths by suicide from 

coroners reports.  The complexity of First Australian holistic health and the difficulty defining 

it means that First Australian holistic health is potentially more suited to being understood as 

a conceptualisation of complex experiences that reflect the intricacies of creation, humanity 

and the universe (Lutschini, 2005).  The comprehensive scope of Ecological theory in 

theorising the nature of influence environmental factors have on an individual coalesced with 

the cultural significance of Songlines experienced in time, space and distance on Country 

contribute to a cultural lens with which to consider health and health behaviours. 

 This discussion has shown the value of undertaking further detailed research into First 

Australian holistic health and suicide-related behaviours to investigate the intricacies of 

holistic health multi-dimensionally.  Although the factors contributing to First Australian 

deaths by suicide and community wellbeing are well documented, the complexity of First 

Australian holistic health and its application to suicidality warrants broader enquiry.  The 

disproportionate number of First Australian deaths by suicide indicates the need to investigate 

First Australian constructs of holistic health, consider the constellational nature of 
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contributory and protective factors, and conceptualise ways of working that enable an applied 

understanding of the knowledge forged.  The need to investigate contributory and protective 

factors of First Australian suicidality and First Australian constructs of holistic health is best 

illustrated through real-world experiences.  The disproportionate number and significant 

impact of deaths by suicide in First Australian communities indicates a need for deeper 

investigation into what deaths by suicide mean for First Australians.  An important 

component of developing our understanding of First Australian deaths by suicide and suicide-

related behaviours is formulating First Australian-informed methods to conceptualise holistic 

health.  Developing our understanding through First-Australian informed methods will result 

in customised responses to deaths by suicide and suicide-related behaviours, resulting in 

improved First Australian health and wellbeing and ultimately fewer deaths by suicide. 

As a First Australian researcher I can adopt a research paradigm that is; informed by 

First Australian experiences, emancipates through participatory research practices and 

resultantly informs health practices that improve our lives.  In working with the First 

Australian community in Mackay, Queensland, I have compiled a database of community 

members’ experiences of suicide-related behaviours.  To reflect the multidimensionality of 

First Australian holistic health, I developed an analytical framework that integrates a First 

Australian-informed understanding of holistic health, the expansive ecological theory 

framework and the multidimensionality of time, space and distance.  This framework will 

enable a conceptualisation of health factors within a holistic framework, develop 

understanding of First Australian suicidality and contribute to developing expedient 

prevention of suicide responses for First Australian individuals and communities. 

The next chapter will provide an overview of an Indigenous community-generated 

response to a cluster of deaths by suicide that featured disproportionate number of First 

Australian youth in the regional city of Mackay.  The Indigenous community in Mackay 
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initiated interventions at the individual, family, agency and community levels that resulted in 

unprecedented coordination of programs that galvanised the broader Mackay community and 

highlighted the importance of multifaceted approaches to preventing suicide. 
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Chapter 3: Method 

This research will examine the multiple and complex factors that impact upon the 

experience of suicidality in a First Australian community by exploring the way a community 

understands the deaths by suicide of young First Australians.  In this chapter, I describe the 

method used to explore my research questions.  Specifically, I describe my overarching 

design, including my commitment to an Indigenist research paradigm and an ecological 

framework that encompasses all levels of the context in which people live.  By necessity, I 

employed a participant-observation design and a qualitative data collection method.  I 

describe the interview schedule and procedure for collecting data as well as my approach to 

the analysis of the data.   

Background 

I am a First Australian with strong family and community connections to the 

Queensland regional city of Mackay where I was living and working professionally as a 

registered Psychologist at the time of a youth suicide cluster (see Chapter Four for further 

details).  In 2009, I conducted an initial investigation with the Australian Institute for Suicide 

Research and Prevention (AISRAP), funded by the Australian Rotary Health Fund.  I began 

this research with several informal preliminary conversations with Traditional Owners and 

Indigenous community members, many of whom were employed by either government or 

community organisations, to gauge the community’s interest and engagement in this research.  

Following these initial discussions, I maintained my contact with the First Australian 

community and agreed to undertake further research, which resulted in this dissertation.   

In Mackay in 2007 and 2008 a suicide cluster involved six young people, three of 

whom were First Australians.  This event and the Mackay community are described in detail 

in Chapter Four.  Following my investigation with the AISRAP team, the First Australian 

community was frustrated about not knowing how these deaths could have been prevented 



63 

and not knowing how to prevent further deaths by suicide.  Despite the findings of the earlier 

investigation, the First Australian community still did not have a thorough understanding of 

what had contributed to the deaths or what else could have been done.  In the following years, 

subsequent First Australian deaths by suicide devastated the community.  Mackay’s First 

Australian community continued to feel powerless, compounding the effect of the previous 

deaths on the community.  Subsequent deaths were perceived to be an even greater tragedy 

than the initial deaths because the community believed they could have been prevented.  The 

death of a young person by suicide was described by one participant as “sapping the 

community of its spirit” (Barnett et al., 2010, p.  34).  These deaths weakened community 

spirit and created fragility through compounded grief, but also strengthened the community to 

build a collaborative effort to assess risks and prevent further suicide-related behaviour. 

At the time of the initial death by suicide cluster there was a sense that community 

members were on alert, doing their best to prevent another death by suicide by assessing 

everyone’s risk to reduce the possibility of subsequent victims.  Despite all their efforts 

further deaths by suicide occurred in subsequent years, leading the community to request 

further research.  Their request has formed the basis of my current research. 

An Indigenist Research Paradigm 

As a First Australian, I employed an Indigenist participant-observer design, using 

qualitative interviews to explore the multi-dimensional factors that defined suicidality from a 

First Australian perspective.  An Indigenist paradigm assumes the researcher is the product of 

the same historical, cultural and societal influences as the First Australian community that is 

the focus of the study (Rigney, 1999).  Consequently, the researcher has access to the 

knowledge systems necessary to conduct appropriate research.  It is implied that First 

Australian researchers will engage their cultural identity, philosophy, principles and 

worldview in their research rendering it grounded in First Australian culture (Smith, 2012).  
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The primary assumption of research using an Indigenist paradigm is the validity and 

legitimacy of First Australian knowledge.  The goal of such research is to contribute to the 

First Australian attainment of autonomy over their cultural well-being through meaningful 

research processes and findings.  Research subscribing to an Indigenist paradigm inherently 

involves the analysis of societal power structures, social inequalities and issues that contribute 

to and maintain the oppression of First Australians.  The principles of Indigenist research can 

be encapsulated as follows;  

1) respect for First Australian ways of knowing or epistemology,    

 2) emancipation through collaboration and participatory research,   

 3) enabling First Australian people to contribute to the health policy and practices that 

impact on their lives, and          

 4) culturally valid research methods (Cochran et al., 2008; Rigney, 1999; Smith, 

2012).   

In designing an Indigenist research method, Rigney (1999) noted that inappropriate 

research regarding First Australians has contributed to the continued oppression and 

subjugation of First Australians and racism in every facet of Australian society.  Rigney 

(1999) argued that there is a sense of powerlessness among First Australian people to attend 

to such entrenched issues, so, First Australian researchers have a responsibility to address this 

situation by setting political agendas and establishing links between research and the 

liberation of First Australians.  The engagement of First Australian researchers and First 

Australian research participants is a fundamental belief that underlies the theory of Indigenist 

research (Rigney, 1999). 

Indigenist research focuses on identifying and challenging oppressive elements of life 

for First Australians to support the improvement of personal, community, cultural and 

political arenas of First Australian life (Rigney, 1999).  Indigenist research advocates that 
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research participants be provided with an opportunity to voice their experiences and, 

therefore, address the First Australian struggle for self-determination.  A research approach 

that reflects the values and priorities of participating First Australian communities and 

contributes to the advancement of First Australians beyond the life of the research project is 

fundamental to ethical conduct (National Health & Medical Research Council, 2003).  

Consequently, Rigney (1999) argued that Indigenist research is an important aspect of First 

Australian healing. 

An Indigenist paradigm requires understanding of and engagement with issues that 

contribute to the oppression of First Australia (Rigney, 2001).  This tenet of Indigenist 

research requires that First Australian researchers draw on experiences relating to their own 

cultural identity and colonised experience.  First Australian research should be based on the 

notion of collective ownership of the research processes and outcomes.  Shared cultural 

knowledge between a First Australian researcher and the First Australian community, in 

conjunction with a shared interest in collaborating to improve the First Australian situation, 

creates a unique partnership that can initiate change.   

The further aim of my research is to address the chasm that exists between research 

conducted in First Australian communities and the result of that research and the 

implementation of findings into meaningful solutions (Matthews et al., 2002).   

Design 

Although Coronial investigations and predictive research provide insight into an 

individual’s life and the events leading up to a death by suicide, other systemic factors that 

interact and solicit suicidal behaviour tend to be only superficially described.  This focus on 

the individual’s circumstances and their mental state dominate most investigations, where 

factors at the systemic level may be identified but are not interrogated.  My research is based 

on the fundamental assumption that death by suicide is the end of a complex life journey and 
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sits within a complex context that needs to be better understood.  For this reason, and to meet 

the requirements of an Indigenist approach, I have selected a qualitative participant-

observation design (Neuman, 2006) and an ecological framework to guide my research.   

3.1.1 Qualitative Participant-Observation 

Small populations, such as First Australian communities, are typically problematic for 

quantitative research methods, particularly in areas where evidence-based interventions 

require a representative sample of the population (i.e., the greater the number of participants 

the more generalisable the findings; Alston & Bowles, 2003).  In research methods that are 

popular among medical and scientific researchers, First Australians are often inadequately 

represented, resulting in erroneous conclusions and inappropriate application of results.  

Consequently, a participant-observation approach was used in this study (Neuman, 2006).  

Being a First Australian participant-observer living and working in the Mackay region 

influenced the type and depth of data I was permitted to access and the way in which I refined 

my data collection techniques (i.e., develop my interview questions and determine the 

suitability of the procedure, consequently improving my data validity and accessibility; 

Vidich, 1955). 

The nature of this study dictated the use of qualitative methods (Britten, 1995).  

Further, there was collaboration between me (as a researcher) and the community members 

with the joint aim of mobilising change (Matthews et al., 2002).  This shared knowledge and 

understanding allowed me to legitimise the products of the knowledge system from which 

participants work (i.e., participatory voices as opposed to merely participatory actions).  

Participatory research incorporates collective ownership of the research process and 

outcomes, initiated by the complimentary partnership between the researcher and community 

members both as research partners and study participants (Cochran et al., 2008).  This critical 

element of community participation contributes to the sense of community ownership, 
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commitment and, most importantly, to relevant and sustainable research outcomes (Cochran 

et al., 2008).  In addition, such a qualitative participatory method assists in addressing the 

issue of cultural sensitivity by giving due consideration to the needs and customs of First 

Australian communities (Gower & Mack, 2003).  Participatory approaches are identified by 

Gilbert (2004) as a form of emancipatory research, therefore adopting this method aligns with 

my Indigenist commitment.  Furthermore, partnering this participatory method with an 

ecological framework allows me to develop a deeper understanding of how First Australians 

engage within a multi-level system. 

3.1.2 An Ecological Framework 

In the previous chapter I discussed how Ecological Theory provides the Ecological 

Systems Model (see Figure 2.1) to explain how an individual’s constant interaction with their 

environment facilitates persistent and lasting change in the way they perceive and engage 

with their environment, which influences their lifespan development (Bronfenbrenner, 2009).  

The Ecological Systems Model offers three aspects relevant to this research;  

1) it provides a format that structures the individual-environment relationship in an 

orderly way, 

2) it accommodates the vast range of influences on First Australians at each system 

level, and 

3) it enables consideration of the workings of the individual’s SIPES domains of 

health with entities in their environment.   

Accordingly, the Ecological Systems Model was used to frame the approach to data analysis. 

Using the Ecological Systems Model to explore influences on First Australian suicide-

related behaviours and suicidal ideation enables a systematic approach.  The Ecological 

Systems Model framework structures the examination of influences within each system level 

on the research participants lives.  The Model’s broad scope spans personal, community, 
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cultural, political and historical influences in the lives of First Australians.  Using the 

Ecological Systems Model within an Indigenist paradigm frames my approach to the data to 

encapsulate both individual and community wellbeing (Trickett, 2009).  Additionally, 

incorporating use of the Ecological Systems Model facilitates wide-ranging application of the 

research findings. 

Participants 

The First Australian community in Mackay was approached to participate in the initial 

investigation of the suicide cluster in 2009.  Although there are close kinship ties between 

Mackay’s First Australian, Torres Strait Islander and Australian South Sea Islander 

communities that facilitate dual and multiple cultural identities for many of Mackay’s 

Indigenous community members, all participants identified as First Australian.  Interviews 

were conducted between 10 September 2009 and 23 December 2009 when community 

members were interviewed about the deaths by suicide cluster, the community responses and 

their own experiences.  Of the 58 Indigenous and non-Indigenous community members who 

contributed to the initial investigation, 14 First Australians shared their experiences of their 

own suicide-related behaviour (M=0, F=3) or suicidal ideation (M=3, F=8).  This sub-group 

of community members became the participants in the current study. 

All 14 participants were residents of either Mackay city (n=13) or the wider Mackay 

region (n=1) at the time of their interview.  Interviews were conducted in Mackay city at a 

venue agreed upon by the participants, including their residence, a public space (i.e., a café) 

and a secluded outdoor space at my work building.  As all participants were recalling past 

episodes of suicide-related behaviour or suicidal ideation they were deemed ‘not at risk’ at the 

time of the interview.  One male participant was 16 years of age, lived at home with his 

mother and agreed to be interviewed at home in response to his mother’s encouragement. 
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Although some participants had both engaged in suicide-related behaviours and 

experienced suicidal ideation, the episode each participant chose to share intimate details 

about was the primary focus of the data analysis and the interview was coded accordingly 

(i.e., either suicide-related behaviour or suicidal ideation).  Table 3.1 provides a brief profile 

of each participant using pseudonyms and an orientation to the context of their suicide-related 

behaviour or suicidal ideation.  Disclosing more demographic details about participants may 

compromise their anonymity, however, research findings and the inclusion of participant 

quotes provides further details of their circumstances at the time of their suicide-related 

behaviours and suicidal ideation. 

Table 3.1 Participant’s Pseudonyms, Gender, Suicidality and Context 

Pseudonym Gender Suicide-related Behaviour 

or Suicidal Ideation 

Context 

Lizzy F Suicide-related Behaviour Potentially fatal self-harm behaviour (i.e., cutting) 

at 14 years old 

Nellie F Suicide-related Behaviour Dysfunctional intimate-partner relationship, 

prescription medication overdose 

Lowanna F Suicide-related Behaviour Partner initiated end of relationship, prescription 

medication overdose 

Keira F Suicidal Ideation Dysfunctional intimate-partner relationship, illicit 

substance and excessive alcohol use 

Rianna F Suicidal Ideation Work stressors, past intimate-partner relationship 

featured violence, long-term grief 

Joseph M (16y.o.) Suicidal Ideation History of violence in household 

Bindi F Suicidal Ideation Intimate-partner relationship issues 

Monty M Suicidal Ideation Experienced anxiety and panic attacks 

Warren M Suicidal Ideation Intimate-partner relationship break-up 

Miranda F Suicidal Ideation Possible depression (i.e., undiagnosed), intimate-

partner relationship issues 

Kylie F Suicidal Ideation Bereavement 

Jessica F Suicidal Ideation Long-term and excessive violence in marital 

relationship, two children living at home 
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Ellen F Suicidal Ideation Debilitating depression, single mother, custody 

issues 

Tarnee F Suicidal Ideation Bereavement 

 

3.1.3 Critical Reference Group Engagement 

To ensure community engagement in the initial investigation, I had established an 

Indigenous Critical Reference Group (CRG) consisting of eight highly respected community 

representatives, including a Widi Traditional Owner (i.e., a Traditional Owner of land and 

waters west of Mackay as recognised by the Australian Federal Court; See Figure 3.1). 

 

Figure 3.1 Map of Widi Country with Western Place Names (Native Title Determination Details, n.d.) 

 

Since the initial investigation, I have maintained relationships with four of the original 

CRG members (females) who continued to participate in the CRG for this study.  Of the other 

four CRG members: one member resigned from the position; one member relocated outside 

the Mackay region; one member has passed away and one member is residing in Mackay but 

unable to attend CRG meetings during this investigation.  Initial discussions about this study 
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with the four original CRG members happened prior to the submission of my research 

proposal.  These initial discussions were informal in nature and happened either over the 

phone or face-to-face.  All four original CRG members requested my re-engagement with the 

community to assist in continuing to address the issue of deaths by suicide as a researcher and 

in using my skills as a First Australian registered Psychologist.  To ensure adherence to the 

Indigenous paradigm and ongoing community engagement, the CRG was reconvened for this 

study.  Two original CRG members attended (via teleconference) my confirmation seminar 

on 3 July 2018 and voiced their enthusiasm for undertaking this research. 

The purpose of the CRG was to facilitate community ownership and commitment to 

the investigation, contribute to relevant and sustainable outcomes, participate as advisors and 

ambassadors and advocate for community needs (Barnett et al., 2010).  The four original 

CRG members participated in this study and in 2018 another CRG member was recruited.  

The new CRG member is male, employed by a community-controlled organisation as an 

Indigenous Family Wellbeing Service Worker working with Indigenous men and is a local 

Christian minister.  There were five meetings held exclusively with CRG members including 

one workshop, one meeting with two CRG members in attendance and three one-on-one 

meetings. 

Throughout this research my engagement with CRG members followed the following 

format: 1) CRG members provided an overview of current happenings with regard to the 

prevention of suicide in the Mackay region; 2) I presented my research accomplishments to 

date and a proposal of the plan moving forward; then 3) an open discussion that included 

opportunities to ask questions, provide feedback and discuss any additional information 

relevant to the study. 

All five CRG members attended a workshop on 22 August 2018.  At this workshop I 

presented my proposal and convened a discussion on the importance of prioritizing the 
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prevention of deaths by suicide in the First Australian and wider Mackay community, 

especially given deaths by suicide continued to occur.  The ensuing discussion included an 

opportunity for me to answer any questions the CRG had about my research proposal, the 

CRG reorienting me to significant community happenings since the initial investigation and 

the CRG identifying and providing anecdotal evaluations of the effectiveness of current 

community activities contributing to preventing First Australian deaths by suicide in the 

Mackay region. 

The initial data analysis resulted in the development of a Process Model that depicts 

the sequence of events and experiences that led to the participants’ suicidal ideation and 

suicide-related behaviour (as outlined in Chapter Seven; see Figure 7.3).  My subsequent 

engagement with the five Critical Reference Group members continued over four meetings to 

discuss the Process Model and whether it accurately depicted community experiences as a 

measure of validation.  These four meetings, held on 1 and 2 August 2019, comprised one 

meeting with two CRG members and three meetings with individual CRG members.  At these 

meetings I presented the Process Model and CRG members determined its validity in 

accordance with their experiences with community members’ episodes of emotional distress, 

self-harming and suicidal ideation.  In each meeting intervention points for various programs 

and services that exist in the community were identified in order to facilitate thought and 

discussion regarding the eventual application of research findings and other necessary 

interventions. 

Data collection methods 

Indigenist research must be conducted in accordance with the community’s cultural 

infrastructure (i.e., local protocols), and data collection methods must reflect the information 

transmission techniques that are used in First Australian culture (e.g., storytelling, gatherings, 

paintings and observations; Rigney, 1999; Smith, 2012).  Qualitative methods allowed 
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participants to explore their personal experiences of suicide-related behaviours and suicidal 

ideation.  These methods of data collection provided the opportunity for valuable insight into 

how participants thought and felt about related topics (Burnard, 1994).   

Interviews were undertaken to develop an understanding of participants’ personal 

views and experiences in the context of the youth suicide cluster in Mackay’s First Australian 

community, focusing on their beliefs about contributing factors and solutions.  I also explored 

participants’ perceptions of living in Mackay, the effect of the suicide cluster on Mackay’s 

Indigenous community and participants’ personal experiences of suicidality (Barnett et al., 

2010).  The semi-structured interview approach also accommodated exploration of each 

participant’s life experiences.   

By focusing on the participant’s lived experience in Mackay and their thoughts on the 

community-level factors, participants identified what they saw as contributing to suicidal 

behaviours and what the community needed for preventing deaths by suicide.  Having 

participants share their lived experiences and opinions as community members in Mackay 

gave insight into how the broader Mackay community and the First Australian community 

have changed over time and how this change has influenced community wellbeing (Barnett et 

al., 2010).  By considering the role of historical events in each community and observing 

participants’ experiences, this study provided important revelations about health and 

wellbeing at the community level.  My personal and professional experience in the 

community facilitated a deeper understanding of the workings of systems within the 

community and the First Australian community’s expectations of service provision (Barnett et 

al., 2010).   

I knew most of the research participants and they knew my family members.  In 

addition, being a First Australian registered Psychologist arguably fostered a sense of security 

and open communication, providing participants with an opportunity to share their thoughts 



 74 

and experiences in a safe environment.  As per cultural protocol, for the few participants I had 

not met before, I first engaged in additional introductory conversations to share information 

about my family ties and some personal and professional experiences.  These conversations 

featured sharing collegial information about community history, community experiences, 

relationships with well-known community members and other cultural and social connections 

which fostered rapport.  After this introductory phase, and once I was satisfied the participant 

was comfortable enough to share their thoughts and experiences, the interview started 

(Barnett et al., 2010). 

The interview was arranged to include an introduction to the investigation, presenting 

the objective of finding solutions via the CRG and a discussion of the community’s 

involvement in understanding the deaths by suicide cluster (Barnett et al., 2010).  With a 

focus on personal experience, the ‘flow’ of the interview schedule deliberately featured a 

focus on the participant’s chronological experiences of community life.  The interviews 

covered a set of topics and afforded the participant the opportunity to elaborate on any 

question in the interview schedule (see Appendix A), discuss related information on the 

community and share personal experiences in relation to death by suicide, including suicide-

related behaviour and suicidal ideation. 

The interview questions channelled down to the participant’s thoughts on death by 

suicide and why individuals engage in suicidal behaviour.  As the interview progressed, the 

increasingly specific questions allowed participants to share intimate family and personal 

experiences of suicide-related behaviours.  The rapport I established when we first met and 

the flexible semi-structured interview approach allowed me to pose questions to seek 

clarification, investigate other avenues of inquiry, and engage my intuition to probe deeper 

while adopting a conversational-type tone to my communication style.  Participants were at 
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liberty to decide the degree to which they engaged with the interview process and the detail of 

the information they shared.   

In accordance with the Indigenist paradigm, I adopted a flexible approach to 

progressing through the interview schedule and in my responses, according to the information 

shared by the participants.  This flexibility allowed for the exploration of various community 

issues pertinent to each participant’s life experiences, for example, their thoughts on death by 

suicide as community members or from their personal experiences.  Drawing on Trettin and 

Musham (2000) I developed a trust relationship which encouraged an informal yet 

informative atmosphere that enabled participants to establish the tone of the session and the 

prevailing standard of vocabulary while I adopted an informality to my language (i.e., by 

repeating words and familiar cultural sayings used by the participants).  The semi-structured 

nature of the interviews permitted a storytelling approach and provided the opportunity to 

explore specific issues of importance to participants (Holloway & Wheeler, 2002).  As the 

interview progressed, my flexible engagement allowed me to encourage participants to 

venture from their community experiences to exploration of their personal experiences in 

more detail.  In this way, the interviews provided insight into the influences of various 

ecosystem level factors on an individual’s wellbeing (Barnett et al., 2010; Tudge et al., 

2009a). 

Ethics 

Guidelines set by the Australian Institute of Aboriginal and Torres Strait Islander 

Studies (2000) for the conduct of ethical research within Australia’s Indigenous communities 

were followed, specifically, in a signed Memorandum of Understanding (Appendix D) 

between the CRG and Griffith University.  Ethical clearance for the initial interviews was 

granted by the Griffith University Human Research Ethics Committee (CSR/03/07/HREC) 

and reanalysis was approved under the same clearance.  All interviews were audio-recorded 
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with permission from each participant.  Under the Memorandum of Understanding with the 

Mackay CRG, data collected in this initial investigation belonged to the community rather 

than Griffith University.  Although Griffith University were required to destroy the data after 

five years, community members recognised the significance of the data and it was 

permanently stored on a compact disk in a locked cabinet in a secure restricted-access facility. 

3.1.4 Procedure 

At the beginning of each interview participants were assured confidentiality would be 

maintained, which was also clearly outlined in the Project Information Sheet (Appendix E).  

Participants were asked to familiarize themselves with the Project Information Sheet then 

complete the consent form (Appendix F) in accordance with Ethical Guidelines.  Participants 

were encouraged to ask questions to ensure a comprehensive understanding of the research 

undertaken.  A further explanation was undertaken as a result of any questions.  Participants 

completed the Demographic Information form (Appendix C) then participated in face-to-face 

interviews that were audio recorded.  Completed consent forms, demographic information 

forms and audio recordings were forwarded to one of the project’s Principal Investigators at 

Griffith University for confidential storage. 

Participants completed an Information Form (Appendix C) to provide demographic 

information and identify and rate (on a Likert scale) what they believed to be contributory 

factors to youth deaths by suicide in Mackay in accordance with a list of factors compiled by 

the Australian Institute for Suicide Research and Prevention (Barnett et al., 2010).  This 

information served the purpose of focussing the discussion on a range of issues faced by the 

community.  The demographic information and interviews provided the most comprehensive 

avenues of inquiry by putting the participants’ suicide-related experience in context.  

Additionally, this avenue of inquiry provided me the opportunity to develop a contextual 

understanding of how the participants made sense of their own suicide-related actions 



 77 

(Seidman, 2006).  Following completion of the Information Form participants shared their 

thoughts of and their experiences in the Mackay community and engaged in a discussion 

about the deaths by suicide of three First Australian youth. 

Data Analysis 

In order to consider the meaning, quality and significance of each participant’s 

experience of suicidality, I drew on van Manen's (1990) argument that research must embrace 

a multidimensional and contextually-grounded approach that encapsulates the complexity of 

the lived experience.  To enable the complexity of analysis I required, I constructed a matrix 

defined by the intersections between the holistic domains of health and the dimensions of 

cultural experience.  This matrix allowed me to delve more deeply into the experiences of the 

participants.  This approach aligned with both the ecological approach and the nature of the 

First Australian experience in accordance with my commitment to an Indigenist research 

paradigm.   

The first phase of data analysis devised ‘working definitions’ for each of the domains 

that would guide further analysis.  The second phase involved an in-depth analysis of the data 

using the matrix.  These phases facilitated the development and validation of a process model 

that outlined the participants’ shared experiences in the context of suicide-related behaviours 

and suicidal ideation.  All analyses were conducted from an Indigenist perspective and a 

multilevel ecological understanding of the context in which data was collected. 

3.1.5 The Analytical Framework 

In order to enable a richer quality to the analysis of this data, I developed an analytical 

framework that allowed me to consider the complex interactions between broader influential 

factors in the community and the individual’s life.  In addition to adopting an Indigenist 

paradigm and an ecological framework to guide my thinking, I also wanted to explore all the 
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potentially influential personal and societal factors and how these factors shaped the nature of 

the experiences of suicide-related behaviours or suicidal ideation (van Manen, 1990).   

The participants’ lived experience offers the possibility of gaining insight of each 

participant’s direct contact with the world in which they live (van Manen, 1990).  Reflecting 

the depth, richness and meaning structures of a participant’s lived experience requires 

adopting an analytic structure that ventures beyond the specific details of the event in focus 

and accommodates socio-cultural and historical conditions that influence the participants’ 

way of existing in their world (van Manen, 1990).  Such broad exploration develops a more 

informed understanding of the participants and how their lived experience shapes who they 

are (van Manen, 1990).  For instance, life experiences are drawn from all aspects of wellbeing 

– we experience life as a ‘whole’ being in context and over time.  This complexity is what I 

wanted to understand through this data. 

Important to the concept of an individual’s health is the influence of factors in their 

environment and over time.  C Wright Mills’ (1959/2000) concept of sociological imagination 

provides a means with which to consider the vast number of influential factors and the form 

they can take.  The concept of sociological imagination requires the capacity to adopt a wealth 

of perspectives (e.g., political, psychological, theologically, militarily) within a wealth of 

settings (e.g., family, internationally) and contexts (e.g., the arts, industries) while focusing on 

the individual and their existence.  Mills (1959/2000) concluded that to develop 

understanding of the participants’ experiences there is a need to investigate bi-directional 

influences between an individual and their environment, society, history and the present and 

the change and development of humanity.   

Essential to the concept of sociological imagination is the recognition of two 

constructs; first, the individual’s personal troubles and, second, the issues that exist within 

their social structure (Mills, 1959/2000).  Troubles within the individual occur due to their 
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interaction with others in response to those areas in their environment of which they are both 

aware and unaware (e.g., norms and motives).  The individual perceives their cherished values 

to be threatened, generating trouble for them.  Consequently, the resolution of troubles stems 

from the individual’s ability to respond and their social action (i.e., their activity that 

influences others).  These abilities and social actions are developed throughout the lifetime 

within the scope of social interactions.   

Understanding changes in an individual’s wellbeing requires investigation of historical 

factors and structural changes in the broader environment.  I developed this study to better 

appreciate how influential personal and social factors interact over time and place and to 

generate a better understanding of participants’ suicide-related behaviours and suicidal 

ideation.  As the number of influential entities with milieu and structural changes increases, so 

does the complexity and connectedness between those entities and their influence on the 

individual.  Being aware of these constructs and the extent of influences on the individual 

requires the capacity to be able to trace linkages within and between different factors over 

time.  This perspective is the essence of sociological imagination; a concept designed to 

understand the interplay between the individual and his or her environment (Giddens & 

Griffiths, 2006; Mills, 1959/2000).   

The Ecological Systems Model and sociological factors (including the sociological 

imagination) are vital components of my analytical framework.  These ecological and 

sociological underpinnings enable consideration of the influences of environmental factors on 

an individual’s holistic health.  In order to better understand interactions between 

environmental factors and First Australian individuals, it is crucial to access First Australian 

knowledge of health. 
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3.1.6 The Domains of First Australian Holistic Health 

The importance of accessing First Australian knowledge in discussing the concept of 

First Australian holistic health is paramount for aligning with Indigenist paradigms and 

ensuring validity.  In his thorough and compelling discussion of the concept of First 

Australian holistic health, Lutschini (2005) questions the degree to which holistic health can 

be honestly conceptualized within a framework corrupted by western influences.  He argues 

that it seems appropriate to question the legitimacy of conceptual transference when the 

origins of the holistic health concept are identified as stemming from South Africa; where 

there is a lack of conformity between holistic health definitions between disciplines and 

where there exists an inherent inability to translate context-based First Australian wellbeing 

concepts, such as mwarre, punyu and wankaru, to outsider ideologies (Lutschini, 2005). 

The First Australian wellbeing concepts of mwarre, punyu and wankaru encompass a 

way of being that is intimately enmeshed in the world view and living context of the people 

whose language each term belongs to.  Mwarre, sometimes spelt ‘mwerre’, is the language of 

the Arrernte people meaning good, well, useable, proper, safe (Institute for Aboriginal 

Development et al., 2020).  Punyu, in the language of the Ngaringman people, is a health and 

wellbeing concept that encompasses person and country that is achieved through being 

socially responsible, knowledgeable, strength, happiness, safe, beautiful and clean in 

accordance with the law/lore and in being cared for according to the law/lore (Atkinson et al., 

2002).  Wankaru, in the language of the Warlpiri people, means life within a whole of life 

cycle, that is being alive and healthy through healthy engagement with essentials including 

family, shelter, food, water, warmth and exercise (Brady et al., 1997; Devanesen, 2000).  

These terms demonstrate that the central tenet of health being considered within a milieu 

influenced by all aspects of life is an important consideration for data analysis.  Using the 

following First Australian understanding to define and explain a conceptualization of holistic 
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health rightly honours First Australian knowledge and wellbeing and provides a 

comprehensive framework through which to analyse First Australian data. 

 Lauraine Barlow (2006), a First Australian Community Elder and Researcher from the 

Cairns region, conceptualized her understanding of health within her cultural context in the 

painting ‘Journeys of Healing’.  From this point I will refer to Lauraine Barlow as ‘Aunty 

Lauraine’ in order to reflect the nature of the relationship and high regard with which I 

consider her.  A scanned copy of Aunty Lauraine’s sanctioned reproduction art postcard is 

presented as Figure 3.2 (Barnett & Barnett, 2009). 

 

Figure 3.2 Journeys of Healing by Lauraine Barlow 

 

Aunty Lauraine’s representation of Social, Intellectual, Physical, Emotional and 

Spiritual (SIPES) wellbeing communicates a complex and intimate understanding of 

environment and country.  Additionally, Aunty Lauraine’s conceptualization of holistic health 

provides a degree of cultural validation to holistic wellbeing models that incorporate these 

five aspects of health (Barnett & Barnett, 2009; Depken, 1994).  Although an investigation of 
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the applicability of a conceptualization by a First Australian woman from a region other than 

Mackay is beyond the scope of this study, Aunty Lauraine’s conceptualization of holistic 

health contributes an important cultural component to the analysis of participants’ suicide-

related behaviours and suicidal ideation. 

 Aunty Lauraine’s representation of holistic health will be referred to as the SIPES 

Domains of Health.  Although the delineation between these five health domains is visually 

and conceptually clear, in practice the interrelatedness between domains are very complex.  

Below I will provide a brief overview of each SIPES domain. 

In Aunty Lauraine’s representation of holistic health, social health, represented by the 

Queen Green Ant, begins at the initial connection between human beings prior to any further 

engagement (Barnett & Barnett, 2009).  This connection might feature a gesture (e.g., smile) 

or eye contact or more significant physical or verbal effort in the form of physical engagement 

with a communication board or verbal communication of mutual respect (consistent with my 

engagement with the research participants).  Social health incorporates those interactions that 

ensue, the language that is engaged (i.e., verbal and body language) and reflects the idea that 

everyone has specific needs to effectively interact with another with understanding, 

acceptance and respect. 

Intellectual health, represented by the Owl, features a person’s intellect, cognition and 

ability to understand, plan and process information.  A person’s way of thinking and their 

worldview is an important aspect of their wellbeing.  Intellectual health and development are 

influenced by cultural norms and expectations that generate significance from what is valued.  

Additionally, intellectual health determines a person’s place in the world, what they can 

contribute and their basic survival (i.e., adapting in a constantly changing environment and 

dependence on others). 
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Physical health, represented by the Tree, refers to the functioning of the physical 

components of the body, physical ailments and disease and other indicators of health, such as 

blood pressure and bone density.  The physical dimension of health is most apparent in the 

dominant western medical model that addresses the effect of biological factors in treating 

illness and disease.  Physical health includes exercise, a balanced diet, how a body presents 

(as per observational assessments done by medical professionals) and genetic make-up 

influences. 

Emotional health, represented by the Tears, plays a significant role in a person’s 

ability to function.  Negative emotions (including hate, jealousy, anger, anxiety and grief), if 

left unaddressed, can be detrimental to a person’s relationships, self-esteem and physical 

health (e.g., physical ailments and disease).  Positive emotions such as love, joy, contentment, 

patience, kindness and happiness, positively affect how a person views themselves, their place 

in the world and other aspects of their wellbeing (e.g., the physical benefits of peace through 

relaxation). 

Spiritual health, represented by the Stars, may feature a consciousness of a Christian 

God that may be interpreted differently, depending on the individual’s beliefs (Barnett & 

Barnett, 2009).  Central to the belief system for many First Australians is that each person is 

created with a spiritual need and significance (i.e., meaning or purpose in life) that is a crucial 

part of culture and wellbeing (Grieves, 2009; McLennan & Khavarpour, 2004).  Spiritual 

health is dependent on a strong commitment to a well-defined worldview that features a value 

system and ethical framework that enables fulfillment of a higher purpose.  Such a worldview 

is shaped by community culture and as such features; belief systems, connectedness with 

country (or the land), connectedness with spiritual beings or beliefs, and personal identity 

(including their ancestry; Barnett & Barnett, 2009).   
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3.1.7 The Dimensions of Experience 

Understanding participants’ experiences of suicide-related behaviours, suicidal 

ideation and death by suicide within the broader context of their lives and the community 

requires an increasingly comprehensive framework (Pos et al., 2008).  This experiential 

perspective proposes that every experience exists within a system of continuous and dynamic 

interactive relationships with other people and entities in the environment (Pos et al., 2008).  

These continuous and dynamic interactive relationships between the individual and their 

environment are influenced by dimensional elements.  For example, the dimensions of time, 

space and distance have been identified, psychologically and physically, as important 

components of individuals learning about their own health and their interactions with the 

world (Liberman & Trope, 2014; Stadter, 2005; Stadter & Scharff, 2005b).  Considering the 

dimensions of time, space and distance in participants’ life experiences, behaviours, 

awareness and choices will consolidate our understanding of individual-environment 

interactions. 

Within the Ecological Systems Theory, qualifying structure in the environment, the 

SIPES domains of health conceptualising First Australian domains of wellbeing and the 

dimensions of time, space and distance presents opportunities to consider how the 

components of the Ecological Systems Theory and the SIPES domains of health interact.  The 

dimension of time factors in history, expectations of the future, the timing of events and an 

understanding of how past experiences relate to the present (Graham, 2013).  The dimension 

of space – be it geographical, atmospheric or conceptual (e.g., psychological) – is an 

important component of participants’ lives because it influences how participants construct 

meaning from their experiences (Barbour, 2005; Stadter & Scharff, 2005a; Tuan, 1975).  The 

dimension of distance relates to the degree of connection between the participant and an 

‘other’ (e.g., a person, entity or circumstance) that features control or influence (Liberman et 
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al., 2007).  For example, a participant leaving (generating distance) a relationship with a 

violent intimate partner to live with a supportive friend (safe space) will likely experience an 

ease in their symptoms of anxiety and improved health (over time). 

3.1.7.1 Time 

 The dimension of time, in accordance with this data analysis framework, is 

conceptualized as a measurement of the degree of influence an entity or experience has on an 

individual’s wellbeing.  For example, taking time as a measure of experience (e.g., taking 

‘time’ off work) and adding the dimension of influence, as if an epoch (Stadter, 2005).  

Examples of experiences of wellbeing conceptualized in time include experiences in the 

community, racism, the cultural concept of shame, cultural knowledge not passed on and a 

distant Aboriginal identity.  Examples of SIPES domain factors conceptualized in time 

include self-medicating with alcohol (primarily Physical), meaning or purpose in life steeped 

in personal identity (primarily Intellectual, also Emotional) and connectedness to culture 

(primarily Spiritual, also Emotional).  Experiences spanning time, all Ecological Systems 

Theory levels and all SIPES domains of health are historical culture-related events influenced 

by government policies, including the intergenerational trauma experienced from Stolen 

Generation practices. 

3.1.7.2 Space 

 From the participant’s point-of-view and for the purpose of data analysis, space is 

considered external and internal (Stadter & Scharff, 2005a).  Conceptualizing the dimension 

of space includes both the concrete external understanding (e.g., geographical area), 

experiences within that geographical space and the more abstract internal experience of the 

individual.  For example, a participant undertaking successive visits to a hospital 

(geographical space) to visit a dying relative (experiences in a geographical space) and 

consequently experiencing significant grief (internal space - mindset or ‘headspace’). 
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The influence of an experience on the internal or external space of a participant, as 

communicated in the interview, acts as an indication of the effect on the individual’s 

wellbeing.  Measuring the degree of effect is difficult but is considered in terms of the degree 

of exposure, avoidance or lack of engagement in that episode of space; the intensity of the 

experience; and how the participant experienced a lasting impact.  Although difficult to 

quantify, the degree of effect is important in relation to wellbeing.  For example, recalling a 

past episode of trauma happens in the internal space and requires the individual to 

communicate the degree of effect.  Others may surmise the degree of effect, depending on 

their knowledge of the episode of trauma and how well they know the individual (e.g., health 

professionals), but the actual effect and its impact on wellbeing (i.e., internal space) is only 

fully known by the individual. 

3.1.7.3 Distance 

 For the purpose of this data analysis, distance is considered the degree of connection 

the individual has with an ‘other’ (i.e., person or entity) and the nature of the attachment 

generated.  For example, a child’s connection and experience of love and safety in a relational 

context (as per attachment theory), two adults in a co-dependent relationship or how 

dependent a client is on a service provider (an entity).  Distance also considers the degree of 

control an individual has of their connection with the ‘other’ (i.e., indirect-direct control 

dichotomy), which can be considered in the context of the various ecological systems as 

discussed in the previous chapter.  For example, the cost of living (i.e., Chronosystem) is a 

circumstantial context an individual has little or no (i.e., indirect) control of as opposed to an 

individual’s decision (i.e., intellectual domain) to engage in organized health and fitness (i.e., 

physical domain) activities (i.e., at the Microsystem level).   
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Data Categorisation and Coding 

Each transcript was coded using an analytical framework I developed to explore First 

Australian experiences of suicidality.  The SIPES domain phase of data analysis involved 

each transcript being examined at the level of the sentence to identify the relevant domain of 

health and wellbeing.  Within each of the domains, the data were then coded into themes.  

These themes reflected common points and ideas across all the data and assisted in defining 

the SIPES domains of health in relation to what the participants shared of their experiences of 

suicide-related behaviours and suicidal ideation.  The themes provide a ‘working definition’ 

for each of the SIPES domains of health and the results are presented in Chapter Five. 

The matrix data coding analysis, discussed in Chapter Six, involved data excerpts in 

each participant’s interview transcript being coded according to the SIPES domains of health 

present.  Each data excerpt was coded according to the SIPES domains of health then coded to 

the dimensions of time, space and distance present according to the participant’s experience.  

For example, Lizzy’s experience of receiving treatment for suicide-related behaviour “I got 

stitched up and my arm got bandaged up and I stayed in hospital that night.  Then the next 

day I was told I could leave” was coded as follows: 

Table 3.2 Example of an Experience Coded according to SIPES Domains of Health 

1.  Coded according to SIPES domains of health 

Physical – medical assistance rendered, Social – was told she could leave hospital the next day 

2.  Coded according to the presence of the dimensions of time, space and distance 

Physical – self-inflicted injuries, receiving medical treatment 

Social – interactions with medical staff 

Time - overnight episode of hospital stay, short-term treatment 

Space - episode of care and nature of care dictated by hospital staff 

Distance – direct connection with the hospital system for medical treatment, treatment contained to 

provision of medical treatment - practical needs beyond injuries not addressed 

 

Each excerpt of text from the transcripts was coded according to the SIPES domains 

of health represented and then to the dimensions of existence that were present in the text, 
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namely Time, Space and Distance.  ‘Time’ is considered an experience, that is, the degree of 

influence an experience has on the individual’s holistic wellbeing (e.g., taking time off work – 

the ‘time off work’ is an experience that you have).  ‘Space’ encompasses geographic space 

and the effect of events in that space on the individual (e.g., the effect of a natural disaster, the 

ongoing benefits of taking time out to reduce stress levels).  ‘Distance’ is considered in terms 

of the degree of connection or control between the individual and the other – the ‘other’ being 

either a person or an entity (e.g., the cost of living is a circumstantial context an individual 

maintains little or no control of and therefore greater distance as opposed to an individual’s 

decision to exercise and choose healthy foods which is something an individual can directly 

control and therefore features little distance). 

The table titled Coding Matrix: Dimensions of Experience by Domains of Health (see 

Table 6.1) shows the intersections between the Social, Intellectual, Physical, Emotional and 

Spiritual domains and the dimensions of existence (i.e., Time, Space and Distance).  This 

table contains the number of excerpts of text for each intersection/s of the SIPES domains of 

health and dimension/s of Time, Space and Distance (i.e., ‘No.  Data Excerpts’) and the 

number of participants with data coded to each intersection (i.e., ‘No.  of Participants’). 

The Coding Matrix accommodates and describes the complexity of the participants’ 

experiences and further ensures the validity of my analysis.  Validity is concerned with 

whether or not the correct concept is being identified within each category (Bajpai & Bajpai, 

2014).  The Coding Matrix categories needed to be precise and accurate.  Therefore, to boost 

coding validity and reliability, I developed clear conceptual definitions for the domains of 

health and the dimensions of experience.  I started the analysis process by describing the data 

analysis cells (categories) of the matrix and ensuring the relevance of the ecological 

framework and Indigenist paradigm.  Reliability relates to the categorisation process and the 

consistency with which data is coded (Spiggle, 1994).  Data reliability was boosted by my 
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role in collecting the data, conducting the analysis myself and always using the lens of my 

Indigenist approach and the ecological framework.   

Building an Explanatory Model 

The final phase of data analysis involved applying my understanding of the results 

from the Coding Matrix to the development of an explanatory model of experiences leading 

up to the suicide-related behaviours and suicidal ideation, which required a detailed 

understanding of the process described by participants.  Developing the process model that 

depicts an applied understanding of the data analysed in the first three phases involved three 

steps.  To begin this analysis, the interviews with the 14 First Australian participants who had 

shared personal experiences of suicide-related behaviour (M=0, F=3) or suicidal ideation 

(M=3, F=8) were transcribed.  The portion of transcript directly related to the participant’s 

experience of suicidality was examined according to:  

1) the context of preceding events;  

2) the lived experience, including the participants imminent thoughts and the responses 

of those administering treatment;  

3) what the participant believed they needed at the time, including what supports they did 

or did not have access to;  

4) the participant’s thoughts after the event;  

5) what did or would have prevented the participant from engaging in the suicide-related 

behaviour, or experiencing suicidal ideation; and  

6) what approaches would not have worked for them at the time. 

This coding allowed me to understand the process more fully.   

Following this clarification, my supervisors and I workshopped the processes and 

integrated the findings of the matrix analysis to develop an overarching model.  The process 

for each participant was mapped onto a whiteboard until no new information emerged.  The 
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findings from the matrix analysis were then integrated into the process model to give more 

depth to the findings.  Following the workshops, I continued to develop the process model by 

re-engaging with the data to ensure the results of the workshops accurately reflected 

participants experiences.  I then conducted face-to-face meetings with CRG members to 

present the model and discuss whether it accurately depicted community experiences as a 

measure of validation.  Three meetings were held with individual CRG members where I 

presented the process model depicting the sequence of events and experiences leading to the 

suicidal ideation and suicide-related behaviour of participants and discussed the process 

model’s accuracy, utility and acceptability. 

Chapter Summary 

In this chapter, I have described my overarching Indigenist approach to this research 

and my use of a participant-observation method using qualitative interviews to collect data 

about the experiences of participants who reported suicidal ideation or suicide-related 

behaviours.  To deepen my analysis of the qualitative data, I produced a coding matrix 

defined by the intersection between the SIPES domains of health and the three dimensions of 

experience (i.e., Time, Space and Distance).  This comprehensive framework accommodates 

and highlights the broader context of participants’ experiences of suicide-related behaviours 

and suicidal ideation.  This framework facilitated analysis from multiple perspectives and 

provided a more comprehensive understanding of participants’ experiences.  Data analysis 

was undertaken in several phases.  In the first phase, definitions were developed for each 

SIPES domain based on the participants experiences of suicide-related behaviours and 

suicidal ideation.  The second phase of analysis produced the most in-depth understanding of 

participants’ experiences across the domains of health and dimensions of experience.  The 

final phase involved a workshop, ongoing engagement with the data and meetings with CRG 

members as part of the procedure to develop a process model that accurately depicts 
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community experiences of suicide-related behaviours and suicidal ideation.  The CRG 

consisted of Elders and key community members, enabling me to consult and engage the 

community at all stages of my research.   

In the next chapter, I will describe the suicide cluster that occurred in Mackay in 2007 

and 2008 and the response of the community that lead to the current research. 
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Chapter 4: Mackay’s First Australian Community 

Understanding death by suicide and suicide-related behaviours within a First 

Australian community requires access to the knowledge of First Australian survivors in a First 

Australian community.  Access to such knowledge is heavily dependent on relationships.  In 

accordance with the Indigenist paradigm, as discussed in Chapter Three, my relationships 

with members of Mackay’s First Australian community facilitated access to the participants in 

this research.  As residents of the Mackay region, the participants in this research are 

considered First Australian survivors because their lives had been impacted by a suicide 

cluster in Mackay between 2007 and 2008.  Furthermore, the participants had a lived 

experience of either suicide-related behaviours or suicidal ideation.  In sharing their 

experiences, participants have contributed to the development of our understanding of First 

Australian deaths by suicide and suicide-related behaviours in order to inform a better 

response. 

This chapter describes the suicide cluster in Mackay from 2007 to 2008, the process of 

building community action and the community action that was taken.  This chapter also 

outlines reflections on the community happenings since that action was taken and the lessons 

that have been learned since that time.  First, I provide a brief overview of the potential 

triggers that lead the young people towards the decision to die by suicide.  Second, I describe 

the timeline of proceedings in Mackay, beginning with the death by suicide of a young person 

in 2007 and the culmination of a series of interventions designed by the community.   

Eight young people, five of whom were First Australian, died by suicide in the 

regional Queensland city of Mackay in the period between 2007 and 2008.  These events 

provided the impetus for unprecedented community action that continues more than a decade 

later.  This community action was informed by coordinated discussions and consultations 

amongst local community members, government departments, various community 
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organisations and intrastate and interstate experts in the fields of mental health and suicide.  

These discussions and consultations generated ideas, informed decision making and provided 

coordination that facilitated community participation in a local response to First Australian 

deaths by suicide.  The main concern of the community was to monitor the potentially risky 

behaviours of other young people who were identified as ‘at risk’, meaning they had 

significant static and dynamic death by suicide risk factors, particularly during the initial 

stages of grieving.  The second main concern of the community was to establish preventative 

mechanisms for the future. 

Long term trends indicate an increase in death by suicide rates in Australia.  For 

example, the death by suicide rate has increased from 8.9 per 100,000 (i.e., 1,881 deaths) in 

2007 to 12.1 per 100,000 (i.e., 3,046) in 2018 (Australian Bureau of Statistics, 2009, 2019d).  

This trend has initiated an active response from many communities; galvanising individuals, 

families, organizations and governmental departments and agencies into collaborative 

strategies and increasing the focus on appropriate responses and potential preventative 

remedies.  The end of 2007 saw such a community response in Mackay, but within the local 

First Australian community.  Eight young people (aged between 15 and 20 years old) died by 

suicide between 2007 and 2008 (Stanganelli et al., 2012).  Five of these young people were 

First Australians aged either 15 or 16 years old.  Four of the five First Australian young 

people died by suicide by hanging (Kennedy, 2010; Ryan, 2015; Stanganelli et al., 2012).  

The disproportionate representation of young First Australian people in this group outraged 

the First Australian community and inspired action.  Through the work of the local 

community, interventions were undertaken on individual, family, agency and community 

levels.  These interventions facilitated the participation of the wider community and forged 

alliances between individuals and organisations to produce self-mobilising actions and 

sustainable results. 
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Mackay 

The city of Mackay is a coastal regional centre in central Queensland, approximately 

950 kilometres north of Queensland’s capital city Brisbane, with an economy that 

predominantly relies on farming and tourism.  Mackay’s population experiences ebbs and 

flows due to the rise and decline of production in the coal industry, which is reflective of the 

Queensland State Government’s policy and decision making and the trend of mining 

companies to employ a fly-in fly-out workforce rather than relocating employees and their 

families to the Mackay region.  From 2001 Mackay had seen an estimated population increase 

of 16,248 and as at 30 June 2007, the time of the suicide cluster featured in this study, the 

estimated residential population for the Mackay region was 109,957, with young people 

between 15-24 years of age comprising 13.6% (Office of Economic and Statistical Research, 

2008, pp. 5–6; Office of Economic and Statistical Research et al., 2006).  This rapid growth 

contributed to the development of multiple social issues that directly impacted on the quality 

of life of many residents.   Issues such as affordable housing, access to services and the 

inadequacy of the region’s infrastructure are issues that affect the most vulnerable residents, 

among which are many Indigenous Australians. 

The estimated number of First Australian and/or Torres Strait Islanders in the Mackay 

region in June 2006 numbered 6,480 which was 4.05% of the Estimated Residential 

Population (Australian Bureau of Statistics, 2008).  A unique characteristic of Mackay’s First 

Australian population is that it is composed of many First Australians who also identify as 

Torres Strait Islander and/or Australian South Sea Islander (Moore, 2001).  Many inter-racial 

marriages over the decades have seen a unique amalgamation of cultures which has 

contributed to the development of an eclectic and unique First Australian identity in Mackay 

(Moore, 2001; Queensland Government, 2000). 
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Deaths by suicide in Mackay 

To maintain anonymity the gender of those who died by suicide will not be divulged 

and each will be referred to by two capital letters i.e., AB, CD, EF, GH, IJ and KL.  Within 

the scope of the suicide cluster in Mackay between 2007 and 2008, the first death by suicide 

in Mackay occurred in November 2007.  AB was fifteen years old and self-identified as First 

Australian.  It was reported that prior to AB’s death, alcohol had been consumed and a 

volatile substance misused (i.e., inhaled paint containing volatile organic compounds) prior to 

AB’s death.  These were prevalent behaviours that had been observed amongst AB’s peers for 

up to 10 months prior to this event.  The role of inhalants in AB’s death and in the subsequent 

deaths by suicide (and the suicide-related behaviours of other young people) was significant.  

Inhalant use complicates the process of assessment and intervention around suicide risk, 

specifically, some young people reported that inhalants bring out “bad feelings” and 

aggressive impulses.  Given that inhalants are generally used in groups, the likelihood of 

aggression was enhanced and conflicts often ended with one or more young people attempting 

suicide (Barnett et al., 2010). 

Significant characteristics of AB’s life were that AB had not been engaged in school 

for some time and there was a prevailing community belief that AB had been the victim of an 

assault prior to completing suicide.  AB was a popular young person, seen by many as a 

positive and potentially influential peer leader.  As a result of this status in the community, a 

group of ‘at risk’ young people were greatly affected by AB’s death.  Like AB, many of these 

young people were estranged from school and/or their families.  A characteristic of these 

young people identified as ‘at risk’ was a distrust of most government agencies and a long-

term well-established rapport with the staff and services provided by Mackay’s Youth 

Information Referral Service (YIRS), a community organisation providing young people with 

wellbeing information and services that may not be readily accessible to them (YIRS, 2008). 
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In the months following AB’s death there was an overall increase of young people 

reporting suicidal ideation and exhibiting deliberate self-harm behaviours when they 

presented to the Queensland Health Child and Youth Mental Health Service (CYMHS), a 

service funded to assess and treat severe and or complex mental health issues.  A number of 

the young people presenting at CYMHS consistently mentioned AB’s death as being relevant 

to their current circumstances and their decision to self-harm.  This observation raised the 

question of whether their veneration of AB was increasing their own vulnerability. 

It became apparent that an alliance between YIRS and the CYMHS needed to be 

forged in order to formulate a plan to mitigate this potential risk to the young people.  

Unfortunately, another young person, CD, died by suicide before any formal plans were 

made.   

CD, the 16-year-old First Australian cousin of AB died nine months after AB in 

August 2008.  CD did not attend school, frequently inhaled paint and other volatile substances 

and had been involved in the juvenile justice system.  The community believed that pending 

legal matters and substance abuse played a role in CD’s death.  CD’s death triggered a crisis 

amongst the group of young people identified as ‘at risk’.  Several of CD’s peers attempted to 

die by suicide in the weeks following.  One First Australian youth (EF) and one non-First 

Australian youth (GH) died by suicide in August 2008 only days after CD’s death.  In the lead 

up to GH’s death, GH’s life featured excessive alcohol consumption, bullying, relationship 

estrangement and custody disputes.  Similar factors featured in the fifth and sixth deaths by 

suicide of two more teenagers IJ (non-First Australian) and KL (First Australian) in 

September 2008. 

KL was sixteen and despite knowing CD the two did not associate with each other 

frequently.  KL was a heavy drinker, had an extensive history in the juvenile justice system 

and had experienced a relationship break-up in the months prior to dying by suicide.  KL had 
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been identified as being at high risk following the death of IJ.  KL had learnt of IJ’s death 

when at the funeral for a cousin who had also died by suicide (outside the Mackay region).  

The efforts of many individuals and services to engage KL in preventative interventions 

failed. 

KL’s death caused further disturbance within the vulnerable group, though not to the 

same extent as that which followed the death of CD.  Several very high-risk individuals were 

identified at this time and, fortunately, these young people were receptive to offers of 

assistance from YIRS and CYMHS. 

Up to the end of 2008 there were four more deaths by suicide.  MN, an adult relative6 

of AB, died by suicide in September 2008 as did OP and QR who were aged 15 and 20 years 

old respectively and were related to each other, but had no apparent connection to the First 

Australian suicide cluster.  The last First Australian youth (ST), a friend of KL’s, died by 

suicide in December 2008 at 16 years old. 

Nine years after the suicide cluster, in mid-2017, KL and CD’s cousin (UV) died by 

suicide at the age of 26.  Anecdotally, it was understood that immediately prior to dying by 

suicide UV had been released from a period of incarceration and was sleep deprived – the 

result of a significant level of illicit drugs in UV’s system. 

Community Responses 

The death by suicide of AB in November 2007 shocked and saddened Mackay’s First 

Australian community.  As AB’s death was unexpected, it also affected the wider Mackay 

community and highlighted uncertainty about the coping mechanisms of the survivors.  

Through consultations and networking within the First Australian and wider community, 

various community organisations, government departments, academic and clinical experts 

 

6 It is unclear whether MN identified as being First Australian. 
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played a significant role in coordinating an informed response to the suicides.  The 

community believed that each subsequent suicide initiated the need for a proactive response 

to prevent further emotional distress, both at an individual and community level.   

The need for clear communication channels and a combined response from various 

government and community services became evident, consequently a strong network of 

community members, community organisations and governmental department employees was 

formed.  Once the news of CD’s death emerged in August 2008, the Queensland Department 

of Communities convened a community meeting.  The invitees included community Elders, 

local agencies and government departments, each selected based on local knowledge and 

having worked with AB and CD or their peers.  An open invitation was communicated via the 

‘Murri grapevine’, an established informal network of contacts within the First Australian 

community through which information is dispersed.  The purpose of this community meeting 

was to share relevant information and co-ordinate efforts to contain what was feared to be an 

escalating emergency.  Community meetings were held regularly over the next few months.  

Ongoing plans, decisions and outcomes regarding interventions and information about local 

needs were sent via internal departmental communication channels to the Department of 

Communities to make available to the Minister for Communities for consideration. 

Several academic and clinical experts in the areas of psychiatry, psychology and 

prevention of deaths by suicide provided guidance to the those attending the community 

meetings, allowing access the relevant evidence-base to inform an appropriate response to the 

deaths by suicide.  Academics and clinical experts were identified and engaged due to their 

expertise, experience and availability in accordance with the suggestions of peer health 

professionals and other networks.  Accessing academic and clinical expertise reflected an 

important step in the mobilisation process as it was a demonstration of the community taking 



 99 

active steps to educate itself and avail itself of the relevant information to enable an informed 

yet local response. 

Initial consultations were held with Professor Ernest Hunter and Dr Radhika 

Santhanam after the death of AB with the understanding that their work with First Australian 

communities could inform practice in Mackay.  Professor Ernest Hunter is a Child 

Psychiatrist, a recognised national authority on First Australian mental health and has spent 

many years working in First Australian communities, most recently in North Queensland.  Dr 

Radhika Santhanam-Martin is a Clinical Psychologist and was a Senior Lecturer at the 

University of Queensland who provided a range of clinical and therapeutic services to 

communities in North Queensland.  Through these consultations, the possibility of further 

deaths by suicide was predicted and both a clinical and community response was formulated.  

A critical community intervention decision made as a result of these consultations was that 

the responses to these deaths must involve and be directed by young people, parents, agencies 

and the wider community.  Furthermore, the responses needed to contain life-affirming 

activities that honoured survivors of suicide and it was recommended activities derived from 

the Narrative Therapy tradition, such as Yarning Circles, be included (Ncube, 2006). 

First Australian Yarning Circles are discussions in the round that, in my experience 

and in the context of working with the young people identified as at risk, subscribed to a 

number of First Australian cultural morés.  First Australian Yarning Circles are conducted 

with consideration of a number of aspects.  Firstly, the geographical location of the yarning 

circle is important in relation to Traditional Owner participation and whether to consider 

traditional or contemporary cultural perspectives with regard to people’s participation.  

Secondly, the age and knowledge base of those in attendance is important, particularly in 

relation to having respect for those older attendees who are holders of cultural knowledge.  

Finally, flexibility of scope determines how the flow of the discussion and information shared 



 100 

is led and monitored by participants in accordance with a Traditional Owner, cultural 

knowledge holder and age associated hierarchy. 

Professor Graham Martin was another academic and clinician consulted in relation to 

preventing further deaths by suicide in the community.  Professor Martin has held the 

positions of Director of Child and Adolescent Psychiatry at the University of Queensland, 

Clinical Director of the CYMHS at the Royal Children’s Hospital in Brisbane (retired as of 

September 2014), member of then later advisor to the National Youth Suicide Prevention 

Advisory Group and Chair of Suicide Prevention Australia.  Professor Martin initially 

provided telephone consultations regarding the clinical needs of young people identified as ‘at 

risk’.  Professor Martin then visited Mackay to provide training in preventing deaths by 

suicide to key community groups.  Martin emphasised the following points;  

1) the idea of “connectedness” between young people and community and amongst 

agencies, 

2) connections to school where a powerful protective factor for young people,  

3) the importance of follow-up with the peers and family of the young people who died 

by suicide, and 

4) a focus on reasons for living when dealing with young people ‘at risk’. 

 The expertise of the academics and clinical experts contributed to the coordinated 

response overseen by the community.  The community worked in partnership with various 

government departments and community organisations to deliver the various interventions 

outlined in the next section.   

Interventions 

The Life Promotion Report compiled after the initial investigation of the suicide 

cluster described the responses of Mackay’s First Australian community after the death of CD 
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in 2008 (Barnett et al., 2010).  The report also documented the First Australian community’s 

requirement for responses that: 

• Develop a strong and positive sense of First Australian identity through addressing 

personal identity issues, rapid change in the character of the community, loss of 

traditional activities and initiating and maintaining social connections.  For example, 

The First Australian Family Wellbeing Program, delivered by the Mackay And 

Regional Aboriginal Islander Development Association, is community based and 

works with individuals and families to; 

o develop identity, establish deeper connections with community, 

o bridge cultural divides between mainstream services, 

o provide broad and flexible services, such as program delivery for young men, 

alcohol and drug rehabilitation, postvention work with survivors and students 

at school to enhance identity and resilience with an emphasis on cultural 

history and tradition. 

• Facilitate an individual’s connectedness with the community and protect against 

vulnerability (e.g., the Bail Support Program, funded through the Queensland 

Department of Communities operating out of the Youth Information Referral Service) 

to give support to young people to enable them to maintain their bail conditions; 

• Create or tailor programs to meet the specific needs of Mackay’s First Australian 

community; 

• Develop and deliver programs that are community-based, broad and flexible in scope; 

• Address the needs of specific programs, or components of programs, that focus on 

addressing the needs of young men (e.g., the Boys 2 Men program, an initiative of the 

Social and Emotional Wellbeing Unit of the Aboriginal and Islander Community 

Health Service); 
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• Ensure a First Australian-specific focus on education and skill development, alcohol 

and drug rehabilitation, family support and emotional wellbeing; 

• Provide specific services for survivors of suicide that ensure they receive appropriate 

care, help break the cycle of grief and help prevent further deaths by suicides (e.g., the 

Stronger Smarter Yarns for Life is a relational program that enables community 

members to contact local ambassadors to discuss any range of issues including death 

by suicide, First Australian and personal identity, cultural history, past government 

policies and intergenerational trauma and ambassadors provide referrals and support 

that enhances emotional wellbeing by proxy); 

• Strengthen relationships between different mental and holistic health providers in 

order to allow all facets of First Australian wellbeing to be treated and create a more 

culturally appropriate and relevant system for the community; and 

• Enhance First Australian identity and resilience among the entire community through 

a greater emphasis and support of First Australian cultural history and tradition (e.g., 

the Deadly Choices program delivered in schools addresses what it means to be First 

Australian, First Australian history and establishes relationships between students, 

youth in the community and First Australian organisations in the community such as 

the Aboriginal and Islander Community Health Service).   

In subsequent years, the Mackay community designed and delivered a number of 

responses that reflected these factors and the quality indicators for the prevention of suicide 

amongst First Australians identified by Dudgeon and Holland (2018).  These quality 

indicators include facilitating access to a 24-hours-a-day, seven-days-a-week service for those 

at risk; culturally safe services; culturally competent practitioners; a trauma-informed service; 

follow-up services and postvention support.  Although these indicators were met by several 
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local services participating in the interventions to ensure accessibility across the diverse 

profile of young people in Mackay, those who were identified as being at risk were targeted. 

4.1.1 Connecting at All Hours 

Given the Youth Information Referral Service (YIRS) was identified as a place that 

many of the ‘at risk’ group solicited, this agency became a focal point for efforts to manage 

the consequences of three deaths (i.e., AB, CD and EF).  For two weeks, YIRS stayed open 

for twenty-four hours a day and their personnel were joined by volunteers from the 

community and other agencies.  As a result, many connections were made between the young 

people and the wider community. 

4.1.2 The Yarning Circle – Connections with Culture 

The ‘Yarning Circle’ concept is a traditional First Australian practice.  The yarning 

circle iteration used with First Australian youth in Mackay was inspired by Ncube’s and 

Denborough’s (2006) Tree of Life intervention with vulnerable African young people.  

Importantly, the coconut tree palm metaphor is also a well-known and used in Torres Strait 

Islander communities (Mam et al., 1993).  The Tree of Life helped to identify internal and 

external resources that could facilitate successful coping skills associated with adversity.  

Using the metaphor of a tree, young people map out their origins (roots), current situation 

(ground), skills (trunk), hopes and dreams (branches), important others (leaves) and gifts 

received (fruit). 

In consultation with health professionals and First Australian community members, it 

was agreed the Tree of Life concept resonated with the notion of a First Australian Yarning 

Circle.  The Tree of Life Yarning Circle was convened by members of the CYMHS team and 

a local First Australian Elder.  The Yarning Circle involved 19 young people (i.e., primarily 

First Australian), most of whom were in their mid-teens and connected to AB and CD, and it 

was conducted within the context of a three-day camp at a local facility.  The camp was 
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funded by the Queensland Department of Communities and supervised by local First 

Australian Elders, First Australian community members and First Australian adults from local 

service agencies.  After establishing appropriate guidelines that ensured the safe and equal 

participation of all, the open discussion was primarily centred around the following questions:  

• Who are we? 

• Who is important to us? 

• What is important to us? 

• What are our strengths? 

• What are the problems that we face? 

• What is the way forward? 

The facilitators led a discussion with the young people about their pride in culture, 

artworks, relationships and sporting abilities.  The major problems identified were poverty 

and exclusion from the wider community, some of which was perceived to have resulted from 

the negative media publicity about the recent First Australian deaths by suicide.  Discussions 

about future directions elicited responses focused on building a good life as the best means of 

‘fighting back’ and being willing to accept the assistance offered to them by people in the 

community they may not have an established relationship with (e.g., health professionals, 

volunteers, elders). 

A prominent theme that emerged from the Yarning Circle was the importance of 

culture and history.  It was apparent that many of the young people had a strong desire to 

know more of their cultural heritage and gain access to cultural knowledge.  As a result, 

culture was explored throughout the remainder of the camp using activities such as fishing, 

sport, dance and storytelling.  These activities effectively engaged the young people.  

Importantly, the participants of the three-day camp were not highlighted by the community or 

service providers as associated with any subsequent death by suicide-related events.   
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4.1.3 Community Connections 

For many years prior to these deaths by suicide, an issue that had been identified as 

problematic for CYMHS was the lack of First Australian clientele.  Prior to AB’s death, 

CYMHS had conducted a survey of local First Australian students to get a better appreciation 

of First Australian young peoples’ knowledge of mental health services in the Mackay 

community.  Results of the survey indicated students had limited knowledge of CYMHS and 

mental health services.  Several factors contributed to the inaccessibility of CYMHS and 

mental health services, including use of the term ‘mental health’, the geographical location of 

the service being relatively farther away from where the young people spent their time during 

the heat of the day and the distrust of mental health services among First Australian people. 

In response to the survey findings, and AB’s death, CYMHS undertook several 

activities to improve First Australian community engagement.  Specifically, CYMHS began 

meeting regularly with Community Education Counsellors in order to establish better 

relationships with them and begin the process of raising CYMHS’ profile amongst First 

Australian young people.  After CD’s death an alliance was formed when YIRS invited 

CYMHS to run a clinic from their premises.  This clinic adopted an informal approach with a 

BBQ or lunch on Wednesdays, a day when YIRS was heavily utilised by young people.  This 

decision enabled the establishment of relationships between CYMHS staff and YIRS 

clientele. 

Following the advice of Professor Martin, CYMHS also began visiting the families 

and friends of the deceased young people, making connections and assessing their levels of 

risk and support needs.  This outreach action was a radical departure from standard practice, 

as most clients are referred to the service.  Follow-up efforts were greatly assisted by a local 

First Australian man (employed at YIRS) who had strong connections with the ‘at risk’ group.  
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These connections resulted in the delivery of services and support to three young people who 

expressed suicidal thoughts and to another group with significant mental health issues. 

 The loss experienced by the Mackay community as a result of these tragic and 

unexpected deaths by suicide solicited a response unlike any the community had participated 

in before.  The grief mobilised the community and galvanised them into collective action, 

forcing them to connect with each other across the artificial divides of race, organisational, 

affiliation and social status.  The community actively sought knowledge by connecting with 

experts and planned collaboratively to find solutions that resonated with the most vulnerable 

groups in the community.  It sought ways to: connect people to places of personal, cultural 

and spiritual significance; cultural knowledge and practice; family and others in the 

community and to the importance of life.  Although difficult to measure, undoubtedly, as a 

result of this collective action, future deaths by suicide were prevented and families were 

assisted to manage the consequences of death by suicide.   

The Present Situation 

Since the community’s response to the suicide cluster, the Critical Reference Group 

have continued to respond to deaths by suicides in Mackay’s First Australian community 

within the capacity of their paid employment (i.e., within government and community 

organisations) and their volunteer community work.  Where community members express 

their concern for the wellbeing of a loved one, friend or fellow community member, the 

Critical Reference Group members draw on their established interpersonal relationships with 

community members, colleagues and their work and community networks and community 

knowledge to discuss risks, individual needs and solutions.   

This individualised response within Mackay’s First Australian community engages the 

agencies and individuals in the position and with the willingness to provide practical supports.  

For example, in response to the death by suicide of WX at the end of 2018, a First Australian 



 107 

adolescent, Mackay’s First Australian community established and continue to maintain 

ongoing contact with the adolescent’s birth and foster families in order to assess each family’s 

needs, provide the practical support needed and engage the services required for ‘wrap-

around’ supports for the family and kin.  Postvention support was also provided to the young 

man’s peers to provide opportunities to communicate and address their needs for care and 

engage with the grieving process (e.g., programs that established relationships with service 

providers, enabled effective engagement with the grieving process and included life affirming 

activities). 

When a member of Mackay’s First Australian community dies by suicide, the 

community reactively considers what support the family will need, be it personal, financial or 

emotional.  Galvanised support could take any form and be delivered in the way that best suits 

the context, for example: supplying transport; assisting with funeral and wake arrangements; 

and supplying food, tea, coffee and personal necessities for the household that is expecting an 

influx of family members for the funeral.  Individuals from various agencies, such as the First 

Australian and Torres Strait Islander Community Health Service, Cell Visitor services 

providing support to First Australian Australians detained in custody (i.e., police watch 

houses), family support services and community groups will communicate what they are 

doing in providing for the family so that all individuals and services participating have a role 

in supporting the family.  Other death by suicide survivors (e.g., peers and social groups) are 

also engaged by way of initial wellbeing enquiries and, where individuals indicate a desire to 

accept offers of assistance, support is provided.  Additionally, the wellbeing of the deceased’s 

peers is also enquired about to determine if there is anyone that may need emotional support 

during this period.   
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4.1.4 Ongoing Frustrations 

In 2018, a decade after the initial suicide cluster, Critical Reference Group members 

reported to me the death by suicide of WX.  WX’s death by suicide highlighted frustrations 

between Mackay’s First Australian community and service providers.  WX was in the care 

and protection of the Queensland Department of Child Safety.  Although it was common 

knowledge among the Mackay community that WX was in care, there were no conversations 

or acknowledgement of WX’s passing within the child protection system networks in the 

region.  This lack of recognition was evident to many as there was no mention, discussion or 

acknowledgement of this tragic event at interagency meetings or at other service meetings 

attended by First Australian service staff and community members.  There was no mention of 

WX’s death in discussion with organisation managers or with the care agency supporting the 

carers looking after WX.  Many First Australian community members likened the service 

agencies’ and departments’ lack of acknowledgement of WX’s death to ‘pretending’ nothing 

had happened. 

Everything related to WX’s death by suicide seemed to be ‘brushed under the carpet’, 

as if acknowledging this young person’s death by suicide was ‘taboo’ and should not be 

discussed or acknowledged.  This response lead to frustration for many First Australian 

community members as it seemed mainstream service providers were looking out for their 

own interests rather than talking about the tragic circumstances, reviewing and investigating 

the incident, acknowledging the vulnerability of First Australian children in the protection of 

the Queensland Department of Child Safety and ensuring First Australian children in the 

protection of the Queensland Department of Child Safety are receiving care that includes 

development of their cultural identity. 

Many people in the First Australian community and First Australian governmental 

department staff are aware and recognise the importance of government departments’ abiding 
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by policies in relation to confidentiality and ensuring the privacy of carers and family 

members.  However, many First Australian community members found it disturbing that 

individuals employed by government departments that facilitate the removal of children from 

families considered themselves to be able to assist the families bereaved by WX’s death with 

practical emotional or in-kind support.  This belief contrasts with the general First Australian 

community consensus that government departmental staff’s actions had contributed to the 

death of WX by not encouraging, facilitating or supporting family contact with other siblings 

and biological parents on a regular basis, which is considered an important part of children’s 

identity development. 

When reflecting on how the First Australian community and the wider Mackay 

community have initiated and developed various prevention of death by suicide interventions, 

there were several factors that underpinned success.  Success factors can be encapsulated into 

four core actions: connecting with the community, connecting proactively with those at risk, 

establishing strong connections between people and connecting to culture. 

 Lessons Learnt 

Any intervention relating to First Australian deaths by suicide requires an informed 

response.  Consultation with holders of cultural knowledge (i.e., recognised Elders, 

community facilitators and First Australian professionals in the community) is of paramount 

importance.  Engaging and liaising with appropriate professionals (e.g., experts in death by 

suicide) is also an important avenue for guidance in order to make informed decisions relating 

to developing interventions.  Resultantly, any intervention that generates positive outcomes 

needs to draw from clinical knowledge and, most importantly, be informed by the cultural 

framework of the local First Australian community. 

The importance of engaging in the community at a time when there has been a First 

Australian death by suicide may require a shift in professional activity, particularly in 
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situations where service procedures incorporate referrals.  ‘Action’ refers to assertive 

outreach, the process of actively participating in the community - as part of the community - 

where required.  Participating in a community-led response enables development of a more 

informed understanding of the situation in the community.  Participating in the community 

also facilitates establishing relationships.  Where lack of connectedness is an important 

element in the risk of death by suicide for the individual, relationship building at such a time 

strengthens bonds and reinforces the importance of others in one’s life.  Investing time into 

building relationships with the First Australian community and young people has the potential 

to assist in rapidly establishing rapport should it be needed in the future. 

When there is a tendency for deaths by suicide to occur in clusters, and the uncertainty 

of the phenomenon lends itself to a sense of urgency, Mackay’s First Australian community 

has observed that the time between clusters can see less active prevention of death by suicide-

related engagement with grassroots community and a diminished sense of urgency.  An 

imminent and coordinated response to deaths by suicide is necessary, for the community and 

individuals (i.e., providing opportunities for individuals with the desire to actively participate 

in activities to prevent deaths by suicide in response to a death by suicide).  As a corollary, a 

key question becomes, Is it possible that reduced grassroots death by suicide-prevention 

activities between death by suicide events can contribute to a rise in deaths by suicide? It is 

during the time between deaths that there can be a propensity for a relaxed mindset due to 

other responsibilities.  The time between deaths requires engaging in preventative activities. 

This chapter has predominantly focused on post-death by suicide interventions with a 

view to preventing further deaths, but it is important to consider how deaths by suicide are 

viewed from a holistic approach.  A thorough understanding of holistic health and the role of 

contributory factors to deaths by suicide will lead to an increasingly comprehensive 

understanding of suicidal behaviour.  With a more thorough understanding of the holistic 
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nature of death by suicide comes a deeper appreciation for the need for programs and 

interventions at various ecosystem levels influencing the holistic health of the individual.  

Consequently, it is important to recognise that preventing deaths by suicide is incorporated 

into primary health and social and emotional wellbeing programs for individuals.  Preventing 

deaths by suicide by way of identifying and acknowledging strengths, unique skills and 

abilities; developing the individual’s role in family, society and community; and building the 

individual’s cultural identity and spirituality.  For example, the program ‘Boys2Men’ 

facilitates older men taking on cultural leadership roles for young boys (aged 11-17) 

participating in the Youth Justice system in order to empower individuals to engage with the 

community and social change, develop their potential and provide support through difficult 

times. 

Conclusion 

 The 2007-2009 Mackay community-led response to a youth suicide cluster manifested 

in several interventions over an extended period.  These interventions facilitated reactive and 

preventative activities in relation to death by suicide that highlighted the need for a change in 

practice for some services.  Action and relationship building with Mackay’s First Australian 

community assisted some service providers in rapidly establishing rapport and increasing the 

inclination for First Australian young people to solicit previously underutilised services. 

Experiences relating to the suicide cluster highlighted aspects of community that need 

to be incorporated in preventative and response measures.  Community-based, orientated and 

led interventions and responses are an important element of preventing deaths by suicide 

because factors that correlate to deaths by suicide exist within (and affect) the whole 

community.  Consequently, these factors are community issues, needing to be addressed by 

the wider community.  Conversely, in accordance with systems underlying service provision, 
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addressing death by suicide crises is often seen as the responsibility of individual teams 

within specific services (e.g., Psychologists, Social Workers, community or youth agencies).   

The experiences of Mackay’s First Australian community and those young people ‘at 

risk’ indicate their needs are best addressed by the community at large, including; the many 

organisations young people solicit, the family members and individuals they deem important 

in their lives (e.g., cousins, peers) and others in the community (e.g., individual relationships 

with adults and Elders).  For a holistic approach to preventing deaths by suicide, inter-

organisational and inter-personal relationships, open communication channels and ongoing 

active and meaningful engagement with the community – particularly with young people – is 

paramount.  Furthermore, culturally competent coalitions and alliances that incorporate the 

interests of each section of the community reflects the mores of First Australian culture.   

To inform cultural competence and better understand the needs of the First Australian 

community to prevent deaths by suicide, the next chapter will present each of the SIPES 

domains of health in accordance with the participants’ experiences of suicide-related 

behaviours and suicidal ideation. 
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Chapter 5: The SIPES Domains of Health 

 In this chapter, I will present my analysis of the participants’ experiences to define the 

SIPES domains of health in the context of the participants’ suicide-related behaviours and 

suicidal ideation.  Defining the SIPES domains of health through the participants’ experiences 

addresses conceptualising and understanding suicidal ideation and suicide-related behaviours 

within a First Australian community in order to address the first research question.  In turn, 

this understanding will address the second research question by informing a better response to 

First Australian suicidality. 

By defining the Social, Intellectual, Physical, Emotional and Spiritual (SIPES) health 

domains using the data provided by the participants, I developed a deeper understanding of 

the participants’ experiences of the world and their experiences of suicide-related behaviours 

and suicidal ideation.  These five health domains frame the participants’ suicide-related 

experiences in a way that aids understanding of preliminary circumstances and events, how 

they were affected and life affirming factors.  Conceptualising the participants’ experiences of 

suicidality within the SIPES domains of health facilitates a structured approach to formulating 

a better response to First Australian suicide-related behaviours and suicidal ideation. 

 The analysis undertaken in this chapter allowed me to identify the SIPES domain 

affected by each related issue expressed by the participants in their state of suicidality, which 

I will highlight with participant quotes.  This analysis also allowed me to develop the coding 

matrix that combined the SIPES domains of health with the dimensions of experience, namely 

Time, Space and Distance.  The coding matrix will underpin the analysis presented in Chapter 

Six. 

The SIPES Domains of Health 

As introduced in Chapter Three, Aunty Lauraine Barlow devised the SIPES domains 

of health of First Australian health and wellbeing based on her life experiences.  Aunty 
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Lauraine Barlow is also named Jana-Mandingalbay/Jigiddirri Jigiddirri (meaning “standout 

willy wagtail”) and Buligud (meaning Grandmother) and hails from North Queensland.  

Aunty Lauraine is a descendant of the Mandingalpa Clan, Yidiny tribe and Kulla Kulla Clan, 

Lama Lama tribe (Synapse, 2020).  Aunty Lauraine is a much respected First Australian 

Elder, has been a Community Researcher since 2003 and works as a cultural advisor to many 

non-Indigenous leaders in research in order to improve opportunities for First Australians 

(Synapse, 2020).  Aunty Lauraine’s life, cultural knowledge and insight of people’s 

experiences renders her wisdom of especial interest to First Australian health. 

Aunty Lauraine devised the SIPES domains of First Australian health and wellbeing 

based on her lifetime of experience which includes life-long management of her own chronic 

illnesses and disabilities, caring for her two children who have been impacted by disabilities 

and caring for many other children living with high support needs.  The purpose of Aunty 

Lauraine’s SIPES domains of health was to describe a broader approach to health that is 

relevant to First Australians (Barnett & Barnett, 2009). 

The Social, Intellectual, Physical, Emotional and Spiritual domains are articulated 

from a First Australian perspective, representing an ideal framework to underpin the current 

analysis.  However, given the lack of validation of the SIPES domains of health, it was 

necessary to first define each SIPES domain and determine their relevance to First Australians 

who have expressed suicidal ideation and engaged in suicide-related behaviours.  Participants’ 

experiences of suicide-related behaviours and suicidal ideation will also contribute to a more 

informed understanding of each aspect of the SIPES domains of health. 

Data Analysis 

Defining each SIPES domain and determining its relevance to First Australians who 

have expressed suicidal ideation and engaged in suicide-related behaviours was the result of a 

two-step process.  First, each transcript was examined at the level of the sentence and each 
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episode of data was coded under one of the SIPES domains of health.  Second, the data within 

each SIPES domain was coded to common themes and each theme was summarised.  This 

two-step process of data analysis enabled identification of each issue within each health 

domain, contributing to a ‘working definition’ in accordance with the participant’s suicide-

related lived experience. 

Results 

5.1.1 SIPES - Social Health 

 The Social domain of health occurs between the individual and another person.  An 

interaction starts with a simple gesture (e.g., a smile) to establish a connectedness in order to 

engage in a more significant interaction (e.g., conversation; Barnett & Barnett, 2009).  

Interactions incorporate language (i.e., body language or sound/spoken language) and 

reinforce the fact that, beyond the same basic needs, each human being is an individual with 

individual needs.  Effective engagement in the social domain requires mutual respect, 

acceptance and understanding. 

Once all the data was coded according to SIPES domains of health, it was clear the 

social domain contained the most data and was the most significant domain for the 

participants.  The social domain comprised influences and experiences that involved other 

people or society in general. 

The social domain included the following three main themes: 1) safe and connected 

relationships, 2) societal influences and 3) responses of service provision.  The Safe and 

Connected Relationships theme encompassed the need for functional relationships and 

healthy interactions with family and kin, intimate partners and through friends and service 

providers.  Societal influences involved those aspects of society that participants identified as 

influencing their help seeking behaviours, how they saw others perceiving their suicidality 

and their experiences as First Australians.  Responses of Service Provision relates to the 
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degree to which service systems were able to meet the needs of the participants during their 

time of vulnerability or suicidality. 

5.1.1.1 Safe Connected Relationships 

The most prominent and significant theme in the Social domain was Safe and 

Connected Relationships.  The importance of safe and meaningful relationships in life was 

identified as a significant aspect that influenced thoughts of living.  The experience of 

relationships and the degree of connection with others required an understanding of healthy 

versus unhealthy relationships.  This understanding affected how relationships were 

experienced and determined the impact of relationships on participants’ wellbeing. 

[A friend] said to me…’ you don't need him’ and it was good to get an older woman 

[perspective]… it was just good too that positive outcome in other people, they point out to 

you what you are as a person and bring out all your good points as a person and help you to 

reflect on that and grow with it and then [enhance it] (Nellie). 

The findings revealed participants’ need for interpersonal connection to combat 

isolation and loneliness.  The internal nature of the experience of isolation and loneliness, the 

intensity of this experience and its effect on participants’ wellbeing were critical 

considerations in the understanding of suicidal ideation and suicide-related behaviours.  The 

degree of closeness between participants and another person and relationship availability (i.e., 

with friends or kin) were important factors influenced by relationship stressors. 

People need to feel safe when they’re hurting, and if you can’t [connect] to your family I think 

that’s when they start having - they start acting out - not necessarily suicide behaviours but at 

least self-harming behaviours and anti-social behaviours (Miranda). 

Suicide ideation and suicide-related behaviour was closely linked with both the 

perceived or real availability of others to give reassurance and support in times of need.  The 

ability to identify others willing to help participants reach an improved state of wellness 

contributed to the experience of wellbeing.  Isolating oneself (be it through physical or 
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cognitive isolation), withdrawing from relationships and reducing one’s engagement with 

society, contributed to an ongoing disconnection between participants and others.  

Conversely, the state of wellbeing appeared to influence participants’ ability to engage with 

others. 

… I’d want somebody on the ground to come in and check on me and not be bound by an hour 

time, and to say, okay Sis, how you going today? Come to my house and say, okay are you 

going to get up today? How about we get some breakfast, or how about you go and have a 

shower… that personal support on the ground, yeah… (Ellen). 

Sadly, a prevailing thought for many participants was that they were reluctant to 

bother other people because others had their own lives to lead or participants were not worthy 

of attention.  These thoughts contributed further to participants’ experiences of loneliness, 

being alone and thoughts about no longer existing in this world.  For participants, the 

relationship contexts identified as particularly significant within the social health domain 

included 1) the nature of family and kin relationships throughout life, 2) intimate partners and 

3) support through friends and service providers. 

5.1.1.2 Family and Kin Relationships 

Participants’ experiences indicated the role each family member plays in their lifespan 

development and support of fellow family members contributes to the process of establishing 

personal traits that inform an individual’s sense of self and character.  Relationships with 

family members throughout participants’ lifespans were identified as key factors in 

experiences of suicidality. 

Participants shared that the inherent and continuous influence of family and kin 

relationships can be direct or indirect, absent, fleeting or ongoing and the impact of the 

relationship connection can be negative or positive.  Where family relationships are under-

developed, strained or dysfunctional, participants’ inability to draw on this ‘well’ of support 

resulted in reduced wellbeing, poor relationships with others, limited expectations of 
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themselves and others and a depleted quality of interpersonal relationships (i.e., the degree 

and nature of the interpersonal connectedness). 

…my dad had suddenly picked up something was wrong with me and like … he could tell I 

wasn't myself because of yeah just the way I was … that's probably what's funny because I 

wouldn't say I have a really close relationship with my dad like with my mum but he did … he 

picked it up, yeah … (Bindi). 

The family context provided participants with a sense of identity and belonging.  

Family context influenced by social circumstances including historical government legislation 

and Acts that removed personal control, such as child removal and separation, causing 

ongoing effects on participants’ identity inter-generationally. 

All of my childhood, I felt like it was just all accumulating to that point in time where I had no 

control over being put in the orphanage, I had no control over where I got fostered, I had no 

control over being put back in an orphanage, I had no control over being fostered again, I had 

no control over leaving the domestic violence relationship when I was 15 ...  (Lizzy). 

Many other significant family influences impacted participants’ social domain.  

Familial influences included: the nature of family dynamics; transitional changes (e.g., 

variations in educational engagement); and the attitudes, beliefs and behaviour modelled by 

parents, grandparents and ancestors.  For example, factors that influenced the head of the 

household included; the influence of the incumbent on the household, any change of 

incumbent and subsequent effects on family dynamics and relationships with others in the 

household and the degree of direct control the incumbent has on others’ behaviours and 

relationships. 

… for me the lead up to that time in my life was when I lost my dad, when my dad passed 

away and for me personally, that was the very first time to have a close family member just 

close their eyes and just go to sleep forever.  [Not live] was something I wanted to do for me, 

because of the loss of my dad (Kylie). 
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In situations where participants had experienced a relational disconnection associated 

with a lack of good family relationships, supports and a lack of identity, the prevailing belief 

of participants was that family members lacked the capacity or interest to provide support.  

Lack of family support was particularly distressing for participants whose cultural beliefs 

emphasised the importance of family: 

I think that there’s always the misconception too that just because you’re black you’re going 

to have family that will help you through it.  That’s a misconception because I’ve never had 

family to help me through things, you know (Ellen). 

Kinship links, knowledge of family history and an understanding of where one fits in 

the family genogram informs a sense of belonging, which is at the core of social wellbeing.  

Government policies that led to the Stolen Generation rendered some participants unable to 

access knowledge of ancestry and comprehensive kinship systems.  Complicated stepfamily 

situations from previous generations and intimate liaisons (wanted or otherwise) resulting in 

children have created convoluted kinship systems. 

… having a loving family to begin with … if they haven't got that, don't know who they are, 

try and help them find out who they are, giving them some sense of identity of where they 

come from.  [People know] who they are, people keep an eye [on them] in this town (Warren). 

Relationships between individual family members can be influenced by other factors 

that can hinder or strengthen participants’ support bases.  For example, some participants 

described intimate-partner relationships that featured damaging drug abuse or domestic 

violence.  Participants often reported relationships that their siblings or parent/s minimised for 

other reasons, resulting in participants being ostracised from their family. 

Maintaining relationships with relatives (e.g., extended family and stepsiblings) was 

difficult given the frequency with which people relocated.  Keeping in touch with siblings, ex-

partners and their children was also difficult, given the irregularity of everyday contact and 
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possible residual emotional distress from failed or dysfunctional intimate partner and family 

relationships. 

Because like even when I broke up with my first husband and my in-laws said to me, Pop he 

said, ‘I don't care what's happened between you and him, you're still the mother of my 

grandchildren you know you will always be welcome in the house’.  That's how it was until 

the both of them died.  That's how I feel it should be regardless of what's happened between 

your brother and their partner and whatever.  Those women have done me no wrong, so I've 

always kept that contact with them.  Even with my nieces and nephews.  (Keira) 

In First Australian communities, familial relationships can be divulged or discovered 

through community or individual knowledge systems.  This requires identifying who 

possesses information and the ability and capacity to access that information.  The loss of a 

relationship, or the lost potential of a relationship that has been stolen, and associated grief 

can affect one’s wellbeing to a great extent.  For example, grief instigated by the death of 

loved ones can trigger immediate thoughts of no longer wanting to engage with life.   

Participants with access to family members were able to competently engage and 

accept nurturing support from kin.  The perception that family members were unavailable 

(i.e., siblings who had their own lives and responsibilities) meant that participants were 

reluctant to ‘bother’ them, rendering this support ‘inaccessible’.  The complex nature of First 

Australian family life increases the likelihood of this perception of inaccessibility.   

Parenting practices were also identified by some participants as contributing to 

undesirable long-term consequences.  Participants experiences included; being raised in one-

parent households with many children (especially in close succession), having inappropriate 

age responsibilities as children (including caring for younger siblings), being a parent with a 

desire to re-live their lost childhood (e.g., a wife leaving her husband to ‘party’), having a 

compromised capacity to parent (due to effects of illicit substances or alcohol), poor parenting 
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behaviours, an absent father and also the positive influence of intuitive and supportive 

parents. 

One participant shared the importance of communicating with her now adult daughter 

about significant past events and behaviours that influenced her ability to parent.  This 

participant acknowledged the need to address personal issues and the effect of her past risky 

behaviour on her children – particularly the importance of ensuring her children did not blame 

themselves for family breakdown or their parents’ poor wellbeing. 

… [infant] daughter had already opened up the door… it was one of [partner’s] mates.  Now if I 

hadn't of woken up and gone to the door he could have done something to that girl… [anything] 

could have happened last night while we were in our drunken state… and to make it more worse… 

as I was going through the kitchen she was trying to make herself a sandwich...  'cause her mother 

was friggin' drugged up and drunk.  Some of those things I talked about with my [now adult] 

daughter last night.  (Keira) 

Another participant highlighted the detrimental long-term effects of a temporary 

period of impaired capacity to care for her children as a single mother.  This participant had a 

limited support network, significant health issues and her impaired functioning rendered her 

unable to access health care. 

I had no one that I could ring and say, can you come and help me … so I rang the kids’ dads 

and asked for them to come and help me and take the kids for a couple of months … I’ve only 

just got my son back.  I’ve still got two daughters to get back, and my daughter is supposed to 

be coming at the end of next year, and then there’s - one of the dads took it all the way and 

took me to court and has now got custody of my daughter because of that.  Just because I went 

through a bad depression Ellen. 

Relationships with family and kin were important influences in participants’ 

experiences of suicidal ideation and suicide-related behaviours.  The nature of engagement (or 

lack thereof) with family and kin influenced participants’ experiences of health in the short 
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and long term.  Participants with no engagement, poor engagement or dysfunctional 

relationships with family or kin shared their difficulties in overcoming health obstacles which 

led to episodes of suicidal ideation and one episode of suicide-related behaviours.  

Consequently, family and kin relationships need to be considered in informing a better 

response to First Australian suicidal ideation and suicide-related behaviours. 

5.1.1.3 Intimate partners. 

Participants shared experiences of dysfunctional and conflicted relationships with 

intimate partners as stressors that immediately preceded risky or self-harming behaviour.  For 

Nellie, self-harm (in this case a prescription medication overdose) was a response to the need 

for positive attention. 

Yeah, it was [alright], there was none of the leaving me home by myself and it was just made 

whoever and showing me that attention.  So, he kind of freaked out, I thought, oh my God, 

you know, got the response I wanted …  

Some relationship factors identified as problematic for participants were strict gender 

roles, relationship desires that were not understood and unrealistic expectations.  Relationship 

strain due to alcohol or substance abuse and the expectation that a partner would abstain from 

alcohol were also identified as issues.  Dysfunctional relationships also influenced broader 

familial relationships.  One participant said her brothers were not allowed to give her money 

as per their mother’s instructions (i.e., family relationships were strained) because the family 

did not approve of her partner’s excessive use of alcohol and illicit drugs.  For Keira, poor 

communication with her partner due to the influence of alcohol and illicit drugs and her desire 

for a helpful partner were long-term escalating stressors that ultimately led to her engaging in 

risky behaviours (i.e., erratic driving). 

For Jessica, an intimate relationship took away her control over life.  Jessica and her 

children stayed in a violent relationship with her husband that included abuse (physical and 

verbal), having her movements outside the home monitored, being accused of infidelity and 
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having to deal with the infidelity of her partner.  Jessica engaged in excessive amounts of 

community work to avoid being at home, lived in denial and wore a social mask.  Jessica also 

failed to address her own personal history of growing up in an abusive home and being 

subjected to child abuse, all of which led to significant personal challenges.  Jessica’s martial 

relationship featured physical violence whereas Ellen experienced long-term sexual abuse “I 

was sexually abused as a child, and that continued…”.  The build-up effect of unaddressed 

social issues over time led to ideation for these participants. 

 Relationships with intimate partners were the context in which participants identified 

stressors that contributed to their suicidal ideation and two participants’ episodes of suicide-

related behaviours.  Relationship dysfunction, substance abuse, poor communication and 

violence in intimate-partner relationships preceded participants’ experiences of suicidality.  

Developing our understanding of how these stressors eventuate and contribute to participants’ 

suicidality can inform a better response to First Australian suicidal ideation and suicide-

related behaviours. 

5.1.1.4 Support through Friends and Service Providers. 

Participants shared several factors that determined the degree to which they shared 

their experiences with, or requested help from, others.  If participants perceived that they 

lacked the capacity to seek assistance from anyone, then their suicidal ideation was a deeply 

personal experience: “Well I didn’t – I was just too stressed to go and talk to – go in to see 

someone” (Rianna).  The responses that participants believed they would receive from their 

friends informed the degree to which they sought help from others.  For example, one 

participant thought her experience might have an adverse effect on her friend and another 

believed no one could really understand her experience.  These beliefs prevented participants 

from seeking help from their support network. 
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The influence of peers’ behaviours was substantial.  For example, one participant 

described an episode in her early teens when she engaged in self-harming behaviour (i.e., 

cutting) after having heard school peers had engaged in this behaviour.  Interpersonal 

relationships based on supportive and open communication, including sharing positive 

qualities, proved to be a positive influence.  Alternately, one participant was positively 

influenced by a peer’s reprimand: “When I come over to town and I said that to my friend 

what I had done, she just really swore at me” (Keira). 

People in influential social roles (e.g., employers or church pastors) could significantly 

affect participants’ wellbeing.  When support was not forthcoming from these sources it 

significantly hindered wellbeing.   

[I needed] more support to come with me for those meetings at work … [employer would say] 

come back and I’ll make a decision tomorrow ...  with all those meetings it was, you know, 

come back, we’ll let you know.  Every time I go back to work, stood down with pay.  That 

was stressful, getting up for work, go to work, told to go home … and saying to me, you 

know, we’re giving you the option.  That’s when my support person said, you’re not giving 

her any options, you’re just going to terminate her (Rianna).   

… as much as I love my church, I didn’t find my church helpful for me at that time because 

they were demonising what I was going through when all I needed was someone to talk to and 

someone who would reflect back.  A couple of times with my pastor he just wanted to pray for 

me.  Even today I wonder if that was the pastor’s way of avoiding it (Lizzy). 

Conversely, participating in community work, applying acquired skills and focusing on others 

provided participants with opportunities to escape their imminent situation and develop 

themselves.   

Participants shared several experiences of having received support from friends and 

service providers that contributed to improved wellbeing.  Some participants also identified 

factors that influenced their decisions to request assistance from others and engage with 
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service providers.  Participants that did not receive the support they sought shared that 

improvement to their wellbeing was hindered significantly.  Participants’ experiences of 

engaging with friends and service providers provide opportunities to better understand the 

needs of suicidal First Australians. 

Connecting with others in the context of safe and meaningful relationships were 

pertinent to participants’ thoughts of living.  How participants experienced their relationships 

was crucial to meeting their needs of interpersonal connection, closeness and combatting 

loneliness.  The participants’ perceived or real availability of others and acts of isolation 

influenced their decisions to request and access support to improve their wellbeing.  The role 

of safe connected relationships in combatting participants experiences of suicidal ideation and 

suicide-related behaviours can inform better responses to preventing death by suicide. 

5.1.1.5 Societal Influences. 

Participants identified the lack of awareness of other people and racist social structures 

as having influenced their suicide-related behaviour.  These same societal structures were 

associated with the likelihood of participants seeking help because they influenced other 

people’s understanding of the participants’ suicide-related behaviour. 

Other people’s lack of awareness defined how participants’ behaviours were perceived 

and how others engaged with the participant in relation to suicide-related behaviours. 

… If I ever mentioned it to anyone they’d always say something like ‘oh you’re right sis, 

you’ll get over it’… that felt so patronising, I just never ended up telling anyone because I 

couldn’t tell anyone unless they’d just give me that simple remark back (Ellen). 

The ‘fit’ between First Australians and society was not easy or comfortable for most 

participants.  There was an enmeshed relationship between racism and the social structures 

that were meant to help participants. 

…they don’t change the service to meet the individual… I think a lot of it with Indigenous 

kids is rooted in past policies.  You get that intergenerational trauma, you get that 
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intergenerational racism that’s passed down from one generation to another, and you get that 

intergenerational failure of systems.  No matter how many governments come in with each 

generation, that system still fails to build up the family … Because it’s embedded in 

institutionalised racism (Lizzy). 

When participants shared their need for assistance with someone, how others 

responded to the participant indicated the other person’s degree of understanding in relation to 

the participants’ suicidality.  How other people understood and responded to participants’ 

experiences and participants’ experiences with racist social structures influenced participants’ 

suicidality and, consequently, can inform the development of improved responses to First 

Australian suicidality. 

5.1.1.6 Responses of service provision 

The inclination of systems to be unaccommodating in relation to First Australians 

holistic wellbeing is arguably influenced by and steeped in stigma and past government 

policies.  The historical relationship between First Australians and first responding services 

(especially Police) prevented participants from seeking help.  First responders’ stereotypes, 

assumptions, decision-making and attitudes influenced participants’ willingness to engage 

with service providers and their experience influenced the engagement of others.   

… the police saw them [my friends] slapping me and trying to wake me up and he was just on 

his way to go on duty so he ran to the police station and when he come back the car was 

gone… I was up on the footpath at a shop.  Trying to get sugar [friends] were and the police 

arrested them there, took them into custody anyway and ended up arresting them for having no 

licence and driving up on the footpath (Lowanna). 

The system repeatedly worked against participants, generating further distress and 

leaving them with few options.  One participant explained how she had arranged for her 

children’s fathers to care for the children for a short period to allow her time to recover from 

health issues.  During this period, the children’s fathers began legal proceedings and arranged 
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to be the children’s long-term primary guardian.  This situation triggered her suicidal thoughts 

as she no longer felt she had any support. 

… I’m angry because the law doesn’t recognise that I had a bad bout [of depression] and that 

I’m fine now so can I have my kids back please?  That’s probably the biggest one for me, or 

that is the biggest one because now I’m going through legal stuff… they [the law] could have 

readdressed – not given him sole custody.  They could have said, okay, well you have 

temporary custody for six months and we’ll review it then, or 12 months and we’ll review it 

then (Ellen). 

For some participants, health service provision proved to be a valuable social resource.  

For example, one participant expressed appreciation for the local GP who was able to provide 

valuable support when needed whereas another participant was grateful to the hospital for 

medical assistance.  Participants identified the need for accessible face-to-face service 

providers, crisis support and a place where they can remove themselves temporarily from 

stressors.  Participants identified the need for services that would proactively engage with 

them.  Due to their ill health and inability to function, some participants had impaired capacity 

to seek help.  Barriers to health care were common and could prevent participants from 

getting help when needed.   

… [a medical clinic] rejected me… I couldn’t make an appointment [because] it was like 3:30 

in the afternoon so then I had to walk from there [to another medical clinic] but they were 

closed down so I walked around [to another medical clinic] and they just took me in.  It was 

like I was meant to go there (Monty). 

On the ground people to go and see these people rather than saying, ‘oh that’s the Aboriginal 

health worker’s job’, and getting caught up in all that bureaucracy where it ends up that no one 

goes, and that’s what I saw a few weeks ago with that person as well (Ellen). 

… it's like if you can go tell your mates about that place, they can take you to there.  If you 

make that place where you go if someone's having problems like the drop-in centre; if you tell 

your mates they can just take you there (Joseph). 
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Participants valued health services and workers that espoused confidentiality, took 

their time establishing relationships through home visits, provided cultural encouragement 

and supported the needs of the family through genuine care and a broad skill base. 

… I’d want somebody on the ground to come in and check on me and not be bound by an hour 

time, and to say, okay sis, how you going today? Come to my house and say, okay are you 

going to get up today? How about we get some breakfast, or how about you go and have a 

shower while I - and that personal support on the ground, yeah.  Because getting up to go to an 

appointment is not a reality when you’re in really dark times… (Ellen). 

 The social domain of holistic health was informed by participants’ experiences of 

relationships, societal influences and the provision of services within the community.  

Meaningful relational connectedness was crucial for combatting loneliness and isolation, but 

it also informed participants’ thoughts on the availability of others to assist them.  The effect 

of past government policies on First Australians, including dislocation and dismantled kinship 

structures, have interrupted intergenerational family practices and knowledge systems 

resulting in social dysfunction (e.g., family violence and compromised ability to fulfil family 

roles).  Many factors influenced participants’ decisions to seek assistance when experiencing 

suicidal ideation, including the perception that others are able or willing to help and societal 

reactions driven by racism.  When in a fragile state, participants’ wellbeing was significantly 

hindered if support was not forthcoming from those perceived to be able to help.  The 

perceived lack of understanding about suicidality worsened the situation. 

5.1.2 SIPES - Intellectual Health 

The Intellectual domain of health features the individual’s thought patterns and 

cognition which impact upon their ability to understand, plan, process information and 

interact with others (Barnett & Barnett, 2009).  The Intellectual domain relates to intelligence 

and the ability to understand, create, invent, develop and how a person makes sense of the 

world.  An individual’s Intellectual domain and its value is heavily influenced by culture.  For 
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example, one culture might highly value academic intelligence (e.g., university education) 

and place less value on the intelligence needed to understand seasons and patterns of nature 

that allow for living off the land in an everchanging environment. 

In this study, participants’ intellectual health was influenced by two key aspects, the 

first were their life circumstances and how these influenced their way of thinking and second, 

the importance of knowledge and having access to information.  Intellectual health was 

defined by participants’ responses to life experiences and their thoughts regarding suicide-

related behaviour, thoughts about treatment and the impact of suicidal behaviours.  The 

insights participants explained regarding treatment at the time of their suicidal ideation and 

after self-harm behaviours is a particularly important component.  Finally, access to what 

participants identified as important service provision and knowledge systems for wellbeing 

are outlined in this section.   

There were several contextual factors involved in the intellectual health of 

participants.  These contextual factors were prevalent in participants’ lives at the time of their 

suicide-related behaviours and these factors influenced participants’ thoughts in response to 

their life experiences.  These contextual factors also highlighted the importance of participants 

being informed about aspects of their wellbeing and developing a deeper understanding of 

themselves in order to improve their ability to self-manage their wellbeing.  This commences 

with understanding and being able to reflect on their life situation. 

5.1.2.1 Life Situation at the Time of Suicidality. 

In identifying the life circumstances influencing their suicide-related behaviours, 

participants illustrated their ability to engage in a reflective process that allowed them to 

develop insight of their past experiences and, resultantly, have a more informed understanding 

of how to manage their wellbeing.  For example, participants’ circumstances included the 

considerable grief resulting from the death of a loved one, the threat of vulnerability, a failed 
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marriage or intimate partner relationship, domestic violence, enduring the fall out of 

circumstances beyond one’s control (such as being unable to help loved ones) and factional 

divisions within a previously supportive employment system.  The data set indicated that the 

key aspects were symptoms of ill-health, motivation, thoughts about death by suicide and 

suicide-related behaviours, thoughts about treatment and thoughts after intentional self-

harming behaviour.  I will present how the data demonstrates each of these aspects as 

important to participants’ suicidal ideation and suicide-related behaviours. 

5.1.2.2 Thought symptoms of ill-health. 

Participants described intellectual symptoms of ill-health that co-existed with their 

suicidal ideation or suicide-related behaviours.  How these intellectual symptoms feature and 

the importance of how they relate to other aspects of wellbeing are important considerations 

for the prevention of death by suicide.  For example, the experience of negative self-talk “It 

was like hundreds of little voices” (Jessica) and the adverse effects of medication leading to 

increased suicidal ideation for Monty.  Jessica described the experience of negative self-talk 

in the context of an abusive relationship. 

I’ll never get a job, I’ll never do this, I’ll never do that, then I think why did I sort of feel like 

that? I believed him.  Well you still haven’t got a boyfriend now so maybe he was right.  Your 

mind plays tricks on you, it just runs wild and silly then it’s like there’s no hope left.  What am 

I doing? I’ve got nowhere to go, I can’t talk to anybody… (Jessica). 

For Monty the adverse response to prescribed medication included environmental triggers. 

… every time I go into the supermarket all the aisles it just joins up it’s like a maze and you 

don’t know how to get out like everything is just joined, you don’t know how to get out of 

there.  It was like you were stuck in this big maze and that’s how it [medication] affected me 

(Monty). 
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For Monty and Jessica, the ability to manage symptoms by becoming reclusive (i.e., fewer 

symptoms to manage when at home compared to being in public) and informed decision-

making about medication, influenced other aspects of their wellbeing for the better. 

5.1.2.3 Thoughts about Suicide and Suicide-Related Behaviours. 

At the point of suicidal ideation some participants gave thought to a plan and the effect 

their death might have on others.  For example, Jessica gave thought to her children being 

capable of caring for themselves, her life going “downhill”, and her plan to die by suicide.  

These thoughts were rapidly followed by thoughts of how she did not want her body to be 

found by her children, her children’s ongoing grief and her children potentially wondering 

why they could not help their mother.  Ellen explained she did not have a mindset conducive 

to seeking help as she was experiencing ‘fixated thinking’, increasingly darker thoughts about 

life and recurring thoughts about the upcoming opportunity to end her life.  “I’m going to do 

this” then a voice saying “… who’s going to love your kids more than you do?” (Ellen).  

Other participants had thoughts about the effect of their death by suicide on their parents, 

including Warren who witnessed the effect of a death by suicide on loved family members.  

Participant Miranda had found the body of a family member who died by suicide, which 

influenced Miranda’s reticence to engage in suicide-related behaviours.  Although such 

experiences presented death by suicide as an option, for many participants considering the 

effect their own death by suicide might have on the rest of the family was a reason to live. 

For participants engaging in risky behaviour or intentional self-harm, the impulsivity 

of their behaviour did not facilitate contemplation or thought.  For example, Keira was in a 

heightened state of emotion after having had an altercation with her partner and had the 

thought that she was going to kill herself because she was sick of her life.  After engaging in 

risky behaviour (erratic driving), a near-miss jolted her into asking why she should kill herself 

over someone else, especially when her risky behaviour had the potential to kill or maim 
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another person and potentially result in jail time.  This led to Keira labelling her thoughts of 

suicide “stupid” and she reported not having such thoughts again.  Rianna also engaged in 

erratic driving with children in the back seat of the car.  Rianna accelerated then had the 

thought, ‘that it was not up to her to take the lives of her children,’ and then slowed down.  

Several times Rianna also had thoughts about dying by hanging herself but due to not being in 

a funeral fund she was concerned about how her children would cover her funeral costs.  

Miranda had “… a strong sense of darkness…” wash over her followed by the thought to veer 

the car she was driving into a tree.  This sense came as quickly as it went, but Miranda did 

explain that veering the car into a tree was a strong impulsion. 

Episodes of logical thinking were apparent, for example, when Monty identified death 

by suicide as an option but then thought “I’ve got lots more to live for” and subsequently 

found help.  Likewise, Kylie had thoughts of death by suicide that were quickly followed by 

the decision she was not going to act upon those thoughts.  After Joseph’s initial thoughts of 

death by suicide he rejected the idea and extricated himself from stressors for several days.  

For Lizzy, the apparent tendency for logical thinking after an initial period of emotion seemed 

to parallel age.  For example, as a young teenager Lizzy had the decisive thought to take 

herself to another place either by way of an overdose of aspirin or slashing her wrists and 

then, as an adult, when engaging in a logical brainstorming activity of future options, 

identified death by suicide as a non-viable option. 

5.1.2.4 Thoughts about Treatment. 

The ability to recognise the need to engage with treatment was reliant on factors such 

as self-awareness, emotional capacity, knowledge of symptoms and treatment processes.  For 

example, Miranda stated that she did not recognise that she needed help as she did not 

understand her state of wellbeing, saying that if she had insight, she would have accessed 

services to improve her condition.  The importance of having an informed understanding 
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about treatment options is reflected in Monty stating that he understood his state of health 

because he had read information about the potential side effects of his prescribed medication 

and understood improved health was dependant on time and ongoing engagement with service 

provision. 

… when you’ve gone a couple of times and you still don’t feel like anything is happening, 

then I go, you know no one’s going to be able to wave a magic wand and everything’s going 

to be rosy… (Keira). 

… in my own way I was able to let myself know that it’s okay to be feeling like this and to be 

thinking like this, it’s okay (Kylie). 

Participants demonstrated that informed understanding facilitates informed personal decision 

making about addressing wellbeing.   

… I’m stronger than that [taking antidepressants] and I’ll sort it out even though it was really 

dark (Ellen). 

Access to information about wellbeing and treatment options empowers the individual, 

an aspect of wellbeing particularly important to First Australians given the health disparities 

with other Australians.  Not understanding the potential fatality of their behaviour was an 

issue for the three participants who had engaged in suicide-related behaviours. 

5.1.2.5 Realisation After Intentional Self-Harming Behaviour 

Reflections of actions after having been revived, or experiencing suicidal ideation, 

provides an opportunity to better understand the difference between the ‘suicidal mind’ and 

the mind experiencing distance from the triggers and emotional distress.  There was clear 

delineation between logic and emotion as demonstrated in the mindset and behaviour when 

participants were suicidal (i.e., ideation and engaged in self-harming behaviours).  For 

example, when reflecting on their behaviour after a self-harming event, both Keira and Nellie 

indicated a lack of intelligibility.  “[Felt] stupid because I had done that” (Keira), “[Felt] 

pretty stupid, absolutely stupid and wild” (Nellie).  Several participants explained that they 
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experienced a lack of intelligibility which was particularly evident after the event when 

engaging with logical-thinking others. 

Participants shared their thoughts in the moment of suicidal ideation and immediately 

prior to engaging in potentially fatal suicide-related behaviour.  For example,  Lizzy thought 

she did not fit in anywhere and wanted to “go to another place” so tried to divert her 

emotional pain to physical pain; Nellie wanted to elicit a favourable response from her partner 

and Lowanna no longer wanted to engage with stressors but rather go to sleep in order to “just 

not think anymore”.  Lizzy, Nellie and Lowanna were not motivated to end their life, but still 

engaged in suicide-related behaviour that was potentially fatal.  Nellie and Lowanna, when 

realising the seriousness of their actions and potential death, started fighting within 

themselves to survive.  Other participants wanted to escape their current state of reality and 

had a lack of understanding of the potentially dangerous consequences of their ways of 

thinking.   

Two participants shared their thoughts after having engaged in intentional self-harm 

behaviours and realising their self-harming behaviour had the potential to be fatal.  Lowanna 

stated she had “… woken up to herself…” and that her behaviour had her re-evaluate what 

was important for her life.  Lizzy was shocked when the treating nurse told her if she had cut 

another way she would have “… done the job”. 

Several participants shared their reflections of having engaged in self-harming 

behaviour and the importance this had on their personal development and understanding.  

Participants’ reflections are important considerations given the ability for participants’ 

experiences to influence other community members.  For example, Nellie wondered why she 

engaged in self-harm in order to get her partner’s attention and that leaving the relationship 

imminently would have improved her wellbeing.  Lizzy shared how her childhood impacted 

upon her life and informed her decision to complete her secondary education later in life to 



 135 

increase her capacity to provide for her children and improve their quality of life.  Lizzy’s life 

experience also gave her substantial insight into why people get to the point of suicidal 

ideation and other suicide psycho-educational understandings. 

Reflecting on past suicide-related behaviours allowed participants to consider how 

much they have learnt “… I listen to [the music] now and think, oh that’s right I was in the 

lounge room then” (Ellen) “I wasn’t going to do anything like it again because I was feeling 

[terrible]…” (Nellie), acceptance of the situation and their emotional state “… it was about 

being in touch with myself and knowing it was ok to feel like this and just go with it” (Kylie) 

and self-reflection with a view to addressing unresolved issues “I don’t know what was 

missing probably a bit more discipline, thinking I’m not a good woman because I didn’t do a 

lot of things right then [ramifications of lifestyle on children]” (Keira).  Furthermore, there 

was an understanding that only the participant could determine whether their behaviour was 

suicidal “… even if a suicide note is left I don’t think it gives enough information, but who’s 

to judge how much info is enough” (Miranda).  Clearly, participants’ life circumstances 

influenced their way of thinking.  Accessing information that participants deemed important 

to life circumstances and wellbeing spanned health and culture. 

5.1.2.6 The Importance of Knowing 

Access to information was identified by participants as important for wellbeing in 

many ways, including the importance of knowledge of family, kinship and cultural 

connections, and knowledge about suicide and health service provision.   

Knowledge of Family, Kinship and Cultural Connections 

How cultural knowledge and knowledge of family and kinship systems contributes to 

one’s wellbeing was discussed by three participants, as follows; 

… if you get the cultural thing happening at prep you can grow up and know straight away … 

your mum and dad and all that.  But not a lot of Education Queensland will start with that with 
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Grade 9 and 10 boys … hopefully [culture is] going to be in the curriculum ...  there’s boys 

with good jobs and playing sport they’re good footballers but they don’t know who their dad 

is, it’s always playing on their mind.  Without knowing who they are I don’t know what 

they’re going to do… it’s not knowing … (Warren). 

A lack of knowledge sees that  

… people really don’t see their value, I think people don’t see their worth they don’t see their 

connection to people who do love them (Miranda).   

The significance of accessing kinship knowledge was highlighted by Keira when she 

shared that  

… only up until the time when we were adults and then he [father] got sick and then I sort of 

found out about part of my background, bits and pieces of it (Keira). 

5.1.2.7 Knowledge about Suicide and Health Service Provision 

The ability to facilitate informed decision-making requires access to wellbeing 

information, including those factors affecting wellbeing.  Monty highlighted the importance 

of psychoeducation. 

I didn’t know anything about [anxiety] and when I went and tried to get help I didn’t know 

what I was experiencing, so if you put all that on paper and out there and spice it up a little bit 

so it catches their eye as well … If there was more resources out there for [people] to read 

about in terms of if they’re depressed or whatever else and thinking of doing that to 

themselves maybe they can actually see I’m not alone and there are places for me to go and 

get help – put advertising out there (Monty). 

Ellen expressed anger at there being  

… no help and sometimes I feel patronised because I’ll hear people say, oh you could have 

done this, and you could have done that.  Well I couldn’t because I didn’t know, there was not 

much education around (Ellen). 

Lizzy’s experience highlights change over time  
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… when I was a teenager, I don’t think there was a lot of awareness around.  I don’t think it 

was as visible as it is now.  I think in today’s society, there’s more resources around but at the 

same time it’s whether the person has the capacity.  Those resources aren’t always going to be 

accessible to the person that needs them (Lizzy). 

Jessica spoke about how tertiary study provided time away from stressors and informed her 

understanding of her situation. 

… my way out was my study because I could see what was happening and it was like I lived 

through was I was learning.  I wasn’t making excuses for myself, but I could see what was 

happening, they cycle of violence I understood it (Jessica).   

Some participants indicated that the benefits of providing health education about 

preventing suicide, over the course of health care service delivery, enables informed decision 

making for clients.  For example, Bindi stated  

… for myself I wouldn’t have no problems with [going to a counsellor] but I know there are 

people out there who wouldn’t do it.  I don't know that it actually makes a difference, but 

you've had that sort of education … about the choice … you just never know do you and it 

makes it hard for people ...  So how do you try and get through to them [people who don’t 

seek counselling] that it's okay for you to go and see someone? (Bindi). 

On formal help, Keira said  

… I know you shouldn't have the big expectations of walking in and like everything's going to 

be solved the first session or whatever.  It doesn't happen that way.  The expectations of all 

your problems being solved and it's not.  Then if you don't go back it's like a letdown.  

Because you feel that well that person has done nothing for me.  They haven't helped me in 

any way (Keira). 

Importantly, Ellen highlighted the unreasonable expectations health care providers have of 

individuals experiencing poor wellbeing having the capacity to engage with a treatment plan.   

Like, okay well today I’ve got the doctor to go and talk about suicide.  So I’ve got to be there 

by 10.  So I’m going to organise my day.  No, you’re just thinking about excuses how you can 
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get out of it and, you know, your anxiety level will go through the roof till you don’t make a 

decision (Ellen). 

Miranda highlighted the need for reassurance “… knowing that they’re not asking dumb 

questions.  Knowing that they’re not imposing on anybody or feeling like they’re putting 

someone out by seeking help”. 

The experiences of these participants give an indication of the influence life 

circumstances have on intellectual health.  Grief, the threat of vulnerability, failed or 

dysfunctional intimate-partner relationships, domestic violence, experiencing circumstances 

beyond one’s control and employment stress were participants’ life circumstances prior to 

suicidal ideation.  Life circumstances proved the context in which symptoms were 

experienced, for example, negative self-talk in the context of being abused in an intimate-

partner relationship.  Identifying contributing factors enabled managing symptoms, such as 

making informed health care decisions about medication. 

In summary, participants’ suicidal ideation and suicide-related behaviours were not 

motivated by ending their life, rather participants wanted relief from stressors or symptoms, or 

wanted to escape their living circumstances at the time.  It was during suicidal ideation that 

some participants thought about the effect their death would have on others, especially when 

their families had previously been touched by the death by suicide of loved ones.  One 

participant described not having a mindset conducive to seeking help but rather was fixated in 

her suicidal ideation.  However, participants explained how logical thinking often followed a 

time of emotional distress, resulting in thinking death by suicide was a not a viable option. 

The prerequisites for initiating engagement with treatment were self-awareness, 

emotional capacity and knowledge of symptoms and treatment processes.  Although two 

participants did not realise their self-harm behaviours were potentially fatal, these experiences 

had profound implications on their understanding of themselves in the context of their 

childhood experiences, personal development and understanding others.  Such insight 
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highlighted the importance of access to psychoeducation and cultural knowledge (including 

family and kinship systems) for improved wellbeing.  Furthermore, education about holistic 

wellbeing and empowering individuals to engage with health systems and treatment plans in a 

meaningful way are important aspects of service provision. 

5.1.3 Physical Health 

The Physical domain of health includes bodily health (Barnett & Barnett, 2009).  

Physical health is often related to the functioning of systems (such as the nervous, digestive, 

muscular, respiratory and lymphatic systems) and the absence of physical disease.  

Compromised health in the physical domain most often results in testing, a diagnosis and 

medical management.  For example, symptoms of a physical ailment might be tested, 

assessed, diagnosed and prescribed treatments that may include pharmacological 

interventions.  Wellness in the physical domain can include such controls as daily exercise, a 

diet high in fresh food and vegetables and maintaining a good posture that affects how a body 

appears and reacts to environmental demands. 

Participants’ experiences highlighted the fact that physical health involved the 

physical body but also the physical environment.  The physical domain of suicidal ideation 

and suicide-related behaviours was associated with behaviours, the physicality of illness, 

physical participation in treatment, participants suicide-related behaviours and environmental 

affect.  Each of these are discussed further below. 

5.1.3.1 Behaviours 

The experience of physically distancing oneself from stressors was a common 

reflection shared by participants.  Some participants left their home or stressful environments 

remove themselves from stressors. 

[my relationship] broke up, like I've got to get out of here (Warren). 

Other participants just talked about removing themselves from stressors to take a break. 
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I just said… I just need to stop working for a while to be able to like heal my whole emotions, 

my whole body physically… (Keira). 

Alcohol and other substances were used by some participants to self-medicate.  

Participants discussed their using alcohol and other substances to alter their mood and 

acknowledged the likelihood of a further decline in their health as a result. 

… when I separated from my husband I just went and drank.  I really did.  I just drank and 

that's when I met that [other] fella because I was drunk” (Keira). 

Well I didn’t [get support].  I just put up with it.  So, I never went through any hospital or 

procedures or anything like that.  I just tried to deal with it.  I mentioned it to the RFDS office, 

and then I just turned to alcohol (Ellen). 

 I started making fresh orange juice and drinking bourbon straight up in the morning (Jessica). 

Jessica and Ellen experienced symptoms of depression that limited their ability to 

engage with the outside world.  Both Jessica and Ellen retreated from the outside world and 

engaged in avoidance behaviours.   

… I used to eat, like eat chocolate.  I used to go to bed with a tin of Pringles and a big block of 

chocolate of an afternoon and watch [television]… the phone got turned off, the power got 

turned off because I couldn't go and pay my bills (Jessica). 

I wasn’t okay because it - like, I’d sit in the chair when the kids went to school and I’d still be 

in the same chair when the kids got home.  I knew that they had - I didn’t want them to see me 

like that in that whole depression (Ellen). 

5.1.3.2 Physicality of Illness 

The physical effect of experiences on one’s wellbeing, the mechanics of functioning 

and compromised capacity to engage with the environment was an important aspect of 

participants’ lives. 

… chemicals and stuff in your brain, in your mind.  I’m pretty in tune with my body and I 

know that without a shadow of a doubt (Lizzy). 
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The interactive effects of the participants’ environment and physical health were experienced 

by Monty and Jessica who knew how their bodies experienced ill-health (i.e., symptoms) and 

that the capacity to manage their physical ill-health within their environment was important. 

I'd go into my flat and I'd panic because it was too closed in.  I couldn't have a shower because 

it was too closed in, it was just ugly ...  well, how do you get me to the doctor in the state I was 

in? But I got there … (Monty). 

I was going to TAFE and I couldn't go any more.  I went there and I said ‘look at this’ [hair] 

was just coming out in handfuls (Jessica). 

For several participants, physical behaviours were engaged to mask their ill-health 

symptoms and gave the impression of normality in order to protect others. 

I'd have a panic attack but I'd just act normally as I'm talking to you so I was always really 

good at hiding it … there were side effects [from medication], diarrhoea, blurred vision and 

everything else with it, heart palpitations and whatever … you name it I had it (Monty). 

For Keira and Rianna an alcohol-induced altered state of being rendered them 

incapable of adequately caring for their dependents.  Their incapacity generated remorse when 

they realised it rendered their dependents vulnerable.  With time Keira engaged in more 

functional behaviours that improved her physical wellbeing, including ending her 

dysfunctional intimate-partner relationship.  Rianna introduced parameters to manage her 

consumption of alcohol for the sake of her children. 

I locked myself in the room [to not] get a drink.  But I’d hold off until Friday.  I only drink 

once a week (Rianna). 

5.1.3.3 Physical Participation in Treatment 

Participants provided insight into the physical health benefits of participating in non-

conventional treatment.  For example, Joseph, an adolescent, shared the importance of 

physically engaging with a peaceful space away from stressors because it led to an 

improvement in his physical wellbeing. 
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I'll just head down to [river], just to get away, yeah.  It's a peaceful place (Joseph). 

Physical engagement and connection with a safe space that establishes distance from stressors 

and facilitates healing was identified by other participants as important for young people  

… and that’s where I see that healing place for somebody, somewhere, that that can happen, 

with the kids (Ellen).   

The effect of the frustration some participants experienced in response to the limited 

access to services was also detrimental to participants’ physical health.  For example, Monty 

shared about having engaged face-to-face with a psychologist but there was restricted 

physical access to ongoing care due to a lack of transportation. 

I did see a psychologist, but I had to get there.  It was free, once every three weeks but I didn’t 

always make it because I had no way to go and I had no-one to take me there (Monty). 

Monty had the desire to engage with a psychologist, but the frustration of being unable to 

access the service led to a sense of resignation and hindered progress toward improved 

physical health. 

5.1.3.4 Participants’ Suicide-Related Behaviours 

Past episodes of suicide-related behaviours provided valuable insight into physical 

interventions that are needed to prevent deaths by suicide.  For example, Lizzy’s teenage 

experience of self-harming (i.e., cutting) was predominantly a physically soothing activity. 

… I remember I didn’t feel pain.  It was a deep cut … I wasn’t sure what was going to happen.  

I wasn’t thinking, I wondered how much blood I’ve lost (Lizzy).   

Nellie and Lowanna indicated that they had prescribed medication that they had overdosed 

on, with Lowanna explaining her intention was to physically calm herself down. 

No, no [intention to kill herself].  I took an overdose and went to hospital and got my stomach 

pumped (Nellie),  

I just took these Tryptanol, I had them to settle my nerves (Lowanna). 
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The participants’ actions had them physically distanced from their stress-inducing 

circumstances.  Additionally, these participants’ physically diminished capacity rendered 

them passive recipients of medical care.   

Lizzy, Nellie and Lowanna were physically unable to initiate a call for assistance and 

were dependent on others to engage medical assistance.  These three participants recalled 

receiving effective emergency medical treatment and overnight hospital admission. 

I woke up and I seen these knees and this nurse started talking to me.  She asked me what 

happened and I just said ‘Tryptanol’ and then I passed out again … they pumped my stomach 

and stuff in the hospital … (Lowanna). 

For Nellie the adverse physical reaction to the overdose was an important component of 

treatment compliance. 

Keira engaged in risky behaviour when in an emotionally distressed state.  Keira used 

her car to physically get away from her partner and stressors.  Keira’s post-incident reflection 

of her potentially fatal behaviour shocked her, but it did not initiate imminent behaviour 

change. 

… I jumped in the car and I drove into town and I overtook this car on a double lane and I just 

pulled over on the other side before this other car, it almost, we almost smashed … I just had 

enough time to you know like get in front of this car and this one here had - it's lucky he didn't 

sideswipe me because that's how close it was.  Then after I had done it, it was like shit, I could 

have got killed or someone else could have got killed (Keira). 

Being physically present alongside stressors contributed to impulsive suicidal acts.  

Specifically, participants described being in the vicinity of stressors that facilitated suicidal 

ideation and means that facilitated suicide-related behaviour.  Physical access to means was 

abundant in the environment and there were episodes of suicide-related behaviours being 

normalised through others’ actions and conversation.  Such insights need to be considered in 

prevention and intervention programs, especially the prevalence of death by suicide methods 
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amongst First Australians.  The presence of these triggers and methods were described as key 

factors that moved participants along a suicidality continuum (i.e., from thought to action). 

5.1.3.5 Environmental Affect 

Participants identified many factors that influenced their life circumstances and 

consequently affected their physical health.  Factors including access to family, carers, friends 

and other supports were influential factors of physical health and wellbeing.  For example, 

physical health was associated with nutrition, a physically safe home and the participant’s 

availability and capacity to care for others and their dependents. 

Lizzy’s life circumstances meant that she felt she had little or no control over her 

living circumstances and her relationship with family due to decisions made by government 

representatives.  Lizzy’s physical wellbeing was affected by episodes of sleeping rough, 

inappropriate age responsibilities, being subjected to decisions made by government 

representatives and a profound sense of loneliness inherent in her circumstances.  Lizzy 

explained that a culmination of stress over her lifetime led to a physical manifestation of ill-

health that was confirmed by her doctor. 

I was driving around in the car and things would go all in slow motion around me and I 

couldn’t turn my head because I’d go in and out.  It felt like I had a really bad case of 

seasickness.  I tell you, I was on the edge.  I nearly had a car accident one day driving… 

(Lizzy). 

Keira provides several examples of how her physical wellbeing was affected by 

relationships.  Keira’s life experiences prior to her suicidal ideation featured poor parenting 

practices, ongoing abuse and altercations with her partner, estrangement from family and a 

family member who lived in a dysfunctional and violent relationship and died by suicide.  

Keira was the mother of several children and her partner was absent.  The physical stress 

associated with being geographically distant from her partner and socially distance from 
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family members compromised her wellbeing, resulting in her engaging in suicide-related 

behaviours. 

I was drinking and sitting at the pub, my eldest daughter was [looking after] her brothers and 

sisters, you know looking after them while mum's just being a public nuisance (Keira).   

Keira’s behaviour and absence meant she was physically disengaged from her children.  Keira 

also described not providing adequate care for her children due to her use of alcohol.   

Physically retreating from stressors was a common management strategy, sometimes 

through healthy methods, but often through unhealthy methods.  The role of unhealthy 

retreating behaviours (i.e., unhealthy isolation, alcohol and drug use, overeating) was 

important, but did not guarantee changes in behaviour.  Even risky behaviour was a way of 

escaping the physical location or finding a safer location.  Triggers in the environment, 

particularly the risky behaviours of others and opportunities to harm oneself, encouraged 

participants to take negative actions themselves.  The inability to physically access assistance 

seemed to lead to resignation that suicide might be the only avenue, which hindered progress 

toward improved wellbeing.   

5.1.4 Emotional Health. 

The Emotional domain of health features positive and negative emotions, both 

significantly influencing the individual’s wellbeing (Barnett & Barnett, 2009).  Positive 

emotions (e.g., happiness, acceptance, joy and forgiveness) can positively influence how an 

individual perceives themselves in the world.  Positive emotions facilitate a positive influence 

on other health domains.  Negative emotions (e.g., hatred, anger, jealousy and despair), if left 

unchecked, can negatively influence aspects of other health domains such as relationships and 

physical health and disease processes.   

Factors contributing to the emotional health of participants in the lead up to 

participants’ suicidal ideation or intentional self-harm behaviours inform our understanding of 
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the part emotion plays in suicidal ideation and suicide-related behaviours.  Insight into the 

emotional state and contextual factors, such as the life circumstances of participants, provides 

important information about contributing factors to suicide-related behaviours and recovery.   

Participants gave insight about their state of emotional health and the lead up to 

reaching an emotional threshold before their episode of suicide-related behaviour or suicidal 

ideation.  Participants’ reflections on their feeling after having engaged in suicide-related 

behaviours provides important insight into the differences in mindset before and after 

engaging in suicide-related behaviours.  Factors in the environment that continually trigger 

unresolved distress are important considerations in relation to treatment.  Finally, reasons why 

participants adopted a social façade when engaging with others provide further insight 

regarding the secretive nature of suicide-related behaviours.  Each of these aspects are 

discussed below. 

5.1.4.1 Breaching a Tolerance Threshold 

The individual’s tolerance of emotional distress and their emotional distress threshold, 

that when breached had them experience suicidal ideation or suicide-related behaviour, is 

critical to understanding harmful behaviours.  For example, Ellen shared that her experience 

of long-term depression and childhood trauma facilitated conditions for: emotional distress; 

compromised decision making (due to a state of very poor wellbeing); and a compromised 

ability to manage single parenting, familial relationships and other responsibilities (i.e., 

managing the household and a business).  Additionally, Ellen had limited personal support 

and experienced loneliness. 

In the lead up to ideation, Ellen lacked the understanding of triggers and how to 

manage them.  Ellen’s trigger in the lead up to ideation was an experience of debilitating 

depression based on having little control over her life circumstances at the time. 
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So I lost my kids through that and I’m still paying for that because there was no help.  I didn’t 

know where to go for help.  I’d done everything.  I’d bought a house.  I’d bought a business.  I 

was floating along and then I hit a bout of depression and it went really badly spiralling down, 

yeah.  So I’m still dealing with stuff from way back [childhood sexual abuse] that was 

happening then, I’m still dealing with the effects of the decision to let the dads have my kids 

… you know, like there’s no - it seems like there’s no one who’s been in that situation so you 

do feel alone (Ellen). 

Long-term trauma, grief and loss were also present in the lives of Jessica and Lizzy.  

As an adult Lizzy experienced suicidal ideation and described how she had informed insight 

about contributing factors. 

I think a lot of not having control from childhood came back through her [sister’s] death 

because she was with me in my childhood.  Out of all my brothers and sisters it was her and I.  

They were all the unresolved grief and loss (Lizzy). 

Experiencing permanent distance from loved ones as a child, coupled with the sense 

that no one did or could understand her situation, increased Lizzy’s feeling of isolation which 

was enforced by the experience of few supports and few people with an understanding of her 

situation.  As a child Lizzy had a lack of connection with potential helpers due to her 

incapacity to seek help and a sense of loneliness. 

… even when I was fourteen and cutting my wrists I didn’t know what suicide was but I felt 

that I didn’t belong anywhere, that I didn’t fit in anywhere, so I just wanted to go to another 

place.  All of my childhood, I felt like it was just all accumulating to that point in time where I 

had no control [over many life circumstances]… I’ve met people that have been so clinically 

depressed, but I think I wouldn’t have gotten help at the time … [as a child] the strongest thing 

was the feeling of not fitting, the feeling of not belonging.  For me at that time, I felt like a 

failure (Lizzy). 

Lizzy perceived that she had distance from control over various aspects of her life and 

distance from hope. 
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I just felt like I couldn’t control my marriage, that had fallen apart, my sister died … I just felt 

like I had no control over anything … even as an adult ...  I just felt so helpless and so at a loss 

I started having suicidal thoughts.  That’s what I used to say, let me die in a car accident or 

something (Lizzy). 

For Jessica loneliness was inherent in the perceived uniqueness of her situation and in the 

isolation experienced in not having close relationships. 

… it's like I've got nobody to tell … I was drinking, that was the only way out … 12 o'clock I 

start getting really lonely because the kids were gone, and I'd think I don’t want to be around 

anymore … I wanted my kids around me all the time, but I didn't want them in my face.  But 

when they were at school, I missed them and it got really lonely (Jessica). 

Compounding depression was a significant issue for many participants.  For Jessica 

depression was in the context of a family history of domestic violence and in her current 

relationship with her husband.  The disempowering effect of relationships and households that 

feature domestic violence on individuals (e.g., self-esteem) and the family unit (e.g., stress) 

provides ample evidence of poor emotional wellbeing. 

… it was just I'd had enough, enough was enough.  I just didn’t want to go on anymore.  I 

couldn't shake that black dog feeling … my self-esteem was low because my husband when 

we were married, he used to always say who wants to look at you.  You're fat and ugly and 

you're this and you're that.  It was like, yeah, I am fat and ugly, nobody wants me.  I feel 

annoyed because I was disempowered.  I was suffering from stress.  My hair was falling out.  

It went grey overnight.  You know they say there's a thing, oh yeah, right, it goes grey.  It did.  

It went all silver in the front and it was coming out by the handfuls (Jessica).   

Although self-medicating with alcohol hindered her wellbeing, Jessica’s relationships and 

love for her children provided the impetus to live. 

Three participants identified specific personal and work relationships as stressors.  The 

experience of wanting a functional relationship was an unresolved desire for Nellie and Keira, 

whereas for Rianna the uncertainty of her employment contract caused relationship stress with 
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her colleagues and employer (remembering these relationships extend to community).  

Intimate-partner relationship stress was attributed to an unmet desire for a functional 

relationship (Nellie) and change in her partner’s behaviour (Keira).  For Rianna the 

relationship stressor was a period of uncertainty about her employment contract that 

compromised her relationships with colleagues and community members.  In all three 

situations, having no control over the circumstances of these significant areas of their lives 

generated perceived hopelessness and turned frustration inward which led to suicidal ideation 

(Rianna) suicidal ideation (Keira) and suicide-related behaviour (Nellie). 

Monty experienced an adverse response to prescribed medication in the lead up to his 

suicidal ideation. 

It was scary.  Couldn't see my car.  In the toilets, that was the worst thing for me because I had 

to do my business, but I couldn't stand a small space.  It was ugly (Monty).   

When his dysfunctional cognitive processes generated emotional distress (e.g., the thoughts 

he had when in confined spaces which triggered panic attacks) Monty maintained the 

cognitive ability to manage his health by making informed decisions7 when he recognised the 

potential consequences of risky behaviours. 

The degree to which one can emotionally endure exposure to events that trigger their 

suicidality is an important consideration.  For example, Keira experienced significant 

emotional distress with frequent and strong suicidal ideation as a result of being subjected to 

ongoing domestic violence.  Eventually Keira’s emotional threshold had been reached and 

Keira decided to leave the relationship and her ideation triggers. 

Then in the end it got to the point that I got sick of having black eyes and all sorts of stuff.  I 

was strong enough (Keira). 

 

7 Due to having proactively engaged with medical advice and treatment literature. 
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Keira’s emotional strength culminated in the decision to leave a violent intimate-partner 

relationship which highlights an emotional tipping point. 

5.1.4.2 Triggers to unresolved distress 

Keira shared how her unresolved emotional distress was continually triggered by 

events in the environment. 

… like different things that come up here in work I says like it hits the nerve.  Like how I'm 

getting upset with you or little things that hidden nerve, I feel that I haven't been, you know 

like been able to talk about it.  Get like healed from the situation (Keira). 

Keira self-identified the need to continue to address her emotional distress from past 

experiences, a realisation prompted by anger in response to others’ experiences of ideation. 

… when my couple of other nieces wanted to try and hurt themselves.  I just got really angry 

about it … then later on … these things happen to people that are close to me and I just get 

really pissed off because why didn't they talk? (Keira). 

Such circumstances feature a connection to past events and traumas, distance from engaging 

in help-seeking behaviours and their ‘healed self’ and a close connection with family 

members and loved ones. 

5.1.4.3 Managing Emotions through a Social Façade. 

Four participants described how they pretended everything was functioning well in 

their lives, which kept distance between the truth about their wellbeing and other people.  For 

Ellen it was due to the inherent shame of poor health and self-management.   

I hid it [depression] because of the shame of it (Ellen).   

I just cool down, yeah and just try - I just don't tell anyone; just act normal (Joseph).   

This façade was often seen as being preferable to inauthentically engaging with people.  Kylie 

attempted to maintain social functioning while experiencing significant grief but noted how 

difficult this was to maintain. 
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… as much as I tried to put on a happy face and so forth, I can do that but at that given time I 

just didn’t want to be part of that.  I just wanted to go with my emotions (Kylie). 

However, for some, the facade was demanded by others.  For example, Jessica sacrificed her 

own wellbeing and her sources of social support to prevent further physical assault from her 

violent husband. 

… my [husband] used to drop me and the kids off at mum and dad's before school, he'd say 

now pretend we're a happy family and whatever happens at home stays at home.  He used to 

say that every day.  He'd threaten us and we'd be all in the car… and we'd walk into mum and 

dad's like, hello [pretend happy demeanour] (Jessica). 

Developing an understanding of the emotional health of participants before engaging 

in suicide-related behaviours is critical to preventing suicidal ideation and intentional self-

harming behaviours.  Participants identified emotional factors in their own personal history, 

including long-term depression, anxiety and trauma, isolation, loneliness and a lack of control 

over personal circumstances that generated a heightened emotional state (i.e., chronic distress) 

that predisposed them to harmful behaviours. 

Understanding personal triggers and how to manage them was an important factor in 

the lead up to suicidal ideation.  Triggers interacted with lengthy personal histories of 

emotional ill-health.  At some point, the triggers appeared to breach a poorly understood 

emotional threshold, leading to actions that tended to be impulsive even when they were well 

planned.  Accessing help to manage those triggers was complicated by distorted and unhelpful 

cognitive processes (e.g., negative self-talk), which were highly prevalent for participants.  

Furthermore, some participants engaged a social façade to hide their poor emotional health.  

Social façades complicated the process of identifying distress and successfully engaging with 

treatment.   
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5.1.5 Spiritual Health. 

The final domain of health for participants, and the domain with the least amount of 

data, was the spiritual domain.  The spiritual domain of health was arguably the least 

discussed and least understood but known to be a very important measure of longevity and 

health (Barnett & Barnett, 2009).  An individual’s spirit is the unseen connection to their 

belief system, their understanding of their place in the world and the reason why they exist.  

An individual’s belief system may include a connection to country or the natural environment, 

a God (or gods), other spirits or deceased relatives.  The individual’s belief system is 

incorporated into their reality, their reason for living and how they view the world. 

Spiritual health was the domain of health with the least amount of data in this study.  

Experiences shared by only two participants, Lizzy and Lowanna, relate to what could be 

termed ‘spiritual interventions’ that directly affected their wellbeing.  Lizzy referred to her 

medical intervention as a ‘divine’ intervention.  Lowanna, while in her altered state of 

consciousness after an overdose, reported a vision that provided her with drive to survive.  For 

both participants there was an inability to explain their experiences any other way. 

Lizzy experienced sudden physical ill-health manifesting from long-term stress and 

trauma and presented at a medical centre.  Despite the unease of having never attended that 

medical centre, and being assigned a male doctor (i.e., circumstances Lizzy would not choose 

but agreed to out of desperation), the experience was a turning point in her engagement with 

treatment and improvement of wellbeing. 

It was uncanny, I reckon it was God… I was real ‘iffy’ about going there (Lizzy).   

Lowanna shared that in an altered state of consciousness due to a prescribed 

medication overdose, a vision provided her with the impetus to stay alive. 

I can see my grandson and I was in the grave and I was going down and I could see the soil, 

really see the soil, the grave and it was getting further away and my son-in-law was holding 
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my grandson and he was crying and calling out to me and he wanted to come in too he was 

saying.  I started fighting then (Lowanna). 

 Lizzy and Lowanna both described situations where circumstances unfolded in a way 

that was unable to be explained.  Lizzy stated that, despite her reservations, her ad-hoc 

decision to go to a new medical clinic was God’s intervention.  Lowanna’s experience of 

indifference toward life changed after experiencing a vision that provided her with the 

impetus to stay alive.  In both cases, the experience was associated with an immediate change 

in a positive direction. 

Summary 

In this chapter, the SIPES domains of health were informed by the experiences of 

participants within the context of suicidal ideation and suicide-related behaviours.  These 

results provide a working definition of each SIPES domain in accordance with First 

Australian experiences of suicidal ideation and suicide-related behaviours.  These results also 

facilitate a deeper understanding of the SIPES domains of health and socio-cultural 

understandings as captured in the participants’ life experiences. 

The social domain of health was defined by a sense of relational connectedness, the 

influences associated with accessing assistance and the provision of services within the 

community.  The intellectual domain was defined by the way in which experiences and 

symptoms were understood, such as vulnerability, dysfunctional relationships and 

circumstances beyond one’s control facilitating an inability to manage ill-health symptoms.  

The physical health domain was defined by stress-generating factors that influenced physical 

health, including; behaviours such as self-medicating with alcohol, the physicality of their 

illness such as symptoms of anxiety and extreme stress, participants participation in treatment 

such as medication compliance, participants attempts to die by suicide and participants 

antecedent life events including whether they were raised in a physically safe home 
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environment.  The emotional health domain featured elements of participants’ personal 

history that were conducive to distress, such as experiencing long-term depression and a lack 

of control over personal circumstances.  The spiritual domain included only two participants’ 

examples of unplanned circumstances that were not easily explained that facilitated imminent 

change from suicidality toward a positive regard for life with long-term beneficial outcomes.  

Surprisingly, the presence of more culturally defined spiritual experiences was relatively 

absent in the data.   

The suicide-related experiences of participants informed the use of the SIPES domains 

of health and defined each SIPES domain.  Analysing participants’ data in accordance with 

the SIPES domains of health illustrated the importance of triggers of distress that 

predominantly impacted on, or were driven by, one SIPES domain but then infiltrating 

through other SIPES domains to affect holistic health.  Clear demarcations between the SIPES 

domains of health were difficult to find due to the fluid nature of holistic health and the 

complex nature of influential factors in the environment.  The SIPES domains of health 

results discussed in this chapter reflect the complexity of life for participants but highlighted 

the importance of the social and physical domains being at the core of other intellectual, 

emotional and spiritual responses. 

With the additional understanding of participants’ experiences provided in this study, 

the SIPES domains of health are worthy of consideration to deliver a First Australian 

understanding of health and wellbeing.  Most importantly, these domains may inform an 

understanding of First Australians who are experiencing suicidal ideation and suicide-related 

behaviours.   

In the next chapter, I will present the results of a more detailed analysis of these 

experiences that accounts for the dimensions of experience (i.e., Time, Space and Distance) in 

conjunction with the SIPES domains of health.  This detailed analysis will ensure the SIPES 
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domains of health are relevant to the design of interventions that can address suicide ideation 

and behaviour in First Australian communities and potentially prevent deaths by suicide. 
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Chapter 6: The Dimensions of Time, Space and Distance 

In Chapter Five I analysed the participants’ experiences of suicidal ideation and 

suicide-related behaviours to inform the Social, Intellectual, Physical, Emotional and Spiritual 

(SIPES) domains of health.  This process established working definitions for each SIPES 

domain in accordance with First Australian experiences of suicidal ideation and suicide-

related behaviours.  This dissertation argues that working definitions for each SIPES domain 

facilitates a deeper understanding of the SIPES domains of health and of the complexity of 

participants’ life experiences in relation to their suicidality.  Deeper understandings of the 

SIPES domains of health in relation to participants’ experiences is an important facet to 

informing a better response to First Australian suicidal ideation and suicide-related 

behaviours. 

In this chapter, I present the results of a coding process using both the SIPES (Social, 

Intellectual, Physical, Emotional and Spiritual) domains and the three dimensions of 

experience (i.e., time, space and distance).   This unique and detailed analysis will ensure the 

final model is relevant and can address suicidal ideation and suicide-related behaviour in First 

Australian communities and potentially prevent deaths by suicide. 

Domains and Dimensions 

An analysis matrix was established by integrating health domains and dimensions of 

experience.  As a result of the cultural interpretations and definitions that have been applied to 

these domains and dimensions, the matrix provides a First Australian cultural lens through 

which to investigate the participants experiences.  By interfacing Time, Space and Distance 

with the Social, Intellectual, Physical, Emotional and Spiritual domains of health, a more 

meaningful analysis of the experience of First Australian suicidal ideation and suicide-related 

behaviours becomes possible. 
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It is useful to apply the dimensions of Time, Space and Distance to define spatial and 

temporal location in relation to people, places and entities.  In accordance with the ecological 

systems theory and a First Australian holistic wellbeing framework, I have conceptualised 

Time as; duration, in the present, keeping memories alive, realms (or spaces) in time, different 

notions of history with the present and the omnipresence of the spirits of those who have past 

that engage in action in current times.  I have conceptualised Space as the area where an 

individual and everything that influences that individual’s life exists, encompassing internal 

(e.g., headspace) and external space (e.g., the environment) and the nature of the connection 

between entities.  I have conceptualised Distance as the degree and nature of the influence an 

entity has on an individual’s life and wellbeing, which incorporates the concepts of proximity, 

impact and association.  Finally, I consolidated the conceptualisations of Time, Space and 

Distance within the First Australian cultural practice of Songlines to affirm the significance of 

such multi-dimensionality in uniquely First Australian experiences.   

As discussed in Chapter Five, the SIPES domains include the five aspects of health as 

identified by Aunty Lauraine.  Social health incorporates interactions between individuals.  

Intellectual health features an individual’s intellect, cognition and their ability to process 

information.  Physical health refers to the body of the individual and its physical components.  

Emotional health incorporates feelings and emotions, and Spiritual health features a 

consciousness of a Christian God that can be interpreted in accordance with the subscribed 

beliefs on an individual.   

The Coding Matrix developed from analysis of this data is presented in Table 6.1 

(below).  The greatest number of data excerpts coded to a SIPES domain was the Intellectual 

domain (n=136) followed by the Social domain (n=121).  The Social-Intellectual intersecting 

domains (n=191) resulted in the greatest number of all data excerpts.  These results elaborate 

the importance of the roles Social and Intellectual domains play in the participants’ suicidal 
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ideation and suicide-related behaviours because these behaviours are grounded in the 

interpretation of social events, as per the analysis undertaken in Chapter Five. 

The second highest number of data excerpts in intersecting SIPES domains was the 

Intellectual-Emotional domain (n=103).  This was the highest number of data excerpts coded 

to any combination containing the Emotional domain.  The number of data excerpts in the 

Emotional (n=77) and Physical domains (n=57) were fewer than the Intellectual and Social 

domains.  There were no data excerpts coded to the Spiritual domain alone.  These findings 

support the concept that social events (Social domain) being interpreted (Intellectual domain) 

then have an emotional effect (Emotional domain) and result in suicide-related actions 

(Physical domain). 

The greatest number of data excerpts coded to the Spiritual domain was the 

Intellectual-Spiritual intersect (n=10) which supports the importance of the Intellectual 

domain in interpreting events.  There were no data excerpts coded to the Spiritual domain 

alone, indicating a need to further investigate the Spiritual domain of health.  The absence of 

culturally specific spiritual experiences was an important finding.   

6.1.1 The Dimension of Space 

Space was the dimension of experience representing the greatest number of data 

excerpts (n=592; highlighted in purple) in accordance with participants experiences.  Space 

was an important part of the distress, the actions and the solutions expressed by participants, 

suggesting that First Australian suicidal ideation and suicide-related behaviour might be 

inextricably linked to geographical space and an associated sense of belonging.  Space 

appeared in all participants’ interviews intersecting with all five SIPES domains of health.  At 

the SIPES-Dimensions junctures some of the most interesting patterns emerged. 

The point of intersection that was expressed most often by all participants was the 

Space-Social-Intellectual intersection (n=83), closely followed by Space-Intellectual (n=82), 
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both highlighted in red in the matrix.  Considering this finding in the context of the analysis in 

Chapter Five indicates the importance of engaging with others in external spaces, thinking 

about the interactions with other entities in an external space, removing oneself from a space 

after an unpleasant interaction, the memories associated with an external space and spaces for 

healing. 

The next most frequent intersection was Space-Intellectual-Emotional (n=67), 

followed by Space-Social-Emotional (n=59) then Space-Emotional (n=56), all highlighted in 

blue in the matrix.  Additionally, other intersections of data excerpts close to this numerical 

range was Space-Social (n=52) and Space-Social-Physical (n=49), highlighted in green.  

Collectively, these findings (i.e., highlighted in blue and green) indicate the important role of 

spaces in engaging with or disconnecting from people or other entities, triggering or defusing 

distress and in managing emotional responses associated with suicidal ideation and suicide-

related behaviours. 

6.1.2 The Dimension of Distance 

In comparing the three dimensions, Distance resulted in the second highest number of 

data excerpts (n=159; highlighted in pink), considerably less than the highest, Space (n=592).  

The importance of interpersonal distance (i.e., closeness or estrangement) and safe 

interpersonal space in the participants experiences of suicidal ideation and suicide-related 

behaviours is highlighted by all participants having data excerpts coded at Social-Intellectual 

intersecting with Distance (n=50; highlighted in yellow) and Space (n=83).  Furthermore, the 

Distance-Social-Intellectual (n=50) intersection resulted in the highest number of data 

excerpts of all Distance intersections, double that of the next highest intersection of Distance-

Social (n=25; highlighted in grey), which further highlights the importance of interpersonal 

connections.  That the Distance-Social (n=25; highlighted in grey) intersection had data 
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excerpts coded from 11 participants also highlights the benefits of gaining distance from 

triggers and engaging more closely with allies and other supports. 

6.1.3 The Dimension of Time 

The greatest number of data excerpts in the dimension of Time was Time-Social-

Intellectual (n=19) contributed to by 10 participants (highlighted in orange).  Nearly all 

participants shared evidence that was coded to this intersection underlining an important 

temporal dimension to social circumstances.  This finding indicates the importance of ongoing 

exposure to social chaos and trauma, historical patterns of disenfranchisement, the 

involvement of the past in the interpretation of current circumstances (e.g., intimate-partner 

relationships) and difficulties seeing the future.  The number of data excerpts coded to the 

Time dimension (n=98; highlighted in aqua) was noticeably less than the number of data 

excerpts coded to the dimensions of Space (n=592) and Distance (n=159).  Although Time 

was inherently important in participants’ life experiences, the dimensions of Space and 

Distance were more prevalent.
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The Experiences of Space Time and Distance 

Once the complex experiences of participants were organised within the framework of 

the dimensions of Time, Space and Distance and across the SIPES domains of health, it 

became possible to conceptualise and analyse the participants’ experiences of suicidal 

ideation and suicide-related behaviours.  Each participant who shared common experiences 

had elements of the dimensions of Time, Space and Distance.  These dimensions gave a 

different interpretation to the participants’ experiences and enabled these experiences to be 

analysed with more clarity.  The data was thematically explored for more detail on the nature 

of the dimensions of experience.  Each dimension is described below, beginning with the 

most important dimension of Space. 

6.1.4 Space: Geographical, Conceptual and Relational Spaces and Chaos, Safety 

and Complicity 

Space was discussed by participants as both physical space (external) and conceptually 

(internal).  External space encompassed a place in the environment or an experience that had 

become linked inextricably to a geographical space.  Conceptual or internal space was the 

mental representation of space and the act of symbolically removing oneself from one 

experience or reliving another.  As shown in the table titled Coding Matrix: Dimensions of 

Experience by Domains of Health (Table 6.1), Space was the dimension with the greatest 

number of data excerpts and presented prominently in the Intellectual, Social and Emotional 

health domains in experiences for all participants.  Space was of great significance in 

participants’ experiences of suicidal ideation and suicide-related behaviours. 

Although participants’ experiences of space as either internal (conceptual) or external 

spaces were important to their suicide-related behaviours and suicidal ideation, participants’ 

experiences indicated space was also relationally defined.  Relational space featured 
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participants’ relationships with other individuals, institutions and systems, underlining the 

prominence of the highlighted intersections of Space with Social, Intellectual, Social and 

Emotional in the Matrix Analysis (see Table 6.1).  The importance of accessing safe and 

predictable relational spaces was important in empowering participants, in contrast, chaotic 

spaces and their inherent unpredictability profoundly impacted participants’ sense of 

powerlessness. 

Participants’ experiences of the dimension of space influenced their internal space 

(e.g., intersecting with the Intellectual domain) and external space (e.g., intersecting with the 

Social domain) that in turn influenced their suicide-related behaviours and suicidal ideation.  

The Intellectual domain was closely associated with the internal space (i.e., conceptual) 

whereas the Social domain was more often associated with the external space (i.e., in 

geographical space).  Participants’ descriptions of their suicidal ideation and suicide-related 

behaviour showed a strong relationship between conceptual and geographical space.  For 

example, the experience of chaos related to the nature of the external space in which 

participants lived, but the participants’ emotional experience of space was more 

overwhelming.  This experience of space (internal and external) occurred over a long period 

of time before it reached a point of intensity that triggered participants’ suicide-related 

behaviours. 

I'm sick of this, I'm sick of the same situation him coming home each fortnight drunk and out 

of his tree ...  So, I jumped in the car, drove down the road crying and bawling and just really 

pissed off with a lot of things, just pissed off with everything … I wanted to die.  Why put up 

with the crap?...  just sick of life ...  sick of fighting with this fella (Keira). 

Participants’ experiences of spaces (whether physical, geographical or conceptual) 

were always defined by a conceptual feature of either chaos or safety (e.g., a culturally safe 

space or an emotionally chaotic space).  Participants placed a lot of importance on the chaos 
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or safety of the physical space, highlighting the importance of having an external space they 

considered to be safe (Space-Social-Physical, n=49; see Table 6.1).  Participants deemed a 

space to be safe when it was free of potential threats to their health, especially physical and 

emotional.  A safe space or the ability to access a safe space was associated with the 

experience of empowerment whereas the experience of chaos and the lack of safety became 

associated with helplessness.   

 Entities at each level of the Ecological Systems Theory Model contributed to either 

safe or chaotic experiences for participants.  However, when participants shared stories about 

their chaotic spaces, they relayed how difficult it was for them to see beyond the immediate 

chaos.  Chaotic interactions with the Microsystem were all consuming and hindered 

participants’ ability to see beyond the Microsystem level to possible responses at other levels 

of the ecosystem (e.g., health system or social network).  Amidst chaotic experiences 

participants were left with a sense of powerlessness as to how they might improve their 

situation.  The ability to identify and access safe spaces beyond the chaos experiences was an 

important component of steering away from suicidal ideation and suicide-related behaviours 

and engaging supports beyond the Microsystem. 

When referring to Space, participants also tended to focus on the relational space 

shared with and/or defined by others, as indicated by Space intersecting with Social and 

Intellectual domains (Space-Social-Intellectual, n=83; Space-Intellectual, n=82) in the Matrix 

Analysis (see Table 6.1).  Relational space and the nature of interpersonal relationships 

determined the extent to which Space was safe or chaotic.  For example, violence was often 

contained to one space by a violent partner who refused to allow the participant to discuss 

their situation outside the home. 

Social complicity contributed to relationally defined spaces and the impact those 

spaces had on participants.  For instance, for some participants, either families did not support 
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their decisions and lifestyles and refused to help them or participants felt unable to discuss 

their situation within the family.  Such circumstances meant that families reinforced 

participants’ feelings of helplessness, forcing them to remain trapped in their chaotic space.   

Some participants shared experiences of aloneness in their time of suicidal ideation 

and suicide-related behaviour.  Aloneness was described by some participants as an internal 

space (Conceptual Space) in which they were disconnected and had no meaningful 

engagement with either their internal or external Space.  Although participants had people in 

their vicinity (External Space-Social health domain) these people were complicit in the 

participant experiencing aloneness.   

When I tried to commit suicide, I felt so alone but I loved living in Mackay (Lizzy). 

Complicity was also experienced in relation to social norms that encouraged participants to 

adopting a social façade when engaging with others in external spaces.   

I had good reason to be feeling like this ...  As much as I tried to put on a happy face … I can 

do that but at that given time I just didn’t want to be part of that … (Kylie).   

If participants engaged in risky behaviours other people would see as antisocial (e.g., public 

drinking, driving fast) or socially dysfunctional (e.g., violence), participants felt the need to 

hide their responses.   

Facilitator: Could other people tell you that you were not coping well? 

Jessica: No, I used to hide it.  I was obviously busy but at home I'd be really lonely.  I done all 

those things, so I didn't have to go home.  So, you make excuses.  You either get too busy and 

wrapped up in something when deep down inside you're really hurting and it's like I've got 

nobody to tell. 

Ellen shared her experience of engaging with health professionals who appeared to be ill-

equipped to assist in meaningful ways and ended up being complicit in her aloneness. 
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We had the [medical service] come in once a month … I mentioned it to [doctor] … he was 

very patronising and cynical.  He was kind of, oh well, take this, try some anti-depressant 

drugs and see how that goes … (Ellen). 

Through this inability to assist and unwillingness to be empathic, the health system (a service 

that was meant to help) became complicit in the participant’s loneliness and isolation 

(External Space-Social-Emotional health domains).  Two participants shared their negative 

experiences of receiving treatment from medical personnel for their suicide-related behaviour.  

One participant, after being taken to hospital by caring passers-by, shared her experience of 

being discharged from hospital with no follow-up plan. 

Here I was … just tried to commit suicide, stayed in hospital overnight and was told I could 

leave.  You can go home now.  I’d just walked out of hospital and I didn’t know what to do 

(Lizzy). 

Some participants’ domains of health converged in a Space that warranted improved 

health and growth.  The Space-Social-Intellectual-Emotional intersections in the Matrix (see 

Table 6.1) was the junction at which some participants experienced the benefit of having an 

ally.  Allies were people who engaged with the participant at the right time.  Relationships 

with Allies featured physically and emotionally safe spaces that engendered intellectual 

growth and freedom (i.e., relationally and conceptually safe spaces) for the participants. 

Allies prompted some participants to think differently about their situation, which 

generated a refocus from an emotional chaos to an intellectual realisation of empowerment.  

Allies refused to be complicit in defining a space that trapped participants and instead created 

a space that allowed participants to move to safety.  Allies did not need to be interpersonally 

engaged or relationally close to a participant to have a beneficial impact on the participant’s 

wellbeing.  Furthermore, allies were not necessarily people the participants had known for a 

long time but rather those who made a positive impact.  For example, as outlined in Chapter 

Five, Lizzy was helped by her first engagement with a doctor she had not met before.   
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Participants also described being an ally for others who were experiencing suicidality.  

For example, Jessica had a moment of realisation of her importance in the world when there 

was an opportunity for her to engage with her nephew at a time of need (Relational Space-

Social-Intellectual-Emotional domains).  This realisation facilitated a shift for her from an 

emotional state (Conceptual Space-Emotional domain) to an intellectual state (Conceptual 

Space-Intellectual domain).  Jessica “… realised that… my nephew needed me” and this 

realisation was pivotal to her shifting into a new conceptual space of safety where she was 

competent and capable of making a change.   

In summary, participants’ experiences were defined by Space and their experiences 

either contributed to or prevented suicidal ideation and suicide-related behaviours.  

Experiencing a relationship with an ally (or being the ally for others) facilitated improved 

wellbeing.  The experience of an internal space of aloneness that featured disconnectedness 

and no meaningful engagement with an external space was detrimental.  Participants also 

shared experiences of engaging with external spaces in ways that complied with social 

expectations that saw participants further entrenched in powerlessness (e.g., adopting a social 

façade or hiding antisocial behaviours).  Furthermore, many established systems were 

conceptual spaces that alienated First Australians, resulting in the need for participants to hide 

their thoughts and feelings.   

The significance of the dimension of Space was seconded by the next most impactful 

dimension of Distance in the Social-Intellectual domains (n=50; highlighted in yellow in 

Table 6.1). 

6.1.5 Distance: Aloneness and the Emotional Threshold 

Distance, with the second highest number of data excerpts (n=159), was considerably 

less prevalent than the number of data excerpts related to Space (n=592).  Nevertheless, Space 

was identified by all participants as being influential in their Social-Intellectual domain.  
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Distance involved the degree of connection between the individual and either a person or an 

entity.  Distance not only represented physical remoteness but could also indicate symbolic 

isolation or connection.   

The degree of distance between participants and important people or entities acted as 

both a trigger (e.g., aloneness) and a response when participants’ emotional threshold was 

breached.  Participants distanced themselves in order to remove themselves from triggers and 

prevent experiencing an emotional overload.  Distancing (Distance-Social-Intellectual, n=50; 

see Table 6.1) to prevent emotional distress resulted in physical and emotional isolation and a 

sense of powerlessness over time.  Timely intervention from a social ally was critical to 

changing the participant’s way of thinking (Distance-Social-Intellectual, n=50). 

Distance was conceptualised as a measure of the degree of influence an entity had on 

the participant and his or her life (Liberman et al., 2007).  In the context of participants’ 

experiences of suicide-related behaviours and suicidal ideation, Distance was most evident 

when participants had reached a point of emotional overload.  At the point in time when 

participants’ emotional threshold was breached, participants deliberately generated distance 

between themselves and anyone else or anything else (Distance-Social-Emotional, n=17).  

This distance created a sense of aloneness but of a more intense nature than that created by 

social complicity and the façade they maintained. 

Interactions with other People 

Some participants’ experiences of suicide-related behaviours and suicidal ideation 

featured being emotionally and interpersonally distant when interacting with other people 

(Distance-Social-Emotional, n=17).  Remaining emotionally and interpersonally distant was a 

strategy deployed by Jessica to ensure her personal circumstances (i.e., as a victim of 

domestic violence) were not enflamed as a result of interventions from people with 

benevolent intentions.   
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… when it was coming like half past two and I knew the kids would get out of school, I'd be 

brightened up again.  It was like from nine o'clock in the morning until 2:30 every day, it was 

that middle part of the day when you're home alone and you're thinking … it's like there's no 

hope left.  What am I going to do? I've got nowhere to go ...  (Jessica). 

For Joseph, establishing distance from others was motivated by the desire to remove himself 

from an emotionally charged environment (i.e., featuring domestic violence) that was 

generating stress. 

Because I've had thoughts and all I just keep to myself … I'll just take off for a few days… I 

just cool down, yeah and just try - I just don't tell anyone; just act normal.  Sometimes you just 

go to get away from everybody, everything; down the river or something (Joseph). 

Furthermore, keeping others at a distance was at times rationalised by participants as being in 

the best interests of other people and themselves.  These participants had the thought that 

asking for help with their circumstances or sharing the true extent of their ill-health would 

inconvenience others or other people’s reactions would worsen the participant’s health.   

I could have called a sister, but I don’t want to bother people you know (Ellen)  

and 

… if I would have told you, you would have panicked and that would have panicked me 

more… (Monty). 

Interpersonal distance and a lack of meaningful engagement with other people 

facilitated an inability for other people to engage with participants in a helpful way.  When 

other people were unaware of the participant’s needs or were too distant to engage or did not 

have opportunities to intervene, then the participant’s social system was complicit in the 

participant experiencing aloneness. 

I used to hide it … deep down inside you're really hurting and it's like I've got nobody to tell 

… I'd do this every day … pretend I'm happy … it was like playing charades.  Every day.  

That went on for years and years and years and it was like the kids and I led a double life.  At 
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home we were really sad and at school [and work] we were popular, everyone was happy 

(Jessica). 

Conversely, some participants had experiences when interpersonal distance did not hinder the 

beneficial effects of engagement.  For example, the response of medical staff to Nellie’s 

overdose on prescribed medication communicated an urgency that elicited a cooperative 

response from Nellie. 

… I started to break out in cold sweats and started to really feel horrible, because the tablets 

were starting to go through my system and then they … pumped my stomach.  I could see the 

seriousness on the nurse's face … I was starting to panic … and I started to think [I’m going 

to] die and I followed every command they gave me.  (Nellie). 

Participants had many experiences that featured the dimension of Distance as a 

measure of the degree of influence an entity has on a participant’s suicide-related behaviour 

and suicidal ideation.  For example, Lizzy’s experience of suicide-related behaviour 

demonstrates the many factors at play within the relatively close distance of the Microsystem 

level that influenced the participant’s health and wellbeing. 

… I’d heard of kids [cutting their wrists] at school.  It was either taking an overdose of aspirin 

or slashing your wrists… [strangers] took me up to the hospital … I stayed in hospital 

overnight and was told I could leave ...  I’d just walked out of hospital and I didn’t know what 

to do.  I went over to my friend’s place but there was absolutely no support … I went back to 

school and I still had my hand bandaged up.  They said, did you sprain your wrist? (Lizzy). 

The Microsystem level entities that Lizzy actively engaged with (i.e., close distance) and that 

consequently influenced Lizzy’s health included: school, including peer influence, the 

strangers and the hospital, including hospital staff’s decisions and actions.  The Microsystem 

level entities that Lizzy was distanced from was there being no carer for her or meaningful 

connection with adults and having no place to live. 
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In summary, participants’ experiences of Distance were most prominent when they 

experienced a breach in their emotional threshold.  A breach of participants’ emotional 

thresholds indicated the accompanying emotional distress featured a sense of aloneness.  

Some participants also experienced Distance when interactions with other people featured a 

lack of meaningful engagement.  For some participants this lack of meaningful engagement 

hindered their ability to interact with people and other entities, reinforcing the participants’ 

sense of aloneness.  In their state of aloneness participants shared positive experiences of 

engagement with allies and some participants shared negative experiences of engaging with 

people who were responded to their episode of suicide-related behaviour (i.e., either socially 

or in the context of helping).  The dimension of Distance between participants and influential 

entities and factors indicates the complexity of interactions between the individual, Distance 

and influential entities within the Microsystem (i.e., for the individual and others they interact 

with). 

6.1.6 Time: History, Chronic Chaos and Triggers 

Time was conceptualised as an experience rather than the passing of time, temporal 

span or a duration (Stadter, 2005).  The experience of Time and its influence on participants’ 

suicide-related behaviours and suicidal ideation took the form of both intense experiences that 

happened at certain influential points in time and long-term experiences that became chronic 

and overwhelming.  For example, participants experienced uncontrollable or stressful life 

circumstances over long periods of time.  The way in which participants experienced this 

chaos over time was crucial to the presence of helplessness and suicidal ideation.  Developing 

an understanding of the role of stress, chaos and other fundamental contributing factors to 

First Australian suicidality can inform a better response to preventing suicidal ideation and 

suicide-related behaviours. 
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When participants had experienced chronic chaos, an acute triggering event usually 

meant that their emotional threshold was rapidly breached.  The breach of their emotional 

threshold generated a negative energy that was expressed either externally or internally. 

[after argument with partner] I'm sick of this … So I jumped in the car, drove down the road 

crying and bawling and just really pissed off with a lot of things, just pissed off with 

everything.  Just overtook this car ...  I wanted to die … I overtook this car and I was on the 

double line.  I was going around the corner … I just had enough time to get in front of this car 

… it's lucky he didn't sideswipe me because that's how close it was.  Then after I had done it, I 

was like shit I could have got killed or someone else could have got killed (Keira). 

External expressions of distress featured anger and violence whereas internal expressions 

featured a withdrawn resignation. 

Broken marriage … I just took these Tryptanol, I had then to settle my nerves.  I didn't think 

about dying, that's the trouble … I just wanted to stop thinking.  I just couldn't cope anymore 

… I took seven … I had a brand new packet of 50 in there and then I remember thinking no, I 

want to make sure I sleep a bit longer and I remember getting up to 12, and when they did find 

me the whole 50 were gone (Lowanna). 

External and internal responses appeared to differ in duration.  Participants’ external 

expressions of distress were seemingly of shorter duration compared to internal expressions of 

distress that developed over time.  Although exploring the differences in the duration of 

external and internal distress is beyond the scope of this study, these differences are worthy of 

further examination particularly given time was critical in preventing impulsive suicide-

related behaviours.   

When some participants engaged in episodes of suicide-related behaviour there were 

critical points in time when an external prompt (e.g., an ally) shifted the participant into a 

more positive pattern.  These allies, intentionally or unintentionally, facilitated participants’ 
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sense of empowerment at a crucial time.  By changing the thought pattern, allies prevented 

further suicide-related behaviour and suicidal ideation. 

… you're depressed or whatever but just things all look different.  It's ugly.  So, I took the one 

tablet then I stopped and I was going to do it that night but luckily my sisters were there and 

they sat with me (Monty). 

In summary, the dimension of Time was conceptualised as experiences that happened 

at certain influential points in time and over long periods of time (e.g., a time of happiness).  

Participants’ experiences that endured over long periods of time often became chronic and 

overwhelming.  Participants’ experiences of chaos, or uncontrollable or stressful life 

circumstances over time were crucial precursors to their suicidal ideation.  Those participants 

who had chronic chaos in their lives seemingly had their emotional threshold breached 

quickly and the negative energy they experienced was strong.  Negative energy was expressed 

either externally through anger and violence that was relatively short, or internally which 

expressed as withdrawn resignation that developed and lingered over time.  Time is a critical 

dimension in preventing impulsive self-harming behaviours because there are critical 

experiences involving an external prompt (e.g., an ally) engaging with participants and 

influencing their thought patterns to facilitate empowerment and preventing further suicidal 

ideation.  Developing our understanding of the role of empowerment, stress, chaos and other 

influential factors in First Australian wellbeing and suicidality can inform a better response to 

preventing suicidal ideation and suicide-related behaviours. 

Summary 

In this chapter, I have incorporated the analysis of the SIPES domains of health 

analysed in Chapter Five with the dimensions of experience, namely Space, Distance and 

Time.  Enhancing the dimensional quality in this way encouraged a depth of analysis that also 

fostered a unique cultural lens with which to investigate the participants’ experiences of 
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suicidal ideation and suicide-related behaviours.  This dissertation argues that such 

perspectives are warranted, indeed needed, to develop better understandings and 

conceptualisations of First Australian suicidal ideation and suicide-related behaviours in order 

to inform better responses for First Australian individuals and First Australian communities. 

As this dissertation argues, Space was experienced by participants as geographical 

(external space), as conceptual (internal space) or as relational spaces (interacting with 

another person or an entity).  In these spaces, participants experienced chaos and complicity 

amidst a sense of powerlessness or safety when engaged with supports that were fundamental 

to a sense of empowerment.  Distance was conceptualised as the degree of connection 

between the participants and another person or entity and was identified by all participants as 

influential in their Social-Intellectual domain.  Distance featured in participants sense of 

aloneness, a sense of disconnect from others and society and acted as a protective factor for 

participants when removing themselves from triggers that enflame their distress.  Time was 

conceptualised as experiences in history that influenced participants’ lives, long-term 

experiences that became chronic and overwhelming and influential points in time, such as 

triggers.  It seemed the participants with chronically stressful and uncontrollable life 

circumstances experienced negative energy and suicidal ideation intensely and their behaviour 

was impulsive and volatile. 

The participants’ experiences were analysed at all possible intersections between the 

five SIPES domains (i.e., Social, Intellectual, Physical, Emotional and Spiritual) and the three 

dimensions of experience (i.e., Space, Distance and Time).  As outlined, the greatest number 

of data excerpts were coded to the Social domain intersecting with the Space dimension.  This 

finding indicated these intersections were the most noteworthy in the participants’ 

experiences of suicidal ideation and suicide-related behaviours and highlights the importance 
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of intervening in the social context of individuals and within the places in which they live and 

work rather than removing them to deliver treatment.   

The Intellectual and Emotional domains were also noteworthy intersections with 

Space, showing the importance of interpretations and thoughts in response to the places where 

people exist and the way in which these experiences triggered emotional overload.  Social and 

Intellectual domains also commonly intersected with Distance and Time for nearly all 

participants.  Time compounded the chaotic nature of the social environment and the triggers 

that impacted on people.  Distance from people was critical in influencing the thoughts about 

how they coped with their circumstances, who they engaged with and how they removed 

themselves from different social settings and thought patterns.  These domain-dimension 

influences on suicidal ideation and suicide-related behaviours are worthy of further 

investigation. 

  In the next chapter I will collate these findings into a meaningful model that 

conceptualises the determinants of the participants’ episodes of suicidal ideation and suicidal 

behaviours.  It is proposed that such a model will further develop our understanding of First 

Australian suicidal ideation and suicide-related behaviours and will go a long way to 

informing better responses for First Australians and communities. 
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Chapter 7: A Multi-Dimensional Model 

This chapter consolidates the findings presented in the two preceding chapters. It 

describes the development of an Empowerment to Prevent Suicidality (EPS) Model that 

provides an applied understanding of the participants’ experiences of suicidal ideation and 

suicide-related behaviours.  This applied understanding of the previous data analyses enables 

a deeper understanding of the contexts and combined effect of determinant factors in the 

participants’ experiences of suicidal ideation and suicide-related behaviours.  This dissertation 

argues that such a deeper understanding of the contexts of First Australian suicidal ideation 

and suicide-related behaviours will enable future opportunities to develop improved responses 

to preventing suicidality. 

The process to develop the EPS model incorporated an overlay of Indigenist research 

and an ecological framework to produce a Process Model that adequately accounted for the 

experience of every participant.  This draft Process Model was presented to the CRG 

members and together we worked on refining the Process Model to reflect the CRG members’ 

understanding of the experiences of First Australian suicide and suicide-related behaviours in 

the Mackay community.  The following section outlines the process undertaken to develop the 

initial Process Model into the EPS Model then I deliver a comprehensive presentation of the 

EPS Model.  This presentation of the EPS Model features the key components of the 

Powerlessness cycle and the Empowerment cycle while explaining how the inter-cycle 

components interacted in the experience of suicidal ideation and suicide-related behaviours. 

Development of The Process Model 

To develop the Process Model, the findings described in Chapters Five and Chapter 

Six were mapped onto a whiteboard (see Figure 7.1 below) and each participant’s experiences 

were discussed and tested against the emerging model.  The Process Model was subsequently 
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simplified, refined and discussed with my supervisor (see Figure 7.2 below).  Different 

hypotheses were examined by returning to the interview transcripts for further analysis.  

During this process, I continually re-engaged with the data to ensure the model continued to 

accurately reflect participants’ experiences.  Ongoing synthesising of themes and re-engaging 

with data resulted in the development of a logical and coherent Process Model that depicted 

the experiences of participants regarding their suicide-related behaviours and suicidal ideation 

(see Figure 7.3 below). 

 

Figure 7.1 Synthesis of Themes and Processes 
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Figure 7.2  Ongoing synthesis of Themes and Processes  
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As the Process Model developed it was imperative the CRG were involved because 

the Process Model presented an opportunity to develop more informed responses to First 

Australian suicide-related behaviours and suicidal ideation.  Consequently, determining the 

Process Model’s validity according to the CRG members’ knowledge and experiences in the 

community was pivotal to the model’s development.  As a result of discussions, the CRG 

members endorsed the model as an accurate reflection of their experiences, the experiences of 

those in the community with whom they interacted and their observations of the community.  

One CRG member suggested a modification, which seemed important enough to trigger 

further exploration of the data. 

The suggestion that triggered further exploration of the data was to improve the 

representation of the complexity of the relationships in the model rather than the sequential 

approach I had adopted.  As a result, I revisited the data to examine whether my sequential 

representation could be supported.  This further analysis concluded that the data supported a 

circular and complex cycle to define the two major elements of the EPS Model (i.e., the 

Powerlessness cycle and the Empowerment cycle; see Figure 7.4: Empowerment to Prevent 

Suicidality Model). 

The EPS Model (see Figure 7.4) conceptualises participants’ experiences of suicide-

related behaviours and suicidal ideation as a multi-dimensional journey consisting of a 

powerlessness cycle, as defined by long-term social chaos and unsafe spaces, that distanced 

participants from their social networks and supports.  As discussed in Chapter Six, acute 

events or emotional overload resulted in a threshold being breached, leaving participants 

vulnerable to negative energy that translated into self-harming behaviours or withdrawal, both 

of which physically distanced participants from their supports.  The timely presence of an 

“ally” of some kind (e.g., friendly paramedic, a GP, a kind stranger) was a trigger to possibly 

shift participants into a positive cycle of regaining control.  This new Empowerment Cycle 
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often involved a shift of place either physically or conceptually but was not necessarily 

sustained over time if not supported by the social environment.   

The next section will present the EPS Model in detail (see Figure 7.4 below).  This 

presentation will feature the components of the EPS Model, the workings of the model 

(including what each stage means) and how the EPS Model can be applied.
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Figure 7.4 The Empowerment to Prevent Suicidality Model     
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The Empowerment to Prevent Suicidality Model 

The Empowerment to Prevent Suicidality (EPS) Model has been developed drawing 

on research discussed in previous chapters and incorporating the ecosystem levels, the SIPES 

domains of health and the three dimensions of experience (i.e., Time, Space and Distance).  

The predominant feature of the model is the Powerlessness Cycle which describes the broad 

social and physical temporal-spatial elements of the participants’ lives that contribute to 

distress.  Elements in the Powerlessness Cycle feature at each of the ecosystem levels.  For 

example, circumstances such as the ongoing effect of past government policies of the stolen 

generation (Chronosystem) and being in a relationship that features domestic violence 

(Microsystem) were examples of different ecosystem levels in this cycle. 

There are unique aspects of the lived experience of First Australians that contribute to 

degrees of powerlessness in Australian society.  First Australian history features 

dispossession, displacement, massacres and discrimination including legislation and policies 

that meant that families were disbanded, resulting in a generation of stolen children.  Such 

practices have crushed the building blocks of First Australian family systems and as a result 

contributed to First Australians’ experiences that contribute to an ongoing cycle of 

powerlessness in society in profound ways.   

The findings of this study show that the pressures associated with the Powerlessness 

Cycle culminate to a point where the individual's emotional distress threshold is breached.  

Almost any event in the Powerlessness Cycle could instigate a breach of the emotional 

threshold.  The threshold breach experience is one of intense and overwhelming negative 

energy that is communicated either externally and expulsive (i.e., expressed as angry 

communication), or internally and passively (i.e., expressed as helplessness or exhaustion).  

Participants explained that they wanted to either take control of the circumstances (or escape 

the circumstances in negative ways by distancing themselves from the chaos or the negative 



 185 

event.  This is the point at which the suicidal impulse is experienced and acted on in two 

ways.  Either as: 

1) dysfunctional and damaging behaviour and negative thoughts about the future (e.g., 

"this is how my life will always be and I can’t stand it"), which feeds back into the 

Powerlessness Cycle (Complicity); or  

2) dysfunctional and damaging behaviour with positive thoughts of change (e.g., “I 

need to distance myself from this situation”.  Positive thoughts of change can lead to 

unhealthy actions such as drinking or emotional eating but can also lead to changes 

that trigger the Empowerment Cycle (through Positive Thoughts of Change). 

A shift to the Empowerment Cycle is often dependent on either the realisation that 

death is not an option, often due to a social connection, or the presence of an ally who works 

with the individual to prompt positive choices.  The Powerlessness Cycle and Empowerment 

Cycle co-exist and counteract each other.  The relationship between these two cycles is 

dynamic and the pathway between them determines which cycle features at any one time in 

the participant’s life.  The degree to which either cycle features in the participant’s life 

depends on the individual's state of wellbeing, particularly their social, intellectual and 

physical wellbeing.  The journey between the two cycles seems to depend heavily on 

emotional wellbeing.  The participants were never completely free from the Powerlessness 

Cycle but the balance between this and the Empowerment Cycle determined the nature of 

those moments of distress, suicidality and wellbeing.   

In the next section I will describe the features of the model, each with a circled 

number as indicated in Figure 7.4, explaining how the features derive from the domains and 

dimensions described in Chapter Five and Chapter Six. 
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7.1.1 The Powerlessness Cycle 

The Powerlessness Cycle ① is comprised of two components: Societal Influences 

and a Complex Life Space.  The various central aspects of the Cycle are detailed in this 

discussion. 

Societal Influences ② exist across all ecosystem levels and are unhelpful and 

oppositional, engendering uncontrollable and complex life spaces for individuals.  

Entrenched racism and an ignorance of First Australian needs and suicidality feed unhelpful 

social structures and damage relationships with First Australian communities.  Steeped in a 

history of having been colonised, First Australian intergenerational disadvantage has 

engendered experiences of chronic chaos and stressful life circumstances over time.  The 

circumstances to which First Australians are disproportionately exposed render an emotional 

susceptibility to triggers unlike other Australians.  For example, the compounded effects of 

an abundance of historical and chronically stressful circumstances increases First Australian 

susceptibility to unsafe relational and conceptual spaces.  Consequently, the circumstantial 

effects of chaotic geographical and relational spaces contribute to life situations that influence 

health.   

Complex Life Spaces ③ experienced by First Australians are created by Societal 

Influences.  The compromised health of individuals experiencing suicidality, which is 

particularly evident in physical illness and behaviour, is a consequence of unhelpful 

interpersonal and societal relationships and structures.  First Australian behaviours that 

feature compliance with social norms in order to minimise distress for others need to be 

challenged because such behaviours maintain the circumstances that trap people in the 

Powerlessness Cycle.  Addressing elements of the Powerlessness Cycle to improve the health 

and circumstances of those experiencing suicidality can be achieved through access to safe 

relationships.  Relationships with those who can establish cultural and interpersonal safety 
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empower those who are experiencing suicidality to challenge negative influences and rouse 

the development of enervated or underdeveloped aspects of health.  For example, the lack of 

reported spiritual health in participants’ experiences and its potential correlation with cultural 

wellbeing warrants further investigation. 

7.1.1.1 Societal Influences 

The first component of the Powerlessness Cycle is that of Societal Influences ②.  

Societal Influences comprise events and entities within all ecosystem levels that influence the 

life experiences of First Australians.  The participants’ experiences of suicide-related 

behaviours and suicidal ideation were influenced by the following Societal Influences; 

History ③, Unhelpful Social Structures ④ and Uncontrollable Life Circumstances ⑤.  

Australian History (within the Chronosystem) has influenced the development of Unhelpful 

Social Structures (within the Macrosystem, Mesosystem and Microsystem) and underwrite 

Uncontrollable Life Circumstances for First Australians. 

Essentially, History, Unhelpful Social Structures and the complexity and chaos within 

Uncontrollable Life Circumstances influence the degree to which a First Australian engages 

with and experiences the community in which they live.  For example, the ancestral and 

historical experiences of a First Australian individual’s family members influence the present 

life experiences of that individual.  This is the pivotal distinction of First Australians.  The 

colonisation of First Australians and ensuing experiences have ill-directed the trajectory of 

First Australian wellbeing.  While there continues to be movement toward addressing those 

factors that contribute to poor First Australian wellbeing, the burden of advocating for change 

that facilitates improvement falls on First Australians.  Indeed, improvements to First 

Australian wellbeing to date have been the result of relentless work done by and with the 

wider First Australian community. 
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7.1.1.2 History 

Unique to the First Australian experience of wellbeing is First Australian history.  The 

colonisation of First Australians resulted in a legacy of deracination, the effects of which 

permeate every aspect of First Australian life and is evident in the lives of every First 

Australian.  First Australian history is central to understanding First Australian wellbeing and 

is what delineates First Australians’ experiences from any other people group.  Participants’ 

experiences have informed the development and application of the EPS model, highlighting 

the undercurrents of unhealthy experiences in multiple domains and forming the fundamental 

building blocks of First Australian suicidality. 

Widely researched determinants of First Australian suicidality are most often the 

result of past government practices, including; child removal practices, stolen wages, 

deprivation of education, deprivation of the right to vote in Commonwealth elections up to 

1962, not being included in the census until 1971 and ongoing racism (Zubrick et al., 2010).  

Such First Australian historical factors influence the Unhelpful Social Structures and, in turn, 

impact on Uncontrollable Life Circumstances in the lives of First Australians in elaborate 

ways.  For example, relevant to every First Australian is the legacy of colonisation and how 

colonisation practices have informed First Australian history and the significance of current 

day circumstances for First Australians and their wellbeing.  How the long-lasting effect of 

colonisation continues to feature in the lives of First Australians and contribute to suicide-

related behaviours is evident in the participants’ experiences, such as Lizzy’s experience of 

family dislocation. 

A range of factors from all ecosystem levels are apparent in the experiences of the 

participants sharing their episodes of suicide-related behaviours and suicidal ideation.  

Factors working together in what appears to be a cycle of powerlessness that perpetuate those 

elements of oppression are endured daily in varying degrees for First Australians.  Although 
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First Australians share a history, the influences of that history on First Australian lives vary 

between families and individuals.   

The degree to which an individual’s life and suicidality has been influenced by 

historical factors needs to be considered.  Life circumstances resulting from the complex 

interplay of factors in an individual’s life, that is factors that exist within all ecosystem levels, 

can be difficult to conceptualise and measure.  Measuring the influence of historical factors 

on social structures and life circumstances is beyond the scope of this dissertation, although it 

is worthy of further investigation in relation to suicidal ideation and suicide-related 

behaviours, particularly given that participants indicated the importance of historical factors 

through a shared experience of unhelpful social structures. 

7.1.1.3 Unhelpful Social Structures 

Unhelpful Social Structures ④ are created through interactions between entities 

within and between ecological system levels and feature structural procedures.  For example, 

individuals who lack the capacity to seek help, experience isolation while in a violent 

relationship, engage in a social façade (i.e., projecting the illusion that they are physically and 

emotionally well) and are unresponsive to queries from others about their wellbeing for fear 

of judgement or reprisals have specific needs from systems and social structures.  Unhelpful 

Social Structures feature individuals and service systems that lack the wherewithal and 

capacity to engage in coordinated networks to respond to First Australians issues.  Unhelpful 

social structures are unable to accommodate practices that are informed by knowledge of 

such issues as; deeply entrenched community and cultural mores, cultural protocols, the 

ramifications of addressing dysfunctional family systems, the effects of trans-generational 

trauma and culturally competent practices and cultural humility. 

Interactions through Unhelpful Social Structures generate distress for individuals, for 

example, interactions that do not suit the individual’s circumstance or do not facilitate an 
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outcome that overtly assists in improving the individual’s wellbeing.  Such distress relates to 

systems that: 

• are culturally biased and unhelpful (e.g., institutional racism and prejudice, responses 

and judgements) 

• are ‘siloed’ and therefore unable to accommodate a holistic perspective (e.g., custody 

issues – for Lizzy the legal system did not consider her long-term wellbeing or that 

her experience was potentially a discreet episode of depression) 

• do not dovetail together well with other systems (i.e., disjointed systems) 

• are restricted in their scope of practice (e.g., services not providing flexible and 

proactive help as such help is beyond funding requirements and staff role 

descriptions) 

• are difficult to navigate (e.g., responding to the needs of a victim of domestic violence 

and dealing with multiple systems such as housing, Centrelink, child-care and 

education); and 

• are unable to factor in influences treated within more distant systems (e.g., addressing 

the housing needs of an individuals who may be addicted to substances, experience 

dysfunctional interpersonal interactions and relationships, have difficulty keeping 

connected and maintaining relationships and communication, have little knowledge of 

kin and/or may lack the capacity to access much sought after kinship knowledge). 

To address unhelpful social structures, individuals need access to ongoing assistance in 

navigating their lives and social systems.  Little to no follow-up assistance is provided by 

many services within systems.  For example, incapacitated individuals would benefit from 

having a social ally or interpreter in situations that render the individual with limited capacity 

to navigate systems and think logically due to trauma.  Incapacity includes a debilitating 

emotional state, altered cognitive capacity or functioning, or very complex needs rendering it 
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difficult to coordinate services provided between systems.  Furthermore, system 

inaccessibility continues to be an issue for First Australian wellbeing.  Systems continue to 

struggle engaging First Australians in services due to systems’ poor understanding of many 

predetermining features of First Australian presentations and a lack of effective prevention 

services, as evidenced by the disproportionately high rate of First Australian deaths by 

suicide. 

Unhelpful social structures are partially ameliorated by the presence of mediating 

factors (e.g., anti-discrimination legislation, native title rights and access to ongoing 

education), but the need to ensure the betterment of the lives of First Australians remains 

ongoing.  The interplay of factors that lead to unpredictable and consequently difficult-to-

manage circumstances result in predominately negative consequences.  For example, one 

participant lived in a rural country town, was the household breadwinner, had a tenuous 

employment contract, experienced financial difficulty, had limited access to helpful resources 

and experienced strained relationships with a partner and many family members, all while 

continuing to attend to the needs of multiple dependants.  Ultimately, unhelpful social 

structures contribute to Uncontrollable Life Circumstances for First Australians. 

7.1.1.4 Uncontrollable Life Circumstances 

Uncontrollable Life Circumstances ⑤ encompass those circumstances that are beyond the 

participant’s control and have a predominately negative effect on the participant’s life and 

wellbeing, such as the demographic profile of the family, the socioeconomic circumstances 

one is born into and the influence of government policies and practices on everyday 

experiences.  Participants’ experiences of injustice, disconnection from potentially helpful 

spaces and social dysfunction come together in a cycle within which participants experienced 

a lack of control. 
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For First Australians, the personal experiences of injustice when engaging with 

external entities is rooted in uncontrollable life circumstances that, since colonisation, 

facilitated the dislocation of the First Australian way of life and cultural priorities.  Practices 

that have interrupted, and continue to interrupt, the cultural practices of First Australians 

influence the holistic wellbeing of First Australians.  The influences of these disruptive 

practices infiltrate the systems within the EST model by playing a role in the interplay of life 

factors located within all ecological system levels.  These disruptive practices have had 

indirect (trans-generational) and direct effects on every First Australian’s wellbeing.  For 

example, the past government policy that led to the creation of a stolen generation interrupted 

the lives of First Australian children and consequently traumatised individuals, families and 

communities by depriving children of the experience of an upbringing with their parents and 

siblings; effectively rendering individuals dislocated emotionally, socially and culturally.  

Such disruptive practice led to the chaotic life circumstances shared by Lizzy who was raised 

as a ‘ward of the State’ without access to her mother and all but one sibling.  Lizzy was 

physically and emotionally vulnerable throughout her childhood, experienced domestic 

violence as a young mother, spent time as a single mother of multiple children, struggled with 

‘mental health issues’ and had children who grew up to have many wellbeing issues as adults. 

The interactions of various life factors (i.e., entities within all ecosystem levels) 

influenced participants’ experiences of health.  A conglomeration of the participant’s 

experiences of demands and responsibilities (i.e., from external entities or placed on oneself), 

ease of access to resources and the individual’s belief systems contribute to their life 

circumstances.  Although an individual’s capacity to manage this conglomeration is 

important to wellbeing, health encompasses how influential wellbeing factors interact with 

each other in cause-and-effect type relationships.  The more ensconced and influential the 

interplay of distress-generating factors, the more complicated their life experiences.  For 
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example, a single mother’s daily care responsibility for three or more children (i.e., meeting 

the needs of her children and herself) would experience more complications than a single 

woman with no childcare responsibilities.  The inherent busyness of managing complicated 

life circumstances features a disconnection from potentially helpful spaces. 

Spaces are geographic areas and places where an individual has had a personal 

experience.  The meaning and importance of these personal experiences is then associated 

with these spaces, making the space an important element of specific events from which 

meaning is derived.  For example, Joseph had an affinity with the river he went to with mates 

to escape the stressors at home – referring to it as a “healing space”.  When the nature of the 

connection an individual has with the Space is severed or cut off (e.g., through infrastructure 

development) it becomes a disconnected space.  Additionally, there may be meaning 

associated to a Space that generates an aversion to an area, for example the building which 

houses the Mackay District Community Mental Health Service was ‘smoked’ in response to a 

community suggestion the practice of smoking would enable the building to be deemed 

suitable for First Australians to access.  Smoking ceremonies are an ancient First Australian 

practice that feature burning specific native plants to produce smoke that is believed to 

cleanse the space, the people in the area and communicate with the spiritual realm. 

Often identified as ‘gaps’, the specific needs of First Australians are regularly not 

directly addressed by many system-entrenched services and the role these services play 

within the system structures in the community and society.  Where specific needs are not met, 

these are also disconnected spaces.  Additionally, there are physical (e.g., buildings), 

geographic (e.g., traditional lands/ environment) and interpersonal Spaces (e.g., relationships) 

that some individuals do not sense a connection to, despite identifying them as necessary for 

improved wellbeing.  Experiencing ongoing unmet needs and disconnected Spaces can lead 

to social dysfunction. 
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Social Dysfunction represents participants’ social experiences (including individual 

behaviours, social history and influences) that were not conducive to experiencing good 

health and wellbeing.  For example, several female participants identified their use of illicit 

drugs and alcohol to self-medicate, particularly in reference to unfulfilling and dysfunctional 

intimate-partner relationships.  More specifically, Jessica described living in a relationship 

that featured long-term significant domestic violence and that over time her wellbeing 

declined to where she self-medicated with alcohol throughout the day and experienced 

paranoid thoughts in public.  This relationship experience led to Jessica’s suicidality. 

The social history of substance use, violence and deaths by suicide in First Australian 

communities underlie the social dysfunction experiences of all participants to varying 

degrees.  The cultural impact of dysfunctional features in communities was evident in the 

discussions held which each participant.  Dysfunctional features in communities included; 

family history (e.g., as a child being a witness or victim of domestic violence), role models 

(e.g., having a partner’s father demonstrate the importance of maintaining kin relationships 

by stating the mother of his grandchildren is always welcome in his home) and deaths by 

suicide (e.g., discussing the impact the death by suicide of a family member had on kin).  

Impact is further evident in health, wellbeing and mortality rates. 

Regarding social dysfunction and suicidality, some participants stated that they sensed 

a negative stigma regarding suicidality and said they were concerned how others might 

respond if they disclosed the extent of their suicidality.  Both the negative stigma and the 

concern for others’ responses initiated a desire to cover up what was going on in their lives.  

Participants communicated the importance of engaging a social façade that gave the 

impression that all was well in their lives.  The social pressure participants sensed, that is to 

cover up the true state of their wellbeing and deny themselves what they needed, added to 

their distress and compounded the difficulty of their life situation.  Additionally, as a feature 
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of the domestic violence experienced by Jessica, the perpetrator demanded Jessica and their 

children maintain the façade of ‘a happy family’ outside the home. 

Participants experienced social isolation and physical distancing from entities within 

the microsystem, resulting in them having limited or restricted engagement with the world 

around them (e.g., staying at home, being left at home or removed from family).  This 

isolation was either self-imposed, intentionally imposed by another person (e.g., in the 

context of a controlling partner) or was the result of neglect.  Some participants actively 

isolated themselves by avoiding social engagements with friends and family, meaningful 

interpersonal interactions with others (e.g., only engaging in short and surface level 

conversations, not sharing personal information) and staying task focussed (i.e., participating 

in the community in a way that addresses community issues but requires little personal or 

emotional investment such as community action groups).  These actions were attempts to 

avoid interpersonal interactions with others on a personal level to prevent inadvertently 

revealing personal details about their own lives. 

A significant component of the Powerlessness Cycle are those societal influences that 

First Australians experience in their lives.  Societal influences for First Australians include; 

history and past legislated practices, unhelpful social structures that inhibit meaningful 

engagement with entities at each ecosystem level and uncontrollable life circumstances that 

feature in unjust practices, spaces that do not facilitate meaningful engagement and social 

dysfunction that exacerbates ill health.  These societal influences featured in the experiences 

of suicide-related behaviours and suicidal ideation of participants and contributed to their 

complex life space. 

7.1.1.5 Complex Life Space 

The second component of the Powerlessness Cycle for First Australians is the 

Complex Life Space ⑥.  The Complex Life Space is shaped by and intersects with Societal 
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Influences to form intracycle processes that contribute to intense personal experiences of 

powerlessness.  Potentially, the most powerful experience contributing to the Complex Life 

Space for individuals is the perception of aloneness.  For each person aloneness rings true in 

that no one will ever experience or comprehensively understand any one person’s life 

experiences and health circumstances.  The degree to which one perceives to be alone, is 

experiencing distance from empowering factors and feeling powerless in their circumstances 

mediates the Emotional Threshold.  However, traversing the effects of experiencing distance 

from empowering entities are life affirming spiritual interventions that are experienced alone. 

Exacerbating distance and aloneness through social façades underpins deteriorating 

health by way of added stress and increased vulnerability to triggers.  Episodes of distress left 

unresolved are sparked by triggers in the environment in ways that may not be apparent to the 

individual and far less apparent to others.  It is the unresolved distress experienced that 

pushes one toward their Emotional Threshold.  The less unresolved emotional distress one 

experiences, the greater their emotional tolerance.  In addition, the degree to which other 

people are distanced by knowing about one’s unresolved distress, the greater the shock 

experienced at the announcement of a death by suicide. 

Unique features of the Complex Life Space are intensely personal experiences that 

result from interactions with external entities and are experienced within the conceptual 

space.  What is processed and experienced within the conceptual space is unique for each 

person.  The participants’ conceptual space experiences, resulting from their complex life 

spaces, were spiritual isolation and perceived aloneness. 

Spiritual Isolation is comprised of the sense that one has, or has had discrete episodes 

of, unique spiritual insight of life experiences that other people will possibly not fully 

understand.  As discussed in Chapter Five, both Lizzy and Lowanna described experiencing 

spiritual isolation tailored to suit their personal life experiences that they saw as profound and 
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life changing by elucidating deeper meaning to life experiences.  Lizzy and Lowanna shared 

their experiences with a readiness to frame what could be attributed to coincidence, as events 

orchestrated by God.  In both cases, the spiritual isolation experience was life affirming and 

provided the impetus to continue living, as opposed to perceived aloneness. 

Perceived aloneness is the perception of the degree of being alone on an individual 

level.  Perceived aloneness may or may not include the absence of people in the physical 

proximity (i.e., distance in geographical space) but, rather, an individual is preoccupied with 

the belief (predetermined by a feeling) that no one truly understands their state of wellbeing 

(i.e., relational distance).  However, regarding suicide-related thoughts and behaviours, 

perceived aloneness is predominantly a negative experience in that one is conscious of being 

alone and that no one is available to attend to their needs.  Inherent in perceived aloneness is 

the identification of a need and desire for change. 

For these participants ‘perceived aloneness’ often featured the individual being 

conscious of themself as a burden and therefore refraining from approaching others to assist 

in change (e.g., the individual might not want to ‘bother’ another person).  The individual 

might be estranged from others or might not see or want to engage with a relationship as a 

possible avenue of assistance.  Ultimately, the individual perceives themselves as alone in 

their situation and that others would not be able to relate to them and their personal 

experiences.  In a state of perceived aloneness participants had trouble initiating or 

maintaining personal connections with other people, seemingly succumbing to an impotence 

to identify available suitable supports and engage in help-seeking behaviours.  To combat her 

perceived aloneness and experience loving attention from her partner, Nellie engaged in self-

directed injurious behaviour that, without medical intervention, was medically reported to 

have highly likely led to death. 
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7.1.1.6 Powerlessness Cycle Factors Interacting 

Factors featured in the Powerlessness Cycle are not necessarily distinct episodes.  

Contributory powerlessness factors are experienced by participants to varying degrees as a 

result of the life circumstances that render them susceptible or prone to such a sense of 

powerlessness.  Experiences can culminate in points of time or discrete events that feature an 

element of the Powerlessness Cycle, for example an episode of physical assault within a 

domestic violence relationship because of any number of powerlessness cycle factors. 

By way of multiple powerlessness influences, interactions and factors outlined in 

literature about First Australian deaths by suicide (as discussed in Chapter Two) the 

perpetuation of a lack of control over life circumstances continues.  Such factors as 

complicity, complexity, contexts, chaos, history, social dysfunction, disconnected spaces, 

uncontrollable life circumstances, unhelpful social structures, perceived aloneness, being 

emotionally overwhelmed and social, physical and spiritual isolation worked together to 

ensure participants engaged in a position of powerlessness prior to their suicide-related 

behaviour.  For example, the complexity and chaos inherent in the social dysfunction 

experienced by several participants (e.g., domestic violence, various normative factors, their 

responses to social influences including societal assumptions and judgements), the inability to 

control various aspects of their life (e.g., intergenerational effects of historical events) and the 

complicity engaged (including maintaining a social façade) interacted in unique and profound 

ways for participants.  Coupled with unhelpful social structures, a lack of connection to 

potentially helpful spaces and a sense of hopelessness, participants were engaged in a cycle 

of powerlessness.  The Powerlessness Cycle continued to the point where participants felt 

emotionally overwhelmed and decision making was engaged (i.e., their emotional threshold 

was breached).  Inherent in the Powerlessness Cycle is the understanding that powerlessness 
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factors featured in an individual’s engagement with their environment contribute to a 

dissonance that manifests in emotional distress.   

7.1.1.7 Emotional threshold breached 

A build-up of powerlessness factors within various ecosystem levels, such as the 

intergenerational impact of First Australian trauma (Chronosystem), infrastructure 

ineffectively serving First Australians needs (Exosystem) and intimate partner violence 

(Microsystem), contributes to emotional distress to the point where the individual’s emotional 

threshold is breached ⑦.  For example, as Keira put it:  

I'd had enough of him coming home from work already drunk and already drugged up.  I 

jumped in the car [driving recklessly] because there was no sense sitting down arguing about 

it again (Keira). 

Everyone begets unique life experiences, emotional thresholds and ways of managing their 

distress, resulting in unique experiences of the Powerlessness Cycle and in possible treatment 

through assessment, monitoring and management of difficulties. 

Individuals differ in their levels of tolerance of and resilience to stress factors.  A 

build-up of stressors within the Powerlessness Cycle can lead to an individual feeling 

overwhelmed (i.e., beyond the point of being able to contain or manage their feelings).  

Given the uniqueness and diversity of individuals and their life experiences within the 

Powerlessness Cycle, it is difficult for others to determine the point at which a person’s 

emotional threshold will be breached.  In several cases, participants shared how the social 

dysfunction they experienced (e.g., domestic violence) and their attempts at complicity (e.g., 

maintaining a social façade) led to experiences of isolation and perceived aloneness and, 

consequently, being emotionally overwhelmed. 

I used to hide it ...  I'd pretend I'm happy … when deep down inside [I was] really hurting and 

[I had] nobody to tell (Jessica). 
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Powerlessness factors including the physical effects of excessive drug and alcohol 

use, physical circumstances of not having control (e.g., interpersonal and family breakdown, 

loss, isolation), normative factors, life and work pressures, the perception of aloneness 

coupled with the desire for change, denying needs, self-medicating, subsequent experiences 

of triggers of trauma and long-term depression contributed to participants reaching their 

emotional threshold.  At the point where participants had reached their emotional threshold 

and felt overwhelmed, they engaged in emotion-charged and reactive behaviour in order to 

improve their emotional state. 

7.1.1.8 Negative Energy Fuelling Thoughts and Behaviours 

A breach of one’s emotional threshold is followed by an intense emotional response – 

an onslaught of negative energy ⑧ that is destructive and fuels subsequent dysfunctional 

behaviours.  Negative energy appeared to take one of two forms: it was expressed either 

externally or internally.  Participants’ experiences of External Negative Energy ⑨ were 

exhibited through paranoia, anxiety, or were verbally expressed to others as anger or 

frustration.  Participants’ experiences of Internal Negative Energy ⑩ were seemingly fuelled 

by a sense of helplessness, exhaustion and a depressive-like state (i.e., they could not see a 

way out of their situation).  Although participants may have communicated their distress to 

others, participants’ suicidal ideation may not have been evident. 

Negative energy requires an outlet to express the subsequent desire to generate 

distance from exasperating factors and establish control over the effect of triggers.  Intense 

negative energy expedites emotion-based thought processes that lead to suicide-related 

thoughts and dysfunctional behaviours otherwise not entertained through rational thought 

processes.  Some emotion-based destructive tendencies expressed through body language 

may not be apparent, but there is no mistaking negative energy when it is expressed verbally 

or physically.   
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… we assume the quiet, withdrawn one is at risk, then at the same time it’s the loud one that 

can get overlooked.  I found that the clown that laughs the loudest is the one at most risk 

(Lizzy). 

I jumped in the car, drove down the road crying and bawling and just really pissed off with a 

lot of things, just pissed off with everything (Keira). 

An important aspect of preventing suicide-related behaviours is the individual accessing a 

conceptual space that expedites rational contemplation of the consequences of emotion-based 

suicide-related thoughts and the potential fatalness of dysfunctional behaviours. 

In situations where triggers are perceived to be uncontrollable, the suicidal impulse 

becomes the target from which to emotionally escape.  For example, when I asked Keira why 

she did not end her dysfunctional intimate-partner relationship earlier, she said she was 

hoping that he would change.  Triggers generate negative energy through symptoms of ill-

health.  Symptoms of ill-health within health domains effectively exist within the 

Powerlessness Cycle, adding to a susceptibility to triggers and negative energy. 

I think I’ve always had depression from whenever I can remember.  I was sexually abused as 

a child, and that [was long-term]… as a single mum you’re always in control and then a 

business deal went sour when I wouldn’t sleep with the owner … I couldn’t fathom how 

much control he had over my life and so where was I to go? ...  the thought of being homeless 

with my four babies.  Because I’ve always been able to provide (Ellen). 

Although physically distancing oneself from triggers is a valid management strategy, getting 

emotional distance from triggers through treatment are the most effective suicidality-

defeating strategies.  Beneficial treatments develop an informed understanding of experiences 

of powerlessness, distress in response to triggers and becoming increasingly empowered to 

reduce susceptibility to suicide-related thoughts and dysfunctional behaviours.  First 

Australian suicidality stems from experiences of powerlessness that require access to 

culturally informed treatment services and specific cultural knowledge. 
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I read up on a lot of antidepressants… I did see a psychologist but I didn’t always make it 

because I had no-one to take me there (Monty). 

Somewhere we could ring up … more for the family than the [person at risk].  I think the 

family would use it more if it helped prevent this.  You've got Alcoholics Anonymous, you've 

got Al-Anon… [Suicide] is a family affair (Lizzy). 

The negative energy experienced by participants manifested as a Suicide-Related 

Thought ⑪.  Suicide-Related Thoughts were positioned at a junction highly reliant on 

emotion, cognitive capacity, access to information and support systems.  A Suicide-Related 

Thought was motivated to either 1) take control of their situation ⑫ and what they perceived 

as circumstances beyond their control (i.e., to get an outcome that they wanted) or 2) escape 

⑬ from the Cycle of Powerlessness or circumstances (e.g., a dysfunctional relationship, 

unpleasant emotional state or a seemingly hopeless future).  Thoughts of taking control of the 

situation focussed on external factors (e.g., Nellie overdosing to get her partner’s attention) 

whereas participants’ thoughts of escaping focussed on alleviating their personal distress. 

It was like something washed over me and that was the thought that came to mind - that was it 

- and I thought, I should just drive this car into this tree.   Then it came and it went in the 

same instant… (Miranda). 

The time taken for participant to progress from a breach of their emotional threshold to 

thoughts of either seeking control or escaping varied considerably (i.e., minutes or hours 

depending on the degree of emotional intensity).  After their suicide-related thoughts, 

participants engaged in either dysfunctional behaviour or positive thoughts of change. 

Transitioning from suicide-related thoughts to Dysfunctional Behaviour ⑭ was 

seemingly impulsive, emotional and purpose driven.  Dysfunctional behaviours are 

behaviours considered; dangerous, violent, risky, suicide-related and self-directed injurious 

behaviours (e.g., an overdose of medication to get the desired attention from an intimate 

partner).  Participants engaged in dysfunctional behaviour in response to their desire to seek 
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control of their situation (e.g., orchestrate favourable responses from others) or escape the 

situation they were in.  The motivation was to improve their emotions. 

Dysfunctional Behaviour featured self-harm, recklessness or out of character 

behaviour with significant consequences.  Participants engaging in dysfunctional behaviour 

had a determination to achieve what they set out to do, such as Lowanna overdosing on 

Tryptanol to ensure her nerves were settled.  For an indeterminable time after the initial 

emotion-charged dysfunctional behaviour the emotion subsided.  The participant then 

considered their next step in response to the outcome or consequences of their behaviour.  In 

considering their next step, participants engaged in thoughts of change, that is engaging in an 

intellectual decision to engage in change behaviour.  The transition was to either negative or 

positive thoughts of change depending on factors such as the individual’s intellectual 

capacity, age, knowledge of supportive resources, desire to change behaviours, optimism and 

emotional engagement.  Negative thoughts of change saw participants continue engagement 

in the Powerlessness Cycle, while positive thoughts of change led to entry into a cycle of 

empowerment. 

7.1.1.9 Negative Thoughts of Change 

After engaging in suicide-related and self-directed injurious behaviour, some 

participants engaged in Negative Thoughts of Change ⑮ and did not seek help at all.  

Negative Thoughts of Change featured thoughts of hopelessness, an inability to change and 

no access supportive systems.  These participants spoke of instances where their Negative 

Thoughts of Change were based on past experiences of episodes of help-seeking behaviours 

being ineffectual (e.g., there is no-one suitable to help), a lack of capacity to seek help (e.g., 

unable to identify a service that could help and limited capacity to engage with a service) and 

no access to a more capable other to assist them.  These underlying intellectual decisions led 

the participant back into the Powerlessness Cycle. 
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7.1.1.10 The Empowerment Cycle 

When the negative energy propelling suicide-related thoughts and dysfunctional 

behaviour subsides, positive thought processes might be engaged that are the entry point to 

the Empowerment Cycle ⑯.  The individual’s Positive Thoughts of Change ⑰ reflect the 

features of the Empowerment Cycle, which are predominantly intellectual processes focused 

on establishing control.  Experiences of empowerment begin with informed decision-making 

and developing an understanding of one’s needs.  Informed decision-making reflects the 

concept of self-management and the ability to distinguish between helpful and unhelpful 

responses of service provision, two significant components of the intellectual processes of 

empowerment. 

Entities within the Empowerment Cycle are systems and individuals that meet the 

needs of individuals through customised services.  Supportive Engagement ⑱ with service 

providers, friends and others acting as social allies and emotional or spiritual motivators 

function as social processes within the Empowerment Cycle.  These entities impact upon 

health by influencing intellectual processes that instigate physical interventions and initiate 

and support functional behaviour. 

Participants’ experiences of improved wellbeing were comprised of their engagement 

with components that were interdependent in a process that continually fed empowerment.  

The Empowerment Cycle starts with Positive Thoughts of Change and features conceptual, 

relational and geographical spaces that facilitate engaging in behaviour that leads to positive 

change in wellbeing, such as self-management, engagement with service providers and allies, 

and spiritual motivation. 
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Positive Thoughts of Change 

Positive Thoughts of Change ⑰ indicated the participant’s conceptual space 

(emotional and intellectual) and engagement in social processes enabled them; to see beyond 

the immediate situation to improved life circumstances, to understand what needs to change 

to  improve future circumstances for themselves and their dependents and to develop the 

capacity (i.e., intellectual and physical) and willingness to do so.  Jessica experienced suicidal 

ideation then positive thoughts of change that featured lucidity. 

The plan was there and then it was like, no, you don't want to do this.  Then I thought about 

the big picture.  The kids would come home and I'm in the car.  What are the kids going to 

do? Then I thought, no, this is not a good idea ...  Your mind plays tricks on you.  It just runs 

wild and silly [thoughts] (Jessica). 

For some participants the transition from suicidal impulse to positive thoughts of 

change was initiated by identifying reasons for living.  Reasons for living are dependent on 

social and intellectual processes through which individuals have meaningful experiences that 

reinforce their importance in the world and in the lives of others.  For example, with the 

passing of enough time for intense emotion to subside, some participants thought about the 

impact their dysfunctional behaviour would have on their family, which deterred suicide-

related behaviour. 

[grief]…Yeah and I thought of myself, no I’m not selfish; I’m not going to do that.   Not 

going to make mum go through it all again, because she’s already lost two.   Like I had so 

many plans, like plans and I wanted to live … I wouldn’t let it get the better of me, take my 

own life for nothing (Tarnee). 

At the time I was driving, I had my two kids in the back - my son said something, and I had to 

look at his face [unclear]… It was the fact that I heard him, and probably recognised that, you 

know, the little people need me (Miranda). 
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The participants’ rational thoughts reinforced the important position they occupy in the lives 

of others, their emotional ties and their familial obligations.  The ripple effect of 

dysfunctional behaviours (including death by suicide) on others, including family members, 

and witnessing the impact family deaths have had on loved ones also provided impetus to 

focus on a positive future. 

I couldn't do that to my family first, my mum, dad … or your brothers have had to cut your 

own brother down (Warren). 

Then I thought why go and kill yourself over someone or an argument or you know, you end 

up crippled and then someone else ends up dead.  Just stupid thoughts … (Keira). 

Upon realising their dysfunctional behaviour was not conducive to the outcome they 

wanted, some participants engaged in positive thoughts to initiate change that would facilitate 

a positive outcome.  Positive episodes of engagement with service providers impacted upon 

some participants through the meaningful provision of treatment that communicated the 

urgency of their medical situation and the importance of sustaining life.  For example, as 

discussed in a previous chapter, in her desire to escape her low negative state Nellie took an 

overdose of prescription medication.  Nellie was admitted to hospital and was told the 

overdose could have resulted in death.  Nellie concluded that she would not engage in such 

“stupid” behaviour again, rather she would consider addressing her distress in ways that led 

to positive outcomes. 

In progressing from suicidal impulse to positive thoughts of change (i.e., bypassing 

dysfunctional behaviour) some participants engaged in thought processes conducive to taking 

control.  For example, having started on prescribed medication Monty experienced adverse 

responses to the medication that included exacerbated anxiety, panic attacks, claustrophobic 

tendencies and a sense of hopelessness ensued by suicidal impulses.  Monty had the capacity 

to educate himself, realised these were side effects of the medication and identified a ‘way 

out’ by seeing the doctor that prescribed the medication at the first available opportunity.  
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Such meaningful and safe relationships with service providers in the microsystem contribute 

to experiences of empowerment that forge improved health for First Australians. 

Although some change can include behaviour that puts an individual’s safety at risk, 

the objective of preventing suicidal ideation and suicide-related behaviours is to extend 

participation in the Empowerment Cycle by reducing the influence of factors in the 

Powerlessness Cycle.  For example, Keira made the decision to engage in behaviour that an 

abusive partner might consider unforgiveable, consequently forging the end of the 

relationship and lessening exposure to factors in the Powerlessness Cycle. 

Creating safe spaces, increasingly exercising control over circumstances and 

continually engaging with entities that facilitate empowerment contribute to the ability to 

self-manage participants’ wellbeing.  By accepting that they alone are responsible for their 

life, their health and their wellbeing (e.g., not blaming others), participants were led to the 

decision to self-manage.  Some participants shared that others (e.g., allies) contributed 

valuably to improvement in their wellbeing, but the responsibility of improvement lies with 

the individual in their decisions and actions.  The process of improving one’s health is 

continuous and entities in the microsystem, such as allies, are positioned to make meaningful 

contributions to the individual’s empowerment. 

I just take off to my mates; go chill with my mates.  Like that's the only thing that really 

settles me down.  Just go chill with my boys (Joseph). 

External entities in the Empowerment Cycle include other people and entities working 

with an individual’s desire to improve wellbeing.  The participation of other people included 

others being allies by empowering and motivating participants emotionally and spiritually.  

Allies adopted a support role for participants, particularly through the participant’s realisation 

of their situation and in supporting the participant’s engagement with positive change.  For 

example, social allies helped participants; navigate government services (e.g., Centrelink), 
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develop their communication skills, learn about boundaries and communicate with 

community services in an advocacy capacity (e.g., dealings with the legal system).  Allies 

also provided participants with emotional support.  Allies either knew the participant well or 

were skilled in identifying emotional distress and then engaged with the participant to 

establish their state of wellbeing and provide support when needed.  Allies have the capacity 

to ask an individual who is unwell if they are okay and discuss a plan moving forward.  They 

might be a parent, close relative, friend, community member or counsellor who participated 

as an ally. 

Two participants identified a spiritual experience that motivated their wellbeing 

betterment.  This spiritual motivation was attributed to an entity that was not physical and not 

manipulated by them or another person.  The primary feature of a spiritual motivator was that 

there was no logical explanation for circumstances pivotal to the betterment of the 

participant.  A spiritual motivator could be a spiritual experience or an interaction with an 

individual who plays the part of a spiritual motivator.  Spiritual motivators provide spiritual 

support by supporting the individual in their spiritual orientation and engaging the individual 

in the kind of practice that suits their wellbeing.  For example, Lowanna made several 

references to God in her interview and shared that, in response to an overdose of prescription 

pills, she had a dream that caused her distress to the point where she decided she did not want 

to die.  The dream motivated her to resist the effects of the drugs and fight to survive.  Lizzy 

discussed how her spontaneous decision to engage with a health service at a certain time and 

place, despite her hesitation to see a male doctor (who was the only doctor available) led to 

the coordination of her medical care which was exactly what she needed (i.e., the right time, 

the right place and the right health service providers) and attributed this to God orchestrating 

these humanly infeasible circumstances. 
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Conclusion 

The EPS Model depicts an applied understanding of the data analyses undertaken in 

Chapters Five and Six and represents the experiences of the First Australian participants in 

this study.   

This model develops an understanding of the contexts of First Australian suicidality 

and can inform better responses to First Australian suicidal ideation, suicide-related 

behaviours and potentially deaths by suicide.  By incorporating ecosystem levels, the SIPES 

domains of health and the dimensions of experience, the EPS Model considers determinants 

from a range of perspectives and realms in First Australian people’s experiences of 

powerlessness and empowerment.  Powerlessness increases vulnerability to emotional 

distress and suicidality, whereas empowerment counteracts the effects of powerlessness and 

facilitates emotional strength, resilience and improved holistic health. 

In the final chapter I will present some major considerations in relation to this study, 

including limitations and opportunities for further research that can build on the current 

findings.  I will also explore how the EPS Model may be a useful vehicle for developing 

insight into First Australian experiences of suicidal ideation and suicide-related behaviours 

and deaths by suicide to inform appropriate interventions for the future.  
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Chapter 8: Conclusion and Discussion 

This research has resulted in the development of the Empowerment to Prevent 

Suicidality (EPS) Model, a First Australian conceptualisation of suicidal ideation and suicide-

related behaviours.  The EPS describes and explains the context in which these thoughts and 

behaviours occur to inform a better understanding of how to prevent First Australian 

suicidality.  The EPS Model was developed from analysis of data provided by First 

Australians who have experienced suicidal ideation and suicide-related behaviours.  Data was 

collected and analysed using Bronfenbrenner’s Ecological Systems Theory as a guiding 

framework.  The analysis was conducted using a matrix based on the domains of health 

(namely Social, Intellectual, Physical, Emotional and Spiritual domains drawn from a First 

Australian conceptualisation of holistic health by Aunty Lauraine Barlow) and the 

dimensions of experience which were Time, Space and Distance.  This research has been 

conceptualised and informed by my First Australian standpoint, professional experience and 

personal convictions (as outlined in the Prologue).  I have conducted this research in 

partnership with representatives of Mackay’s First Australian community who comprised the 

Critical Reference Group. 

In this final chapter, I will discuss issues to consider in relation to using the EPS 

Model as a tool in preventing suicidal ideation and suicide-related behaviours, the limitations 

of this study and opportunities for further research.  Finally, I present the findings of this 

research within the context of existing literature to highlight how the findings of this study 

could influence the way First Australian suicidal ideation and suicide-related behaviour could 

be prevented, treated and managed, potentially preventing deaths by suicide. 

The prevalence of First Australian deaths by suicide in Mackay was the impetus for 

this study.  Although factors contributing to First Australian deaths by suicide are well 
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documented, in this dissertation I have argued that there continues to be a need to investigate 

the specific suicide-related experiences of First Australians to determine any relevant 

processes or factors.  These factors may or may not also impact on non-Indigenous 

Australians, but by developing a First Australians’ solution, I have given priority to solving 

this issue which will engender engagement in the solution by those most affected.  Further, 

focusing only on deaths by suicide means our knowledge fails to draw from the complexity 

of experiences that may lead to suicide-related thoughts and behaviours.  We know very little 

about the transition from suicide-related behaviours or thoughts into actual suicide.  We do 

not even have clarity about whether there is a progression. However, by focusing on suicidal 

thoughts and behaviours, we may be able to prevent some of the costly and harmful impacts 

on First Australian communities. 

To develop a deeper understanding of suicide-related behaviours and suicidal 

ideation, I examined transcripts of interviews with First Australians who had described 

experiences of suicidal ideation and suicide-related behaviours while I was investigating a 

suicide cluster in Mackay’s First Australian community.  I theorised that participants’ 

experiences would provide a more informative knowledge base of suicidality than the 

coronial reports of those who had died by suicide.  I examined two research questions;  

1) How can suicidal ideation and suicide-related behaviours be conceptualised and 

understood within a First Australian community, and  

2) How can this understanding inform a better response to First Australian suicidal 

ideation and suicide-related behaviours? 

Research Findings 

Analysis of participants’ suicidal experiences have underpinned the development of 

the EPS Model.  The EPS Model has highlighted several significant findings directly related 

to the risk of suicidality.  The most significant findings, based on the degree to which these 



 212 

findings featured in the participants’ experiences of suicidal ideation and suicide-related 

behaviours, include the experience of Powerlessness, the role of the Emotional Threshold and 

the practice of distancing that led to dysfunctional behaviours.  Two additionally significant 

findings were empowering influences for the participants and engaging with social allies and 

intellectual realisations, both of which motivated participants toward positive change.  These 

findings will be discussed in more detail below. 

8.1.1 Powerlessness 

Experiences of powerlessness were broad ranging and derived from historical 

experiences that are unique to First Australians.  My research findings indicated that 

participants experienced powerlessness as a temporospatial social health assault on their 

being, meaning that participants experienced powerlessness as a result of social experiences 

occurring in Time and Space.  Time and space were useful concepts through which to view 

this powerlessness cycle, bringing a more nuanced understanding of the experience.  

Importantly, the spaces in which social experiences with individuals, organisations and 

systems that contributed to a sense of powerlessness spanned all ecosystem levels. 

 The experience of colonisation underwrites First Australian powerlessness as a result 

of extreme and complex trauma, historical loss, disruption of cultural knowledge and 

practices, social inequities, suffering and poor health outcomes.  Empowerment programs 

have proven effective in addressing experiences of powerlessness by effecting social change 

through influencing the operationalisation of health interventions (Hunter, 2020), yet there is 

a shortage of research on fostering and evaluating empowerment for First Australians 

(Hatcher et al., 2017; McCalman et al., 2018). 

Practical application of First Australian knowledge in identifying and addressing 

trauma, research and the delivery of treatment programs requires time, resources and an 

ongoing process of inter-cultural learning to initiate the disruption of deeply entrenched ways 
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of operating and propagate systemic and institutional change.  Sambrano and Cox (2013) 

noted parallel experiences in relation to First Australians with mental health conditions, 

including powerlessness; discriminatory, degrading and dehumanising treatment; segregation; 

extreme use of force and government sanctioned institutionalised practices.  Systems that 

have been conceived and are delivered through a non-Indigenous worldview will continually 

fail to accommodate the holistic needs of First Australians.  As Bond (2017) argued, 

Australia’s colonialist beginnings are what underscores the First Australian deviance from 

systems that are upheld by and benefit non-Indigenous Australians.  In my research, systems 

played a significant role in perpetuating the powerlessness cycle and in promoting the 

distance people maintained from assistance that could change their lives.  

First Australian ways of knowing and doing provide the broader Australian 

community with opportunities to redefine health services in ways that increasingly 

encompass the concept of holism.  Nevertheless, the inherent conservatism of mainstream 

health services is manifested in underutilisation by First Australians and poor outcomes.  This 

situation brings into question the health system’s willingness to accommodate ‘other’ holistic 

worldviews that could bring about generational change (Hunter, 2020).  My research has 

indicated systems that service the mainstream population are likely to innately exclude First 

Australians, delegating First Australians to positions of powerlessness characterised by 

unemployment, discrimination, poor health and family breakdown (Dudgeon, Calma, et al., 

2017). However, my research has also shown that the non-Indigenous system can 

occasionally provide important social allies who can support individuals to negotiate their 

way into empowerment. Allies do not need to be long-term colleagues or even regular 

acquaintances, but they do need to be removed from stereotypical assumptions and 

behaviours.  The findings of this research can further develop our understanding of how First 

Australian experiences of powerlessness.  For First Australians, experiences of powerlessness 
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are embedded in systemic structures throughout Australian society.  This study has 

corroborated the literature identifying the importance of powerlessness as a First Australian 

determinant of suicidality.  It has also revealed the importance of focusing on how 

experiences of powerlessness progress to the point of a breach in the individual’s emotional 

threshold.  This is arguably an important focus in preventing deaths by suicide. 

8.1.2 Emotional Threshold 

Experiences of powerlessness contributed to a build-up of distress and an eventual 

breach of Emotional Threshold.  The importance of understanding the Emotional Threshold 

in the experience of suicidal ideation and suicide-related behaviours is pivotal to preventing 

suicidality.  This research has highlighted that social issues in the chaotic environments of 

many First Australians influence the emotional domain of wellbeing.  Management of one’s 

emotional domain determines whether and how often that individual’s Emotional Threshold 

is breached. 

In Chapter Seven I argued that understanding the Space-Intellectual-Social-Emotional 

constellation is critical to managing the Emotional Threshold because the dimension of Space 

featured the greatest number of data excerpts with the Intellectual, Social and Emotional 

domains in interactions with the environment.  Consequently, understanding and managing 

the workings of the Emotional Threshold will alter the nature of progress through the cycle 

outlined in the EPS Model.  Results indicate that managing the workings of the Emotional 

Threshold can reduce susceptibility to powerlessness factors, fewer Emotional Threshold 

breaches and consequently shorter periods of time in the Powerlessness Cycle. 

I have argued that experiences of powerlessness result in breaches of the Emotional 

Threshold, so, addressing powerlessness factors and engaging strategies to prevent Emotional 

Threshold breaches are important elements of preventing suicidal ideation, suicide-related 

behaviours and potentially deaths by suicide.  Experiences of powerlessness steeped in First 
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Australian history continue to influence the emotional wellbeing of First Australian’s 

experiences in everyday life.  Such powerlessness experiences as trauma, grief and loss, 

anxiety, stress and fear are everyday experiences for First Australians stemming from First 

Australian history and need to be addressed long term to initiate healing and prevent 

intergenerational experiences of suicidality (Murrup Stewart et al., 2019). 

Isaacs et al. (2017) have argued that addressing First Australian childhood 

experiences of trauma is an important factor in preventing dysfunctional behaviours and 

deaths by suicide.  Therefore, understanding and addressing issues that interfere with one’s 

ability to address childhood traumatic experiences and accessing a range of healing strategies 

for First Australians are important for prevention of suicidality.  Unfortunately, as Farrelly 

(2008) suggested, the importance of identifying and honouring supports and strategies that 

accommodate the unique needs of First Australians are often not aligned with those 

performance measures valued by funding sources. 

The need for a wide variety of services for First Australians to address powerlessness 

factors that contribute to emotional distress can be tracked back to a range of well 

documented access issues (Isaacs et al., 2010).  Advancement in the provision of suitable 

service provision for First Australians to curb increases in emotional distress that lead to 

breaches of their emotional threshold and progression through the EPS model is an important 

aspect of preventing suicidality.   

The notion of considering emotional health amongst constellations of domains of 

health is not new.  Since the 1970s First Australians have used the term ‘Social and 

Emotional Wellbeing’ to reflect our experiences of health circumstances that encompass what 

are termed ‘mental health’ issues in non-Indigenous contexts (Gee et al., 2014).  ‘Social and 

Emotional Wellbeing’ highlights the importance of the need to consider health issues 

holistically.  However, constellations of other dimensions and health domains (e.g., Space-
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Intellectual-Social-Emotional) appear to better reflect the holistic nature of First Australian 

world views.  Furthermore, as I argued in Chapter Seven, investigating the relationship 

between breaching the Emotional Threshold and the action of distancing oneself from others 

is an important consideration as it can lead to potentially fatal behaviours, highlighting the 

importance of easy access to services that facilitate empowerment. 

8.1.3 Distancing 

Suicide-Related Thoughts associated with the desire to control circumstances or 

escape a suicidal impulse both involve Distancing.  The concept of Distancing relates to 

generating spatial distance from a distress-causing situation or emotional distance from a 

feeling.  Distancing oneself from a situation or a suicidal impulse can lead to dysfunctional 

behaviours that can be fatal.  Fatal dysfunctional behaviours are an important consideration in 

relation to suicidal ideation and suicide-related behaviours because dysfunctional behaviour 

may result in death despite this not being the individual’s intention. 

Participants choice to distance themselves from distress-inducing factors in their 

environment resulted in dysfunctional behaviours, such as isolation from support structures, 

over-eating or drug and alcohol use, and risky or aggressive behaviours.  When dysfunctional 

behaviours result in a fatality it is difficult to determine whether there was intent to die.  

Determining intent is critical to preventing unintended deaths, accurate coronial 

investigations and death by suicide statistics (Tait et al., 2018).  However, in reality, the 

intent to die matters less than the intent to distance oneself from an Emotional Threshold 

breach. If the result is death or harm, then prevention is essential.  To prevent deaths after 

distancing behaviours, distancing can be conceptualised as a point in time when it is 

necessary to ensure the safety of the individual.  Given that First Australians often experience 

difficulty seeking and locating appropriate help when they are experiencing distress (Farrelly, 
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2008), intervention at this point is particularly important and may require the deliberate 

deployment of social allies. 

The fast-paced and emotion-driven nature of the individual’s actions when 

experiencing emotional distress means that there may be only a short window of opportunity 

to intervene (Isaacs et al., 2017).  Effective interventions would need to specifically target 

experiences of distress that lead to distancing from others and dysfunctional behaviours.  

Communities and families need to be encouraged to monitor physical behaviour that 

represents distancing as it is likely to be an intrinsically protective strategy in response to 

acute distress (Zamora-Kapoor et al., 2016).  Strategies to manage acute distress require 

psychoeducation when individuals are engaged in the Empowerment Cycle as they are 

unlikely to be receptive during powerlessness or emotional overload.  Educational materials, 

leaflets, posters and audio-visual aids have proven to be effective (Donker et al., 2009) as 

found in the current study.  Strategies for reaching distressed individuals must be explored, 

but the current study has highlighted the importance of sudden and shocking realisations of 

loss or harm for loved ones in the event of one’s death.  These realisations were often 

triggered by social allies, suggesting a role for mobilisation of allies during the Emotional 

Threshold breach and Distancing attempts. 

Reducing the possibility of individuals experiencing suicide-related thoughts that lead 

to distancing then potentially fatal dysfunctional behaviour is an important component of 

preventing First Australian suicidality (Papajcsik et al., 2013).  There is a need for greater 

focus on strategies that feature connectedness, belongingness and access to cultural 

knowledge (Goodwin-Smith et al., 2013; Ridani et al., 2015; C.  Tatz, 2004) because these 

qualities can prevent distancing or provide more positive alternatives to risky distancing.  

Research has shown that empowered individuals are better able to identify their issues, their 

need to access assistance and engage with empowerment factors accessible to them 
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(Saunders, 1993).  Furthermore, the widespread provision of accessible supports for First 

Australians could address an issue identified in many national and international studies: that 

Indigenous people often do not seek assistance prior to dying by suicide (De Leo et al., 2012; 

Malchy et al., 1997).  Importantly, this study has found that social allies can empower 

individuals and trigger realisations that can prevent suicidality. 

8.1.4 Social Allies 

The empowering influences of social allies play an important role in preventing 

suicidal ideation and suicide-related behaviours.  As discussed in Chapter Seven, a social ally 

is any person who engages with an individual who has experienced suicide-related thoughts 

or engaged in dysfunctional behaviour and assists that individual to improve their situation 

and life circumstances.  This study found that social allies make timely contributions toward 

the betterment of the participants and prove to be an important component of the 

empowerment process.  Some contributions made by social allies were serendipitous, but 

others were made in the context of long-term friendships, family relationships and in 

consultations with health professionals.  Although allies can be health professionals, the 

power dynamic between health professional and their client remains an important 

consideration.  Health professionals need to be aware of the power dynamic in their 

relationships with patients or clients, especially when the status differential often does not 

facilitate them being an individual’s ally.  Importantly, challenging such status differential 

would require systemic change.  Furthermore, Volunteer participation was identified by many 

participants as an important component of healing.  However, the importance of volunteer 

contribution is not as valued as work that is financially compensated (Hearn et al., 2016; 

Langham et al., 2017; Saunders, 1993). 

Social allies made remarkable impacts on the lives of participants in this study.  

Social allies who engaged with participants after the participant experienced suicide-related 
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thoughts or engaged in dysfunctional behaviour made a long-term and empowering impact.  

Social allies were people with or without an established relationship with the participant, who 

had any number of interactions for any length of time with the participant that made salient 

positive contributions.  The absence of social allies in the lives of those who experienced 

suicide-related thoughts or engaged in dysfunctional behaviours was equally important.  

Further research could investigate how to identify allies in an individual’s life, perhaps 

incorporating them earlier during the Powerlessness Cycle and maintaining them during the 

Empowerment Cycle.   

A knowledgeable and safe ‘other’ who understands the culturally entrenched life 

experiences that influence First Australian health is pivotal to promoting wellbeing.  These 

knowledgeable and safe ‘others’ provide unrecognised and often unremunerated work.  

Further research on the traits of successful social allies and their role in facilitating 

empowerment for First Australians is an important avenue for preventing First Australian 

suicidality.  There are studies about gatekeeper programs, but these studies do not capture the 

nuances of social ally engagement as found in this study.  Further, existing studies tend not be 

specifically associated with suicide prevention, but rather focus on general life advice and 

health support.  For example, in the evaluation of the Suicide Story Suicide Prevention 

Program (Guenther & Mack, 2019) several protective social and community factors were 

identified, but the nuances of social ally engagement were not articulated.  A more detailed 

understanding of the personal and character traits social allies and appropriate recognition of 

social ally work within established health systems (e.g., government departments) could 

inform First Australian empowerment and the meaningful prevention of suicidality (Murrup-

Stewart et al., 2019; Wilson et al., 2018). 

Social allies generated intellectual realisations within individual participants that 

initiated self-awareness, personal growth and consequent empowerment.  Social allies also 
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seemed to engender hope, self-confidence, self-awareness, resilience, emotional intelligence 

and expand a repertoire of coping mechanisms.  The findings of this research support 

Murrup-Stewart et al.’s (2019) findings that social allies develop others’ identity, knowledge 

base and skill set, sense of belonging, connection and understanding of roles in society.   

Other research has concluded that social allies can facilitate self-awareness, behaviour change 

and resilience that can, in turn, lead to realisations of empowerment and improved personal 

decision-making (Whiteside et al., 2014).  This research has confirmed an important role for 

social allies in suicide prevention, but the details of how this type of intervention might be 

formalised in First Peoples’ communities requires further research.  

8.1.5 Intellectual Realisations 

The experience of intellectual realisations motivated positive changes that shifted 

participants into the empowerment cycle.  Intellectual realisations were psychological 

insights about current circumstances and possibilities for the future.  Intellectual realisations 

came in response to external prompts in the environment, the potential consequences of 

dysfunctional behaviours and from no longer being willing to subject oneself to life 

circumstances contributing to powerlessness. 

This research has highlighted the important role intellectual realisations play in the 

Empowerment Cycle by initiating positive thoughts, decisions to self-management and 

engagement in functional behaviours.  Intellectual realisations shifted participants from 

experiences of powerlessness toward empowerment.  Understanding circumstances 

associated with the individual’s capacity to experience intellectual realisations, the timing of 

intellectual realisations and how intellectual realisations can be initiated would prove 

important to facilitating shifts toward positive change and ongoing engagement in the 

Empowerment Cycle. 
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Intellectual realisations were usually the product of conversations with social allies, a 

sudden sense of control over one’s own circumstances and a growth in emotional 

intelligence.  These aspects of personal development have been associated with growth in 

self-confidence, resilience and improvement in wellbeing across a range of conditions 

(Murrup-Stewart et al., 2019).  In their study of the experiences of First Australian women 

participating in a transitional housing program addressing long-term homelessness and family 

violence, Wendt and Baker (2013) reported the importance of individualised and open-ended 

support as crucial to a shift in confidence and self-efficacy experienced by program 

participants.  My study has revealed the process by which this link might occur.  It has 

reflected the importance of social allies in the sudden intellectual realisation that enables 

movement into the Empowerment Cycle following the breach of emotional threshold and 

risky distancing.  Consideration should be given to readily accessible  services that can 

contribute to the kind of personal development that might initiate intellectual realisation  

(Balaratnasingam et al., 2018; Heath et al., 2011).  Time and a long-term commitment to 

working with individuals and families have proven to be important aspects of empowerment 

that can lead to intellectual realisations (Tsey et al., 2010). 

In order to establish empowerment through intellectual realisation, individuals need 

the capability to access to resources and opportunities (McLachlan et al., 2013).  As 

discussed in Chapter One, First Australians are identified as amongst the most disadvantaged 

in Australian society, meaning Australian societal systems continue to compromise First 

Australians access to and engagement with resources and opportunities such as education, 

employment and meaningful engagement with the broader community.  Compromised access 

to resources and opportunities interferes with personal development, addressing deep and 

persistent disadvantage that infiltrates the First Australian experience and making decisions 

that provoke intellectual realisations and empowerment (Dudgeon, Calma, et al., 2017). In 
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circumstances such as this, the opportunity for intellectual realisation may be unavailable.  

Consequently, the processes of thinking that enable realisations must be integrated into 

school systems and other social structures to enhance accessibility.  

However, systems are predicated on the non-Indigenous worldview, meeting non-

Indigenous needs and upholding non-Indigenous outcomes.  This understanding of systems is 

the basis for establishing First Australian-specific services that are orientated toward First 

Australian worldviews, meeting First Australian needs and consequently improving First 

Australian outcomes (Durey et al., 2012).  For example, the National Aboriginal Community 

Controlled Health Organisation argue for the need to provide services in accordance with the 

world view of First Australians as being different to the majority of the population (Lutschini, 

2005).  My research has shown that intellectual realisations may involve places, kinship 

structures and traditions that are unique to First Australian culture.  Thus, application of this 

knowledge to the prevention of suicidality will necessitate culturally safe forms of delivery. 

Conclusion 

In answering two research questions about preventing First Australian suicidality, I 

have presented five key findings relating to; 1) experiences of powerlessness, 2) a build-up of 

distress that leads to a breach of the emotional threshold, 3) the practice of distancing that 

leads to dysfunctional behaviours, 4) the positive impact of social allies and 5) the experience 

of intellectual realisations that can shift an individual into an empowerment cycle.  These key 

findings make a valuable contribution to conceptualising and understanding First Australian 

suicidal ideation and suicide-related behaviours.  Although the findings could be applied 

across both First Australian and non-Indigenous populations, this study has drawn out the 

specific experiences across the ecosystem that pertain to First Australians.  In particular, the 

study has shown that suicidality is a temporospatial and social experience that reflects the 

ubiquitous impact of colonisation in Australia, racism, restricted access to wide-ranging 
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services, impeded knowledge systems and a lack of meaningful engagement with First 

Australian communities in culturally safe ways.  These circumstances have an ongoing 

influence on First Australian experiences of powerlessness.  Powerlessness and social chaos 

eventually become overwhelming, resulting in a breach of emotional threshold.  This research 

provided an opportunity to better understand suicidal ideation and suicide-related behaviours 

within First Australian community members in Mackay.  It was recognised that participants’ 

suicide-related behaviours were potentially fatal, and that participants’ experiences provided 

valuable insight into the complexity that may lead to a preventable death by suicide.   

In response to the first research question, how suicidal ideation and suicide-related 

behaviours can be conceptualised and understood within a First Australian community, my 

research has shown that First Australian suicidality can be understood as manifesting from 

social and spatial experiences of chaos and powerlessness that occur over long periods of 

time.  First Australian experiences of powerlessness span time (and generations), are firmly 

grounded in Australian history and are embedded in society through all aspects of life.  At 

critical points in time the emotional distress associated with powerlessness becomes 

overwhelming, leading to a breach in the individual’s emotional threshold.  Upon a breach in 

the emotional threshold, the individual experiences negative energy that results in a 

compulsion to distance themselves from others, from sources of stress, from overwhelming 

emotions and from their own thoughts.  This practice of distancing can lead to dysfunctional 

behaviours that are risky or self-harming and may lead to suicidal actions.  Conceptualising 

participants’ experiences of suicidal ideation and suicide-related behaviour as culminating 

from episodes of powerlessness accommodates the notion of a power differential between 

First Australian and the dominant culture, a power differential that can be addressed through 

the contrasting dynamism of empowerment. 
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Empowerment provides First Australians experiencing suicidal ideation or engaging 

in suicide-related behaviours with an alternative perspective to their current circumstances.  

Intellectual realisations initiated through external prompts, such as social allies, or stemming 

from self-initiated alternative viewpoints contribute to impactful decision making and long-

term benefits.  Although episodes of empowerment do not liberate one from entrenched 

powerlessness, episodes of empowerment contribute to one’s ability to challenge the effect of 

powerlessness in one’s life.  Over time, these episodes of empowerment (via the engagement 

of social allies and opportunities for intellectual realisations) may combat the likelihood of 

threshold breaches.  Family Wellbeing and Empowerment programs initiated and developed 

by First Australian communities have been shown to be effective in addressing community 

and individual needs by facilitating the improved health of community members through 

localised and cultural education programs (Dudgeon, Scrine, et al., 2017; Tsey et al., 2010). 

In response to the second research question, how this research can inform a better 

response to First Australian suicidality, the process as outlined in the EPS Model can inform 

intervention points and important foci for service delivery.  Using the EPS Model to map 

service delivery in the community involves identifying services that address various elements 

of the process outlined in the model and noting gaps.   Familiarisation with the EPS Model 

would engender a deeper understanding of the suicide-related experiences of First Australians 

in each community and a broader application of First Australian holistic health.  By 

conducting an EPS audit in each community, it would be possible to identify the modifiable 

social, spatial and temporal factors that contribute to powerlessness, threshold breaches and 

distancing behaviour.  This type of audit would shift attention from the individual and mental 

health challenges into a more grounded framework for intervention.  

Other recommendations that arise from the EPS model include the need for local services to 

develop social allies and embed intellectual realisation skills into existing psychoeducation 
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systems.  Communities can provide opportunities for cultural knowledge and the 

development of culturally significant spaces that can trigger intellectual realisations at times 

of emotional distress.  Finally, communities can support empowerment decisions and safe 

places where empowerment actions can be sustained.  This type of reorganisation and 

reorientation of services would gradually shift the focus of western structures such as health 

systems, which would eventually address First Australian rates of suicidality (Lowenberg & 

Davis, 1994).  The EPS Model is based on an increasingly broader perspective of health and a 

more egalitarian stance featuring mutual participation between individuals and their allies to 

foster ongoing engagement in the Empowerment Cycle. 

The EPS Model is a representation of the process research participants experienced in 

relation to suicidal ideation and suicide-related behaviours.  The unique feature of this model 

is that it enables identification of gaps in service provision and the coordination of services to 

enhance effectiveness in addressing suicidality in Mackay’s First Australian community.  The 

EPS Model encapsulates the well documented determinants of First Australian deaths by 

suicide and draws on these understandings to conceptualise the workings of the 

Powerlessness Cycle and the trajectory toward suicidal ideation and suicide-related 

behaviours.  Most importantly, this research outlines aspects of empowerment and how they 

feature in the EPS Model to provide a working understanding of how empowerment factors 

prevent suicidality by counteracting powerlessness factors.  Overall, the EPS model provides 

a wide scope with which to conceptualise the workings of First Australian powerlessness and 

empowerment in First Australian suicidal ideation and suicide-related behaviour in order to 

inform better responses to prevent First Australian suicidality and, potentially, deaths by 

suicide. 

The Model was developed in partnership with Mackay’s First Australian community 

from an Indigenist paradigm, incorporating the cultural lens of multiple domains of health 
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(SIPES) and the multi-dimensionality of First Australian experiences (i.e., across time, space 

and distance) with reference to the multiple levels of existence as outlined by Ecological 

Systems Theory.  The EPS Model has the potential to inform the development of 

interventions for empowerment and prevention of First Australian suicidality at any 

ecosystem level.  Consideration of the effect of deaths by suicide on Mackay’s First 

Australian community and the wider community is particularly important given a suicide 

cluster was the impetus for this study and the devastation experienced from these deaths still 

lingers.  This model provides some healing to the Mackay community by acknowledging and 

portraying their experiences with suicidality.  

8.1.6 Limitations 

Ongoing and rigorous review and evaluation of our understanding of First Australian 

individual and community health is an important aspect of preventing First Australian 

suicidal ideation, suicide-related behaviours and deaths by suicide.  In reviewing this research 

there are several aspects that require consideration as limitations, in particular; 1) the nature 

of the data collected, 2) the concept of holism and 3) aspects of the underlying framework.  

These three factors have influenced the development of the EPS Model and its application, 

consequently, they warrant critique. 

The data used in this research was collated as part of the initial exploration of a cluster 

of First Australian deaths by suicide in Mackay’s community, as outlined in Chapter Four.  

The interview schedule (Appendix B) was not specifically designed to research personal 

experiences of suicide-related behaviours or suicidal ideation, rather questions about such 

personal experiences were posed at the end of the interview if the time and opportunity to 

enquire arose.  These personal stories and the detail of information shared was entirely at the 

discretion of the participants.  Additionally, interview questions were not formulated with 

specific reference to the SIPES domains of health or the dimensions of experience (Time, 
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Space and Distance), rather these frameworks were used to analyse the interview data in 

more detail.  Consequently, it is possible the data was skewed toward some SIPES domains 

of health or dimension of experience over others, possibly mediating the prominence of the 

Social domain in the Coding Matrix (see Table 6.1).  An interview schedule specifically 

designed to ask participants about each SIPES domain and incorporating the dimensions of 

experience may have revealed important elements that did not emerge.  Developing the 

analytical framework first, then collecting and analysing the data within that framework, may 

have informed a different model design comparted to making the data ‘fit’ into the 

framework developed.  These considerations also raise the possibility of alternative wellbeing 

concepts not being considered, for example cultural health. 

The second limitation of this research is the idea of holism requiring deconstruction.  

Morse (2003) argues that qualitative exploration of a phenomenon, regardless of the degree 

of consideration to the natural setting, does not ensure the research or its findings are holistic.  

There is an inherent paradox in research that features holism because theoretical perspectives, 

research methods and data handling strategies require attention to detail that partitions reality 

in a way that leads further away from the notion of holism.  The concept of holistic health is 

complex and difficult to define, communicate and conceptualise, which is true of the nature 

of human existence.  The inherent difficulties in defining holism is exemplified in the 

inherent difficulty of preventing deaths by suicide in First Australian communities and in 

Australian society.  Attempts to conceptualise holistic health and develop an understanding of 

its role in suicidality will require ongoing consideration and investigation, however, 

deconstructing the concept of holistic health was central to the development of the EPS 

Model. 

A central tenet of holism and the EPS Model is the notion of fluidity of influence, 

such as the fluidity of influence between entities in the environment and the individual.  
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Fluidity of influence contradicts the linearity of the results of this research as discussed in 

Chapter Five and Chapter Six.  The fluidity of influence, life experiences and health were 

discussed by the CRG members and this dissertation has argued that it remains an important 

consideration for any holistic health model.  Indeed, the degree of overlap between the SIPES 

domains of health and the dimensions of experience was significant, as discussed in Chapter 

Six, suggesting that they are better represented as interwoven components that are constantly 

shifting.  Capturing the fluidity of holistic health and all components that play a part in the 

individual’s interactions within their environment is a virtually impossible task.  Human 

beings and our interactions with the environment are far too complicated and the 

environment’s influence is too complex to identify and explain holistic health 

comprehensively. 

The third limitation in relation to this research is aspects of the underlying framework 

of the EPS Model.  The EPS Model was predicated on the SIPES domains of health and the 

Time, Space and Distance dimensions of experience as discussed in detail in Chapter Seven.  

The SIPES domains of health and the dimensions of experience are culturally entrenched 

features of First Australian experiences of the world rather than established theoretically 

sound models.  In basing this research in ecological theory, I chose what is a widely applied, 

well known, culturally neutral and well-established theory with which to consider holistic 

health.  In combining ecological theory with the First Australian conceptualisations of the 

SIPES domains of health and dimensions of experience as featured in elements of First 

Australian life (see Chapter Six) I endeavoured to develop an increasingly holistic framework 

to explore the suicide-related experiences of First Australians.  Although the SIPES domains 

of health and the dimensions of experience are not yet thoroughly tested, my intention was to 

facilitate the development of a First Australian informed analytical framework that was 

grounded in a widely acceptable Ecological Theory (Bronfenbrenner, 1974).  By 
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incorporating ecological theory, the structure of the SIPES domains of health and the 

dimensions of experience into the development of the EPS Model, this research pivots on the 

credentials of ecological theory for theoretical validity (Maxwell, 1992). 

8.1.7 Opportunities for Further Research 

The three components of the EPS Model (i.e., Ecological Systems Theory, the SIPES 

domains of health and the Time, Space and Distance dimensions of experience) offer further 

opportunities for theoretical investigations to study the fundamental tenets of the EPS 

Model’s application.  Arguably, the most important fundamental tenet of the EPS Model’s 

application is the attempt to conceptualise First Australian holistic health.  Given the many 

issues associated with First Australian holistic health outlined in Chapter One, it is important 

to consider the validity of First Australian models of health between individuals and 

communities.  This dissertation argues that as a First Australian conceptualisation of health, 

application of the SIPES domains of health is worthy of research between First Australian 

individuals and across First Australian communities.  Furthermore, differences between 

individuals’ and communities’ conceptualisations of health could contribute to future changes 

within the EPS Model and its application. 

How changes to the EPS Model’s theoretical components might change the EPS 

Model and its application pose important considerations.  There are many possibilities for 

further investigation and assessment of the EPS Model’s theoretical components, each stage 

of the EPS Model and the myriad of interplays between the theoretical components and those 

stages.  Furthermore, investigation of components within the EPS Model that have been 

informed by the specific experiences of research participants, for example the role of allies in 

the Empowerment Cycle, also warrant further investigation. 

The EPS Model was informed by the participants’ experiences of suicidal ideation 

and suicide-related behaviours.  The EPS Model features many stages that could be 
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investigated further to better understand suicidal ideation and suicide-related experiences of 

First Australians.  Each stage in the EPS Model could be further investigated and 

investigating differences between individuals experiencing suicide-related behaviours and 

suicidal ideation is also possible.  Table 8.1 outlines some possibilities for further 

investigation within the EPS Model and between groups. 

Table 8.1 Opportunities for Further Investigation 

EPS Model Stages Differences 

Emotional Threshold Breach Gender differences 

Internal v’s External Expressions of Distress Internal v’s External Expressions of Distress 

and Personality Trait Differences 

Internal v’s External Expressions of Distress 

and Methods of Self Harming 

Differences between First Australian 

Communities 

Deaths by Suicide (data from Coroners reports) First Australian and non-Indigenous 

 

Research is also needed to explore influential factors in the prevention of deaths by 

suicide within the scope of what reflects a holistic nature of health.  Holistic health 

constitutes an infinite number of influential factors and comprises complex inter-factorial 

relationships.  In relation to suicidality, complex inter-factorial relationships include the 

dynamic nature of risk, treatment options and accessibility, the nature of holistic health and 

the individual’s right to choose what action they take.  Furthermore, within these four factors 

are many opportunities for First Australian communities to broaden the scope of holistic 

health interventions to prevent deaths by suicide.  There is no doubt that some issues are 

shared across First Australian communities but, as discussed in Chapter Two, issues will 

manifest differently across communities as a result of a community’s geographic location, 

history, infrastructure and community dynamics.  As a result, the need for more research with 

individual communities to develop, lead and implement place-based interventions becomes 

increasingly apparent (Isaacs et al., 2017). 



 231 

There is an urgent need for more ecological perspectives in investigations into the 

potential trajectory from suicidal ideation to suicide-related behaviour and deaths by suicide 

with First Australians featuring the dimension of Time.  While a trajectory from suicidal 

ideation, suicide-related behaviour and deaths by suicide is assumed, the dimension of Time 

in understanding such a trajectory could potentially inform preventing First Australian deaths 

by suicide.  Given the long-term effects of historical events (e.g., intergenerational trauma) 

for First Australians are well documented, this highlights a need for empirical investigations 

to have the findings of First Australian Time-oriented suicidality studies inform interventions 

to prevent suicide (Wu & Wu, 2018).  For example, investigating inter-factorial relationships 

in the time period between deaths by suicide clusters to better understand between-cluster 

activity and suicidality in the community, could shed light on the effectiveness of efforts to 

prevent deaths by suicide at times when suicidality is less prevalent in the community. 

Life-orientated studies in social sciences are intrinsically entwined with the dimension 

of Time.  Consequently, the study of suicide-related behaviours and suicidal ideation requires 

consideration of thoughts and behaviours over time.  Life and the significance of the meaning 

of life is associated with suicide resiliency and a reduced likelihood of suicidal ideation and 

suicide-related behaviours over the lifetime (Kleiman & Beaver, 2013).  Developing 

interventions to address suicidal ideation and suicide-related behaviours need to incorporate 

time as conceptualised by First Australians.  Furthermore, interventions working with First 

Australians to find meaning in life would lessen the risk of suicidality because looking for 

meaning in life has also been associated with lower suicidal ideation over time (Kleiman & 

Beaver, 2013). 

The most obvious consideration regarding preventing First Australians suicidality in 

relation to the dimension of Space is First Australians’ relationship with Country (i.e., 

geographic or environmental space; Wu & Wu, 2018).  Of specific importance is the role 
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Country plays in the cultural composition of First Australian communities and the functional 

elements of culture that construct the meaning of space (Sutton, 2011).  The spaces of 

country, culture and their influence within the rich interplay of a constellations of factors in 

preventing suicidal ideation, suicide-related behaviours and deaths by suicide is an important 

area for more research.  Furthermore, how environmental crises factor in the Powerlessness 

Cycle, relationships with Country and the First Australian identity are important 

considerations of Time, Space and Distance. 

Although many determinants of suicide within various ecosystem levels are well 

documented, there remains a need to further investigate less well-known contributory factors 

within the ecosystem (Balayannis & Cook, 2016).  For example, geographical patterning 

indicates social integration and imitation are predictive of suicide clusters (Baller & 

Richardson, 2002).  First Australian suicidality is the result of the accumulated effect of 

systems, processes, institutions, human behaviour and a number of other tangible and 

nebulous factors.  Having First Australians drive research agendas, knowledge acquisition, 

recommendations and remedies for First Australian health issues are important components 

of addressing First Australian suicidality and deaths by suicide.  Furthermore, First 

Australians’ use of on-line spaces in preventing suicide-related behaviours and the ongoing 

influence of social media are increasingly important considerations given online activity 

factors in suicidality, highlighting the importance of conceptualising the management of 

Distance in relation to triggers (Silk, 1998).  How research findings into physical distance and 

suicidality relate to First Australians are also important considerations.  For example, youth 

participation in diversionary activities that facilitate distance from powerlessness factors have 

long been touted as successful in reducing truancy and establishing empowerment through 

positive relationships between law enforcement agencies and First Australian youth (Cooper 

et al., 2016). 
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The dimension of Distance is apparent in circumstances when there are no recent First 

Australian deaths by suicide in a community.  Specifically, developing an understanding of 

distance from risk factors, engagement with empowerment factors and the importance of such 

dynamics in preventing suicidal ideation and suicide-related behaviours are important 

considerations in working to prevent First Australian suicidality.  Additionally, maintaining a 

high profile for the importance of preventing suicidality is difficult when issues profiled in 

the social agenda of the community are constantly changing according to community priority 

and the nature of deaths by suicide is unpredictable, impactful and traumatic for individuals 

and communities.   

Other First Australian Distance-related research opportunities include whether 

socially distancing (i.e., reduced or limited social interactions) from those experiencing 

suicidality minimises transference of emotional distress (Roen et al., 2008) and differences 

between community customs in commemorating those who have passed away.  For example, 

comparisons between ceremonial practices for those who have died by suicide in urban 

communities which are likely to be contemporary and ceremonial practices in remote 

communities which are likely to be more traditional.  How differences in ceremonial 

practices affect grieving processes and determining any association with suicide clusters is a 

potentially influential avenue of investigation. 

Having provided an overview of the EPS Model and opportunities for further 

research, the next section considers how the EPS Model could potentially be used to reduce 

First Australian suicidality in the community. 

8.1.8 Potential Application of Research Findings 

This research makes unique contributions to the study of First Australian suicidal 

ideation and suicide-related behaviour by investigating the experiences of First Australian 

participants’ in Mackay’s First Australian community.  The participants’ experiences of 
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suicidal ideation and suicide-related behaviours have informed the development of the EPS 

Model that depicts how experiences of powerlessness contribute to suicidality and 

experiences of empowerment foster life promoting thoughts and behaviours.  Experiences of 

powerlessness generate emotional distress that, when not addressed, escalates to the point of 

an event triggering an emotional threshold breach.  When the participants’ emotional 

threshold was breached the participants withdrew from the trigger, distancing themselves 

from stimuli and other people which led to them engaging in dysfunctional behaviours.  

Participants also shared experiences of empowerment that featured engaging with social 

allies and gaining insight that led to intellectual realisations about their life experiences that 

initiated positive change through experiences of empowerment. 

Preventing suicidality is most often done in accordance with the established 

mainstream medical model, which is comprised of a mental health orientated individualised 

approach to treat people who have expressed suicidal ideation or have engaged in suicide-

related behaviours (Dawson et al., 2020).  The increasing rate of First Australian deaths by 

suicide indicates this mental health orientated individualised approach is not effective for 

First Australians.   

The EPS Model is the result of First Australian community participatory research that 

comprises First Australian cultural components to conceptualise and understand the First 

Australian experience of suicidality (Pat Dudgeon, Calma, et al., 2017).  Most importantly, 

the EPS Model encompasses a strengths-based component that lends itself to understanding 

how undermining individual and systemic powerlessness factors fortifies individual and 

community empowerment (Stephens & Monro, 2019).  Providing educational opportunities 

that develop an understanding of the EPS Model and the effect of individual and systemic 

powerlessness factors on First Australian wellbeing intergenerationally would facilitate 

enlightenment and foster improved First Australian wellbeing through opportunities to 
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develop a deeper understanding of the First Australian experience and the world (Mia et al., 

2017).  The EPS Model can underpin ongoing discussions about how key First Australian 

powerlessness issues can be identified and addressed through timely engagement with 

relevant service providers and social allies who facilitate sustained outcomes by fostering 

empowerment. 

The findings of this research have confirmed the understanding that First Australian 

suicide-related experiences feature strong multi-dimensional facets (B.  Nasir et al., 2017), 

the EPS Model enables pinpointing areas of intervention.  Important contributions of the EPS 

Model are the relationship between the emotional threshold and the Empowerment Cycle in 

facilitating the development of an individual’s ability to manage their emotional domain, 

tolerance of triggers and responses to potential breaches of the Emotional Threshold.  

Importantly, the EPS Model emphasises the dimension of Time in terms of events in the 

Powerlessness Cycle, the accumulation of emotional distress and the dynamic nature of risk 

of suicidality (De Leo, 2002).  For example, psychological health service provision is most 

often conducted in a setting removed from the community, such as a mental health 

professional’s office.  To prevent future First Australian deaths by suicide this structure needs 

to be challenged to accommodate access suited to First Australian needs, including timely 

access to First Australian health professionals, First Australian orientations to health and 

healing and education that facilitates ongoing engagement in the Empowerment Cycle. 

The Powerlessness Cycle and Empowerment Cycle are arguably the most important 

components of the EPS Model as they conceptualise the counteractive nature of determinants 

of risk and protective factors over the course of an individual’s life.  As detailed in Chapter 

Five, Lizzy spoke about significant suicidal impulse at different times in her life and how, as 

a child, components of the powerlessness cycle featured significantly in Lizzy’s life.  Over 

time and in gaining life experience, engagement with components of the empowerment cycle 
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heightened Lizzy’s strength, resilience, knowledge and capacity to improve her wellbeing 

and help others. 

At a community level, using the EPS Model with Mackay’s First Australian 

community could facilitate development of a better understanding of the individual’s and the 

community’s health, particularly in managing risk.  Mapping risks and protective factors for 

individuals and intervention points for services in community at any point in time facilitates 

the development of imminent responses to suicidality.  Accumulating such information to 

develop a broad understanding of First Australian health factors in the community over time 

contributes to a life narrative that can monitor health and inform ongoing care by pinpointing 

areas where Mackay’s First Australian community can focus attention for preventative 

efforts. 

The role of powerlessness in the lives of First Australians is evident in the underlying 

issues that contribute to the determinants of deaths by suicide (Sambrano & Cox, 2013).  For 

example, that First Australians were subjected to government legislation that led to the Stolen 

Generation is an example of experiences of powerlessness as the colonised.  Studies into 

powerlessness factors and the counteracting effect of empowerment on outcomes for First 

Australians and First Australian communities reflect improved holistic wellbeing (Stephens 

& Monro, 2019).  The participation of the community in identifying factors that need to be 

addressed to facilitate community empowerment is very important.  There is a very important 

role for culture in empowering individuals through improved physical health, resilience, 

reducing distress and overpowering powerlessness factors that impact negatively in the life of 

the community (Dudgeon, Scrine, et al., 2017). 

A breach to the emotional threshold, the result of a build-up of emotional distress, is 

an important precursor to suicidal ideation and suicide-related behaviours.  Distress resulting 

from: social disadvantage, including poor family relationships and unemployment; adverse 
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behaviours resulting from smoking and illicit drug use; poor emotional health, including 

anxiety, tension, depression, anger; and sexual and physical abuse is associated with suicidal 

ideation and suicide-related behaviour in First Australian youth (Luke et al., 2013).  As an 

expression of pain, despair, loss and disconnection, the emotional distress that leads to 

suicidal ideation and suicide-related behaviours requires the development and 

implementation of effective interventions that address those powerlessness factors that boost 

the risk of suicidality amongst First Australians (Procter, 2005). 

Distancing oneself from the distress experienced when an emotional threshold is 

breached leads to suicide-related behaviours.  Distancing behaviours, that include being 

physically and or emotionally removed, withdrawn or quiet, have been identified as 

characteristic of First Australian suicidal behaviour (Farrelly & Francis, 2009).  Although 

distancing removes oneself from the trigger and distress, distancing can also be problematic 

when the supportive and protective factors are less easily accessed, and the individual is 

difficult to locate and engage.  Being alone at a time of heightened distress is an issue to 

address in relation to First Australian suicidality amongst individuals who have been 

subjected to powerlessness factors over time, as a triggering event will initiate an acute mood 

change (Silburn et al., 2010).  In responding to individuals experiencing such acute episodes 

of emotional distress, knowledge of family, local First Australian community networks and 

access to cultural knowledge are pivotal to preventing suicidality and informing community 

interventions.  Opportunities to engage with culturally entrenched interventions foster 

individual and community empowerment. 

Opportunities to engage with First Australian empowerment entities, such as social 

allies who can contribute to empowering experiences that feature personal betterment, are 

effective in preventing suicidality.  Access to Elders, cultural markers and community 

acceptance have been identified by First Australian youth as integral to preventing suicidal 
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ideation and suicide-related behaviours (Luke et al., 2013).  The findings of this study 

confirm that the ability of social allies and spiritual motivators to provide individuals with 

meaningful experiences that forge the individual’s desire to extend their engagement in the 

Empowerment Cycle, prove to be an important component of health.  The allies and 

culturally competent service providers’ rapport, knowledge, communication and caring 

motives fortified change in the SIPES domains of participants and, resultantly, prevented 

suicidality by addressing the effects of family violence, providing cultural knowledge and 

parenting support and advocating for engagement in the education, employment and health 

care systems (Ridani et al., 2015).  The impact of helpful engagement with social allies varied 

depending on the fortitude of the individual and the state of their SIPES domains of health, 

consequently, engagement with social allies is dependent on the individual’s capacity to 

engage.  The individual needs to be capable of engaging with experiences that develop their 

health skillset, such as managing distress and having the cognitive capacity to ignite and 

maintain their participation with empowerment factors. 

The individual’s capacity to engage with the Empowerment Cycle is heavily 

influenced by the state of their SIPES domains of health, such as the absence of anxiety or 

trauma symptoms, in order to facilitate intellectual realisations (Kickett-Tucker et al., 2016).  

When the Intellectual domain enables effective engagement with Positive Thoughts of 

Change, empowerment begins.  However, when the Intellectual domain is hindered and 

unable to engage in Positive Thoughts of Change, then the individual is susceptible to the 

influence of the Powerlessness Cycle and powerlessness dominates.  Intellectual realisation, 

experienced as gaining insight and understandings about self and the individual's relationship 

with aspects of the world and their community, has proven to be an important aspect of 

connection (Rasmussen et al., 2018).  For example, for many First Australian artists, 

connection to culture and expressing culture visually is a source of respect and engenders 
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improved personal wellbeing.  Furthermore, fortifying culture by addressing systemic issues 

through education, resulting in education outcomes, employment outcomes and community 

engagement feeds a collective empowerment for the community (Stephens & Monro, 2019). 

Each episode of transition from the Powerlessness Cycle to the Empowerment Cycle 

in the EPS Model is a different experience for the individual due to changes in the 

environment and development of the individual over time.  Also, access to entities 

participating in the Empowerment Cycle is dependent on changes in the environment and the 

capacity and desire of the individual to engage.  Participants’ transitions between the 

Powerlessness Cycle and Empowerment Cycle in the EPS Model demonstrated the effect of 

discrete incremental changes happening over time.  This study found that with each episode 

of engagement, starting at an Emotional Threshold breach and ending in an experience of 

empowerment, participants were influenced by a range of factors including; interpersonal 

supports (including friends and family), education, personal development resources, 

psychological services, medical intervention and supportive employment arrangements.  With 

each Positive Thought of Change participants engaged in an ongoing process to develop their 

ability to thwart suicidal tendencies, which lightened the ever-present shadow of 

powerlessness factors. 

Those powerlessness factors most effecting emotional thresholds were those 

facilitating the greatest degree of exposure to dysfunction (Individual-Microsystem 

interactions).  Features of effective development of individual empowerment (e.g., resilience) 

was engagement with entities participating in the Empowerment Cycle that informed 

responses to chaotic or complex life circumstances, such as making informed decisions about 

dysfunctional relationships.  For participants, engagement with the Empowerment Cycle 

contributed to their resilience to suicide-related thoughts, meaning the influence of 

powerlessness factors faded over time. 
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First Australian led interventions incorporating community responses that are 

respected and supported by government are more assured of success in preventing suicidality 

and improved First Australian health and wellbeing (Mia et al., 2017).  First Australian 

holistic health needs to be discussed and conceptualised in meaningful ways in order to 

investigate factors related to First Australian deaths by suicide.  The impetus for this research 

was the need to conceptualise the complexity inherent in the concept of First Australian 

holistic health.  The purpose of layering the First Australian conceptualisations of SIPES with 

the dimensions of Time, Space and Distance is to ‘Indigenise’ the EST Model.  There is a 

need to investigate relationships between conceptualisations of First Australian holistic health 

and the Western concept of holism.  I have envisaged holism by layering the SIPES and EST 

models and incorporating the dimensions of Time, Space and Distance. 

Layering the SIPES Model with the EST Model and the dimensions of Time, Space 

and Distance is one way of developing a holistic understanding of First Australian individual 

health within an environment which incorporates the collective as part of the EST Model.  

Unlike holism, the nature of collectivism features as a First Australian lens within which the 

participatory methodology considers the participant, the researcher and the community 

agenda of preventing First Australian deaths by suicide.  The individual’s health was 

conceptualised within a First Australian context as the SIPES Model and the notion of 

collectivism was incorporated in the EST Model as the individual interacting with entities in 

the microsystem and the other system accordingly.  The dimension of the EST model, which 

is a well-regarded western concept, incorporates collectivism and the concepts of holism and 

social integration. 

The extent of First Australian deaths by suicide is indicative of the need for First 

Australian communities to develop and lead investigations of First Australian suicide-related 

behaviours (Ridani et al., 2015).  There is an ongoing need for First Australian orientations in 
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the pursuit and undertaking of research agendas to ensure cultural validity and highlight the 

importance of cultural orientation to life (Pat Dudgeon, Scrine, et al., 2017).  In upholding the 

relevance of ecological principles, First Australian health and the dimensions of time, space 

and distance to First Australian conceptualisations of life, I outlined the significance of these 

three aspects to developing a holistic framework that accommodates the complexity evident 

in holistic health from a First Australian perspective.  Most importantly, in preventing First 

Australian suicidality it is imperative First Australians are respected partners in every aspect 

of society (e.g., policy and program development, research and service delivery) at every 

ecosystem level and in every outcome – as per the adage ‘Nothing about us without us’ 

(Milroy et al., 2017).  
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Appendix B 

1. What’s it like living in Mackay?  
2. Mackay’s Indigenous community has experienced some completed suicides 
recently. What do what do you think are some of the underlying factors here in 
Mackay that contribute to suicidal behaviour?  
Prompt & discuss each answer – examples if possible  
3. How does suicide affect the health of the community?  
4. Are there any programs in the community that help with suicide prevention?  
Get as much information about the programs as possible inc.; 

• How they originated and why 

• Funding 

• Principles 

• Key players  
5. Do you know of any programs in other communities?  
6. What is it about these programs that make them work? Challenges?  
7. What are the challenges for suicide prevention programs in Mackay?  
8. What else do you think Mackay’s Indigenous community need for suicide 
prevention?  
9. Do you think there is ever a time when suicide is understandable? How about 
acceptable?  
10.Why do you think some individual’s engage in suicidal behaviour? 

Prompt & discuss each answer – examples if possible 

Depression? How can you tell if someone you know really well is depressed? 

11.What are some factors that would make a person less likely to take their own life? 

12.What are some of your experiences in relation to suicide? 

Find out circumstances – examples if possible inc.;  

• What was going on? 

• What supports were available to the person? 

• What happened after the event? 

• What was missing? 

• What would have helped?  For personal experiences inc.;  
o How did this impact on you?  
o How did you feel then?  
o How do you feel now?  

For personal suicidal behaviour inc.;  
o What had happened that day?  
o What did you want to happen (i.e., did you want to die/intend to die)?  
o How did you survive?  
o How did you feel when you survived?  
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