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1. Background
The Australian Institute for Suicide Research and Prevention (AISRAP), Griffith University, was
commissioned by Brisbane North Primary Health Network (PHN) Region to deliver evidence-based
suicide prevention assessment and intervention training, for professionals who work directly and
extensively with people who experience suicidality. This scope emphasised a need for ‘high level’ more
advanced training to those who have both regular contact with and an existing base knowledge about
risk factors, protective factors and assessment processes. AISRAP undertook this commissioned piece
of work in collaboration with Suicide Risk Assessment Australia (SRAA) and Roses in the Ocean (RITO).

Suicide Risk Assessment Australia (SRAA) is a provider of supervision services, consultation services
and best practice workshops on suicide assessment with a specialisation in suicide risk
formulation. SRAA offers specialist assessment services, demonstrating superior skills in undertaking
thorough, evidence based clinical psychological assessment specifically assessing suicide risk offering
targeted treatment recommendations from children through to elderly.

Roses in the Ocean (RITO) is a lead organisation for lived experience of suicide in Australia. RITO is
focussed on building a safe, trained and supported Lived Experience “Workforce” with the expertise
and skills needed to bring the lived experience as a voice of change in all aspects of suicide
prevention. RITO do this through offering a range of capacity building workshops and training
opportunities for people with a lived experience of suicide. All RITO workshops and programs are
designed to empower people to engage meaningfully in suicide prevention activity in their local
communities and on Lived Experience Reference Groups, in ways that are relevant to their expertise
and desired level of involvement.

The overall goal of the requested training was to increase the suicide prevention knowledge and skills
of mental health professionals who work directly and extensively with people who experience
suicidality and improve the quality of specialist treatment services they provide. AISRAP inferred that
the terms ‘intervention and treatment training’ referred to ‘person-centred suicide risk assessment
processes, encompassing formulation, safety planning, and management involving brief intervention
responses to suicidality’. As per agreement with the PHN, the commissioned training was designed
and delivered to reflect precisely this.
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1.1 Overall training format and design
AISRAP’s existing education and training program were used to meet the requested scope outlined in
the tender. The training was developed based on cutting edge research, best practice principles
(where evidence base is missing), lived experience/expertise and theoretical underpinnings. AISRAP’s
existing 2-day workshop: Screening Tool for Assessing Risk of Suicide (STARS) was adapted to include
an additional module on brief interventions and techniques for suicide specific responses to suicidal
persons (see below, section 1.2). Additionally, per the tender scope, specific emphasis was placed on
priority risk groups where appropriate as well as lived experience which was well integrated into
design, development, delivery and evaluation elements.

AISRAP’s long term collaborations with Suicide Risk Assessment Australia (SRAA) and Roses in the
Ocean (RITO) guaranteed the design and delivery of a sophisticated and appropriate training package
to meet the needs of Brisbane North Primary Health Network (PHN) Region.

It was agreed that AISRAP would deliver evidence-based training across three locations within the
Brisbane North (PHN) Region. Within these locations the training was originally organised to be hosted
by Brisbane PHN offices located at Lutwyche and North Lakes, with a venue to be confirmed at
Caboolture. However, based on the higher demand of workers (located within the Lutwyche to North
Lakes areas predominantly), the training locations were hosted at Lutwyche and North Lakes only (2
workshops at North Lakes).

1.2 Design of the training
The effective synergy between AISRAP, Suicide Risk Assessment Australia (SRAA) and Roses in the
Ocean (RITO) resulted in a collaborative delivery of the commissioned 2-day workshops. SRAA and
RITO attended several collaborative meetings at AISRAP, Griffith University (both face to face and
online), to identify best delivery format for integration of lived experience as well as dissemination of
the existing STARS training package together with the additional brief interventions module. The
STARS training modules were inclusive of: lived experience of suicide, therapist fears, engagement and
therapeutic alliance, risk assessment processes, formulation (and foreseeability), safety planning and
documentation, and self-care). The brief interventions and techniques module was adapted from
AISRAP’s existing tertiary educational content and updated literature co-designed with lived
experience.
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STARS is considered a renewed approach to assessing suicidality, based on client-centred, psychosocial needs- based assessment processes, as opposed to traditional clinician or medical oriented, riskstratification approaches. The following graphic depicts the comprehensive nature of STARS and the
way in which the ‘brief interventions and techniques’ module was conceptualised and then integrated
into the training package [see blue text and graphics].

*Majority techniques based on Brief CBT (most evidence base for such duration of initiatives)

The final training product resulted in STARS + a brief interventions and techniques module within a
tight 2-day workshop schedule, and an associated evaluation consisting of pre, post and 3- and 6month follow-up surveys for evaluation [these surveys and ethical considerations are described more
fully below].
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1.3 Delivery of the training
1.3.1 Eligibility for training
To ensure that the training was targeted at the audience for whom the commissioned scope had been
designed, AISRAP corresponded on numerous occasions with the PHN on the most important and
‘workable’ eligibility criteria; especially necessary since the training was to be marketed as ‘cost-free’
to all eligible participants within the Brisbane North Region. The criteria for eligibility (in order of
priority) to participate was:

1) Community and private providers (it was acknowledged that workers employed by the
Hospital and Health Services (HHS) have greater access to training and the purpose of this
scope was to target community workers);
2) Practitioners who have the highest frequency of contact with suicidal clients (it was
acknowledged that those who have less contact also require this training however, numerous
foundational level suicide prevention gatekeeper trainings exist that may better meet needs
of those with less current knowledge/experience);
3) Practitioners whose core business is working in suicide prevention specific services or services
focused on higher frequency counselling/therapy for distressed and/or suicidal clients.

Additionally, regarding eligibility criteria (1) above, it was agreed that the below three ‘groups’ of
community/private providers be prioritised:
•

Brisbane MIND providers who have been seeing people under the suicide prevention
program. The PHN provided AISRAP with a comprehensive list of providers who deliver
services under the Suicide Prevention program.

•

Practitioners who work in any of the suicide prevention specific services (see below) or LGBTI
or Indigenous services listed in the Suicide Prevention Services guide: A Guide to Suicide
Prevention Services: North Brisbane and Moreton Bay North. This was developed by the PHN,
the

strategic

partnership

group,

and

people

with

a

lived

experience.

[http://www.brisbanenorthphn.org.au/content/Document/Guide-to-suicide-preventionservices-web.pdf]
•

Suicide Specific Services that were recruited in the training sample such as TAlK Suicide,
StandBy, Headspace, The Way Back, LGBTI specific services, Indigenous specific services,
QPASTT, or any of the helplines/crisis lines. The organisations who participated appear in
Appendix A.
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1.4 Evaluation scope
In order to acquire the most comprehensive evaluation of the effectiveness of the STARS training
workshops within the budget available, we used a cross-sectional longitudinal design that would
capture pre, post and 3- and 6-month follow-up data. Specifically, measurements administered at prepost and follow-up points were of capability (perceptions of), declarative knowledge, attitudes and
reluctance to intervene with suicidal persons. Details on the evaluation surveys are reported in the
next section of this report.

2. Study Rationale
2.1 Aim
The aim of this study was to evaluate the effects of the Screening Tool for Assessing Risk of Suicide
(STARS) (Hawgood & De Leo, 2018) plus brief interventions training targeted at mental health
professionals who specifically worked in Brisbane North PHN Region and met the eligibility criteria
(see 1.3.1 above).

3. Methodology
3.1 Procedure
As reported above, in order to attract eligible participants, a targeted and purposive marketing and
media campaign was implemented by AISRAP. We used a combination of the AISRAP community
suicide prevention stakeholder contact data base (using postcodes of participants estimated to
approximate the catchment of Brisbane North PHN Region) and, the existing data bases of the
Brisbane North PHN Region inclusive of suicide prevention organisations and service providers. Email,
Facebook and LinkedIn were used to advertise the training to these targeted service providers. While
the total number of Brisbane North PHN Region of suicide prevention service providers is unknown,
we received a total number of “expression of interest” (EOI) registrations from 183 contact emails,
from which 149 met eligibility criteria to participate.
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Unfortunately, the available workshop positions allowed for only 90 places (30 per workshop x 3
workshops). Therefore, the eligibility criteria were applied to all EOI registrants to arrive with a
hierarchical ordering numbered 1 to 149. This meant that 59 registrants were unable to participate,
however, all these participants were added to the invitation list for attendance at a separate workshop
delivered later by AISRAP separate to the project, within AISRAP’s existing annual training schedule.
Fortunately, these positions were funded at 50% per position by the Brisbane North PHN, but only 7
participants were able to attend this separate STARS training workshop.

Existing standardised scales measuring attitudes and motivations to intervene were obtained from the
suicide prevention evaluation literature. Together, these measures were compiled into a unified word
document (later to be transferred to Google online survey) to test associated training effects. Other
unpublished scales developed by AISRAP included two measures for assessing perceived capability
and declarative knowledge constructs associated with STARS; and these measures also consisted of
socio-demographic items (see measures described in more detail at 3.2 below).

The study was approved by the Griffith University Human Research Ethics Committee (Ref number:
2015/813/HREC) and all participants indicated consent by proceeding with the survey. There were no
incentives or reimbursements offered in the study.

Pre-training surveys were distributed to all registered training participants 1 week prior to their
attendance at the training with 3 email reminders sent within this week. Post surveys were
disseminated within 48 hours post training workshop with 3 reminders up to 2 weeks post workshop.
Follow-up surveys were administered at 3- and 6-month follow-up points, commensurate with the
date/timing of delivery for each of the 3 workshops for a period of up to 4 weeks, with up to 4
reminders.

The main rationale for use of multiple data collection points up until 6 months, was to detect potential
attrition points for changes in participant attitudes, motivations to intervene, perceived capabilities
and declarative knowledge gains associated with training. This is important for determination of
potential need for refresher training, since it has been suggested that training programs in suicide
prevention have not demonstrated impacts beyond 6 months in terms of knowledge, attitude and
skills gained (Hawgood, Pasmore & De Leo, 2018).
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However, while the three workshop responses for pre- and post-data were gathered for the conduct
of matched pair analyses, given the very low response rates obtained for both the 3- and 6-month
follow-up data, comparisons will be made only on average scores of the groups obtained at these data
collection points over time. It should be noted that the absence of matched pair analyses therefore
for 3- and 6-month evaluations precludes accurate and more meaningful observations of the
measured outcomes over time.

Table 1 below presents the training workshop dates, participant numbers, and data collection points.
Full sample characteristics and related data are reported in the Results section of this report. Each 2day workshop allowed approximately 30 persons per workshop – which was approximately 5 persons
more than the normal standardised intake of STARS training (i.e. 25 persons).

Table 1. Training workshop characteristics.
Location

Date

Number of Registered
workers
30

Number of attendees
on the day
29

Lutwyche

16th-17th August

North Lakes

4th and 5th November

30

28

*North Lakes

28th Feb and 1st March

32

32

*The third workshop was originally to be located in Caboolture, however, given the majority of
registered participants were located closest to the North Lakes region, this location was determined
to be most accessible and suitable to meet group needs.
Appendix B includes an outline of the Training Schedule designed for the 2-day workshop inclusive of
learning modules, scheduled time periods associated with the same, and emphasised activities.

3.2 Measures
In this report, results are organised into two sections that follow the structure and ordering of items
presented in the surveys. The first part presents pre-survey data on the following self-report scales:
Capability (perceptions of capability), Knowledge (declarative or factual knowledge), Attitudes
(towards suicide prevention) and Reluctance (reluctance to intervene with those who are suicidal). In
addition to these scales, socio-demographic items, and questions about prior training, experience, and
clinical practice including previous work with suicidal clients and suicide risk assessment behaviour,
and clinician beliefs and fears were also sought.
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The second part of the report presents data for a) those in the sample who were able to be matched
on their pre and post surveys, and b) comparisons of observations on measures at different data
collection points (pre- and post- versus the 3 to 6-month follow-up period) based on average group
responses over this time.

Specific descriptions of the scales used in the online survey battery appear below:

1. Perceived Capability Scale (Hawgood, 2018a): This 5-item scale measures participant perceptions
of competence in risk assessment capabilities Participants are asked to rate current level of perceived
capability on a 5-point Likert Scale ranging from ‘Very little’ (1) to ‘Everything there is to know’ (5).

2. Declarative Knowledge Scale (Hawgood, 2018b): This measure includes 19 items directly aligned
with the learning objectives and outcomes of all training modules within the STARS training. Answers
to these questions were analysed by calculating average number of correct answers.

3. Attitudes to Suicide Prevention Scale (ASP) (Herron et al., 2001): This 14-item scale measures
attitudes to suicide and suicide prevention, and includes items associated with a range of themes
around responsibility for suicide and its prevention, to behaviours such as asking about suicide. A 5point Likert scale was used to measure a strongly negative attitude as 5 and a strongly positive attitude
as 1. An overall score was calculated by adding all items with higher scores indicating more negative
attitudes.

4. Reluctance to Intervene Scale (Wyman et al., 2008): This 9-item gatekeeper reluctance to intervene
scale measures items scored on a 5-point Likert scale ranging from Strongly Disagree (1) to Strongly
Agree (5). Total score is based on addition of each item values where higher values mean less
reluctance.

5. Social Desirability Response Set (Hays, Hayashi, & Stewart, 1989): Given the sensitivity of the studied
subject, social desirability was measured at pre-survey and used to inspect whether data collected on
the other measures were associated with social desirability. This five-item Socially Desirable Response
Set Survey was used to assess the tendency to describe oneself in favourable terms. Responses above
5 indicate a tendency toward socially desirable responses in answering the questionnaire. The internal
consistency in the present study was acceptable - α = 0.73.
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4. Data analysis
In prospective cohort studies, the recommended methodological approach is to perform matched pair
sample analyses where the pair is the unit of analysis, and the focus is on the difference in measured
variables within each pair. In other words, the sample size is the number of distinct pairs formulated
within the sample. This statistical approach was utilised on a sample who participated in the study
pre-, post- and follow up workshop points. Statistical significance of differences between pre- and
post-surveys, measured with paired sample t-test, were tested at the level of 95%.

The number of matched pairs of attendees that participated in the study were taken from only the
first two data collection points in time (pre and post) – the other time points (3 months, 6 months)
will be analysed not with match pairs but using average responses across all participants (given the
low response rates at these two time points).

To allow for a preliminary gauge of any emerging patterns of differences, mean values on scales
measuring Capability, Knowledge, Attitudes and Reluctance were calculated for the samples of
attendees who completed the surveys at pre and post workshop training. Independent t-tests were
conducted to analyse differences between them. Chi-square tests and odds ratios (ORs) with 95%
confidence intervals were employed when investigating the relationship between fears and various
clinical practice behaviours. Finally, the 5-item Social Desirability Scale was measured at pre-survey
analysis to inspect whether data collected on the other measures were associated with social
desirability. Given there was no indication of social desirability for all scale reported data, no further
analyses to control for this factor were required.
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5. Overall Results
The following data was obtained from three workshops in (Lutwyche, 1 workshop; and North Lakes, 2
workshops) for pre-, post, and 3-month follow-up surveys.

5.1 Sample sizes
As of September 30th, 2019, the following numbers of completed surveys were received:
o

Pre = 90 people

o

Post = 76 people

o

3 months = 29 people

o

6 months = 13 people

5.1.2 Matching surveys

Participants completing surveys at different time points were matched on their answers to questions
that created a secret matching code in order to maintain anonymity. Within the survey coversheet
information was provided on the need for gathering data over time to determine training impacts,
which included describing a system of matching participant responses from different follow-up
periods without revealing participant identities. Specifically, information on the ‘secret matching code’
was explained to participants, and related to this, the following questions were asked: 1) what is your
Birth Day (the numerical day of your birth day)? and, 2) what are the first three letters of your mother’s
name? Participants were provided with a specific example as follows: If your Birth DAY is 22nd (of
April), the first part to the secret code would be "22"; and, for the second part of the code (question),
if the name was Helen, then the first 3 letters of your Mother’s Name would be "Hel"; so that the total
Secret Code would = 22Hel. This matching process allowed for successful linkage of 63 pre- and postsurveys; 15 three-month follow-up surveys, and only 4 six-month follow-up surveys.

Below in Table 2 is an outline of the level of attrition from pre to post training based on the first 2
workshops.

10 | P a g e

Australian Institute for Suicide Research and Prevention, Griffith University, Final Report (November 2019)

Table 2. Number of surveys completed, including attrition rate, at different time points of survey
administration.

PRE

Number
of
completed
Attrition rate
surveys
90
15.6%

POST

76

Time

61.8%

Matched samples
PRE & POST = 63 persons
98.9% PRE & POST & 3 months = 15
persons

3-month follow-up

29

6-month follow up

13

58.6%

PRE & POST & 3 months & 6
months = 4 persons

5.2 Demographic and workshop related information
As indicated in Table 3 below, most survey respondents were women (83.3%). The majority (38.9%)
of participants were aged between 35 and 44 years old. Four out of 58 participants (8.9%) identified
themselves as being of Aboriginal or Torres Strait Islander background, while 15 (27.0%) were from
culturally or linguistically diverse backgrounds (e.g. Asian, South African, European).

Table 3. Demographics of training workshop participants.
Gender

Age

Ethnicity

Education

Female
Male
Transgender Female
Transgender Male
Not Listed
24-34
35-44
45-54
55-64
65+
Missing
Caucasian
Oceanian (Aboriginal and Torres
Strait Islander)
Oceanian (NZ)
Other (e.g. Asian, South African,
European)
Missing
Vocational and Educational Training
qualification

N
75
10
2
1
2
16
35
24
8
4
3
36

%
83.3
11.1
2.2
1.1
2.2
17.8
38.9
26.7
8.9
4.4
3.3
40.0

8
6

8.9
6.7

21
19
12

23.3
21.1
13.3
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Work role

Work status

Years in suicide
prevention

Formal training (i.e.,
seminars/workshops)

Formal training recency

Informal training (i.e.,
supervision/case studies)

Informal training recency

Undergraduate
Postgraduate
Missing
Psychologist/Counsellor
Management (incl. program
support managers/coordinators)
Medical Practitioner
Community Support
Nurse
Casual
Contract
Full time
Part time

19
57
2
58

21.1
63.3
2.2
64.4

20
1
8
3
3
2
59
26

22.2
1.1
8.9
3.3
3.3
2.2
65.6
28.9

Less than 1 year
1-4 years
5-9 years
10-14 years
15-19 years
20+
Missing

14
20
23
12
3
17
1

15.6
22.2
25.6
13.3
3.3
19.1
1.1

None at all
A little
Some
A fair bit
A lot
Between 1 and 5 years ago
Between 6 and 10 years ago
Less than 12 months ago
Unsure
Missing

8
27
30
10
15
52
7
23
1
1

8.9
30.0
33.3
11.1
16.7
57.8
7.8
25.6
1.1
1.1

None at all
A little
Some
A fair bit
A lot
Missing
Between 1 and 5 years ago
Between 6 and 10 years ago
Less than 12 months ago
Unsure

11
15
22
23
17
2
14
4
63
9

12.2
16.7
24.4
25.6
18.9
2.2
15.6
4.4
70.0
10.0

Results from this table show that majority of attendees have post-graduate qualifications (63.3%) and
worked full time (65.6%), with more than 55% having 5 or more years of experience working in suicide
prevention. Approximately a third of participants received “some” formal training (33.3%), and 16.7%
of attendees reported having received “a lot” of formal training. There appeared to be less
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discrimination overall amongst the sample on responses to ‘informal training’ (supervision and case
study discussions etc.), however, a greater proportion of the sample experienced “some” to “a lot” of
this type of training (68.9%) and this training was received by the majority (70%) within the past 12
months.

5.3 Clinical practice characteristics: Previous work with suicidal clients, suicide risk assessment
behaviour, and clinician beliefs and fears
5.3.1 Worker reasons for engaging in suicide prevention and challenges of the job

When asked about the main personal reasons for working in the field of suicide prevention, most
professionals reported that it was due to personal interest/passion for this field (57%), followed by
seeing it as an ‘expected’ part of their professional role (23%), and interestingly, some referred to their
own lived experience (11%) as a reason for engaging in this work (see Figure 1 below). Other less
reported reasons concerned maintaining the belief that suicide is preventable (6%) and a desire to
want to work in the mental health field (2%) or other reasons (e.g. “many reasons” – unable to be
categorized) (1%).

Reasons for working in suicide prevention
1%
11%

2%

23%
6%

Lived experience
Mental health
Suicide is preventable
Personal
interest/passion
Part of professional role
Other

57%

Figure 1. Main personal reasons for working in the field of suicide prevention (n=82). Total reasons
reported=89.
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When asked about the main challenges faced when working in the field of suicide prevention prior to
training (see Figure 2 below), there was an almost equal proportion of responses referring to a) feeling
incompetent/experiencing a lack of training (23%), b) being frustrated at the lack of support services
for clients especially after hours (22%) and c) time constraints (20%) and not being able to adequately
assist because of this. Other issues were conveyed to a lesser extent such as not being able to
intervene adequately to effect change on psycho-social issues (12%), dealing with personal boundaries
(9%), managing client trust issues (with the service) (9%), and funding issues to perform the job
adequately (7%). Interestingly, the issue of litigation (and fear associated with the same) appeared as
a challenge for only 2% of the respondents.

Main challenges
Psychosocial issues
2%

9%

12%

Time constraints

9%
18%
7%

Incompetency/lack of
training
Lack of support/services
Funding
Client trust issues
Litigation

20%
23%

Personal boundaries

Figure 2. Main challenges faced working in the field of suicide prevention (n=82). Total challenges
reported=109.

This section reports self-reported clinical practice questions including impacts of client suicide and
suicide attempt, as well as practice behaviours for assessment specifically. Most importantly, as
displayed in Table 4 below, not all workers reported having conducted a comprehensive risk
assessment, and more than 50% of the sample have had clients attempt suicide, while just over 16.7%
of participants have lost (at least one) client to suicide.
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Table 4. Information on the conduct of risk assessment and worker experiences of client suicide and
suicide attempt behaviour.
Conducted suicide risk assessment
Experience of client suicide attempt(s)

Number of client suicide attempts experienced

Loss of clients to suicide

Number of client suicide(s) experienced

Yes
No
Yes
No
Not reported
1
2
3-4
4+
Not reported
Yes
No
Not reported
1
2
4+
Prefer not to answer
Not reported

N
70
20
47
39
4
7
12
4
22
2
43
15
71
34
9
4
1
1

%
78.0
22.0
52.2
43.3
4.4
7.8
13.3
4.4
24.4
2.2
47.8
16.7
78.9
4.4
10.0
4.4
1.1
1.1

5.3.2 Suicide risk assessment practice: Behaviours and fears

Given the important relationship hypothesised to exist in the literature between worker fears and
consequent impacts on the care of suicidal clients (see Roush, Brown, John, Mitchell et al., 2017) we
were interested specifically in whether fears in this sample were related to specific practice behaviours
and attitudes.

In order to analyse clinician reported fears in relation to suicide risk assessment and working with
suicidal clients, information from the question, “In the past, what have been some of your reasons for
not conducting a suicide risk assessment?” was used (See Figure 3 for possible responses). Since
participants had the ability to select more than one option, this question was coded in two ways:
(1) whether the clinician indicated any fear was present, and (2) the number of fears that the clinician
indicated.
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Perceived barriers to suicide risk assessments
I always conduct a proper / comprehensive risk…
There was no indication of a need to assess risk
My own anxiety and fear about the topic
Incomplete knowledge of managing suicidality…
Fear of a positive answer requiring more clinical time
Inability to connect and therefore obtain a truthful…
Lack of knowledge
Fear of the client’s reaction
Fear that I might ‘push the client’ towards suicide
Fear of doing the wrong thing
0

5

10

15

20

25

30

35

Figure 3. Perceived barriers reported by ninety workshop attendees.

Four items in this question may not directly indicate fear in the same manner as the other items, but
indicate factors preventing the clinician from conducting a suicide risk assessment. For the fear
present variable, fear was considered present if any option other than “I always conduct a proper /
comprehensive risk assessment” was selected. The number of fears present variable was created by
counting the number of responses per participant. For example, if a participant indicated “lack of
knowledge; time pressures” as their response, this participant would receive a score of two as they
selected two of the fears or reasons against conducting a suicide risk assessment.

The response “I always conduct a proper / comprehensive risk assessment,” was scored as zero as this
indicated there was no fears or reason against conducting a suicide risk assessment.
For example, if the participant selected “My own anxiety about the topic; I always conduct a proper /
comprehensive suicide risk assessment,” they would receive a score of one. Scores on this variable
ranged from one to six, but were condensed into categories of zero, one, and two or more to create
more equal categories for analysis.

Results revealed that almost a third of participants (31%) endorsed that there was no indication to
undertake a suicide risk assessment in their past interactions with clients, and this was the most
commonly endorsed reason for not doing so. Seventeen percent of participants rated their lack of
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knowledge as a main reason for not undertaking a risk assessment while the belief that one always
undertakes a comprehensive suicide risk assessment was endorsed by 16% of the participants.

Fears associated with actively collaborated with family or significant others known to the client for the
purpose of gaining convergent assessment data:
There was no significant association between those who had fears present compared to those who
reported zero fears on whether they collected convergent data from significant others as part of their
assessment, Fisher’s exact test, p=.523.

Fears associated with the conduct of a formal safety plan with client:
There was a significant association between those who reported fears present compared to those who
reported zero fears 𝜒 2 (1)=5.198, p=.02 on whether they had conducted a formal safety plan
collaboratively with their client. This seems to represent the fact, based on the odds ratio, that the
odds of having conducted a formal safety plan with others (OR: 4.25, 95% CI: 1.14, 15.84) was higher
if they had not reported fears compared to if they had reported fears.

Fears associated with consulting other mental health provider:
There was no significant association between those who reported fears present compared to those
who reported zero fears 𝜒 2 (1)=.867, p=.352 on whether they had consulted other health provider/s
as part of their suicide risk assessment.

Fears associated with the conduct of brief interventions:
There was no significant association between those who reported a fear as present compared to those
who reported zero fears 𝜒 2 (1)=.289, p=.59 on whether they had implemented brief interventions or
treatment/management techniques for reducing client suicidality.

These findings suggest that the implementation of safety planning with a client is likely to be
undertaken more likely by workers with no fears about suicide risk assessment versus those who do
report fears. But the presence or absence of worker fears does not seem to relate to other practice
behaviours such as gathering of convergent information from significant others, consulting with other
health professionals regarding a client’s suicidality and the conduct of brief interventions.
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5.4 Differences on matched pair samples for pre to post survey administration: Attitudes,
reluctance to intervene, perceived capability and declarative knowledge scales
Table 5 below reports on the overall scale score comparisons for pre and post training measurements
of the constructs of interest. This table is presented to summarise the overall findings from pre to post
on Attitudes to Suicide Prevention (ASP), Reluctance to Intervene, Perceived Capability and
Declarative Knowledge (STARS specific knowledge items). As can be seen, there was a significant
difference in mean scale scores for all measures from pre to post training.

Table 5. Comparisons of scores pre and post training (n=63 unless otherwise stated).
Preworkshop

Postworkshop

M (SD)

M (SD)

#

ASP scale score (n=47)

27.15 (5.11)

25.74 (4.38)

Reluctance to intervene
(n=40)*

19.15 (2.76)

15.03 (3.17)

Perceived capability
scale
STARS declarative
knowledge

15.10 (3.49)

19.44 (1.57)

0.82

p<0.001

13.33 (4.38)

17.5 (2.68)

0.81

p<0.001

1.58 (1.42)

1.50 (1.49)

0.65

p=0.64

SDRS (n=62)

Cronbach’s
alpha

P value
from t test

0.65

p=0.005
p=0.001

#

Note: Recall that the ASP scale is scored so that lower scores reflect reduced negative attitudes.
*Note: Results pertaining only to workshop 2 and 3, as workshop 1 did not include the complete scale
items (an error in the survey design for the first administration).

These scales will now be discussed individually below in order to provide closer examination of the
item means also from pre to post survey administration.

5.4.1 Attitudes to Suicide Prevention Scale
An overall score was computed as the sum of the scores of all the items, with reverse scoring applied
to appropriate items so that a higher score would represent a more positive attitude. The range of the
overall score was 14 to 70. Scores on this scale pre-workshop were 27.08 (SD=5.04) and 25.74
(SD=4.37) post-workshop. This difference was statistically significant, t(62)=2.910, p=0.01. See Figure
4 below for mean values on each item.
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At t i t u d e s t o s u i c i d e p r e v e n t i o n
30
25
20
15
10
5
0
Preworkshop

Postworkshop

Figure 4. Changes pre and post workshop on attitudes to suicide prevention.

Mean values on attitudes to suicide prevention scale
2.24
2.14

What proportion of suicides do you consider preventable? (None…

2.56
2.56

There is no way of knowing who is going to take their own life.

1.25
1.10

Suicide prevention measures are a drain on resources, which…

1.87
1.63
1.44
1.32

I don't feel comfortable assessing someone at risk of suicide.
Since unemployment and poverty are major causes of suicide,…

3.05
3.17

People have the right to take their own lives.

1.34
1.17

If a person survives an attempt, then this was a ploy for attention.

3.26
3.32

It is easy for people not involved in clinical practice to make…

1.62
1.52

I feel defensive when people offer advice about suicide prevention.

2.03
1.79
2.24
1.82
1.89
1.59

If people are serious about killing themselves, they don't tell…
Working with suicidal people is rewarding. (R )
Making more funds available to the appropriate health services…

1.32
1.48
1.17
1.19

Suicide prevention is not my responsibility.
I resent being asked to do more about suicide.

0.0
Preworkshop

0.5

1.0

1.5

2.0

2.5

3.0

3.5

Postworkshop

Figure 5. Mean values on ASP items pre and post workshop. Note that higher scores indicate more
negative attitudes.
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5.4.2 Attitudes and worker fears: impacts on suicide risk assessment
As discussed earlier in section 4.3.2, we were interested in determining whether characteristics of
workers including fears reported at the pre-survey baseline were related to attitudes towards suicide
prevention. An independent samples t-test indicated there was significant differences in attitudes
towards suicide prevention between clinicians with fears present (M=27.96, SD=4.58, n=57) and
without fears present (M=25.21, SD=5.35, n=33), t(88) = -2.581, p=0.01. This indicates that those who
reported fears around suicide risk assessment did significantly differ in their attitudes towards suicide
prevention when compared to those who do not report fears around suicide risk assessment.

To further understand the relationship between attitudes towards suicide prevention and fears
associated with suicide risk assessment, the number of fears a clinician reported was examined.
Number of fears were categorised into either zero fears, at least one fear, and more than two fears.
A one-way ANOVA indicated that there was a significant effect of the number of fears associated with
conducting suicide risk assessment on attitudes towards suicide prevention, (F(2,87) = 3.560, p<.05).

This indicates that the number of fears reported by a clinician in regard to conducting a suicide risk
assessment does have an impact on their attitudes towards suicide prevention (higher scores indicate
more negative attitudes). A Tukey post-hoc test revealed compared with those with 1 fear M=28.48,
SD=4.81), those with zero fears (M=25.21, SD=5.34, p=0.04) had significantly lower scores (i.e., more
positive attitudes). There were no significant differences in scores between those who had no fears
compared to at least one fear, or more than one compared to at least one fear.

5.4.3 Reluctance to Intervene
A paired sample t-test revealed that there were no significant changes in scores on reluctance to
intervene scale from pre to post workshop t(37)=5.65, p=0.476 (see Figure 6). The mean values for
each item are presented in Figure 7 below. Note that higher scores indicate lower reluctance. This
finding is not surprising since the scores reflect very low level reluctance to intervene from the outset
(pre survey) by clinicians, which is to be expected from passionate and experienced workers in suicide
prevention.

20 | P a g e

Australian Institute for Suicide Research and Prevention, Griffith University, Final Report (November 2019)

Reluctance to intervene
25
20
15
10
5
0
Preworkshop

Postworkshop

Figure 6. Changes in pre and post workshop scores, Reluctance to Intervene Scale.

Mean values on reluctance to intervene items
Clinicians should not be responsible for discussing
suicide.

1.27
1.19

If a person experiencing thoughts of suicide does not
acknowledge the situation there is very little I can do…

2.04
1.81

If a person contemplating suicide does not seek
assistance, there is nothing I can do to help

1.73
1.3778

If a person contemplating suicide refuses to seek help,
it should not be forced on them.

1.96
2.17

A suicide prevention program in my community will
give people unwanted ideas about suicide.

2.50
2.56

I am too busy to participate in suicide prevention
activities.

1.42
1.25

I cannot understand why a person would contemplate
suicide.

1.25

A suicide prevention program in my community will
send a message to people that help is available (R)

1.52

1.25
1.31

It is important for community gatekeepers to report
identified cases of suicidal ideation to a specified…

2
0.0

Pre workshop

1.0

2.33

2.0

3.0

Post workshop

Figure 7. Mean values on Reluctance to Intervene Scale items pre and post workshop.
**Item: If a person experiencing thoughts of suicide des not acknowledge the situation there is very little I can do to help
(n=41)
** Item: A suicide prevention program in my community will send a message to people that help is available (R) (n=62)
** Item: It is important for community gatekeepers to report identified cases of suicidal ideation to a specified resource (R)
(n=61)
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5.4.4 STARS Perceived Capability Scale (Hawgood, 2018b)
Outcomes on the scale measuring declarative knowledge about suicide and suicide prevention in
general were measured through analysis of the percentages of correct answers on each item. Figure
8 below indicates that participants rated their own knowledge higher post workshop compared to pre
workshop, from 15.31 (SD=3.14) to 19.23 (SD=1.89), and this difference was statistically significant
(t=8.83, df=47, p<.000). Figure 9 presents the breakdown of individual items on this scale, and
corresponding pre and post responses.

Perceived capability
25
20
15
10
5
0
Preworkshop

Postworkshop

Figure 8. Changes pre and post workshop on perceived capability scale and attitudes to suicide
prevention.

Mean values on perceived capability items
How much do you feel you know about suicide
state?

2.92
3.83

How much do you feel you know about suicide risk
and protective factors?

3.25

How much do you feel you know about suicide
warning signs?

3.27

3.9
3.95
3.11

Engaging suicidal persons?

3.9

How much do you feel you know about the
different paradigms (medical model versus person…

2.62
3.9
0

Preworkshop

0.5

1

1.5

2

2.5

3

3.5

4

4.5

Postworkshop

Figure 9. Mean values on perceived capability items pre and post workshop.
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5.4.5 STARS Declarative Knowledge Scale (Hawgood, 2018a)
Outcomes on the 19-item scale measuring declarative knowledge about suicide and suicide
prevention were measured through analysis of the percentages of correct answers on each item. The
maximum score was 22. As seen in the Figure 10 below, total items received more correct answers
post workshops, when compared to the baseline knowledge of attendees prior to training. The total
percentage of correct answers at pre- and post- time points rose from an average value of 60.6% to
79.7%, the mean score pre-workshop was 13.33 (SD=4.38) and 17.54 (SD=2.66) post-workshop. A
paired sample t-test revealed that this difference was statistically significant (t=-8.04, df=62, p=0.00).

S TA R S d e c l a r a t i v e k n o w l e d g e
90
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70
60
50
40
30
20
10
0
Preworkshop

Postworkshop

Figure 10. Changes pre and post workshop on STARS declarative knowledge (percentage correct).

A closer examination of the individual items from the STARS declarative knowledge scale (see Figure
11) reveals the difference between pre and post scores, where a score closer to ‘0’ is incorrect and
closer to ‘1’ is correct. The first item in this scale allowed participants to report more than one correct
answer so that for each correct answer a ‘1’ was given, Therefore the higher the number the more
correct items were reported.
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Mean responses to STARS declarative knowledge
1.92

Which of the below reflect key principles of the STARS…

Which ONE of the below best represents the current…
How many sections are there to the STARS protocol?
STARS has been founded strictly on CBT models of…
STARS is targeted specifically at those who present…
STARS is a tool for registered mental health…
STARS is a protocol designed to guide the worker on how…
STARS reflects a snap shot of a person’s suicidal…
STARS seeks ‘confidence ratings’ of the worker following…
Client stated factors contributing to their suicidality are…
PART A of STARS is mostly about rapport building and…

0.14

PART B of STARS is mostly about identifying risk factors…

0.13

PART C of STARS contains only items measuring…

0.79
0.41
0.40

STARS Clinical Notes section includes which ONE of the…
Safety planning is PRIMARILY about
Foreseeability of suicidality in the near time may be…
Documentation of client reported suicidality and psycho-…

Preworkshop

0.71
0.71
0.86
0.83
0.86
0.89
0.84

0.49

0.71
0.51
0.60

The time for follow-up with the client is best determined…
0.0

2.86

0.59
0.73
0.71
0.83
0.59
0.95
0.70
0.75
0.79
0.94
0.78
0.90
0.78
0.92
0.87
0.98
0.73
0.94
0.78
0.95

Which ONE of the following is NOT a problem in current…

0.5

1.0

1.5

2.0

2.5

3.0

Postworkshop

Figure 11. Mean values on STARS declarative knowledge items pre and post workshop.

5.5 Differences on matched pair samples for pre to post survey and follow-up administration:
Attitudes, reluctance to intervene, perceived capability and declarative knowledge scales
The follow-up data for all measures was merged across the three to six-month time points due to
attrition, so that average scores within this time period were calculated. See below Table 6 for
comparisons observed between pre-, post-workshop and follow-up matched data.
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Table 6. Comparisons of scores pre, post and follow-up (3 to 6-month) training (n=15 unless otherwise
stated)
Preworkshop

Postworkshop

Follow-up

M (SD)

M (SD)

M (SD)

ASP scale score

26.40 (4.85)

25.13 (5.18)

27.13 (6.04)

Reluctance to intervene (n=6)*

19.67 (1.63)

13.33 (2.25)

16.00 (4.56)

Perceived capability scale

14.40 (3.11)

19.60 (1.35)

19.00 (1.30)

STARS declarative knowledge
(n=16)

13.06 (4.04)

18.00 (1.67)

16.88 (2.31)

1.33 (1.29)

1.27 (1.16)

1.53 (1.06)

SDRS

*Note Reluctance to Intervene scale has less because of administration error in the first workshop

5.5.1 Attitudes to Suicide Prevention Scale
An overall score was computed as the sum of the scores of all the items on the Attitudes to Suicide
Prevention Scale (ASP), with reverse scoring applied to appropriate items so that a higher score would
represent a more positive attitude. The range of the overall score is 14 to 70. A repeat-measures
ANOVA was conducted and revealed that scores did not significantly differ between the pre, post and
follow-up time-points, F(2,28) = 1.07, p=0.357 (see Figure 12 below). Therefore, attitudes remained
stable over time.

At t i t u d e s t o s u i c i d e p r e v e n t i o n
30
25
20
15
10
5
0
Preworkshop

Postworkshop

Follow-up

Figure 12. Changes from pre, post workshop and follow-up on ASP scale.
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5.5.2 Reluctance to Intervene

A repeat-measures ANOVA was conducted and revealed that scores significantly differed between the
pre, post and follow-up time-points, F(2,10) =7.459, p<.01 on the Reluctance to Intervene Scale scores.
Post hoc tests using the Bonferroni correction revealed that these differences were between pre and
post (19.67 vs. 13.33, respectively) workshop (p<.01). However, there were no significant differences
from post to follow-up (13.33 vs 16.00, p=.536, or pre to follow-up (19.67 vs. 16, p=.346). Therefore,
we can conclude that workshop training reduced scores on participants reluctance to intervene with
suicidal persons, and this reduction was maintained to follow up (see Figure 13 below).

Reluctance to intervene
25

20

15

10

5

0
Preworkshop

Postworkshop

Follow-up

Figure 13. Changes pre, post workshop and follow-up on Reluctance to Intervene Scale.

5.5.3 STARS Perceived Capability Scale (Hawgood, 2018b)

The Perceived Capability Scale measures participant perceptions of competence in risk assessment
capabilities. Participants are asked to rate current level of perceived capability on a 5-point Likert Scale
ranging from ‘Very little’ (1) to ‘Everything there is to know’ (5). A repeated measures ANOVA with a
Greenhouse-Geisser correction determined that self-reported perceived capability significantly
differed between the three time-points, F(1.105,15.475)=41.521, p<.00 (see Figure 14 below). Post
hoc tests using the Bonferroni correction revealed that these differences were between pre to post
(14.40 vs. 19.60, respectively) workshop (p<.00), and between post and follow-up (19.60 vs 19.00,
p<.05). These changes were also significantly different from pre-workshop to follow-up (14.40 to 19.00,
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p<.00). This shows that an increase in perceived capability after training, which although slightly
decreased at follow-up, was still maintained when compared to pre-training.

Perceived capability
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0
Preworkshop

Postworkshop

Follow-up

Figure 14. Changes pre, post workshop and follow-up on self-rated perceived capability

5.5.4 STARS Declarative Knowledge Scale (Hawgood, 2018a)

The scale measuring declarative knowledge about the STARS protocol concepts was assessed through
analysis of the percentages of correct answers on each item. The maximum score was 22. A repeated
measures ANOVA with a Greenhouse-Geisser correction determined that declarative knowledge
significantly differed between the three time-points, F(1.381,20.709)=18.225, p<.00 (see Figure 15).
Post hoc tests using the Bonferroni correction revealed that these differences were between pre to
post (13.06 vs. 18.00, p<.00). Although these changes were not significantly different from post to
follow up (18.00 vs. 16.88, p=.127), there was a significant difference between pre to follow-up (13.06
vs. 16.88, p<0.01). This shows that an increase in declarative knowledge after training, which although
slightly decreased at follow-up, was still maintained when compared to pre-training.
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S TA R S d e c l a r a t i v e k n o w l e d g e
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Figure 15. Changes pre-, post and follow-up workshop on STARS declarative knowledge scale
(percentage correct).

5.6 Participant satisfaction with the STARS plus brief intervention training
5.6.1 Review of workshop

We wanted to gather participant perceptions of the actual training in terms of trainer knowledge and
delivery capabilities as well as the training materials. We were also interested in the overall perception
or satisfaction of participants regarding the 2-day STARS workshop. Therefore, we administered 5item Likert scales for the following variables known to represent key ‘structural’ (delivery) elements
benchmarked for gatekeeper training as follows:

a) Trainer’s knowledge/expertise was rated on a scale from 1 – ‘highly incompetent’ to 5 – ‘highly
competent’.
b) Trainer’s delivery/presentation style was rated on a scale from 1 ‘highly incompetent’ to 5 –
‘highly competent’.
c) Materials (e.g. workbook, PowerPoint slides and associated handouts) were rated on a scale
from 1 – ‘very unsatisfactory’ to 5 ‘very satisfactory’.
d) Participants overall rating for this training workshop was rated on a sale from 1 ‘very poor’ to
5 ‘excellent’.
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As can be observed in Table 7, all participants rated the trainers as highly competent or very
competent on their knowledge and expertise in suicide risk assessment and intervention (including all
modules covered in the training). Similarly, all participants except for one person rated trainer delivery
style/presentation as highly or very competent. Likewise, nearly all participants rated the training
materials as very satisfactory or satisfactory. The overall rating of the workshop was rated very good
to excellent by 98.4% of training participants.

Table 7. Workshop delivery feedback and distribution of responses on workshop delivery items.
Workshop delivery
Trainers
knowledge/expertise

M (SD)

1

2

3

4

5

4.94
(0.54)

59
0

0

0

4 (6.3%)

(93.7%)

15

46

(23.8%)

(73.0%)

10

50

(15.9%)

(79.4%)

13

49

(20.6%)

(77.8%)

Trainer
delivery/presentation
style

4.68
(0.59)

0

1 (1.6%)

1 (1.6%)

Materials (e.g. workbook,
PowerPoint slides and
associated handouts)
Overall rating for training
workshop

4.73
(0.61)

0

1 (1.6%)

2 (3.2%)

4.75
(0.54)

0

1 (1.6%)

0

Table 8 below includes a summary analysis of participant perceptions of their own knowledge gains
across a range of variables associated with risk assessment generally and particularly, the STARS
protocol and brief interventions from pre to post workshop. Nearly 100% of participants reported
favourable learning gains on all items. The level of participant interest in gaining further training for
processing of STARS cases (in the context of application to their own suicidal clients) was observed for
nearly 70% of the sample with another approximately one third reporting a ‘maybe’ to this offering.
Interest in further education via tertiary level programs offered in the area of suicidology was low in
this sample, but a third of the sample were interested in more specialised and tailored modules.
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Table 8. Self-reported summary of perceptions of knowledge gains and review of workshop
Review of workshop
Did you acquire knowledge or develop insight into
the area of suicide risk assessment from a client
oriented perspective in this workshop?

Did you acquire knowledge or develop insight into
the areas of STARS protocol: Part A, Part B, Part C
and Clinical Notes/Safety Planning?
Did you gain knowledge on the experience of
psychache and the suicidal state?
Did you gain knowledge on how to use the client's
story to inform an appropriate safety response?
Did this workshop meet your professional needs?

Interest in further training
Another day of training focused on processing of
STARS case examples

Further advanced training or tertiary education in
Suicidology?

N

%

Yes
No

63
0

100
0

Yes
No

63
0

100
0

Yes
No

60
3

95.2
4.8

Yes
No
Yes
No

62
1
60
3

98.4
1.6
95.2
4.8

N
41

%
65.1

22

34.9

0
7

0
11.1

7

11.1

20

31.7

16

25.4

10
3

15.9
4.8

Yes
Maybe
No
Graduate Certificate
in Suicide Prevention
Studies
Master in
Suicidology
Other SP modules by
AISRAP
(tailored/specialised)
No other
Other
No response
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6. Interpretation of results and conclusions
This report includes information about the scope of suicide prevention tailored training commissioned
by the Brisbane North PHN Region, with a specific focus on design, delivery and evaluation of the
Screening Tool for Assessing Risk of Suicide (STARS) training together with a brief intervention module.

A total of 90 pre-workshop surveys were completed by participants which is a 97.8% response rate,
and 63 pre and post surveys were able to be matched using the de-identified coding system, to
maintain anonymity of participants. The three-month matched sample consisted of only 15 persons,
which is considered remarkably low participation from pre- to 3-month follow-up. For this reason, the
final report merged the 3- and 6-month data to measure the follow up as a period using range 36months. Against this background, the findings of our evaluation are interpreted and discussed in
more detail subsequently.

6.1 Results in context: What were the important characteristics of the sample?
The observed characteristics of our sample reflected well the population we intended to target with
the majority persons having worked specifically with suicidal persons beyond five years, as well as
being well qualified in related qualifications for suicide prevention work. Interestingly, less than half
the sample had received some or a lot of formal training reflecting that the STARS + intervention
training was highly relevant and meeting the need of at least half the sample. Contrarily, the majority
were well exposed to informal training such as supervision and other mentoring-based education
which was received by the majority recently (within the past 12 months). In other words, while overall
the participants were less exposed to workshop or seminar based professional development in suicide
prevention, at least they received recent supervision and/or mentoring education in support of their
work.

6.1.2 Worker reasons for engaging in suicide prevention and challenges of the job

Since the literature has shown that worker satisfaction and motivation is important for contributing
in positive ways to the field of mental health and suicide prevention work (Mohr, Young, Meterko,
Stolzmann & White, 2011), it was relevant to understand worker reasons for engaging in this field of
work. Importantly, we found that almost 60% of the participants had personal interest and/or passion
for working with suicidal persons, while a smaller proportion (approximately 20%) viewed engaging
with suicidal persons as an expected part of their job and an even smaller proportion (11%) indicating
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that their lived experience was their reason for engaging in this work. That personal interest or passion
was reported by the majority as a main reason for engaging in suicide prevention is a positive thing
since it is well known that personal job satisfaction is linked with better job performance and more
positive overall worker well-being.

The main challenges faced by workers in this sample are likely to be of relevance to the Brisbane North
PHN Region as they relate to performance outcomes but also workforce issues specifically.
Understanding these challenges may provide opportunity for influencing policy development around
workforce support for worker and their clients in suicide prevention. We found that the challenges
reported most frequently by workers as well as rated as most important to outcomes in their work
were the issues of perceived lack in worker competence and lack of training, frustration with lack of
after-hours client support services and time constraints limiting the ability to support clients more
intensively. These findings highlight the need for initiatives or funding targeting increased and
regularly scheduled training for workers, as well as either expanded after-hours crisis support services
or education around the same and/or strategies and resources for supporting clients outside normal
business hours.
6.1.3 Worker risk assessment behaviours
Regarding worker practice or risk assessment behaviours, we found that not all workers in the sample
had ever conducted a comprehensive risk assessment. For a sample targeted for their experience and
higher-level competence in suicide prevention, this finding is surprising. Less surprising was the finding
that more than 50% of the sample had a client/s attempt suicide, while just over 15% of participants
had lost (at least) a client to suicide. It is commonly expected that those working more frequently with
suicidal clients will have a higher likelihood of exposure to client suicide and attempt behaviour (for
example, psychiatrists are particularly exposed as are psychiatric nurses and those working within the
acute mental health services) (Hawgood & De Leo, 2015; Sequin et al., 2014). This highlights the need
for worker support and particularly education around both preparedness for responding to and
dealing with such impacts, as well as the need for postvention worker support. However, there is little
known internationally about what is truly needed and what works for those impacted by client suicide
and attempt behaviour within the suicide prevention workforce. Nevertheless, some important selfcare education and critical response guidelines have recently been proposed (see Hawgood & De Leo,
2015). There have also been suicide postvention guidelines proposed by the Australian Institute for
Suicide Research and Prevention (AISRAP) at Griffith University, which may guide workforce on
community frameworks for response. Indeed, the STARS training delivered within the scope of this
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training dedicated a complete module to proactive worker self-care, which specifically focused on
impacts such as those aforementioned and mechanisms for addressing the same.

6.1.4 Worker risk assessment fears: impacts on practice behaviours

Given the important relationship hypothesised to exist between worker fears and consequent impacts
on the care of suicidal clients (see Roush, Brown, John, Mitchell et. Al., 2017) we were interested
specifically in whether fears in this sample were related to specific practice behaviours and attitudes.
We found that those who had no fears regarding the practice of suicide risk assessment had 4.25 times
higher odds of undertaking a safety plan collaboratively with a client compared to those reporting one
or more fears. Interestingly the presence or absence of fears around suicide risk assessment practice
did not have an influence on whether workers undertook brief interventions with their clients
following suicide risk assessment, collaborated with family / significant others to gather convergent
assessment data, or whether they consulted with other mental health providers about risk assessment
processes.

6.2 Impacts of training on worker attitudes, reluctance to intervene, perceived capability and
declarative knowledge
The overall findings from comparisons of before and after training measurements on Attitudes to
Suicide Prevention (ASP), Perceived Capability and Declarative Knowledge (STARS specific knowledge
items) revealed significant differences and therefore positive impacts of the training in our sample.
For the measure Reluctance to Intervene, there were no significant differences revealed before and
after training, however this is likely since workers in this sample entered the training with existing low
levels of reluctance to intervene with suicidal clients, leaving little room for any real observed
differences over time. Interestingly, upon closer examination of specific attitudes within the ASP,
there appeared to be an indication of regression of positive attitudes on two items; namely on ‘people
have the right to take their own lives’ and ‘suicide prevention is not my responsibility’. Regarding the
former, this result may be due to attitudinal shift around what may represent a spurious concept. That
is, worker attitudes about the item ‘people having the right of choice to die’ (which is indeed true)
may have been influenced by the training workshop emphasis on worker investment in saving lives as
critical to suicide prevention, regardless of the person’s right to suicide. Indeed, the workshop focuses
on the importance of workers not colluding with the hopelessness of a person and their wish to die,
rather, accepting this wish yet moving towards bringing the person to a ‘deserved’ place worth more
living. This finding has implications for subsequent workshop delivery around such content; the
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message about accepting that one has the ‘right to take one’s life’ should not be confused with the
critical goal of on the other hand bringing a person to wanting to live more. These are two separate
actualities which the worker should be trained to understand.
Regarding the regression of positive attitudes over time on the latter item, ‘suicide prevention is not
my responsibility’, it may be that this too was influenced by the hypothesised attitudinal shift observed
on the former item. It is possible to assume that shifts around the belief that one has a right to take
one’s own life, may be related also to worker’s believing less that is their responsibility to prevent
suicide. Again, these are two separate issues and subsequent training should focus on clarifying and
emphasising the difference between the two and the role of worker suicide prevention responsibilities.
Our observations of the impacts of training at the 3-6-month follow-up period revealed that the
positive worker attitudes to suicide prevention were maintained from post training outcomes.
Similarly, the reluctance to intervene scores remained unchanged from post to follow-up (albeit
reluctance scores were already low in this sample, so ‘no changes’ can simply be associated with no
effects of training in either direction). In any case, as indicated in the results section of this report,
caution should be exercised when interpreting the Reluctance to Intervene results because the sample
size was too small for making robust comparisons.

The significant differences observed for worker perceptions of capability in suicide prevention and
declarative knowledge about STARS protocol items before and after the training were also maintained
at 3-6-month follow-up compared to pre training. These are important findings demonstrating that
the STARS plus brief interventions training is likely to have positive and sustained impacts on
participants on these knowledge-based measures for a short time at least following the training
workshop.

6.3 Satisfaction with the training: Trainer knowledge and delivery style, materials and overall
perceptions.
Another important evaluation question was whether participants of the three training workshops
perceived the training as satisfactory both generally, as well as according to specific elements of the
training such as ‘trainer knowledge and delivery capabilities’ and training materials. We found that
nearly all participants rated the training as very good to excellent, demonstrating that participant
satisfaction was very high and that their training needs have been met overall. Even more remarkable
was the very high satisfaction ratings for perceptions of trainers as highly or very competent by all
participants. Likewise, all but one person in the sample provided the same ratings for trainer
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competency and delivery style, speaking to the excellent training team and capabilities. Training
materials were also highly rated.

6.3.1 Worker self-evaluation of capability gains and desire for more training

These findings corroborate with participant’s own ratings of their knowledge acquisition in suicide risk
assesment processes and related management (brief interventions). We found that there was almost
100% endorsement around favourable learning gains on all workshop knowledge and capabiltiy
variables. In fact approximately 70% of the sample reported a desire for even more STARS related
training to process client case material using the STARS protocol, with a third of the sample desiring
more specialised and tailored modules. This suggests that there is a need not only for high quality
training such as STARS by suicide prevention workers in the Brisbane North PHN Region but that
additionally, majority of workers desire continuation of more specialised training based on worker
application and administration of STARS in their work around their own client cases.

6.4 Limitations of the training and evaluation
Our study has several limitations and the results should be interpreted against this background. Firstly,
there are several methodological limitations that prevent causal links being made between the STARS
Training and the participant outcomes reported. In the absence of a control group to compare
different training program effects we are unable to conclude whether worker capability and
attitudinal gains were a true result of the STARS training per se, or whether such impacts might be
related to other influences such as personal characteristics, additional training, concurrent worker
support or work or life experiences.

Second, the overall sample was not large enough to conduct matched paired analyses up until the 6
month follow-up period as expected; even our correction for this (merging 3 and 6 month data) was
unable to provide the robust comparison sample required for non-equivocal conclusions to be drawn
about the follow-up findings. Therefore, while the sample size was sufficient to enable meaningful
analysis for matched samples at pre and post measurement points, a further increase in sample could
strengthen the rigour and statistical power of performed comparisons subsequently. One reason for
the unexpectedly low follow-up responses, may be related to the heterogenous population sample,
with participants being drawn from numerous diverse organisations within the Brisbane North PHN
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Region. In the absence of a designated person or manager within each of the participant’s organisation
closely monitoring and requesting participation by individuals it is impossible to track participant
whereabouts and provide direct encouragement to do surveys. Additionally, the importance of data
collection and participation post training may not have been emphasised strongly enough by the
training team, and perhaps some form of reimbursement may have attracted a greater response rate.
A final reason for high attrition is that the training was free to participants, and therefore there was
perhaps less investment in the need for longer term contribution to the evaluation.

An additional limitation is that we were unable to test whether participants were capable of utilising
the knowledge gained in their practice. This skills translation indicator is probably the least measured
and least understood of the mechanisms impacting training outcomes in the literature. Finally, these
findings can only be generalised to the workers that encounter suicidal persons according to the
eligibility criteria set for involvement in this training study.

In sum, the main limitations include the small sample size response for matching of samples at 3- and
6-month follow-up data indicating a very high attrition rate at this follow-up points. While high
attrition is normal for most gatekeeper community-based training (involving individual participant
enrolments as opposed to whole organisational enrolment), there did appear to be a particularly
emphasised attrition, for reasons explained above.

Nevertheless, overall the results support positive and significant findings in the domains of changes in
attitudes, declarative knowledge around suicide risk assessment, and perceived capabilities in the area
of suicide risk assessment as taught in the STARS (+intervention) training workshop. Additionally, the
findings have highlighted the importance of worker fears and attitudes in the conduct of risk
assessment and especially their role regarding the conduct of safety planning. Finally, nearly all
participants were highly satisfied with the training and the training team indicating a high likelihood
that participants will engage in future training if offered by the Brisbane North PHN Region.
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7. Recommendations
The following set of recommendations are drawn from results of this commissioned training and
evaluation study.
1. Training should be provided on a regular basis and especially targeted to those meeting the
eligibility criteria outlined in this commissioned study.

Based on the worker challenges reported to impact practice, there is an opportunity to improve
workforce support in response of these including:
o

The provision of regularly available suicide risk assessment training

o

Examination of existing afterhours crisis support services for suicidal clients within the
Brisbane North PHN Region, and expanded opportunities for worker referrals (including
education for workers about options for after hours support services for clients in distress
and/or suicidal).

2. Training should emphasise specific worker fears and responses to these.

The presence of worker fears (versus no fears about suicide risk assessment practice) tends to
influence suicide risk assessment behaviours and therefore, specific emphasis in subsequent trainings
should be given to ‘worker fears’ (psycho-education and processing of these) and particularly
implications for the conduct of safety planning.

3. Training in STARS protocol specifically should be undertaken at least every 6 months, however,
given the small sample size at follow-up caution should be taken with interpretation of this
recommendation.
o

The STARS declarative knowledge measure showed significant knowledge gains and these
were maintained at 3-6 month follow-up

o

The Perceived capability measure showed significant increases in worker perceptions of
capability in the areas of suicide risk assessment associated with the STARS training.

4. Education about attitudes concerning ‘right to take one’s life’ and ‘responsibility for suicide
prevention’ should be emphasised and clarified in subsequent training in light of the potential
for attitudinal shift as reported in this study.
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5.

Attitudes to suicide and suicide prevention and Reluctance to Intervene may be more positive

at pre-training (baseline) for those with prior training and high frequency contact with suicidal persons.
Therefore, future evaluations should utilise more discriminating measures to evaluate other more
relevant constructs hypothesised to change following STARS training, such as clinician fears around
the conduct of the practice.

6. A highlighted gap in this evaluation and in gatekeeper training evaluations generally is knowledge
about the impact of training on capability and knowledge retention over the longer term. Future
evaluation designs should include reimbursements for participants and high impact engaging
strategies to maximise participation in evaluation follow-ups.
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Appendix A
Workshop participating organisations
Workplace of Participants (Workshop 1:
Lutwyche)
Psych Solutions
MIFQ
Providence House
Counselling & Wellness Solutions
Providence House Psychology
Footprints
MIFQ
Strathpine Bravehearts office
MIFQ
Lives Lived Well
Treehouse Psychology
Open Doors Youth Service
Defence
CAPS/ talk suicide
headspace Redcliffe
Standby Response-Support after Suicide
Better Life Centre
Men's Information and Support Association
Headspace
MIFQ
Footprints in Brisbane

Workplace of Participants (Workshop 2:
Northlakes)
Brilliance Counselling & Consultancy
Headspace
Folded Heart Studio, Child Aware, headspace
Redcliffe
Headspace
Today's Psychology
Mind Zone Psychology (ME)
PHN, Queensland Health and Authentic Self
Rhonda Lawson & Associates
Brisbane Minds
TAFE Queensland SkillsTech
Anita Trendle Psychology
Behavioural Health
headspace (United Synergies)
The Headshack Counselling
Department of Human Services
Centre for Human Potential based at Queensland
AIDS Council
National Trial Indigenous Provider
Kurbingui Youth and Family Development
National Trial Indigenous Provider
Morayfield Psychology Centre

Workplace of Participants (Workshop 3:
Northlakes)
Open Doors x 5
QuAC
Recovered Futures x 2
Kurbingui Youth Development x 3
Footprints
Kids and Teen Psychology
Growth Psychology
KCPSYCH x 2
Dhamma and co
Bravehearts
Yourtime Psychology
Mercy Community Service
Changing futures
Department of Human Services
Private Practice
Redcliffe Mental Health Team
Metro North Mental Health - Redcliffe Caboolture
Brighton Health Service
Redcliffe-Caboolture Community Care Units
Brisbane North Psychologists
Stepping Stone Club House
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MIFQ
headspace Redcliffe
Talk Suicide
MIFQ
rebecca svenna psychology
The Way Back, Redcliffe
Bribie Island State High School
Benestar

Queensland AIDS Council
Morayfield Psychology
Kurbingui Youth & Family Development
Hope Centre
National Trial LGBTI Provider
Kurbingui Youth Development Ltd
Wesley Mission Queensland
Empowering Options, Bris West Centre
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Appendix B
2-day Workshop Schedule
Day 1 Schedule
Scheduled
Time
8.15am

Module

Topics/Description of activities

Registration

Coffee/Tea; Sign-in; Traffic Lights Activity

8.45am9.00am

Introduction

Intros & Overview of Workshop
Training materials, Self-Care & Support, Housekeeping

9.00am10.15am

Module 1: Lived
Experience &
Clinician
Attitudes

Lived experience lens: Client, Carer, Worker.

10.15am
10.35am

Morning Tea

10.35am12.30pm

Module 2: A
Renewed
Approach to
Risk Assessment

Language and stigma:
The Clinician/worker: Worker fears and attitudes.

Important concepts in risk assessment:
Assessment prediction – fallibility
Person-centred model of assessment
Risk and protective factors; Warning signs
Introducing STARS (overview)

12.30pm1.00pm

Lunch

1.00pm3.00pm

Module 3:
Structure &
Application of
Stars

STARS Parts A, B, C
Part A
• Uncovering suicidal intent
• Client rated concerns
• Clinician rated confidence (Parts A,B)
Skills translation Part A – (trainer/participant role plays)

3.00pm
3.20pm
3.20pm
4.30pm

Afternoon Tea
Module 3:
(continued)

Parts B & C
• Client rated risk & protective factors
Skills translation Parts B, C – (trainer/participant role
plays)

4.30pm5pm

Summary and
Close

Summary and grounding of learning
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Day 2 Schedule
Scheduled
Time
8.30am

Module/
Topic
Registration

Description/Comment

8.45am9.15am

Welcome

Review of Day 1 & Agenda for Day 2

9.15am10.30am

Module 3:
(continued)

Clinical Notes Summary (using data from Parts A, B, C

10.30am10.50am
10.50am12.30pm

Morning Tea

Coffee/Tea; Sign-in; Feedback posters

Activity – Summary of client rated concerns (noting
relevant Clinician Confidence ratings.

Module 4: Safety
Planning

Safety Planning: Theory and application using STARS
relevant data
Skills translation – safety planning (trainer/participant
role plays)
Summarise feedback

12.30pm1.00pm
1.00pm2.30pm

Lunch
Module 5: Duty of
Care and
Documentation

Duty of care: informing documentation
Clinical Notes Documentation: Using summary data
and safety planning data to inform commensurate
actions for responding to foreseeability.
Group activity - synthesis of key data.

2.30pm3.45pm

STARS Summary

2.45pm3.05pm
3.05pm4.20pm

Afternoon Tea

4.20pm4.30pm

Evaluation and
Close

Module 7: Self
Care

Overview and summary
• Large Group Discussion/Feedback

Self-Care and Worker Compassion:
• Theory and important concepts/reflections
• Self-assessment activity
•

Evaluation – online survey and follow-up
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