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Foreword
As Aboriginal, Torres Strait Islander and Australian South Sea Islander people
who call Mackay home, we appreciate the history and beautiful landscape and
seascape of the country of the Wiri and Yuibera people. We appreciate and
love the uniqueness of the Indigenous culture here, in that it is also influenced
by Australian South Sea Islander culture. We particularly love the people that
constitute our community.
It is this love for our people that motivates us to participate in this research
and continue our quest to investigate why too many of our people, particularly
our young people, are taking their lives.
We have come together as a Critical Reference Group for this project in order to pool
our knowledge, strength and resources to spur ourselves, our community and the
wider community on to develop our understanding of suicide and what preventative
measures can be taken. Suicide has affected our community, and many other
Indigenous communities, in profound ways that are haunting and longlasting.
It is for these reasons that we agreed to form the Critical Reference Group, a group
driven to understand this phenomenon that is so dangerously corrupting our culture.

We sincerely thank you, Australian Rotary Health, for your financial support
that allows this work to be done in our community. We appreciate that you
have invested so much in addressing Indigenous suicide and we look forward
to building on the work that has already been done.

The Suicide Prevention Critical Reference Group
Mackay, Queensland
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Executive Summary
Background
The loss of life to suicide in Indigenous communities is a tragedy that has only recently
begun to be researched and understood in the hope of preventing these unnecessary
deaths. ‘Suicidal behaviours in Indigenous Communities in Queensland: Evaluation and
development of baseline data’ was originally developed in order to better understand
how suicide is perceived within Indigenous communities and how this consequently
affects prevention, intervention and postvention strategies.

Aim and Objectives
The work completed in Mackay provides a bound and grounded case study of the lived
experiences of one Indigenous community. Interviews with 55 participants were
undertaken and analysed. All data collected was conducted following the guidelines set
by the Australian Institute of Aboriginal and Torres Strait Islander Studies (AIATSIS,
2000) for the conduct of ethical research within Australia’s Indigenous communities.

Findings
Identity formation and a lack of connectedness appeared as major themes in the interview
analysis. Participants felt that vulnerability to suicide was increased as young people lacked
a strong and positive sense of Indigenous identity. Lack of identity was experienced at
multiple levels (i.e., individual youth struggling with personal identity issues; rapid change in
the character of the community; loss of traditional activities and identity; poorly maintained
social connections). Participants described young people as “lost”, “lacking self worth”, and
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“confused about their place in the world”. Further, these feelings of loss and
confusion meant that the Indigenous youth had problems with community
connectedness, which could further increase their vulnerability to suicide.
Additionally, the impact of a suicide death and any subsequent response was
affected by the connectedness of the Indigenous community.
Conclusions
Rather than presuming that a universal approach will fit all Indigenous communities,
suicide prevention strategies need to be tailored to the specific needs of each
community. It became clear that suicide prevention strategies not only needed to be
communitybased but also broad and flexible in scope. Youth, especially young men,
were perceived to be especially vulnerable and so an Indigenousspecific focus on
education and skill development, alcohol and drug rehabilitation, family support and
emotional wellbeing was considered vital. Survivors of suicide also needed specific
services to ensure that they received appropriate care but also to help break the cycle
of grief and prevent further suicides. Relationships between different mental and holistic
health providers needed to be strengthened as this would allow all facets of Indigenous
wellbeing to be treated and create a more culturallyappropriate and relevant system for
the community. Further, Indigenous identity and resilience needed to be enhanced
among the entire community through greater emphasis and support of cultural history
and tradition. It was suggested this could be achieved through a cultural centre.
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Preface
I would like to pay my respects to the Yuibera and Wiri people  the traditional
owners of the land on which this project was conducted  and to the Aboriginal,
Torres Strait Islander and the South Sea Islander peoples of Mackay who are an
integral part of the community.
Suicide has affected far too many Indigenous families and communities and, in
recent years, the increased prevalence of suicide, particularly with our youth, is a major
national concern. This increased prevalence has been reported in many research
projects but there is limited understanding within the literature of why these suicides
occur and what measures are needed to curtail these suicide rates. This research
project makes a significant contribution to this paucity of knowledge by privileging
Indigenous voices; that is, allowing Indigenous people to tell their personal stories about
suicide. The sharing of these stories would have undoubtedly brought up painful and
traumatic memories for the participants. With this in mind, I would like to acknowledge
the significant contribution that the participants have made to the project and their
willingness to ‘speak up’ also signifies their willingness to affect change within their
community. Engaging an Indigenous Researcher is paramount for allowing these stories
to be told openly, recorded and analysed with respect and trust.
An important theme that emerges from the research project was that the lack of
connection, culture and identity is a major contributor to the high rates of youth suicide. I
believe that this finding would resonate strongly with many Indigenous people, particularly
through statements like “I feel like I do not belong” and “I just want to move on to another
place”. As Indigenous people we continue to experience the effects of the nation’s heritage.
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Our current situation originates from the notion of Terra Nullius, land belonging to none,
which was used to justify the colonisation of Australia. This notion has not allowed
Indigenous people, their cultures and knowledge to be respected and valued within the
Australian society. This report calls for a cultural shift to occur, particularly within the
health and education sector, to allow a place for Indigenous people to express and
connect with their culture and allow our youth to develop and maintain strong Indigenous
identities. Through such initiatives, we can make a mental shift to a celebration of life
and allow our youth to find a place within Australia as Indigenous people.
This project has created a place for our stories to be heard. In this regard, I would like
to acknowledge the hard work and dedication of the Critical Reference Group. The Critical
Reference Group represented the interest of the Indigenous community of Mackay, an
important voice within this research project, and gave tremendous support to Leda Barnett
as the Indigenous researcher on this project. Last but not least, I would like to acknowledge
the hard work and dedication of Leda Barnett who as a professional psychologist continues
to work for the best interest of Indigenous people in the mental health field and, in doing so,
works beyond the boundaries of her employment as a Senior Research Officer, Australian
Institute for Suicide Research and Prevention, Griffith University. Leda’s contribution to this
project is highly valued and respected and I commend Leda for carrying this project to
completion, despite her own difficult circumstances. Finally, I acknowledge how important it
is for mainstream researchers to undertake research that respects Indigenous ways of
knowing and thinking. I congratulate the Australian Institute for Suicide Research and
Prevention for taking this journey in relation to this important topic.

Dr. Chris Matthews, PhD.
Coordinator, Indigenous Research Network, Griffith University
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Background
In every colonised country throughout the world, suicide rates tend to be higher
among the Indigenous population than the nonIndigenous population (Procter, 2005;
Chandler et. al., 2003; Cantor & Neulinger, 2000; Chandler & Lalonde, 1998). Australia
is no exception (De Leo et. al., in press; Pridmore & Fujiyama, 2009). Much still remains
to be understood in terms of the factors that are unique to Indigenous suicide and the
most effective ways in which to prevent these tragic deaths. This literature review
analyses the available literature within the context of the question: How have suicide
intervention and prevention strategies been contextualised within the social and cultural
experiences of the Australian Indigenous population? To review the available literature,
an electronic search was conducted using Medline, Proquest and PsychInfo databases.
Additionally, a hand search was made of relevant books and governmental reports.
Search terms included: ‘suicide’, ‘suicidal’ and ‘selfharm’, ‘Indigenous’, ‘Aboriginal’,
‘culture’ and ‘colonisation’. Articles written in languages other than English were
excluded. The intent of this literature review is to provide a grounding for the project and
illustrate the gaps that continue to exist in the literature which this project aims to fill.

Social and Cultural Experiences of Indigenous People in Australia
The social and cultural experiences of Indigenous people in Australia need to be
considered when analysing suicidal behaviours among the population. Similar to non
Indigenous suicide, factors such as mental illness (Butler et. al., 2007; Measey et al., 2006;
ElliottFarrelly, 2005a; Tatz, 2005, 2004) and alcohol abuse (Lee et. al., 2008; Tatz, 2005;
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ElliottFarrelly, 2004; McKnight, 2002; Hunter et. al., 2001; Laugharne, 1999; Hunter, 1996)
appear in Indigenous suicide. However, there are also factors unique to Indigenous
experiences which can consequently lead to an increased vulnerability to suicidal
behaviours (Hanssens, 2007a; Tatz, 2005; ElliottFarrelly, 2004; Parker & BenTovim, 2002).

It cannot be denied that colonisation has had a traumatic impact on Indigenous
culture, society and spirituality. Australia was initially declared terra nullius (empty land)
which stripped the Indigenous of any rights over the land (Rowse, 1993). Prior to the
1967 Referendum, Aboriginal Australians were not considered citizens under the
Constitution and there were formalised restrictions on travel, education, employment,
marriage and cultural practice (Kidd, 1997). Further, women and children could be
forcibly removed to missions, orphanages or foster homes, depending on their age
(Hunter, 2007; Hunter and Milroy, 2006; McKnight, 2002; Kidd, 1997; Rowse, 1993).
The 1967 Referendum granted Indigenous Australians citizenship and the right to vote.
Anthropologists and sociologists were among the first academics to conduct field work and
research within Indigenous communities and document changes as a consequence of the
Referendum. In contrast to what was expected, many found that communities suffered
feelings of disillusionment and hopelessness after the Referendum (Attwood and Markus,
2007; Lothian, 2005; Sutton, 2001). Legal recognition did not necessarily translate into
practical and positive change in the lives of Indigenous people (Tatz, 2005; Kidd, 1997).
While missions were removed from communities by the 1970s, alcohol canteens appeared
to replace them in some communities, such as Mornington Island (McKnight, 2002).
It was not until the 1990s that further change began to evolve. In 1992, the potential
right to cultural ownership of land was recognised by the Commonwealth with the High
Court’s Mabo verdict. This allowed Indigenous communities limited legal rights to their
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traditional land, albeit without overturning terra nullius and only in the very specific and
unique circumstances of being able to prove ‘continuous usage’ (Rowse, 1993). The
way in which ‘continuous usage’ is constructed makes it impossible for the Stolen
Generation to demonstrate (HREOC, 1997; Kidd, 1997). The trauma suffered by the
Stolen Generation was later officially recognised in 1997 with the publication of the
Human Rights and Equal Opportunity Commissions Report Bringing them home: report
of the national inquiry into the separation of Aboriginal and Torres Strait Islander children
th

from their families (HREOC, 1997). Most recently, on 13 February 2008, Prime Minister
Kevin Rudd gave a formal and public apology to the Indigenous people of Australia for
the injustices suffered as a consequence of colonisation (Welch, 2008).
Despite this progress, Indigenous Australians still face a substantially lower life expectancy
than nonIndigenous Australians with the ABS averaging the gap to be 17 years less (ABS,
2008a). However, when the ABS recalculated Indigenous life expectancy for 2005 2007, using a
different methodology, they found that Indigenous males lived 11.5 years less than
nonIndigenous males and Indigenous females lived 9.7 years less than nonIndigenous females
(ABS, 2009). Overall, Cooke et al. (2007) found that 75% of Indigenous males died before
reaching 65 years of age, compared to 26% of nonIndigenous males; Indigenous females fared
little better with 65% dying before reaching 65 years of age, compared to 16% of nonIndigenous
females. Higher morality rates among the Indigenous population may be linked to higher rates of
death from unnatural causes, which include accidents, homicide and suicide – 16% of
Indigenous deaths compared to 6% of nonIndigenous deaths (ABS, 2008a). Additionally,
Indigenous maternal and infant mortality rates are significantly higher than in the nonIndigenous
population (five and threetimes higher respectively); both of these types of rates indicate to the
general health of the community and their access to
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healthcare (ABS, 2008a). Mortality can also be linked to the high rates of potentially
preventable lifestyle diseases, such as diabetes, found in Indigenous communities
(Kutcher & Szumilas, 2008; Ring & O'Brien, 2007; Silburn et. al., 2007; Hunter,
2003). Shah and Johnson (1992) found that the excessive rates of these diseases
could be related to the high cost of healthy food in many Indigenous communities.
Indeed, poverty and poor living conditions continue to be much more commonly
experienced by Indigenous Australians than nonIndigenous Australians (Ellis, 2007;
Hunter & Milroy, 2006; Shah & Johnson, 1992). The remote location of many Indigenous
communities, linked to their beginnings as former missions, has proven difficult for
employment opportunities and access to healthcare and education. Further, family
networks have been perceived to remain insecure with 8% of Australian Indigenous
people reporting that they had been removed from their natural family, including those
from the Stolen Generation (ABS, 2008b). Appropriate housing also remains a problem,
especially in very remote Indigenous communities with 40% of households requiring at
least one extra bedroom for the number of occupants (ABS, 2006); overall, 16.6% of
Indigenous households were overcrowded compared to 2.8% of all other households
(Seebeck et. al., 2007). Houses may often lack such basic amenities as appropriate
sewerage or electricity (Ring & Brown, 2002).
Poverty may also be perpetuated by the lower educational levels attained by
Indigenous people, when compared to nonIndigenous people (ABS, 2008b; Cooke et. al.,
2007). Helped in part by its compulsivity, it is reported 95% of Indigenous children aged 414
years attend school (ABS, 2008b). While attendance can vary significantly between urban,
rural and remote communities, in general, Indigenous students have threetimes the number
of absences from school than nonIndigenous children (Bourke et. al., 2000). Problems with
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attendance are also reflected by the fact that 22.7% of Indigenous people have
completed Year 12 compared to 38.6% of nonIndigenous people (Seebeck et. al.,
2007). Lower educational attainment may also be reflected in the differences between
unemployment rates – 21.5% Indigenous males compared to 8.5% nonIndigenous
males; 18.1% Indigenous females compared to 7.3% nonIndigenous females (Seebeck
et. al., 2007). In Queensland, the more remote the community in which an Indigenous
person lived, the less likely they were employed (Department of Communities, 2006).
Consequently, in Queensland, more than half (51.7%) of Aboriginal and Torres Strait
Islander adults relied on government pensions and benefits as their main source of
income, compared to 29.6% nonIndigenous adults (Department of Communities, 2006).

It has been argued that the normalised dysfunction resulting from the impacts
of colonisation and substandard living conditions, especially in remote Australian
communities, combine to negatively impact on the psychological and spiritual
wellbeing of Indigenous Australians (McKnight, 2002; Clarke et. al., 1999). This can
lead to increased vulnerability to substance abuse and suicidal behaviours.

How are social and cultural experiences linked to suicidal behaviours in Indigenous

people?
Suicide among Australia’s Indigenous community was rare until the 1960s (Hunter &
Milroy, 2006); since then, the rate of suicidal behaviours has increased dramatically (Hunter
et. al., 2001). The dispossession, marginalisation and loss of culture and tradition
experienced by Indigenous Australians has provided the foundation for recent sociological
analyses of suicide rates and behaviours within these communities (Hunter, 2007; Hunter &
Milroy, 2006; Tatz, 2005; Hunter et. al., 2001). Traditional experiences of connection to the
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land and kinship relationships have been irrevocably changed as a consequence of
the Stolen Generation and many customs have been lost (Petchkovsky et. al., 2004;
Hocking, 2002; Smith, 1999; Folds, 1987). Unique to the Indigenous experience, the
grief suffered from these losses has led some researchers to argue that suicidal
behaviours performed by Indigenous people may be more associated with feelings of
hopelessness, disconnectedness and grief, as opposed to mental illness (Farrelly &
Francis, 2009; Tatz, 2005; Hunter et. al., 2001). However, the ways in which these
feelings impact on Indigenous suicide rates has yet to be consistently researched.
Yet, similar to nonIndigenous suicide statistics in Australia, Indigenous men are
more vulnerable to the risk of suicide than Indigenous women. Suicide rates are highest
among Indigenous people aged 1524 years (59 per 100,000) and 2534 years (55 per
100,000), with a steep decline found in the older age groups; nonIndigenous suicide
rates tend to increase with age (De Leo et. al., in press; ElliottFarrelly, 2005a, 2004;
Helps & Harrison, 2004; Hunter et. al., 2001; McCormack et. al., 2001; McCoy, 2007;
Tatz, 2004). Tatz (2005) reported that, in New South Wales, Indigenous suicides had
occurred within the 514 years agegroup; an 8yearold child was counted among the
‘possible’ suicides. Estimated at 15 per 100,000, the suicide rate in this agegroup was
significantly higher than other Indigenous populations around the world. Additionally,
more Indigenous than non Indigenous people are hospitalised due to injuries sustained
from selfharm; especially Indigenous men who are 2.9times more likely to be
hospitalised for this reason (AIHW, 2009).
While there are obvious differences between Indigenous and nonIndigenous suicides,
substantial literature has presumed that the risk factors associated with mental illness
translate equally to both populations (ElliottFarrelly, 2005a; Tatz, 2005). However, more
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recent research has indicated that this may not be case, especially considering that Western
definitions and concepts of ‘mental illness’, as constructed by the Diagnostic Statistical
Manual for Mental Disorders – IV Edition (DSMIV), may not be relevant to the Indigenous
experience (Chenhall & Senior, 2009; Adams & Danks, 2007; ElliottFarrelly, 2005a; Tatz,
2005; Brown, 2001). While mental illness has been diagnosed in some who have suicided,
few researchers have examined the ways in which disorders, such as ‘depression’, are
contextualised within Indigenous cultures and communities (De Leo et. al., in print; Butler et.
al., 2007; Measey et. al., 2006; ElliottFarrelly, 2005a; Tatz, 2005, 2004). Researchers have
begun to argue that the symptoms of and appropriate responses to Indigenous mental
illness are very different to the nonIndigenous construct (Butler et. al., 2007). Consequently,
while a culturallyrelevant definition of mental illness has been attempted, the use of
culturallyinappropriate diagnostic tests continues to be problematic in assessing the depth
of the problem in Indigenous communities (Esler et. al., 2007; Westerman, 2004). Current
research suggests that mental illness may be more commonly found in non Indigenous
suicides than Indigenous suicides (De Leo et. al., in press; Tatz, 2005). A study of 181
suicides which occurred in the Top End of the Northern Territory found that, while the
nextofkin had thought the deceased was ‘depressed’ in 80 cases, fewer than half of these
had medical records which included a formal diagnosis of mental illness; only one of whom
was Indigenous (Parker & BenTovim, 2002).
However, lack of access to health facilities may result in the underdiagnosis of mental
illness among Indigenous populations (Butler et. al., 2007; Hunter, 2007; Kosky & Dundas,
2000). In rural areas, 80% of Indigenous people live more than 25km away from any mental
health services; further, a permanent doctor is only available for 35% of this population
which means it is difficult to access help for any physical or mental health condition. Within
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a prison population, increased access to mental health facilities in a prison population does
appear to lead to increased diagnosis among Indigenous prisoners (Butler et. al., 2007;
Kariminia et. al., 2007). It appears that Aboriginal female prisoners (64%) were more likely to
be diagnosed with a mental illness than nonAboriginal female prisoners (52%); however,
there was no significant difference between Indigenous and nonIndigenous male prisoners
(Kariminia et. al., 2007). The importance of access to healthcare facilities is also illustrated
by the fact that twotimes as many Indigenous males as nonIndigenous males and
1.4times Indigenous females than nonIndigenous females have reported a hospital
separation as a result of mental health or behavioural issues, predominantly caused by the
use of alcohol or psychoactive substances (ABS & AIWH, 2002).

There are two additional complications in the definition and conceptualisation of
Indigenous mental illness. The first is that hallucinations and hearing voices may be
perceived to be symptoms of psychosis; however, these can also be part of
Indigenous spirituality where the dead can communicate with the living, even
provoking some to suicide (Chenhall & Senior, 2009; Hunter et. al., 2001). The
second is that mental illness is greatly stigmatised in Indigenous communities,
especially given its difficult contextualisation outside Western parameters, which
exacerbates the difficulties with diagnosis and treatment; this may also increase
vulnerability to selfharm and suicidal behaviours (Westerman, 2004; Brown, 2001).
In his study on Mornington Island, McKnight (2002) was able to argue a connection
between the introduction of an alcohol canteen in the 1970s and detrimental impacts on
culture, increased alcohol abuse and increased external causes of death, including suicide.
This connection has been reaffirmed by other researchers who have indicated a link
between the ready availability of alcohol at canteens, the impact on Indigenous culture, and
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the appearance of suicide in a population among which it had been relatively unknown
(Laliberte & Tousignant, 2009; Lee et al., 2008; Tatz, 2005; ElliottFarrelly, 2004; McKnight,
2002; Hunter et al., 2001; Laugharne, 1999; Hunter, 1996). Indeed, alcohol was held to be
directly involved in 77% of the Indigenous suicide cases studied in the Northern Territory
(Hanssens, 2007a). However, much of this research does not fully explain the different ways
in which alcohol abuse could lead to suicidal behaviour. Alcohol abuse may not directly
cause suicide; rather it can worsen such risk factors as depression, violence and other
negative behaviours which can leave an individual more vulnerable to suicide (Laliberte &
Tousignant, 2009; Fergusson et. al., 2009; Hanssens, 2007a; Hunter, 1996).
Another difference between Indigenous and nonIndigenous suicide, and of great concern,
is the apparent frequency of suicide ‘clusters’, where the suicide of one person appears to inspire
the subsequent suicide deaths of others within the same family or community (Hanssens, 2007a;
ElliottFarrelly, 2004; Parker & BenTovim, 2002). This clustering phenomenon has been linked
to traditional beliefs in sorcery, being ‘sung’ where the person believes they will die, or a spirit
enticing a person to suicide (Chenhall & Senior, 2009; Hunter et. al., 2001). Additionally, the
same method tends to be used in Indigenous suicide clusters, notably hanging. The cultural
meanings behind hanging situate its use in terms of the disconnectedness felt as a result of
colonial oppression, racism, and its traditional use as a method of capital, punishment (Tatz,
2005; Hunter et al., 2001; Kosky & Dundas, 2000). Hanging became a symbol of political protest
against these historical, and continuing, injustices; a powerful statement against intolerance
(Wilson, 1982). However, hanging is also the most common suicide method in Australia and is
easily accessible, an important factor given the remoteness many Indigenous communities
(Pridmore and Fujiyama, 2009; Hanssens, 2007a; De Leo et. al., 2006; Tatz, 2005). In such
isolated and close
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communities, there is a risk that young people may become desensitised to dying and
suicide if they are exposed to it (Farrelly, 2008; McKnight, 2002), especially as many
suicides occur in public spaces (Hanssens, 2007a; Hunter et al., 2001). Even without
visibility, news of a suicide tends to spread quickly within these small communities
(Hanssens, 2007a, 2007b; Parker & BenTovim, 2002; Hunter et al., 2001).

The aim of this research was to understand the local experience of Indigenous
suicide in a specific community where a “wave” of attempted and completed suicides
had been reported. The purpose of the research was to identify the social and
cultural risk and protective factors that contributed to suicide from the perspective of
local community members. The findings will inform the development of a targeted
communitybased response to reduce suicide in Indigenous communities. Further,
through the use of an Indigenist research paradigm, the research aimed to facilitate
sustainable community self management of this issue in future.
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Method and Approach

In the Indigenist paradigm (Rigney, 1997), it is assumed that a researcher who is
the product of the same historical, cultural and societal influences as the target
Indigenous community will have access to the necessary local knowledge systems for
the conduct of appropriate research (Smith, 1999). Thus, Indigenist research requires an
Indigenous researcher to draw on experiences relating to their own cultural identity and
experiences of colonisation. Rigney (1997) noted that inappropriate research has
contributed to the continued oppression and subordination of Indigenous Australians in
every facet of Australian society. He claimed that there is a sense of powerlessness
among Indigenous people to attend to entrenched issues and that Indigenous
researchers need to address this situation by setting political agendas and establishing a
link between research and the liberation of Indigenous Australians. Accordingly, the
Indigenist research paradigm requires understanding of, and engagement with, issues
that contribute to the oppression of Indigenous Australia (Rigney, 2001).
The engagement of Indigenous researchers and participatory methods of enquiry are
fundamental beliefs that underpin the theory of Indigenist research (Rigney, 1997).
Research should be based on the notion of collective ownership of the research processes
and outcomes. Shared cultural knowledge between an Indigenous researcher and the
Indigenous community, in conjunction with a shared interest in collaborating to improve the
Indigenous situation, creates a unique partnership that can initiate change and
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emancipation (Gilbert, 2004). Having an Indigenous researcher and active engagement
of Indigenous community members in all aspects of the research project was important
in ensuring the following principles of Indigenist research were adhered to: 1) respect for
Indigenous ways of knowing or epistemology; 2) emancipation through collaboration and
participatory research; 3) enabling Indigenous people to contribute to the health policy
and practices that impact on their lives; and, 4) culturally appropriate methods.

Design
Small populations, such as Indigenous communities, are typically problematic for
quantitative

research

methodologies,

particularly

in

areas

where

evidencebased

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, Indigenous people are
often inadequately represented, resulting in erroneous conclusions and inappropriate
application of results. Consequently, a participantobservation approach was used in this
study (Neuman, 1999). The researcher’s role as an Aboriginal participant observer directly
influenced the aspects of community to which the researcher was exposed and the data that
she was permitted to collect (Vidich, 1955).

Being informed about the community and its preferences allowed for refinement
of data collection techniques (i.e., group interviews), consequently improving the
accessibility to local knowledge (Vidich, 1955) through the use of qualitative methods
such as storytelling (Britten, 1995). This qualitative participatory methodology assists
in addressing the issue of cultural sensitivity by giving due consideration to the
needs and customs of Indigenous communities (Gower & Mack, 2002).
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Importantly, there was collaboration between the researcher and community
members with the joint aim of mobilising change (Henry et al., 2002). This shared
knowledge and understanding legitimated the products of the knowledge system
from which participants worked (i.e., participatory voices). Participatory research
incorporates collective ownership of the research process and outcomes, initiated by
the complimentary partnership between the researchers and community members
both as research partners and study participants. This element of community
participation was realised through the establishment of the Critical Reference Group
(CRG) which facilitated community ownership, commitment and, most importantly,
contributed to relevant and sustainable research outcomes.
Participant selection
Participants were recruited through a method that involved intense promotion of the
project throughout local Indigenous community networks. As the researcher both worked in
the community as a health provider and had family connections, the recruitment of
participants drew on her extensive knowledge of the local network. Community members
also suggested other potential participants and provided information with regard to how they
could be contacted. Potential participants were also approached in social contexts such as
community events and impromptu meetings and gatherings.

Participants
A total of 55 participants were interviewed in this study. In accordance with the
preferences of the participants, 16 group interviews and 38 individual interviews were
conducted. Group interviews were held at the request of participants for reasons including
personal comfort, workplace convenience, shared experience of a specific suicide event, or
a recommendation to include the valued opinions of colleagues. The nature of the group
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interviews, particularly those with more than two participants, did not allow for gathering
specific information from each participant in relation to intimate experiences of suicide. In
these cases, more general conversations were held in relation to suicide in the community.
However, these group interviews allowed greater exploration of ideas across participants
and identified shared values or beliefs that might not have emerged in onetoone interviews.
However, the responses of 54 participants were analysed as the audio recording for one
participant was inaudible and therefore not included in the analysis.

Study participation was voluntary (see Consent and Information Form in Appendix)
and participants also completed a detailed demographic survey. All except 7 participants
(3 males; 4 females) identified overtly as being: Aboriginal (5 Males, 11 Females);
Torres Strait Islander (2 males, 3 females); Australian South Sea Islander (4 males, 5
females); or a combination of these cultures (Aboriginal and Torres Strait Islander  1
male, 6 females; Aboriginal and Australian South Sea Islander  3 males, 3 females;
Aboriginal, Torres Strait Islander and Australian South Sea Islander  3 females; Torres
Strait Islander and Australian South Sea Islander  1 male).
The sample was mostly female (n=36) and the average age was 41.42 years (range 16
73; SD=14.29). The majority of the sample were married or living in a de facto relationship (n=21
and 14 respectively), with only 8 having never married and 11 being separated, divorced or
widowed. The participants had lived in Mackay for an average of 25.12 years (301.50 months,
ranging from 2 months to 876 months; SD=276 months). In terms of education, the sample
reported an average of 12.24 years, with a range from 5 to 26 years (SD=3.56); note that one
participant had studied parttime in a range of courses, resulting in a skewed distribution. The
entire sample had been exposed to suicide at some stage and 48.8% reported having
contemplated or attempted suicide in the past. Of those who
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reported suicide ideation or attempted suicide, 65% were female and the majority
were married or living in de facto arrangements (75%). The presence of attempted or
contemplated suicide was not associated with any demographic variables.
Data collection
Indigenist research must be conducted in accordance with the community’s cultural
infrastructure (i.e., following local protocols) and data collection methods must reflect the
information transmission techniques that are used in Indigenous culture (e.g., story telling,
interviewing in groups and using observations) (Rigney, 1997; Smith, 1999). Qualitative
methods allowed participants to explore their personal experiences and beliefs, to describe
the occurrences of suicide in the community and think about the possible contributory or
preventative factors from their perspectives. The interviews provided the opportunity for
valuable insight into how participants thought and felt (Burnard, 1994).

The description of historical events in the community also provided important
revelations about how the community had evolved over time and the influence of this
journey on wellbeing at a community level. The lived community experience of the
researcher allowed for a deeper understanding of how systems worked within the
community and the Indigenous community’s expectations of the available facilities
(e.g., the workings of the local health system).
Interviews were conducted to gather specific information about suicide events in the
community, their impact on the community, the possible contributing factors and experiences
or ideas about possible solutions. The individual interviews were conducted using an
interview schedule (see Appendix). Most of the participants knew the researcher and were
familiar with her extended family and kinship structures within the community. In accordance
with cultural protocols, those who were not familiar with the researcher or her
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family were allowed to engage in full introductory sessions that explored the researcher’s
and the participant’s family structures, shared experiences with key community members,
local history and social connections. Following this introduction, the interview began when
participants felt comfortable to share information on this sensitive topic.
A brief overview of the research project was provided together with an explanation of
how the community was involved (i.e., the nature of the participants previously interviewed
and the role of the Critical Reference Group). The interviews were semistructured in that
they involved soliciting responses to predetermined questions. However, they were flexible
in response to the type and level of information shared by the participant as the interview
progressed. A calculated informality was facilitated through language (i.e., by repeating
words and terms used by the participants and familiar cultural sayings) and participants were
subtly encouraged to explore their experiences in the community with a view to eventually
sharing more personal stories. The interviews encouraged storytelling and allowed flexibility
to explore issues of importance in accordance with what the participant shared; for example,
personal experiences of suicide and responding to suicide as community members. The
interviews provided insight into the influence of various societal, family and individual factors
on wellbeing.

Procedure
Guidelines set by the Australian Institute of Aboriginal and Torres Strait Islander
Studies (AIATSIS, 2000) for the conduct of ethical research within Australia’s Indigenous
communities were followed. In accordance with community cultural protocols, initial
community consultations were conducted for the purpose of establishing a community
understanding of the project, gaining permission and soliciting support with regard to the
research project. Previously established relationships between the researcher and
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community members (and her immediate family) facilitated the acceptance of the
research and the willingness of the community and individual participants to engage
in the research project.
At the beginning of each interview participants were assured that confidentiality
would be maintained and necessary procedures were in place to assure anonymity.
Each participant was given an information sheet (see Appendix) and asked to complete
consent form (see Appendix). Participants were first asked to complete the demographic
survey (see Appendix) followed by the interview and a debriefing session following the
interview in accordance with ethical guidelines. The survey also consisted of two sets of
items requiring participants to rate the seriousness of 18 problems in the community
(e.g., job security, housing, crime, poverty, education, family life, transport, healthcare,
prejudice, pollution, drug abuse, land rights etc.) and the level of community resources
(closeness, supportiveness, hopefulness, optimism). These items were rated on a
5point Likert scale ranging from ‘not serious’ to ‘very serious’ or ‘low level’ to ‘high level’
respectively. Higher scores indicated more serious problems and higher levels of
community resources. All interviews were audiorecorded with the permission of each
participant and were transcribed verbatim for further analysis.

Data analysis
One interview was not included in the data because the audio recording was inaudible.
Notes taken during the interview were used instead. The quantitative data was analysed
using SPSS to produce descriptive statistics and to explore the basic relationships between
variables. Openended responses to the survey were collated and categorised. Qualitative
data was analysed with the assistance of NVivo; thematic and narrative analysis

26

were used. First, each interview was summarised and direct quotes were extracted if they

addressed one of three major research questions:
1.

What is the impact of Indigenous suicide on Mackay?

2.

What factors contribute to or prevent Indigenous suicide in Mackay?

3.

What solutions (or features of solutions) exist in the community (or other
communities) that could be applied in Mackay?
Once the text was categorised according to these three research questions, sub

themes were identified and described using direct quotes. The remainder of this report
explores the way in which the data has addressed each of these three questions.
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Results
The Impact of Mackay on Indigenous Suicide
The data indicated a complex twoway relationship between the place (i.e., its impact
on Indigenous people and its role in suicide events) and the community (i.e., the impact of
suicide in the community on the place and how life in Mackay was experienced).

Participants identified a range of social issues that characterised Mackay at
present, most of which reflected changing trends over the last decade or so. Mackay
was seen as a rapidly developing area, with population growth and key industry
expansion. The major development was occurring in the area of mining. For the
Indigenous participants in this study, the negative impact of mining growth was seen in
multiple ways. The most significant issue appeared to be the loss and destruction of the
physical environment. Many significant local landmarks, both cultural and personal, had
been lost either directly through mining activity, or through the development that
accompanied the population growth. Participants described culturally meaningful areas
that were no longer available to them and relayed the sadness they felt about losing this
traditional history. As a result of the population expansion, more buildings were required,
including highrise apartments and types of construction that had not been previously
seen in Mackay. Increasing real estate prices and rental costs had excluded many
participants from the housing market, arguably resulting in increased homelessness.
According to participants, the increased cost of living in Mackay had not been
accompanied by increased prosperity in the Indigenous population. They noted that the
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wealth generated by the mining industry tended to overshadow its impact on Indigenous
people. As sectors of the community became more developed, affluent and populated,
Indigenous people appeared to be pushed further to the outskirts of town. Participants
described how the gap between high and lowincome citizens was getting wider. They
contrasted the status of the young nonIndigenous apprentices who worked in the mines
on high salaries and drove “hottedup” cars with the Indigenous youth who remained
without employment opportunities, but also without their cultural heritage and identity.

Participants described how rapid population growth and increasing levels of
transience had meant increased social problems. They stated that they would have
been able to leave their houses and property unlocked in the past, but that this was
no longer the case. They described “druggies, domestic violence, syringes in the
gutter, .... police and ambulance visits”.
Most participants also described rapidly increasing rates of joblessness and
homelessness among their people, together with major increases in drug use, drinking
and violence. Several participants described how many community members wanted to
take the kids “out bush”, where it was considered to be safer. The delivery of essential
services in the town had not kept pace with this growth (e.g., health, education, housing,
transportation). Increased levels of family breakdown were also described as a marked
change in the Indigenous community over the last few years. Even for those few
Indigenous people who benefited from employment and/or residence within the mining
sector, their partners reported being stuck at home with children, limited social
connections and experiences of discrimination. There was a suggestion that most of the
Aboriginal people who worked in the mines were not locals, but were part of a larger
workforce that was flown in and out of Mackay as needed.

29

One of the most significant issues faced by participants was the loss of
“community”. They described how they used to know everyone in the community
whereas now there was a constantly changing flow of people through Mackay. Whereas
the community was known as one where people would come together and help each
other, this no longer occurred. Many participants described how they had chosen to
move to Mackay for employment, educational opportunities and family connections.
They now felt let down by the changes. They also noted that the physical environment
was healthy, with an abundance of sporting facilities, beaches and outdoor parks. They
feared that this environment was also being eroded over time.
In rating the seriousness of various problems in their community, the most serious
issues involved alcohol, drug and volatile substance abuse/misuse. Domestic violence,
child and spouse abuse and poor family life were also significantly serious problems.
These issues were followed by broader features of the community, such as housing,
crime, healthcare, job security and transport. The means and standard deviations for the
full set of community problems are shown in Table 1 below.

In describing the social resources available to them in Mackay, participants
rated closeness of the community as the most available resource. The community
was considered to be supportive of one another, but feelings of hopefulness and
optimism were less commonly decsribed (see Table 2 below).
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Table 1: Perceived Seriousness of Community Problems in Mackay
Problem

Mean

Std.
Deviation

Alcohol abuse

4.28

.81

Drug abuse

4.25

.85

Domestic violence

3.96

.82

Volatile substance misuse

3.96

.95

Poor/inadequate housing

3.87

.99

Child and spouse abuse

3.86

.93

Crime

3.74

.99

Health care

3.72

1.04

Poor Family life

3.66

1.05

Quality of life

3.65

.93

Job security

3.60

1.18

Transport

3.59

1.07

Land rights

3.59

1.13

Racial prejudice

3.53

1.04

Poverty

3.41

1.01

Lack of Government support

3.25

1.09

Pollution

3.21

1.06

Lack of Teachers & schools

2.94

1.22

NB: Higher scores = greater severity

31

Table 2: Perceived Community Resources in Mackay
Resource

Mean

Std.
Deviation

How close to one another are people?

3.21

.88

How supportive of one another are people?

3.11

.87

How hopeful about the future are people?

2.94

.90

How optimistic about the future are

2.85

.82

people?
NB: Higher scores = higher levels of resources

Suicidal ideation or attempted suicide among participants tended to be associated
with higher perceived seriousness of job security problems in the community
(Rho=.339; p=.03), but not with any other variables. Perceived levels of optimism in the
community were also associated with the absence of suicidal ideation or attempted
suicide (Rho=.337; p=.03). No other community resources were associated with suicide
ideation or attempted suicide in the sample. Participants who had resided in Mackay for
longer periods of time tended to identify higher levels of resources in the community
(Rho=.279; p=.04) and those with lower levels of education tended to report higher
levels of perceived hopefulness in the community (Rho=.295; p=.03).
When discussing the affect of suicide on the Mackay Indigenous community,
participants all tended to refer to their community as a living entity with a consciousness (i.e.,
talking about the community in the third person, giving the community personal
characteristics, nominalising the community). Most responses described several stages of
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engagement by the community following a suicide event. They described a
chronological sequence of reactions that reflected the communal grief process:

I'm 32 and I can't even show [my child] now where mum and dad got married,
because they got married at [the park], and I can't show her... (IV02P2)

Like even when I go to the shop now when there are a few people that come
from the flats. Like we used to know everyone; say hello or acknowledge them
by nodding a greeting or something. Now we just go straight past. (IV12P13)

Yeah, look, try and drive in and out of home now. There’s all the houses.
It used to be a paddock. [Unclear] Road used to be a dairy farm, a cane
farm. Look at it now. Other kids used to play there, now there’s 20
houses going out the front door. People we don’t even know. And only
one of the 20 comes from Mackay (IV28P34)

The Impact of Indigenous Suicide on Mackay
Most commonly, participants reported that the impact of suicide on the community
was a collective state of depression. After each suicide event, participants described
periods of questioning that dominated community activity (i.e., asking why the suicide
happened). Many participants described this period as one of collective selfreflection.
During this period, participants reported that the entire Indigenous community became
obsessed with musings about what could have been done to prevent the suicide.
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Several participants described how community members often tended to engage in
activities that involved large numbers of people following suicide events. There was a sense
that they were trying to assess risks and prevent further suicide acts within the community.
These actions were described as being reflective of panic, uncertainty, helplessness and a
breakdown in the emotional fabric of the community. With time, and after experiencing the
camaraderie of collective activities, community members reported a sense of healing,
attending to their lives once more and giving the appearance of having forgotten about the
suicide. When the next suicide occurred, they reported experiencing the same emotions,
compounding the affect of the previous suicide; subsequent suicide behaviours were seen
as an even greater tragedy than before. However, some participants worried that suicide
could become “just another illness” in the community. Two participants expressed fear that,
over time, suicide could become commonplace, viewed with the same complacency as
chicken pox and obesity. They described how a similar process had occurred in relation to
the prevalence of drug and alcohol abuse among young Indigenous people in Mackay.
Participants believed that suicide affected the community’s sense of selfesteem.
However, they also noted that these events enhanced the compassion available for the
survivors of suicide. This compassion differed from the community response to other types
of deaths. The nature of a death by suicide (i.e., incorporating the survivors’ potential notion
of senselessness and lack of justification) was described as “sapping the community of its
spirit”. Thus, community responses appeared confused with regards to suicide; it was
perceived to both strengthen and weaken the community spirit, creating fragility through
compounded grief. For example, the suicide of a young person in the Indigenous community
has a farreaching affect. It renders the community vulnerable: family, peers and other
community members are engaged in the grieving process to varying degrees on
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personal and professional levels. Not only has the community lost one of its
members, consequently altering its future, but the onset of grief renders individuals
emotionally charged and at risk of further damage.
Complicating this fragility was the fact that the community remained relatively
powerless against suicide. As one participant noted, “…the community’s not really going
to stand up do something about it, [suicide’s] still taboo...” Although shame about suicide
had a significant impact on the community by preventing the identification of risk factors,
there was also a belief that community members were simply not inclined to talk about
suicide. There was a need to raise general awareness; it was believed that this would
enable and encourage people to talk openly about suicide. It was also suggested the
community was paralysed by anger, perhaps as part of the grieving process, stemming
largely from their frustration about not knowing what to do. Risk factors and other
warning signs were often overlooked, or only recognised in hindsight, which raised
further questions about possible prevention. Most participants reported feeling as though
they could have prevented a suicide somehow if they had been more attentive; others
carried significant degrees of blame, believing that they did not make themselves
available when needed. This type of avoidable death was particularly disturbing and, for
some participants, it was an indication that the Indigenous community was not looking
after itself, resulting in the loss of valuable young lives.
Participants felt particularly helpless about the fact that, after seeing the consequences
of previous suicides, other youth would consider suicide as a way to solicit the attention they
needed in order to address their situation. One participant believed that “…the more suicides
you have the more dysfunctional the system…” — the system meaning the wider context
within which the Indigenous community existed (i.e., Mackay). Although
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there was a perception that the wider community did not care about its Indigenous
community, some participants acknowledged the participation of a small number of
non Indigenous volunteers at the 24hour crisis intervention centre. Several
participants commented that Indigenous suicide should become an issue for the
entire Mackay community and warned of the potential for the entire town to become
increasingly desensitised to suicide over time. For this reason, participants noted the
need for interventions that encompassed the entire community; strategies that
addressed Indigenous suicides within the context of the wider Mackay community.
The impact of suicide in this community is best illustrated through some case studies.
The following case studies have been constructed from the stories told during the interviews
and illustrate the commonalities and differences across particular individuals.

Case Study – Male Completed Suicide
He was a young man when he hung himself. There were rumours that he had
been physically and sexually abused as a child but no one was ever charged.
He did not like school very much so spent most of his time with his friends.
Drinking and taking drugs were a way to escape. As a result of his substance
abuse, he had been in prison by the time he was in his early20s. While there,
he became physically healthy as he started working out at the gym; however, it
became clear that his mental health was adversely affected. When he was
released, people around him noticed that he had changed but he refused to
talk about any childhood or prison experiences. It seemed as though admitting
something was wrong would be like admitting a weakness; he had too much
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pride in his physical strength to admit that he had been a victim of any abuse.
However, he also became more aggressive in getting what he wanted from
people. In this way, he also became an abuser, continuing the dysfunctional
behaviour he experienced and learned as a child. While he no longer took any
illicit drugs, his drinking continued. While he drank less regularly, he was more
likely to violently act out when he was drunk. His drinking and violence had
negatively impacted on his relationship and she was planning to leave him. On
the day he died, he had been drinking and had argued with partner. However,
nothing appeared out of the ordinary to those around him. He did not seem to
be depressed and no one was worried when he walked away from the house.
A few hours later, friends found his body. His friends felt as though he just got
up and hung himself without any warning; there was no note.

Case Study – Female Interrupted Attempted Suicide
She was a young mother when she attempted suicide. While her family life had
been negatively impacted by alcoholism and suicide, she was trying to be a
positive role model for her own children. In the previous months, she had lost
her grandmother and one of her friends had been diagnosed with a terminal
illness. While her partner was not physically abusive, his drinking had affected
their relationship; however, she was not planning to leave him. At the time, she
did not think anything was particularly wrong. She felt tired all the time but she
did not feel depressed and, consequently, did not seek help from anybody even
though she worked parttime at a health centre. However, one afternoon, she
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was driving home from work on her way to pick up her children. Suddenly,
she felt as though a huge weight had been placed on her shoulders and that
maybe dying would allow her to stop feeling so trapped and unhappy. She
started swerving the car along the road, looking for a suitable place to drive
her car into a tree. However, another car appeared on the road. She
contemplated crashing into it, realised she didn’t want to hurt anyone else
and stopped the car. The feeling had left but she recognised, in that instant,
she had wanted to die; an impulsive act had almost left her children without
a mother. The next morning, she went to see a local GP but felt that he was
judgemental. She did not see anyone else but started being more aware of
her emotional state. She has not made another attempt.

Case Study – Female SelfHarm
She was still in school when she began cutting her wrists. She knew that other
kids at her school were doing the same thing; some were also overdosing on
aspirin. While she liked school, she found it hard to concentrate. She had been
sexually abused since she was a child by male family members and did not feel
safe at home. It seemed easier to hang out with friends on the street and drink
to forget what was happening to her. She started cutting her arm almost by
accident when she realised that the physical pain she experienced helped vent
the emotional pain she was feeling. Then she began cutting her wrists and arm
more often to recreate the feelings of escape. She did not want to die; she just
wanted the pain to lessen. While she did not hide the marks on her arms, no
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one at school said anything to her. This made her feel even more alone.
She did not trust her teachers enough to confide in them and she felt too
ashamed to admit what was happening to the people she trusted. The
first time someone talked to her about the injuries was when she first
presented to hospital. The nurse told her that one cut was so deep that,
had it been done on a slightly different angle, she would have died. She
was shocked that someone thought she had attempted suicide. However,
after fixing her wounds, the hospital let her go without any further
consultation or referrals. It was not until she began going to a community
youth group that she began dealing with her selfharm and abuse.

Factors that Contribute to or Prevent Indigenous Suicide
In responding to the survey, participants were asked to nominate the most
important factors they believed contributed to suicide in the young Indigenous people
of Mackay. These written comments were categorised into clusters of similar factors.
A diverse set of factors was identified, ranging from broad issues such as the
absence of cultural practices through to individuallevel factors such as depression
and alcohol use. Eighteen distinct clusters were apparent. As shown below, drug and
alcohol use was nominated most often as a primary cause of suicide. However,
broad issues such as housing, family breakdown and cultural loss, unemployment,
education and income also emerged as being important factors.
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Nominated Causal
Description from Responses
Factor
Drugs and Alcohol Abuse of drugs, alcohol and other substances, binge drinking
Housing
Lack of affordable housing, inadequate standards of living and
homelessness
Family Breakdown Lack of family connections, youth pregnancy and inadequate
supervision/parenting
Loss of Culture
Lack of respect for culture and elders, insufficient cultural
activities and education for youth, loss of identity and status,
particularly for young men
Formal Supports
Inadequate levels of support services, culturally inappropriate
services, lack of crisis response, disconnection between
community and services
Unemployment
Insufficient jobs in the region, high levels of unemployment
Disconnection from Lack of education due to disengagement and low attendance
Education
Income
Increased cost of living, inadequate disposable income and
increasing gap between Indigenous and nonIndigenous
people
Violence
Increasing crime, domestic violence, bullying and
interpersonal violence against youth and elders
Lack of Activities for Boredom among youth, lack of facilities, entertainment and
Youth
activities to engage youth and families
Transport
Lack of access to private or public transport
Personal Factors Depression, low selfesteem and loss of identity
Social Influences Lack of social supports, mentoring and trusted connections in
the community
Lack of Awareness Insufficient information about suicide and lifepromotion,
knowledge that can overcome shame
General Health
Poor nutrition, chronic conditions or disabilities
Environment
Climate change and pollution, loss of physical environment
Rapid Growth
Population growth and change without adequate
infrastructure and supports
Relationships
Breakups and relationship difficulties

Frequency
27
19
15
14

12

11
10
10

9
7
5
4
4
3
3
2
2
2

Analysis of the qualitative data confirmed the presence of a complex and interrelated
set of contributors, characterised by multiple pathways to suicidal behaviour. All the
interviews contained rich descriptions of both professional and personal experiences with
suicide, highlighting the fact that suicide was a highly salient event in the community. All
participants shared strong views about suicide and considered it to be a fundamental
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problem for the local people. Despite the complexity of the issues, two overarching
core themes emerged across all the interviews and throughout all the remaining
themes: namely 1) identity formation; and, 2) connectedness.

Identity Formation
Participants repeatedly referred to the lack of identity among the Indigenous youth in
Mackay and noted that it was a mediator of suicidal behaviour. Lack of identity was
experienced at multiple levels (i.e., individual youth struggling with personal identity issues;
rapid change in the character of the community; loss of traditional activities and identity;
poorly maintained social connections). Participants described the difficulties experienced by
young Aboriginal people in Mackay as they attempted to locate a ‘community of others’ with
whom to identify. In the absence of a strong sense of culture, supportive family structures, or
mentors to admire, many young people failed to formulate a positive and continuous sense
of self. As a result, the young people were described as “lost”, “lacking self worth”, and
“confused about their place in the world”. Participants were able to describe examples where
this sense of nonbelonging had precipitated a pathway to feelings of depression, substance
abuse, selfharm, and in some cases suicidal behaviour.

Connectedness
The collective nature of the Indigenous community lends itself to a connectedness
between community members that is forged through cultural identity, family and
friendships. The concept of connectedness played multiple roles in the data. It provided a
context for suicide (i.e., loss of connectedness and engagement tended to underpin suicide
acts), it explained the widespread impact of an event (i.e., suicide events impacted on the
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entire community) and it determined the ways in which responses needed to be
organised (i.e., suicide events engendered a sense of coherence in the community;
connectedness offered mechanisms for addressing suicide). Participants noted that
connectedness meant that the community was able to come together and help each
other through the painful grieving process. However, as one participant described, there
were times when community connectedness prevented a coherent crosscultural
approach to suicide. For example, an Aboriginal suicide is considered Aboriginal
business and, although willing to help, other cultural groups felt a sense of uncertainty
about how to engage them. In summary, the data revealed multiple ways in which
connectedness influenced suicide either by its presence or absence: 1) connections with
the whole community (Indigenous, nonIndigenous, multicultural sectors and across
Indigenous groups); 2) proactive connections with those at risk and those who are not
yet at risk; 3) connections between people at an interpersonal level and in families; and,
4) connecting to culture by valuing traditional knowledge and practices.

A Causal Framework
In addition to these overarching themes, the interviews revealed the complex
mechanisms through which a range of factors adversely impacted on identity formation and,
consequently, suicide. To examine these mechanisms, the data were organised according to
a public health framework (Northridge & Schulz, 2004). Based on the findings from the
survey, this framework provided an appropriate conceptual structure through which to
present and interpret the findings. According to this public health framework, the factors that
contribute to health can be divided into four levels, namely: macro, meso,
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micro, and individual. These factors interact to contribute to overall health status in the
community. For instance, it is assumed that fundamental or macrolevel factors, such as
the natural environment, social factors, and broad inequalities, influence individuallevel
health outcomes and wellbeing via multiple pathways. The relationships are thought to
be mediated by intermediate mesolevel factors (i.e., the built environment and social
context). The relationships are also mediated by a range of proximate microlevel factors
that are more often the realm of public health practitioners (e.g., stressors, social
integration or support, and health/risk behaviours).

As shown below, the data revealed a complex structure of factors. The
importance of this structure is that it reflects the way in which suicide behaviour is
understood by the local Indigenous people in the region. Thus, this causal structure
is likely to represent the factors that will gain support and engagement in the local
community. The causal structure is shown below and each of the factors is described
using direct quotes drawn from the data.

Fundamental: Macrolevel Factors
It was apparent in the data that fundamental macrolevel factors contributed to the
foundation of the community and influenced the everyday life of its members. While this
influence was not necessarily direct, it underpinned participants’ daily experiences of
environmental and social structures. In relation to selfharm and suicidal behaviours,
three major features of the Mackay community and its interactions with Indigenous
community were considered critical. These included: a) racism and discrimination; b) the
impact of historical events on Indigenous cultural identity; and, c) the decreasing links to
the natural environment and traditional culture.
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Fundamental Macro
Level Factors

Racism and

denigration of
Aboriginal culture

Intermediate Community
MesoLevel Factors

Status of Aboriginal
culture in the Mackay
community

since colonisation
leading to
intergenerational
shame

Impact of historical
acts of Government

Loss of connection
with traditional
cultural practices

Proximate Interpersonal Micro
Level Factors

Limited family interactions
• Dysfunctional family culture
• Loss of trust/failure
to communicate

IndividualLevel
Factors

Selfconcept and
personal identity

• Youth feel unloved, worthless,
isolated and angry.
• Susceptibility in adolescent
males for identity confusion.
• Parental inability to effectively
manage at risk children.

Peer group interactions

Rapid community change
and development:
• Financial pressures
through inflated cost of
living.
• Shortage in affordable
housing.
• Widening gap between
rich and poor.
• Reduced quality of life.

• Culture of suicide as acceptable

Formal services

Disengagement from education

Lack of services/activities.
• Unaware of available
services.
• Shame associated with
seeking assistance.
• Concerns about
confidentiality
• Feeling intimidated by

• Culturally inappropriate
approaches that devalue
Aboriginal ways of knowing
resulting in school failure
and disengagement

• Identification with peer group
• Culture of drug and
alcohol abuse

Lack of emotional
resilience

• Mistrust of adults
• Culture of school absenteeism
• Inadequate activities

Hidden risk
behaviours

nonindigenous services.
Services are inadequate.
• Lack of sensitivity to
indigenous needs.

• Inadequate
crisis
care and follow up.
• Need for youthfriendly
services.

• School failure impacts
negatively on adolescent self
concept and self esteem.
Contributes to school dropout
and joblessness
• Schools insensitive and non
responsive to Aboriginal
culture and needs

• Self harm
• Suicide ideation
and planning

• Suicide without
the intention of
death

• Difficulties
recognising
warning signs
or identifying
suicidal
individuals

• Racism and bullying at
school exacerbates problems

• Lack of funding
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The impact of racism and historical events on Indigenous cultural identity was
evident in most aspects of Indigenous life and was primarily perceived to be focused
around the negative impact of colonisation and any current acts which emulated that
process. Past acts of government were identified by participants as the catalyst for
the formation of systems that counteracted, and continued to counteract, Indigenous
wellbeing. For example, some participants identified family breakdown in Indigenous
families as being symptomatic of a failure of systems to address Indigenous needs.
Most participants directly identified the link between the stolen generations and
family dysfunction that precipitated selfharm and suicidal behaviours. These
fundamental, macrolevel experiences influenced family structure, selfdevelopment
and other aspects of the individual’s formative years including cultural identity:

[It] all stems out of intergenerational …failure of systems. No matter how many
governments come in, with each generation, that system still fails to build up
the family. (IV04P5)

If you get taken away from your mob, early age, never explained, how are you ever
going to trust people or love people? How do you know what parental love looks
like or feels like or even how is that modelled for you if you don’t have it? (IV01P1)

Many participants discussed the loss of Aboriginal culture and the impact of this on the
identity of young Aboriginal people in the community. This loss was stated in terms of racism
and denigration of Aboriginal culture (the effects of which are transgenerational) and the
loss of traditional cultural practices. Most participants described the profound
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impact of growing up with racism, discrimination, and a sense of shame about their
Aboriginality.

There

was

an

abundance

of

examples

demonstrating

how

discrimination initiated a chain of events which, in some cases, could end in anger,
disengagement and suicidal behaviour:

You've got prejudice and stuff like that but you can handle it. You've recognised
it so you can handle it and too bad, they might be missing out on a good friend
if they don't want to talk to you, look past your skin colouring. You don't have to
go proving yourself so much except in shops, like in supermarkets. Stand back,
like I was telling you, from the shelf so the camera can pick that you're not
picking stuff in your bag. That's a big problem here. (IV19P20)

I notice with black people and if a black couple or a white person and black
partner go into a real estate office, the black person always waits outside. The
white person gets served and the black fella won't. The black person would be
told, no, there's nothing available and they'll stand outside, whereas the white
person goes in and they'll get the place. (IV37P48)

Bearing the brunt of negative social behaviours significantly impacted on
cultural identity among young people and left them confused about their value within
the community. Participants described the “undercurrents of shame” that permeated
the youth culture in Mackay:
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it's stems back again how our mob are, from the colonisation days right down to
where we are now, there's always that stigma and we've just got to learn to get
over it...We're products of that pattern of our ancestors. (IV16P17)

Well when I was younger, growing up learning the ways an Aboriginal should
live in the community, it was terrible. I felt like something dirty, something that
shouldn't be in the town, you know? (IV19P20)

Several participants identified the loss of traditional cultural practices as being
particularly influential in the development of a sense of self amongst Indigenous
young people. Where this cultural connection was missing, participants believed that
cultural identity formation was compromised:

What happens with our kids is that cultural journey and that cultural knowledge
isn’t there or passed on from my generation. (IV04P5)

I reckon there should be some ongoing, proper cultural workshop for kids. It should
be run by kids, you know. Get the older people there just to be mentors. Things like
going camping, stuff like that. We don’t teach kids nothing...cultural stuff, like how
...bush food, learn how to cook, catch fish, how to cook it. (IV17P18)

I think a lot of indigenous kids, I found out, that culture is lost because of their parents
and grandparents have been taken away and moved on from Mackay. They’ve come
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back and some of them don’t talk about it because it’s too painful. That’s a big loss to
the kids because they don’t know who they are or where they come from. (IV26P29)

One participant directly observed the fact that existing suicide prevention programs
were destined to fail due to a focus on individuals rather than the wider social factors.
This statement clearly articulated the focus by most other participants on fundamental
macro level factors that needed to be addressed. Although prevention programs were
considered essential, most participants believed that these programs needed a strong
foundation based on the right to have a healthpromoting place to live:

Suicide prevention programmes run through mental health, but too focused on
individual……..That it is focused at the individual and takes the focus away
from the wider bit and saying that the community and the adults are all factors
that contribute to maintaining a suicide culture an escape, a way of dealing with
it. If they don’t let all those wider things change significantly then you probably
won’t reduce the suicide rates as much as you could. (IV33P41)

Intermediate: Community Level Factors
Intermediate,

or

communitylevel,

factors

encompass

the

community’s

built

environment (e.g., land use, infrastructure and services) and social context (including public
policy, economic development and quality of education). Participants highlighted a range of
issues at this level including: a) the status of Aboriginal culture in Mackay; b) development,
particularly in relation to the economic and social effects of the mining industry; and, c)
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services available such as mental health services, suicide prevention programmes
and youth services.
Participants described a lack of respect for Aboriginal culture in Mackay. To
several participants, it seemed that Aboriginal culture was undervalued and
underrepresented, even when compared to the strength of cultural identity for the
Torres Strait Islander and Australian South Sea Islander communities:

I mean they should have a big Aboriginal culture centre here to recognise your
culture. I mean they should, they’ve got caves around the place here, people
don’t even know about it. (IV10P11)

Coming from [location] where the families are really connected and you know your
culture up there, I found that a big difference for me coming down here. Down here
there’s no language that you hear whereas families talk the lingo and that [there].

(IV26P29)

I see the Aboriginal culture as almost nonexistent, I have to say that. Again it's
one of those things and some of the comments that I've had are from Aboriginal
people, okay, who would make general statements in saying, I'm sure we had
those practices, where are they now? (IV31P38)

Several participants, most of whom had lived in Mackay all their lives, discussed the
presence of a cultural hierarchy (i.e., Australian South Sea Islander, Torres Strait Islander
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and Aboriginal) in Mackay. The Aboriginal culture had the lowest profile and was the least
acknowledged which placed young Aboriginal youth in the most vulnerable position:

Well you've got the three cultures here; it doesn't exist in any other place. With the
three population groups and having grown up here and lived here all my life, you
see the differences but you see the similarities as well and you see how that
community can either grow together or be divided by circumstance (IV31P38)

Aboriginal people don’t have a loud voice here whereas in places like Brisbane
and Rockhampton and Cairns they do. In Mackay it’s almost like traditional
owners or Aboriginal are silenced down. (IV04P5)

The social status of Aboriginal people contributed to inequalities in employment
opportunities, exacerbating the macrolevel challenges faced by this group and
creating a sense of inadequacy in comparison to other young people:

.…even South Sea come here and they think they can run parts of jobs in
Mackay and the hospital, mainly they are Torres Strait and South sea there are
not many Aboriginal people employed. (IV10P11)

It is important to note that some participants believed that several generations
of intercultural marriages had ended the division between the three cultures.
Nevertheless, the tendency remained for Indigenous cultures not to work together to
solve broad social issues:
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…many years ago, there used to be a big segregation in Mackay, with
Aboriginal, Torres Strait and [unclear]. Like the old people talk about it…You
don’t see that anymore because everyone’s married into each other. A little bit
still there. But oh, yeah, getting really good. (IV06P7)

Most participants identified the effects of development in Mackay as being due
to the mining boom. They believed the Indigenous population had not benefited from
this boom as they continued to be underrepresented in mining jobs. This
development has resulted in significant changes in the economic and social structure
of the town, impacting negatively on the Indigenous community by: a) compounding
financial pressures through inflated cost of living; b) creating a shortage in affordable
housing; c) widening the gap between rich and poor; and, d) reducing the quality of
life due to overcrowding, traffic congestion, and loss of parkland.
Participants were adamant that the influx of wealth to the town had increased
prices of everyday living expenses, leading to financial difficulty for many Indigenous
families. Some participants stated unequivocally that, in some cases, the stress
created by financial pressure had contributed to suicidal behaviours. The combined
effect of increased population and wealth had resulted in a shortage of affordable
housing, contributing to increased financial stress and homelessness:

Basically …….. house and food and stuff like that, all those payments are going up
but the pensioners' and Centrelink payments are staying at the same...(IV03P4)
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It’s because miners come and buy the houses and they can afford to pay big
double rents so a lot of other people are missing out on getting affordable
housing because there’s a lot of people that are earning big bucks and they can
afford to pay $600, $700 a week in rent but your average Joe on the street, that
doesn’t work out at the mines, cannot afford to pay that. (IV01P1).

According to participants, the widening gap between the ‘haves’ and ‘have nots’
contributed to the emergence of a new class of ‘rich’ residents. Although the town was
regarded as being wealthy, those without money had become even more invisible,
ignored by the governance systems and overlooked in favour of a focus on affluence
and growth. This divide within the community impacted further on Indigenous social
identity, young males in particular. They faced a triple impact as they had also
experienced a loss of culture (much of which was associated with the destruction of their
physical landscape through mining), felt even more devalued within the community and
lacked the resources to address their situation. Standard systems within the community
failed to address their needs because the focus of the town was on the mining industry:

The fact of the matter is that there’s a whole social class of people that are under
the radar here and don’t get any sort of resources or acknowledgement (IV01P1).

The impact on indigenous kids at risk is overshadowed by the wealth of the
mining industry. ……….Society tells you you’re not good enough. Sometimes
you’ve internalised it without even knowing what you’re internalising. All you
know is that you feel bad and you feel you’re not good enough. (IV04P5)
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Yeah and you’ve got your miners and then you’ve got your others. It’s like an ‘us and
them’ situation. They [Indigenous youth] are the underclass, you know you can’t do all
the things that they do, can’t go out and get flash cars and build flash house. (IV32P40)

The interview data revealed a range of issues with the local service systems
that contributed to suicidal behaviours. Many participants stated that services were
inefficient, underaccessed and culturally inappropriate. People were unlikely to
access these services for various reasons including: being unaware of available
services; shame associated with mental illness or suicide; concerns about
confidentiality; and, feeling intimidated by non Indigenous services. Few participants
were aware of suicide prevention programs in Mackay; many reported that youth did
not know who to speak with if they, or someone they knew, were suicidal:

There’s some out there [support organisations] that people don’t even know
about because they’re either hidden or noone knows about them or didn’t even
know they existed to get help, in my eyes, until it’s too late. (IV03P4)

Some factors that would make a person less likely [to contemplate or attempt
suicide]… I don't know. I think just, I don't know, maybe making a person aware
that there are resources out there that can help them to ease their pain. (IV12P13)
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Shame was a critical factor associated with the underutilisation of support
services by Aboriginal people in particular. The impact of this variable could not be
overstated, but little was done to address its negative impact:

You might think I’m silly you know if I go to Mental Health or go talk to a
psychiatrist or a psychologist, I’m not stupid. (IV05P6)

So there might be a shame factor there of people going [to mental health
services]. Some of the people are ashamed for the wrong reasons. But they
might not want the whole community to know that their son or their daughter or
some relation of theirs has tried to commit suicide. (IV12P13)

Well a lot of Murris are ashamed about stuff like that, you know. They don’t
want to go, you know. You start telling people something, and they know if I go
tell someone…the thing in a Murri community is that trust. (IV17P18)

That [lack of attendance in programs] could be down to embarrassment, and
not wanting to have the community know about that you’ve had thoughts of
topping yourself, or whatever you want to call it – suicide. (IV39P50)

Many participants expressed people’s concern about trust and confidentiality; it
was a challenge for information to remain anonymous in a small community like Mackay.
Confidentiality was further compromised by the connected and interrelated nature of the
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Indigenous community; in this way, there was sometimes a benefit to having a non
Indigenous health worker who was trusted:

You’ve got to talk to somebody who you trust, who will keep that information to
themselves too. You know yourself, oh I can talk to her, she won’t say anything,
and you know for sure they’ll keep it to themselves. (IV18P19)

One of the things that one indigenous client said to me is… I said, would you
like me to get an indigenous worker to make you feel more comfortable? She
said no because she didn’t want the whole community knowing about her
business…..especially in the mental health area. (IV26P31)

Participants were adamant that Indigenous youth were unlikely to seek help
through mainstream services due to feelings of fear and intimidation. This situation
placed young people in a doublebind: they did not want to be exposed in the
Indigenous community but they did not trust the nonIndigenous service system:

It was still a very rare thing for people to actually come and seek help in
mainstream services. I think there’s a lot of fear and a lot of distrust with the
white, with the mainstream service because, they’re white. (IV26P31)

So I see them as  when I see them here in Mackay, I see them in a lot of organisations
and that makes it harder for an Aboriginal person like myself to go in and feel comfortable
because I don’t know the TI culture, I don’t know the South Sea culture. So
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I feel sometimes very uncomfortable to the point where I won’t access that service
because I don’t see a black  to me, an Aboriginal black face there. (IV40P51)

Some participants called for mental health services to address issues of health as they
were understood by Indigenous people rather than by the nonIndigenous community:

A lot of people call it mental health but I reckon it’s just a loss of identity. White people
call it mental health and they look at it  they’ve got a tablet to solve problems.

(IV17P18)

Some female participants identified a fear that if a family member, particularly a
mother, was to access a service then other agencies may be informed and deem her
unsuitable to care for her child. It was perceived that this fear prevented some
families from contacting services for help:

…some people think that if they get help, then their child might be taken away

(IV35P45)

So these young mums have always got kids, and their fear is that their kids will
get taken off them if they go to somewhere to seek some help because then
somebody will come and take the kids. So there’s always that thing that they
won’t go and seek help because of that. (IV40P51)
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Local services were also regarded as being inadequate due to their lack of
sensitivity to Indigenous needs. They are also seen as inefficient due to the absence of
followup and youthspecific facilities, as well as the general lack of funding that resulted
in inadequate capacity. Even when services could be accessed, the barriers in the
community were immense, particularly for those from Indigenous communities who
lacked resources:

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 noone to take me there.

(IV24P27)

In some cases, addressing mental health issues, selfharm and suicidal behaviours in
environments, such as clinics, was seen as inappropriate for the Indigenous community.
Many participants discussed the fact that the administrative interaction these service models
use fails to address cultural identity and, in fact, clashes with cultural ways:

You know you could take a piece of paper and show it to them and some of
them probably don’t even read, don’t even know how to read, don’t even
understand some of the words on some of the forms. (IV04P5)

There was a high number of incidences of Indigenous youth coming into contact
with both the juvenile justice system and the health system, but “the systems that are
there aren’t conducive to building up the health and wellbeing of that individual”
(IV04P5). There was an overriding belief that the current health system was unable to
assist those with mental health issues, including those who presented in crisis:
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But even with mental health, you’ll go up there and take the time to go up there
and they don’t care. They have that  you get that feeling when you walk in. It’s
like they have 10 clients a day or whatever, and you’re just  hurry up, tell me
what you want, see you later. You go in for that one appointment, they don’t …
make up a second appointment to see how you’re going. It’s a really bad
mental health system here in Mackay. (IV22P24)

I’ll give you an example of how I saw a very lead contributing factor and that was
where a family member has rung up a lot of services in Mackay because they know
that their family member is unwell, and this was around depression. So this family
member has called around…  I would say 10 services… and their response was,
oh no we don’t do anything like that here, and didn’t give a referral. (IV40P51)

While this particular incident did not end in suicide, it highlighted the need for all
health care providers in Mackay to have basic training in handling suicidal crises
effectively and appropriately.

Participants called for better communication between services, building on the idea
of integrated service pathways, interagency collaboration and shared resources:

…and in saying that too there's a lot of human error takes place and the one
thing that I recognise straightaway is breakdown in communication. (IV31P38)
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We should have someone there that basically makes sure that they go to these
appointments. But making sure that they can get seen quick, not a month down
the track. (IV07P8)

Many participants believed the lack of appropriate youth services and activities
contributed to the disengagement felt by young people. When reminiscing about their
childhood, one participant commented that suicide was less common. This was arguably
due in part to the roles and responsibilities people had as part of the household and the
community. Participants highlighted that youth could become more connected to
community

through

programs

that

encompassed

alternative

education,

conceptualisation and the capacity to provide mentoring and other forms of support:

…like I said, just music and even if it was just some bongo drums and some guitars
and a couple of ukuleles and, you know, just simple things like that and a pool table
and anything that the kids would like to do. Painting, you know. Kids like to paint
and things like that. I mean I think they need to be able to express themselves and
free their minds, otherwise they carry all this baggage. (IV27P33)

Think of all the ideas that could relate to young people actually doing something
and then getting a few young people on board and saying what do you think of
this… Then they can say well this is our program, lets just keep it going whether
the big organisations are there or not, we can still keep this going because
we’ve owned it from step one and we can keep going to the end. (IV03P4)
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Just somebody to listen to them because some of them have beautiful
intelligence and just don't know how to best tell us. We need to listen to them.
The ones who've been through the mill  and there's a lot of them round here 
oh tremendous people. But nobody will listen to them. (IV20P21)

Many participants stated that the lack of activities for young people also
contributed to boredom and drug use. The MAIJAG youth organisation was
mentioned by many participants as a positive environment for young people. It was
described as a place of refuge, where young people felt comfortable. They trusted
the staff because MAIJAG addressed many of the issues identified as causal factors:

They respect it and they have a sense of belonging now…if it wasn’t here, what
would they be doing? You know, bonging up or you know what I mean. Or just
roaming the streets. But they’re here every day now. (IV06P7)

Funding was problematic for Indigenous community interventions. Participants
noted the difficulties experienced by local organisations in finding funding for
programs. This was, in part, due to the localised nature of their services and the
failure of funding bodies to accommodate both Indigenous needs and the broad
determinants of suicide in funding regulations:

So we have to have our facts right, we've got to have our profile and all that to support
our application for a bus. They didn't let us get the bus last year… well what has a bus
got to do with bloody suicide? I tell you it has a lot to do with it. (IV29P36)
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I know that [support worker] was trying to run some good programs at youth,
but I don’t think that he was supported with what I was hearing, and that was to
engage Indigenous youth in programs and he was taking them on camps, but
yeah, he just wasn’t supported. (IV40P51)

Proximate: InterpersonalLevel Factors
The proximate microlevel factors can be categorised into three groups: stressors;
health behaviours; and, social integration and social supports. Stressors include such
influences as neighbourhood, workplace, safety and financial insecurity and can be either
positive or negative stress influences. Health behaviours include dietary practices, physical
activity and health screening. Social integration and social support can influence the degree
to which an individual participates in social networks and society. This includes the type of
resources able to be accessed through these networks. Issues raised by participants most
relevant to interpersonallevel factors related to the interactions between individuals and
their a) families, b) peers, and c) the education system.

Within the realm of family, most participants identified family violence and family
breakdown as a major contributor to suicide, particularly amongst young people. Family
was discussed from a number of perspectives. The most influential was the
dysfunctional family culture which was characterised by alcohol abuse, sexual and
physical abuse, violence and neglect. Through examples, participants demonstrated
how young people exposed to poor role models had learned violent destructive
behaviours which then translated into suicidal ideation, selfharm or suicidal behaviours:
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A boy was really down in the dumps. He went to his father. His father said, Oh, you
stupid thing. Give her a good slap and put her in place. Talking about his wife. You
know, Just give her a good slap and put her in her place, that’s what I did to your
mother. He never hit her before. Went home, and he thought about it, but he didn’t
do it. And it’s the fact that he thought about hitting her made him down. Then he
went and tried to hang himself. But he wasn’t going to hit her. You know. But then
we got him down, and then he did hit her later. Because then he blamed her
because his father and brother were laughing about, You couldn’t even do that
properly. You know. And so he went back and then belted his missus. And then
ended up in gaol. Get on the grog and ... go. So, it’s just a vicious cycle. (IV28P34)

…it goes back to their home life and the abuse and what they've experienced at
home, just drink, drink, drink, smoke, smoke, smoke, fight, violence, all that kind
of thing. …when the children see their parents drinking and that all the time and
there's no communication, dinner's not going to be cooked on time, mum and
dad are drunk, they don't want to have that responsibility. (IV16P17)

…because they are not looking after their kids. They don’t know where they are
and of course a lot of them are sniffing and they don’t even know about it and
they don’t care. Because that’s a crime, when kids do crime the parents don’t
want nothing to do with it. (IV10P11)

This disconnection with family traditions was seen to affect cultural identity:
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There’s no identity or nothing, you know. You cannot identify, if you go back home,
which is your land. You’ve got to know your family. Knowing what your land is and
what your totems are and where you come from, that’s the strength of every Murri.

(IV17P18)

Family abuse and neglect resulted in a loss of trust in others, particularly in
relation to young people sharing about themselves and their moods or thoughts
about suicide. Participants believed that this diminished the likelihood of them
communicating their suicidal thoughts or intentions to others, even in adulthood,
which made them more vulnerable to suicide:

…there's something hidden within themselves. It could be sexual, verbal, any of
those type of abuse that you don't talk with anybody about and they're not telling
people, that hey, I'm going through this, or ever since I was young. (IV14P15)

…well if there's dysfunction in the older generation then you usually find that
that will come out in the younger generation because if our parents never
taught us how to be able to cope and cope properly, then we're not going to
pick up those skills, we're not going to be able to then look at it logically and
start to look at those who we can trust with our emotions because you're talking
about something that's very difficult for people. (IV31P38)
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The ongoing affect of family abuse was thought to contribute to young people
feeling unloved, worthless, isolated and angry. Their personal and emotional
development was hindered, leaving them vulnerable to violent behaviour of their own:

…they’re growing up in second and third generation welfare, and they have well
and truly lost their self esteem and their identity. And they just…, taking it out on
the younger generation and they just feel like they’ve got nowhere they can
go…it’s not typical abuse, it might be mental abuse, it might be sexual abuse or
just ignoring them.(IV42P53)

It's the way they feel themselves. If everything  it's home, what they come from,
from their home life: no understanding, no compassion, no love, the lack of
everything just puts the lack of life in some people. (IV16P17)

One participant described his own anger at abuse, the lack of trust with his own
family and the subsequent decision not to communicate his suicidal thoughts:

People getting picked on, like pretty bad sort of, most of their lives by their own
family members, like pisses them off. Like they don’t get treated like a brother
or a sister or daughter, son, whatever. They get real pissed off about it and just
don’t want to be with them (the family) at all. Yeah. Pretty pissed off with
everybody at home, yeah. That’s why I say domestic violence at first. Because
I’ve had thoughts and all  I just keep to myself. (IV09P10)
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To confirm this trend, a group of participants had met with Indigenous youth
and commented that:

… they felt like nobody gave a damn about them. Nobody really cared about
them. …. including their own families. (IV32P39)

Parental inability to effectively manage children who performed selfharm and
suicidal behaviours was another important factor participants believed contributed to
eventual suicide. Many participants stated that most parents did not have the skills to
deal effectively with their children if they were identified as being ‘at risk’:

The shame that their family won’t help them because they just turn around and say
don’t be stupid, get on with life, go and get a job or something. There’s not that nice
talk sort of thing. ‘Cause the older people don’t know that sort of thing (IV07P8)

I think a lot of parents get scared when a young person does that because
there’s quite a number of young people who cut and I don’t think they’re really
deep cuts but if the parents are anxious then their immediate reaction is to go,
well you shouldn’t do that. They don’t know what else to do or they don’t know
what else to say to their own children. (IV26P31)

…[Some parents think] the only way I’m going to get something through their head is to
punch them and it’s not going to solve the problem. I just find this here a very touchy
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subject. Because I don’t know how to deal with it and I don’t know how to help
people and I don’t know the signs. (IV04P5)

Other participants noted the difficulties associated with breaking the cycle of
dysfunction due to a backlash from other family members or the social group:

…don’t forget where you come from, you know. You’re just like us. What makes
you think you’re so much better now? So you get all that. (IV06P7)

And like if you did something good or [unclear] you got degraded from your family
members. Yeah, like who're trying to make out  who're you trying to be a white person
kind of thing, that kind of attitude…so then what she turned to was all the drugs…

(IV24P27)

Peers were another important consideration at the interpersonal level. Some
participants believed that the absence of role models and support within the family
led to an increased identification with the peer group. However, the peer group often
provided a culture that accepted suicide, drugs and crime as a mode of operating.
Participants identified that many of these peer groups incubated further mistrust of
adults and disengagement from education. However, participants also acknowledged
the importance of the peer group as a way of providing young people with identity
and role models in the absence of family:
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I just take off to my mates; go chill with my mates. Like that’s the only thing that
really settles me down. (IV09P10)

…like I mean the kid has got no father so they use the person that leads the
pack of the kids around town, the leader, as a role model… and he’s not a role
model he’s actually a role model for the criminal and not a role model for the
kids to make them better to be good. (IV10P11)

However, participants were concerned about the fact that peer group culture
was characterised by drug and alcohol use. Dysfunctional behaviours were seen as
being “normal” in this context:

Or mainly they just form their own little band where  and those little gangs still
consist of children who are all from that same environment and they support
each other. But on the same token, they've got that freedom because there's no
parents to watch them. So that's when the crime starts and the drugs and the
drink and the young ones are taking speed. (IV16P17)

Participant comments also appeared to confirm the reciprocal and spiralling
relationship between suicide and substance abuse. Groups who were engaged in
suicidal behaviours used drugs, alcohol and volatile substances as coping
mechanisms. This subsequently increased their vulnerability to the development of
mental illness, selfharm and suicidal behaviours:
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… it [the suicide behaviour or thoughts] gets them more into drugs heavily and
more into alcohol heavily because they’re grieving in their own way (IV03P4).

and might be drinking and shooting up and drugs and whatever, to hide the
pain. They kill themselves that way (IV25P28)

I think the substance abuse issues are really something to look at because I
think it compounds whatever emotional state people are in. The only way out
then is to be able to look at taking one's own life. (IV31P38)

… and when I say drug and alcohol I'm thinking more of young ones in that position 
not knowing how to handle it mentally or emotionally and then they get depressed. Or
then they get to think that they're invincible and trying something silly, you know.

(IV12P13)

A lot of times they don’t even know it, because their behaviour when you are
drunk and stoned and under the influence of paint you do a lot of stupid things.
Because a lot of it just makes you more brave and game I think and a lot of
times you don’t even know you’re doing it. (IV10P11)

It's also the fact too probably out of that was that they don’t want to be living the
life that they're living… They don't want to be chroming all the time or they don't
want to be taking drugs and drinking all the time. It's just a thing that they’ve
chosen to do out of escape, boredom, peer pressure, family (IV02P2)
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Some paint sniffing going on too, as well. You see them walking around the
streets with them, with their bottles…I reckon I’ve seen a group where they
were all like 14, 13. That’s where they’re getting their mental health issues, from
that paint sniffing and stuff. (IV22P24)

The prevalence of selfharm and suicidal behaviours within a peer group was seen to
put young people at greater risk of suicide for a variety of reasons. Some participants
explained how the normalisation and prevalence of suicide within the group increased
suicidal feeling in others members of the group, through grief, guilt, or copycat behaviour:

Like if you had a group of friends and that and one person hangs themselves,
you don’t know if you did something bad to that person or it's coming from
home or whatever and they'll think that they're the blame for it so they'll want to
go do it, go hang themselves, because they think that they're the blame of that
person going to hang themselves or something, yeah. (IV11P12)

I think it’s a bit of copycat, you know? I’ll go and do this, but they don’t know
when to stop and when they’ve stopped it’s too late. (IV18P19)

Others described a peer culture where the seriousness of suicide was diminished to
the level of a game – suicidal behaviours were used to attract notoriety and attention. There
was also the lack of an informed thought process about the finality of suicide or the
possibility of death through risky behaviours. It was unclear whether these young people
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wanted to explicitly die from their behaviours but their performance appeared to
indicate a lack of selfworth and value; yet, they used highly lethal methods:

it seemed to be like they were just riding on fame. They were looking for
attention, too. (IV19P20)

I asked, why are kids doing this, and they were saying that it’s a game…like
Russian roulette  people would say that they were going to hang themselves
and they would attempt to hang themselves  not with the intention of
committing suicide as much as living on the edge or challenging those around
them  whether they had  like playing chicken, if they had the stomach to or the
nerve to attempt or get as close to the edge without actually committing suicide.
Not realising the potential dangers, you know, that death is final. (IV30P37)

The ones I felt it could be just as being in the spotlight for attention like seeking
thing. You know, some could be just doing it for attention, either from their
parents or other family members or whatever (IV44P55)

She just thought I just wanted to see how it feels to do it. I said, what if it felt really
good and it worked and you didn’t come out of it at all?. She goes, oh no I wouldn’t
have done that. I wouldn’t have gone that far. (IV10P11)

There was a young indigenous girl who had attempted suicide by taking a Pump water
bottle to school and putting dishwashing liquid or something like that in it. She started
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drinking it. The ambulance was called but because there was an ambulance
there was attention. Once again, I think young indigenous girls are getting
wrong, negative attention as well. (IV26P31)

People never really know why but I honestly think there is always a reason
behind why it’s happened. I guess maybe peer pressure from other like friends,
not to commit suicide but maybe do things that they don’t want to do. (IV13P14)

I sometimes wonder when with young people they talk about suicide. Sometimes I
wonder if they actually understand that’s it, it’s the end, that there is no coming back
after suicide. It’s just so out there for them and they seem to accept it as a way out of
their problems but do they realise that’s the end? A lot of them don’t. (IV26P30)

Participants identified an increased risk of suicide among young people who
distrusted adults. This subsequent lack of communication inhibited the ability to identify
youth in need of intervention. Additionally, participants stated that young people were
unlikely to report suicidal intentions and behaviours in friends due to the fear of being
labelled a ‘dog’ (untrustworthy, a snitch) amongst their peers. In some instances, young
people reported having witnessed suicidal warning signs such as abuse and wrist
cutting, but had not told anyone because they often did not know who to tell or who to
trust. There was also a fear that they would be reprimanded for reporting the behaviour:
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Then the word’ll get around, soandso dobbed on soandso in for committing
suicide, now she’s in D ward; then it’s going to come back on them. Then they’re
going to get hurt and they might even go through suicidal then maybe. (IV03P4)

I don’t know, it’s just they don’t trust anyone and they think they’re dobbing on people
when they do that just like when you do a crime you sit in a car and you’re a watcher,
you’re just as bad as they are but you don’t dob anyone in. They never dob anyone
else in because that’s just the way they are they don’t  they call them dogs the people
who dob other people in. So they just keep it to themselves. (IV10P11)

Due to their disengagement from the education system, programs delivered at
schools were arguably not reaching a large proportion of the youth most at risk:

…the same people that are probably highest at risk are still the kids that are
more likely to be suspended from school, and be out of school. As soon as they
come back into school, they’re likely to be back out again. (IV35P44)

Participants identified the education system as being inappropriate and incapable
of engaging the Indigenous youth. The system did not acknowledge Indigenous cultures
and ways of knowing which resulted in disengagement from and failure at school
amongst Indigenous youth. Failure at school consequently and negatively affected the
self perception of Indigenous youth and contributed to school dropout and joblessness:

72

I've wondered like when I was like 17 or 18 like it was a time like transition, I
look at it now, I think I was transitioning from being a kid to being an adult you
know and I was looking at everybody else who was an adult and I was nothing
like them. Like I felt like I was useless. Because I was bad at school. (IV23P25)

Because I finished school and you spent 12 years at school and now you're doing
nothing, you're an idiot you know, that type of thing. That's how I felt at the time
and when I think about that the thought of suicide crossed my mind, I never
actually thought of doing it but I thought it was more of a thing of feeling like maybe
I had a bit of an identity crisis too at that time, knowing who I am. (IV23P25)

The poor role models that youth were exposed to at both home and school was
perceived to contribute to young people leaving school without any qualifications.
Others suggested improving attendance rates by focussing on subjects of particular
interest to Indigenous young people:

skills, our kids don't have any skills, they don't care where they're kids are,
walking the streets, wherever they are and try to get them … of … need to do
something. Find out what they want, they might be budding mechanics or
budding scientists and they're just round the streets smoking and drugs, so we
don’t know what they want to do or think it's too hard. (IV25P28)

Participants argued that the school system did not understand Indigenous needs and
cultures. They noted the need for education to acknowledge Indigenous ways of knowing as
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this was seen to strengthen cultural identity. Several participants drew attention to
the dilemmas associated with the imposition of a nonindigenous education system:

Like our spirituality was strong. You've got your messenger birds, you've got your
death birds, you've got all those sorts of things, and we know all those things. Then
when we go to school they teach differently. We know signs. We can tell by the sky or
birds or the way the wind's blowing what's going to happen. You don't learn those
things at school. It's like it's a different life…Yeah, it's like our school room was outside.
You know, we learned from sitting and listening and handson stuff than reading out of
a book. I suppose, yeah, looking and listening type things, feeling, smelling things. It's
not the same any more. Kids that are on the street, what have they got to smell. They
don't know their birds. It's the little things they've missed out on. (IV37P48)

One participant commented on the failure of the school system to identify and
intervene in the suicide of an atrisk young person:

There was poor family background, a brother in jail, a history of family suicide, a history
of alcohol abuse in the family, one of the parents. The fact that she killed herself, I
could have told you it…don’t really think that teachers know how to deal with those
indigenous kids who have all of those huge risk factors with them as well.

(IV26P32)
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Another participant shared her belief about how a lack of cultural sensitivity contributed
to the suicide of a young person. The student missed a considerable amount of school after
a death in the family and was therefore not permitted to complete Year Twelve:

...it was a good school... but I don't think they understood that culturally. They
don't understand that the family wants to be together when there's deaths like
that. She'd had so many disappointments in her life...and I think that was the
big one because she couldn't see what she wanted to be, she couldn't go to
school and try to get the job that she wanted. She wanted to be a social worker.
She was great with it, you know, with people. (IV27P33)

Issues of racism and bullying also occurred most often at schools. Comments
reflected that racism at school impacted on the selfconcept of young people and
could influence their mental wellbeing:

When you go to school there's kids  ah you black thing. You've got to just take
it on the shoulder and go and tell the teacher, whatever. (IV20P21)

Health and Wellbeing: Individual or PopulationLevel Factors
The individual or populationlevel factors are orientated toward health outcomes and
wellbeing. With their genesis being in the fundamental level and further manifested into
influential factors within the intermediate and proximate level, factors within the individual or
populationlevel are more evident for the individual. Information shared by participants that
related to factors attributed to this level include: a) poor selfconcept and
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personal identity (i.e., negative mind states); b) lack of emotional resilience or coping
mechanisms; and, c) suicidal behaviours.
Although these factors did not feature as prominently in the data, participants
did describe high incidences of negative moodstates, including low self esteem,
worthlessness, hopelessness, and depression in Indigenous people. These mood
states

and

psychological

qualities

contributed

to

poor

selfconcept

and

underdeveloped personal identity, all of which created a negative state of mind that
may (or may not) leave individuals more vulnerable to suicide in the longterm:

Oh, everything, they can’t get work or they can’t afford things these
days…There’s not much around here for the young people to sort of get
involved with that would make them feel like they’re doing something. (IV07P8)

I know there's drugs involved in a lot of things, and grog, but there's also sense of
worthlessness. It just seems to be like a snowball increasing in size as it goes
down the hill. It would pick up everything on its way down, some prejudice, some
this, some that and lead back to the sense of worthlessness. (IV19P20)

The parents aren’t employed, they just don’t have good role models in their life and
they have nothing to look forward to…we have fourth generations of unemployed

(IV22P24)

Okay, maybe because they do see no way out because it does feel like hopeless  like
it's hopeless. What hope have I got. I think what is my sense of belonging and sense of
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worth is important, because if I feel like I'm worth something then there's hope for
me. But if I feel I'm not worth anything, why even bother, what hope do I have then.

(IV23P25)

Even among the adult population, many participants noted a lack of emotional
resilience in the face of difficulties. They believed that many Indigenous people did not have
the emotional tools or coping mechanisms to help themselves when facing life crises:

…like a breakdown in relationship, lost their job, too many debts, drinking night
out, you just think, oh yeah. Spare of the moment thing, yeah that spare of a
moment, probably could, they had too many debts will collect, go home, get on
the piss, get on whatever, get on drugs, whatever and then just lose all, loosen
up the ending … and take their life. (IV16P17)

A lot of the blokes that I've talked to, they can't handle the pain…of the woman
not wanting them back. They think they're lost forever, or they're not allowed to
see their kids or something they don't want to deal with the processes of going
through the court system. (IV25P28)

Participants often spoke of cases where seemingly minor events precipitated
the suicide, which was interpreted as an indication of a lack of emotional resilience
or coping mechanisms. Some of these suicidal behaviours appeared to be impulsive:

77

one night, a young fellow, father of three, they were all under five at the time.
He went home, he had a really good day, really happy. And they say that’s how
they are, you know, when they’re happy. But he went home and had the
slightest little argument with his drunken father, and he tried to hang himself, off
the fan in the living room. (IV28P34)

Summary of Causal Factors

Collectively, the data has highlighted several major issues that need to be
considered when exploring the causes of suicide in Mackay’s Indigenous community.
These themes include: a) identity and connectedness; b) the importance of
understanding people within their place; and c) the need to consider multiple
pathways to selfharm and suicidal behaviours.
Identity and connectedness can be identified as constructs that fashion the position
of the Indigenous community within the wider Mackay community. These are important
factors in the notion of being acknowledged as valuable to others in the community.
When considering the Indigenous community’s perception of being unimportant –
reflected in inappropriate service provision, unemployment rates and other aspects of
disadvantage – the need to be recognised for the unique contributions the Indigenous
community can make becomes an important part of establishing an identity.
While establishing an identity also facilitates uniqueness, it is also important to
consider the connectedness between communities. This must happen on two levels:
between Indigenous and Australian South Sea Islander cultures and between these three
communities and the broader Mackay community. Participants perceived that Aboriginal
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culture was not valued within Mackay and was essentially pegged last within the cultural
hierarchy (i.e., Australian South Sea Islander, Torres Strait Islander and Aboriginal).
Consequently, there is a need for the identity of Aboriginal culture to be developed and
its connectedness with the other two cultures strengthened. Between the Indigenous
cultures and the broader Mackay community, there is an element of separation that
needs to be counteracted by mechanisms that promote connectedness. In this way,
connectedness refers to the need for Indigenous culture to be connected to the wider
community in order to address suicide together  with a view to forging a better Mackay.
The data has also highlighted the importance of identifying contextual factors that
impinge upon those members of the community considered ‘at risk’. Critical to developing
appropriate responses is the need to consider those contextual factors within the local
community to ensure appropriate interventions. Factors such as rapid social change, cultural
pressures, interracial conflict, community identity and cultural identity have been discussed;
however, little is known about the impact of these factors and the ways in which
communities can address the problems. This study has taken a ‘placebased approach’ to
understanding Indigenous suicide in Mackay and articulated a framework to understand the
causal pathways to suicide and identified the local features of a community solution. This
solution involves a communitywide response that integrates communitylevel, familylevel
and individuallevel initiatives that address several underlying issues.
The fundamental, intermediate, proximate and individual level contributory factors that
contribute to suicide risk in the community need to be addressed. The public health
framework (Northridge & Schulz, 2004) used to organise the data allowed the identification
of factors that participants believed to contribute to Indigenous suicide in their community.
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On a fundamental level Mackay’s colonisation history forms the foundation of how
Mackay’s Aboriginal population participate in the community on subsequent levels.
Influenced by Commonwealth Governmental policies, the impact of historical acts
continue to have a lasting impression on the Indigenous community. More so for the
Aboriginal community, the affect of loss of connection to country, cultural practices,
cultural heritage and kin will have some bearing on the population participating in the
community. Further, the rapid development throughout the Mackay region has
instigated community change, shortage of suitable housing, financial pressures and
the widening gap between the rich and the poor. These may contribute to a reduced
quality of life as it is believed the community’s infrastructure is not keeping up with
demand. In this regard, participants stipulated the importance of adequate health
services for the Indigenous community, particularly Indigenous youth.
When discussing factors contributing to suicide on an interpersonal level,
participants identified the need for interventions within the contexts of family, peer
group and education. These needs highlight the importance of attending to the
concept of connectedness with those in the immediate vicinity and within the realm
of personal development. As individuals the comprehensive development of one’s
selfconcept, personal identity and emotional resilience is paramount in the ability to
counteract the factors that contribute to suicide risk.
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Macro-Level
Fundamental
Factors

Meso-Level
Community
Factors

Micro-Level
Interpersonal
Factors

Individual
Factors

Racism and
denigration of
Aboriginal culture
since colonisation

Status of Aboriginal
culture in the
Mackay region

Lack of family
connections and
parenting skills,
isolated youth

Self-concept and
personal identity

Loss of connection
with traditional
cultural practices

Rapid community
development and
change leads to
financial pressure,
housing and
employment issues

Peer group culture
of substance abuse
and suicidal
behaviour,
inadequate
activities and
mistrust of adults

Lack of emotional
resilience

Impact of historical
acts of Government

Inadequate and
culturally
inappropriate
support services

Disengagement
from culturally
inappropriate
education

Hidden risk factors
that are not
identified early
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Discussion and Conclusion
Indigenous Suicide Intervention and Prevention Programs in Australia
In part related to Australia’s different colonial history, Indigenous people have traditionally
been ‘invisible’ within Australian society (Hunter & Milroy, 2006) and have only begun to be
heard on a political platform in recent years (Shah & Johnson, 1992). For these reasons,
when compared to other developed colonised countries, efforts towards the understanding,
intervention and prevention of Indigenous health issues, including suicide, have appeared
slower in Australia (Hunter, 2007; Procter, 2005; Hunter, 2003). However, the different
suicide intervention and prevention strategies which have been implemented over the past
two decades have often been informed by the learnings of international strategies which are
based in different cultural and historical contexts to Australia. For example, research
conducted in Canada (Hallett et. al., 2007; Kelly, 2007; Chandler et. al., 2003; Chandler &
Lalonde, 1998) found that local communitylevel risk and protective factors were important in
reducing suicide risk in Indigenous communities. They noted that communities that had
recovered their cultural past and had achieved a level of selfgovernance reported no youth
suicides. In contrast, communities that failed to do so reported suicide rates 150times that
of the national average.

However, while ideas of personal persistence (the idea of being the same person yesterday,
today and tomorrow) and cultural continuity (where traditions, history and ways of living
continue to be remembered and performed) are relevant for all Indigenous communities
(Chandler et. al., 2003; Chandler & Lalonde, 1998), the ways in which these were practically
realised were possible due to Canada’s different colonisation experience. Further,
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intervention and prevention strategies tend to be implemented within Westernbased
treatment frameworks which may not be appropriate for symptoms unique to the
Australian Indigenous people (Adams & Danks, 2007). However, even initiatives that
are perceived to be more culturally appropriate may not always be entirely relevant
to the different circumstances of different communities or may suffer problems with
sustainability or practical operation (Westerman, 2004). While many atrisk and
vulnerable people live in remote communities, it is difficult to find skilled staff willing
to work in these areas (Tsey, 2000). Yet, even a culturallyappropriate program may
still struggle against the stigmas attached with mental illness and suicide that
continue in many Indigenous communities. Consequently, while young males may
be most vulnerable, they may be the least likely to participate; educated and/or
employed people are the most common participants (Tsey et. al., 2003a, 2004).
Difficulties with recruitment and attached stigma mean that the effectiveness of any
program or service will be negatively affected and positive results may take longer to
appear (Tsey et. al., 2003a, 2003b, 2004). Further, many of the programs utilised
within Indigenous communities do not tend to target suicide prevention specifically;
rather they aim to strengthen resilience, and enhance coping strategies and quality
of life in order to create protective factors against suicide (Tsey et al., 2007; Rees et
al., 2004). Consequently, many of these programs focus on minimising risk factors
such as physical and mental health (Thomas et. al., 2010) and substance abuse
(Bishop et al., 2006; Clarke et. al., 1999), or enhancing protective factors such as
empowerment, including strengthening culture and identity, family relationships and
community connectedness (Thomas et. al., 2010; McKay et. al., 2009).

83

A longrunning suicide prevention strategy which has focused on empowerment and
connectedness is the Family WellBeing program (FWB) initially developed by survivors of
the Stolen Generation in South Australia (Tsey and Every, 2000). The program aims to
teach people healthy coping strategies, practical skills relating to parenting and family, and
ways in which to regain control of their lives. Enhancing these protective factors was
expected to help reduce suicidal behaviours in Indigenous communities. FWB is specifically
tailored to Indigenous people and resonates strongly among its participants (Tsey et. al.,
2006; Tsey, 2000). While the FWB program itself can be quite long, it can also be adapted to
suit the needs and capabilities of a participant (Tsey et. al., 2007, 2005a, 2003b). During the
Building Bridges: Learning from the Experts project, FWB was implemented along with
Men’s Groups. This means that men from different Indigenous communities were targeted to
receive FWB training, which also included anger management, so they could become
community leaders (Tsey et. al., 2004, 2003a, 2002). In this way, these men became FWB
facilitators and were able to continue teaching others in their community.

Other programs have focused on training which assists community members recognise
warning signs and provide more effective help to atrisk individuals. The Gatekeeper Suicide
Prevention Strategy was implemented in New South Wales during 19891996 in response to
rising suicide rates within Indigenous communities. The participants were primarily youth
and community workers. In order to better recognise and support atrisk individuals, this
strategy aimed to increase the availability of mental health information and services and help
to develop practical strategies for participants to use when dealing with an atrisk individual
(Capp et. al., 2001). However, while knowledge about suicide increased, mental health
services remained underutilised as community distrust still existed (Deane et. al.,
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2006). Further, there was no evidence that suicide rates had decreased as the result
of the strategy’s implementation (Deane et. al., 2006).
The Wujal Wujal Guidelines were developed for similar reasons; to better recognise
warning signs and develop more effective strategies to target atrisk individuals. The
community of Wujal Wujal felt they lacked understanding about suicide awareness or
prevention and felt that greater awareness would lead to greater helpseeking and
support (McCormack et. al., 2001). The Wujal Wujal Guidelines were: created with a
wholeofcommunity approach; written in English, the local language and in pictures;
and, simply worded and culturally appropriate. A printed set of the guidelines were
distributed throughout the entire community. To support this focus on helpseeking,
different community groups and service providers established a local network which
was better able to respond to people experiencing suicidal crises. Once again, there
was no evidence that suicide rates had decreased as a result of the guidelines as
they did not appear to be evaluated in any follow up study.

In contrast, a schoolbased gatekeeper strategy was found to be effective when it spoke
about suicide in a more direct manner (Bridge et. al., 2007). It is written in a direct and
accessible manner and also incorporates pictures. Used in a variety of schools across the
Northern Territory, the Toughin’ It Out (TIO) pamphlet aimed to teach children how to better
recognise suicidal ideation in themselves and others and healthy coping strategies to deal
with it. Also used in nonschool settings, the TIO pamphlet is perceived to be an “educational
resource, brief intervention tool and debriefing tool”. Both teachers and students reported the
TIO pamphlet to be a positive and helpful resource and, despite its direct nature, there have
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been reports of increased suicidal behaviours after the use of the pamphlet.
While positive, many of these strategies have lacked rigorous evaluation due, in part, to the
difficulties in judging the impacts of any suicide prevention strategy on actual suicidal
behaviours (ElliottFarrelly, 2004). As many strategies are also based in a single Indigenous
community, generalisability can be an issue. There is no one Indigenous culture so what
works in one community will not necessarily work in another, especially if a program was
implemented in an atypical sample population (Deane et. al., 2006; Blair et. al., 2005; Elliott
Farrelly, 2005b, 2004; Tsey, 2000; Tsey & Every, 2000). Conducted in 2009, the evaluation
of the Building Bridges: Learning from the Experts project aimed to minimise these issues
(McKay et. al., 2009). The project aimed to reduce suicide risk by enhancing resilience and
empowerment, and strengthening the community. The timeframe of this project did not
allow for decreases in suicide risk to be calculated; rather, the evaluation focused on
ascertaining whether the activities within the strategy were appropriate and implemented as
effectively as possible. In doing so, it could be seen whether decreases in suicide risk could
be expected during a longer timeframe. Additionally, the project activities were conducted in
four communities: three Indigenous communities in FarNorth Queensland and one
predominantly nonIndigenous community in SouthWest Queensland. This demonstrated
how activities needed to be adaptable and flexible in order to suit the unique needs of each
community. Yarningstyle interviews were also conducted by the evaluation team with
various people from each community to gain insight into the lived experience of the
community members. Evaluation has increasingly become a focus for Indigenous programs
as tools created top measure social and emotional wellbeing are also tested to not only
ensure their cultural appropriateness but also their construct validity (Thomas et. al., 2010).
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In many existing evaluations, anecdotal information has appeared to overshadow evidence
based considerations when analysing the effectiveness of suicide prevention strategies in
Indigenous communities (McCormack et al., 2001; Tsey et al., 2007, 2003, 2002). Self
report–style data collection has been perceived to carry with it potential bias where
participants may omit the truth or respond in ways they perceive favourable for the research
(Clarke et. al., 2008). This has been the criticism of previous suicide prevention programs
which focused on participant feedback but not on the appropriateness and effectiveness of
the programs and which were not able to demonstrate decreased suicide risk in the
community (Tsey et. al., 2007, 2005a, 2005b, 2003a, 2000). Taylor (2008) has also raised
concern that evaluations may not be able to control for such constructs as culture which,
consequently, affects their validity. However, the trend towards acknowledgement of
Indigenous ways of knowing and Indigenist paradigms that respect local traditions and
culturallybased responses has begun to minimise the impact of these validity problems.
Taken within these paradigms, qualitative methodologies allow deeper analyses of
potentially richer data as they are more culturally appropriate.

Indeed, it is clear that partnerships between researchers and community facilitate valid and
effective research (McCalman et.al., 2008; Esler et al., 2007; Farrelly, 2007; Ypinazar et al.,
2007; HaswellElkins et. al., 2005; Brideson & Kanowski, 2004; ElliottFarrelly, 2004;
Westerman, 2004). Methodologies, such as participant observation, tools and assessment
instruments need to be contextualised within an Indigenous framework which incorporates,
among other aspects, illiteracy and narrative communication styles (Tatz, 2005; Westerman,
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2004; Tsey, 2000). Culturallyappropriate methodologies, tools and assessment
instruments ensure that all the nuances of the Indigenous experience and understanding
of mental illness and suicide are captured and understood (Westerman, 2004; Brown,
2001). Consequently, longitudinal evaluations are also necessary to demonstrate
whether a strategy is effective in reducing suicide risk without being detrimental to
Indigenous wellbeing (ElliottFarrelly, 2005b; Tsey et al., 2003; Tsey & Every, 2000).
Indeed, it appears clear that the most effective Indigenous suicide prevention strategies are
those that work in partnership with the community and, as a consequence, are culturally
appropriate and relevant to the needs of the community. However, it is also clear that further
research needs to be conducted into the lived experiences of suicidal behaviours in
Indigenous communities in order to more effectively target suicide prevention activities.
Suicide prevention, intervention and postvention programs and activities must never be
treated lightly as they deal with the most vulnerable individuals in any community. For this
reason, different approaches must be taken with different members of the community – a
program which targets youth cannot be the same as one that targets adults, a program that
targets women may not be the same as one that targets men (Kelly, 2007).

Potential Community Solutions
Participants discussed a number of factors that needed to be considered when formulating
preventative measures and responses to suicide in Mackay’s Indigenous community. In
accordance with their broad and diverse views about the causes of suicide, the proposed
solutions also covered three major domains: individual, family and community/society.
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At the individual level, responses focused on promoting the involvement of youth in
opportunities to enhance their personal development (including their cultural identity) and,
through this engagement, addressing the issues that related to suicide attempts. Cultural
identity was identified by all participants as being a particularly important aspect of self
esteem and coping capacity. When discussing features of young people ‘at risk’, a common
feature was their lack of cultural knowledge and limited access to cultural information or
mentorship. Most participants commented on the need for activities that promoted and
enhanced cultural knowledge. These included activities such as cultural camps, fishing trips,
bush tucker activities (e.g., excursions including identification and collation of bush tucker
products), genealogy and personal history research studies. Participants believed that these
activities should be augmented by other programs that promoted positive living and
hopefulness which would, consequently, lessen young people’s vulnerability to suicide (e.g.,
self esteem, roles in society, contributions to society, goal setting). These programs should
enhance the engagement of young people in learning through skill development
organisations. In addition, programs orientated toward suicide prevention amongst peers
were needed (i.e., what to ask, who to tell, what to say). However, it remains important that
any program directed towards youth, which involves aspects of suicide prevention, follow
protocols set by the community and suicide prevention experts to ensure that youth are kept
in a safe environment, any potential risk is kept to an absolute minimum and appropriate
followups conducted (see Kelly, 2007). Finally, a program for the survivors of suicide, and
another for those who have survived suicide attempts, was considered to be an important
aspect of the healing process in the community. It is also vital that these postvention
programs and activities follow protocols set out by the community and suicide prevention
experts to ensure that appropriate and effective followups are conducted so as to prevent
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further suicide (see Kelly, 2007).
It was suggested that responses to suicide in the family domain focus on community
infrastructure that could support families (e.g., housing) where families were assisted in
areas such as interpersonal skills, relationships and communication. Within the family
domain a number of aspects of family life are identified as potentially problematic for mental
health and wellbeing. Although a number of these factors relate to suicide prevention on a
family level, others are influenced by community and governmental inadequacies, such as
the alltoocommon issues of poor and inappropriate housing in Indigenous communities.
While such situations can lead to compromised physical and mental wellbeing, the need to
develop the community’s capacity to address issues such as overcrowding, family
relationship factors and poor parenting, domestic violence and stress is evident.
The majority of the proposed responses to suicide in Mackay’s Indigenous community
reflected communitylevel actions. The most fundamental response was adequate provision
of wellbeing services that incorporated local Indigenous people in the development and
delivery. The importance of contextualised and local understanding and knowledge of the
community, and the support of the community, was seen as critical. Without contribution
from the local Indigenous people, participants believed that the success of any intervention
would be jeopardised. The majority of the suggested communitylevel interventions involved
mental health, crisis and drug intervention services, an strategy for engaging young people
in the education system, ongoing promotion and celebration of Mackay’s Indigenous
community; intersectoral and interagency connections, services to engage men,
community education, health promotion that respects Indigenous ways of thinking about
health and a community youth position dedicated to early identification and suicide
prevention in the community.
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Specific suggestions raised by participants included:
•

The development and delivery of services that provide education and skill
development for family relationships, emotional wellbeing and dealing with hardship;

•

A service that engages the survivors of suicide and provides assistance dealing
with the aftermath (e.g., education on grief and grieving);

•

Indigenous mental health services that facilitate holistic wellbeing, an important
aspect of which would be access to Indigenous health professionals;

•

Indigenousspecific services for combating drug use;

•

Alternative education provision suitable for young people not engaged with the
standard education system;

•

An Indigenous suicide prevention strategy formulated and coordinated with the
input of each sector of the community including individuals, community members,

•

An Indigenous suicide prevention strategy formulated and coordinated with the
input of each sector of the community including individuals, community members,
government and community organisations;

•

Facilitating an Indigenous community approach to suicide prevention through
inter

agency relationship development, engagement and working together

(including a funding source that does not create competition between local
organisations);
•

Cultural competence training for existing organisations (including opportunities for
staff to engage with the Indigenous community to establish meaningful
relationships at all levels of service provision with a view to increasing the
confidence individuals have in approaching services, the belief they will be
understood on a personal and cultural level);
91

•

The community needs to claim mental health and suicide as a community
problem that needs to be addressed (i.e., Indigenous ownership of the problem);

•

Indigenousspecific programs for young people and the wider community (e.g.,
24hr dropin centre) to present in crisis, providing young people with opportunities
to voice their concerns, facilitating engagement with services and providing an
emergency response to domestic violence;

•

Indigenous services for men to support them to deal with domestic violence,
depression and other mental health issues;

•

Community education about behaviours on the suicide continuum (i.e., self harm
to suicide) and an Indigenous specific information/help hotline for suicide
prevention;

•

Improved promotion of emotional and mental wellbeing as part of Indigenous
holistic health in the community, including a program that promotes mental health
career pathways, sponsorship and merchandise with a consistent health
message using accessible pathways (e.g., ‘say “NO” to domestic violence’ on
rugby jerseys, Suicide – it’s not on);

•

Good interagency connections for a coherent community approach to suicide
(i.e., good connections between agency workers), meaningful and productive
communication about agency and community needs with a view to tailoring
resources to service the needs of the community, formalized communication
between sub-groups within the community and across other communities (e.g.,
‘at risk’ individuals frequently move amongst family members, different peer
groups and between towns);
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•

A community worker dedicated to activities related to suicide prevention in the
community. Such activities would include engaging with individuals, families and
the community to develop knowledge of the presence of contributory factors and
identifying ‘at risk’ behaviours with the intention of intervening and providing
individuals and families with the assistance required.

Training provision for

organizations and the community, working with community organizations and
other agencies to build their capacity to address suicide would also be important
endeavours.
•

Finally, improved access to education about Mackay’s Aboriginal population and
the cultural history of the Mackay area (i.e., including the three different cultural
groups, the unique

cultural

composition

and

cultural

influences

in

Mackay).
It was proposed that a taskforce be formed with the view to composing a suicide
prevention strategy for the Mackay region. The broader attention on Indigenous
suicide in Mackay, in conjunction with the local activities of the Critical Reference
Group, would precipitate higher level commitment and exposure. This approach
would require the inclusion of community wide influences on Indigenous health (i.e.,
departments such as Child Safety, Police and Ambulance).
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Beyond the specific suggestions made by participants, several themes emerged that
characterised their responses. These themes appeared to represent the broader practice
principles that should underpin any intervention. Specifically, any intervention would need to
demonstrate the following principles (see Table below for text supporting each principle):

•

Capacitybuilding for existing services

•

Whole of community thinking

•

Integration of prevention within other programs

•

Familyfocused to build stronger families

•

Indigenousspecific services bringing back our culture

•

Youthfriendly activities that raise awareness

•

Proactive action in the right places at the right times

•

Followup engagement
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Principle

Exemplar Quotes

Capacity
building

They’re [existing services] so overloaded that they don’t have the
capacity to drop everything. Our services aren’t getting bigger as the
community is growing. We stay the same but the community gets
bigger and we’re expected to pick it up.

Whole of
Community
Response

Educating the whole community I think it's in the community … what
to look for, those little signs … don't brush things off if someone's
down and you know take the time with young people you know it
might just add another perspective
I think that talking to the kids, them knowing that you care about
them and encouraging them, that’s the first step that we need to
make as a community.
It’s about self esteem and letting kids and people know that they’re
important and they’ve got skills and we’ve all got a role to play in
society. What’s that reason that you get out of bed in the morning
every morning, how are you contributing to society?
It's about having programs in our community that are addressing
everything around suicide to stop that from happening, so we're
talking about, you know, education and everything. Family support,
counselling to help. Let's take this holistic approach to making people
better so that that it doesn't happen.
I know that Rocky had a crisis time a few years ago in their
community and they got together in a great way and did some things
that was very good.
Until I did the ASIST training I knew some signs [of suicide] but I didn't
really know them. You know some signs, the common ones, but no
one really knows the whole book of the signs until you do the ASIST
training. Then you can really feel it. I could've prevented 100 suicides
'cause now I know the signs. If they're going to jump off a bridge, you
know how to bring them off the bridge and stuff like that. It [training]
needs to be out there free. We need to be more aware in the town. It
needs to be everywhere.

Embedded
within other
Programs

So they're not specifically about suicide prevention, suicide prevention
is more like a biproduct of the programs that they do.
Activities really, because a lot of them have been unemployed for a
very long period of time. So it does take them a while to get back into
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employment and they do need those activities to help them get back
into it. Getting them into a routine of getting up at nine o’clock in the
morning, just things like that.
Familyfocused
– building
stronger
families

Strong Tiddas is a program based around basic computing. You know,
the majority of the women are middle aged or older, not employed.
Some of the mums are youth justice mums, so their kids are in and out
of the system. The mums have got their own children in the care of
others, a couple of them don't have any fixed address, past chromers,
some of them are heavy drinkers.
There’s a positive parenting program that’s being run out of the
health service and the George Street Neighbourhood Centre, but not
accessed by Indigenous families.
It’s getting the parents to do things – come and do things with their
kids on the weekends or do courses, get a job and pay attention to the
kids.

Indigenous
Services are all used up by the white kids who have more resources –
specific  getting there’s no space and there’s no indigenous workers for them to see
back to culture where you can get the kids out of town, out on country, you can do
that intensive work with them and they can learn about cultural stuff,
whoever they are, on whoever’s country.
Like I said, it needs to be Indigenous. In a town like Mackay, the
majority know each other. So maybe we need qualified Mackay
Indigenous people that know you
I don't think that we'd have very good success rate if [local Indigenous
person] wasn't there. At TAFE, if you haven't got that, in class
Indigenous support, you lose them, because we don't have an
Indigenous teacher standing up in front of them teaching them the
basic computing. You know, we've obviously got this white lady and
having that support for them, it's important, very important. Like I
said, some of them, well, don't associate with white people really, a
lot. So that white people standing up in front of them tend to be
scary, intimidating, you know. ...and it's got to be the right person
It'd be good to maybe do some didgeridoo making or something like
that and at the same time educate them, talk to them about it, 'cause
you get to relate to them that way.
...in schools we need more cultural training to really understand our
community...
An indigenous staff member in the school. It’s scary that a lot of
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indigenous kids don’t have someone to look at.
[seeking help for depressed person in hospital, eventually got a
counsellor] but she’s a white lady. I need a Torres Strait Islander. She
[depressed friend] doesn’t speak English so she needs a Torres Strait
Islander speaking person to come and see her and communicate. It
took seven phone calls to get a white lady and I had to take her there.
That was so frustrating.
Youthfriendly You know what teenagers are like too, they just want to go off and do
their own thing.
responses to
raise awareness
They’re not going to make an appointment for yourself at the Health
Service and go, I’m suffering from depression doctor, can you please
prescribe me some antidepressants and some counselling sessions?
That’s not going to happen
I just think there's lack of support out there, that's Indigenous or non
Indigenous, not enough agencies. There's some out there that people
don't even know about ...they didn't even know they existed to get
help until it's too late.
Maybe the service go to them or go to a park for a week or a day and
just have a big family day or big fun day and educate them
I think in today’s society there are 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.
Kids can access it at their own discretion [private information kiosks
about suicide prevention].
I don't think she's actually gone and got help. Once again it's the
shame thing. I know some people are ashamed to even go to the
mental health if they've got an issue.
Do they know how to get the help. I mean you can put billboards
up…like really big things, posters or whatever and stick them up
everywhere in places where they can maybe see the numbers
themselves and realise they have a problem and they can make a call
themselves.
Then I think getting out amongst with them, let's say like the river
bank where some probably hang down there or the park behind the
entertainment centre, behind the cane lands, in the mangroves, in the
bush, 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
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go and I had noone to take me there.
Put them [messages about life promotion] in places where  you can
have them in pamphlets in offices, but who's going to go into an office
an take them. Get them out there, billboards or whatever. Yeah,
advertising. But with all details on there, like what numbers to call.
A proactive
approach 
Workers in the
right places at
the right times

You just need people around that they know they can go to that are
nonjudgmental and nonthreatening and people who can pick up
these signs and say, are you all right, you’re a bit funny today
No one spoke up beforehand. That's why I mentioned they need to
speak up beforehand and educate them to speak up beforehand.
I’m sure there are things like positive living programs and things like
that and surely in schools. They do something in schools I think too
but there are so many of our kids that don’t go to school so you’re
missing that part of the group.
Why is it hard to get the community to turn up at these things? Good
question. You know, I sometimes feel that some of those things need
to be taken to the people out into the community not be stuck in the
office and presenting these things. How'd it be if someone from
mental health or whatever went and even just asked permission for if
they could go and talk with some of the mob in the park? Go and talk
with some of the young kids wherever they go and hang out at.
Instead of just expecting everyone to go to their office. Bring it out to
them. Because what some of the meetings that I've gone to that are
supposed to be for the community and what community thing, but
you see most it's for workers from different organisations turn up. You
might have a couple of community people but that's not community
focussed.
If you can't get them to come to you, why don't they go to them? You
know like with our mob as well too, why not have a worker that'll go
and sit under a tree with them and talk about some of the issues.
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 eh. It
doesn't happen that way. But 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. The expectations of you know 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.
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Appropriate
followup
engagement

They’re all there for them when the suicides happen and then after a
while they forget about them. The family are still grieving
I just think that you know, if there is an attempt in the family you
need to get the whole family together, especially the mum and dad
but not the younger ones they don’t need to know about it.
What’s going to happen to other parts of the family who are going to
be affected and how it’s going to affect them.
But like I said before, after that initial appointment with mental
health after they’ve done that, mental health don’t have another
backup appointment and reschedule another appointment to see how
their process is going. It’s just that appointment and that’s that. Then
they fall straight back into that hole two months down the track.
Which is good, because a lot of people refuse to go to mental health
with the way they’ve been treated there. They get that feeling of what
are you doing here, sort of thing. Or hurry up; I’ve got another client
coming. A lot of people don’t have the correct medication for
schizophrenia or bipolar or any of that stuff because they don’t want
to go to mental health and … they don’t have money to go to the
doctor.

The Next Steps for Mackay
Partnerships with Indigenous communities that incorporate consultation and
negotiation are paramount in order to develop communitygenerated solutions to local
needs. As outlined in the previous report from this project, a Critical Reference Group (CRG)
was established in early 2009 to acknowledge the growing community ownership of the
suicide prevention agenda. The CRG provided a process that ensured community ownership

and partnership in suicide prevention research in the region. They facilitated critical
feedback and direction within the community. The CRG was formed with the intention that
it would enable future partnerships to occur and would provide a linking platform for
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community service providers and stakeholders, researchers, policymakers and
systems to enhance their influence.
The CRG membership reflects a broadranging representation of the community
(e.g., elders, community groups and industry) and, therefore, has the capacity to
influence change at multiple levels (e.g., community, government, business, health
professionals and the non profit sector). CRG members were identified on the basis of
their status and reputation in the community, the nature of their employment and their
personal experiences and commitment in relation to suicide prevention. Members are
required to have a sound knowledge of issues impacting on the Indigenous community
and be easily accessible to members of the wider community in order to maintain
twoway communication. CRG members were deemed suitable by community members
to maintain such a position and the inclusion of elders in the CRG ensured that the
traditions of the local indigenous community were respected and remained of the highest
priority when actions were determined.

The CRG oversaw this research project and ensured it had been carried out in
accordance with community guidelines and protocols.
The CRG will continue to combat suicide in Mackay’s Indigenous community by
highlighting important community issues with a view to investigating opportunities to solicit
funds in order to implement and evaluate the proposed solutions identified in this project.
The CRG intends to draft a regional strategy to address Indigenous suicide using the
findings. The importance of planning a coherent approach in this way is the first step to
longterm and ongoing successful bids to undermine the broad factors that were identified as
contributing to suicide in the community, the family and for individuals. They have prioritised
the solutions identified in this project and are currently investigating funding
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opportunities for a position in the community (A Life Promotion and Suicide Prevention
Worker). This position would engage with community members, identify target issues in
the community and community suicide events, and engage in the development of a
community wide suicide prevention strategy based on this research.

For each CRG member, the impact of suicide on their lives is not far removed.
For this reason, these individuals continue to highlight the issue of suicide in their
current professional and personal commitments within the community.
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Appendix A
Australian Institute for Suicide Research and Prevention
National Centre of Excellence in Suicide Prevention

INDIGENOUS COMMUNITY SUICIDE RESEARCH PROJECT INFORMATION SHEET
The Australian Institute for Suicide Research and Prevention (AISRAP) is involved in a
research project with Mackay’s Indigenous and Australian South Sea Islander communities
to investigate why Indigenous suicide is occurring. It is hoped that increasing our knowledge
of why it takes place and developing a broader understanding will allow the community to
use this information to inform strategies and policies to identify risk and develop preventative
strategies.
On behalf of AISRAP I would like to invite you to participate in this study by talking with me
about the issue of suicide in the Mackay region. If you decide to be interviewed I have a few
questions I would like to ask but you have the right to:
•
•
•

Share with me as little or as much information as you feel comfortable with;
Stop our conversation at any time;
Withdraw from the study at any time without comment or at any cost to you.

Any information that you disclose will remain confidential.
Information from our conversation and others that participate in the study may be published
(for example in report and journal articles) but your anonymity will be safeguarded at all
times.
I would like to audio-record our discussion to ensure I get an accurate understanding of what
you say and that the information can be analysed properly. This recording will be transcribed
then the audio-recording and transcript securely stored and locked away then disposed of
after five (5) years from the research completion, in accordance with Griffith University
policy.
You are free to ask any questions you may have about the study not addressed by the
information above. My contact details are:
Leda Barnett, Australian Institute for Suicide Research and Prevention c/- Mackay Division
of General Practice; Tel: 4953 4491; email L.Barnett@griffith.edu.au; or postal address: 43
Evans Avenue, North Mackay QLD 4740
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Appendix B
Australian Institute for Suicide Research and Prevention
National Centre of Excellence in Suicide Prevention

CONSENT FORM
By signing below, I confirm that I:
•

Have read and understand the information sheet provided to me;

•

Have had my questions about the research answered to my satisfaction and that if I
have further questions I can contact the research team;

•

Understand the research findings may be included in, but is not limited to, reports,
articles written for journals and conference presentations;

•

understand that to preserve anonymity, where necessary, pseudonyms, or
false names, will be used;

•

Agree to participate in an interview, with no limit to my contribution, which will last for
either approximately one (1) hour or can be terminated at my discretion;

•

Understand that my participation in this research is voluntary;

•

Understand that there will be no direct benefit to me from my participation in this
research;

• Understand that I can withdraw from the study at any time

If under 18 years of age;

without comment or penalty;
• Am providing informed consent to participate in this project;

Signature of Guardian:

• Understand that I can contact the Manager, Research
Ethics, at Griffith University Research Ethics Committee on
3875 5585 (or research-ethics@griffith.edu.au) if I have any
concerns about the ethical conduct of the project.

Signature:

_____________________Date:

Name of Guardian:

___________

Name (please print): _______________________________
Date:
Postal Address: ________________________________________
E-mail: ______________________________________________

………./………./
……….

For any concerns or complaints I sincerely encourage you to contact:
Mr. Gary Allen – Manager, Research Ethics
Griffith University’s Office for Research
Tel: (07) 3735 5585, Email: researchethics@griffith.edu.au Location and Postal Address:
Bray Centre (N54), Griffith University, 170 Kessels Road, NATHAN Q4111
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Appendix C
Providing us with a bit of information about yourself will help us
get a good understanding of your experiences in the community.

YOUR DEMOGRAPHIC INFORMATION
Please circle or write your response:
1. Gender
Male

2. Age

Female

__________

3. Height __________

Weight __________

4. First language
English
Other __________
5. Ethnicity
Aboriginal

Torres Strait Islander

Australian South Sea Islander

Other __________

6. Years of education

__________

7. Marital status
Never married

In a relationship

De facto

Married

Separated

Divorced

Widowed
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8. Work
Yes

Fulltime

Parttime

Casual

Other

__________
No

9. How long have you been living in Mackay? __________ mths/yrs

YOUR THOUGHTS ON YOUR COMMUNITY
10. What do you think are some of the major problems facing your community today?

11. How serious do you think are the following problems for your community?
(‘1’ = not serious to ‘5’ = very serious)
a. Poor/inadequate housing

1

2

3

4 5

b. Crime

1

2

3

4 5

c. Poverty

1

2

3

4 5

d. Lack of teachers/schools

1

2

3

4 5

e. Lack of government support

1

2

3

4 5

f. Poor family life

1

2

3

4 5

g. Transportation

1

2

3

4 5

h. Health care

1

2

3

4 5

i.

1

2

3

4 5

Job security
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(‘1’ = not serious to ‘5’ = very serious)
j.

Racial prejudice

1

2

3

4

5

k. Pollution

1

2

3

4

5

l.

1

2

3

4

5

m. Volatile substance misuse

1

2

3

4

5

n. Alcohol abuse

1

2

3

4

5

o. Child and spouse abuse

1

2

3

4

5

p. Domestic violence

1

2

3

4

5

q. Quality of life

1

2

3

4

5

r. Land rights

1

2

3

4

5

Drug abuse

13. In your opinion, rate the following about the people in your community;
(‘1’ = low to ‘5’ = high)
How close to one another are people?

1

2

3

4

5

How supportive of one another are people?

1

2

3

4

5

How hopeful about the future are people?

1

2

3

4

5

How optimistic about the future are people?

1

2

3

4

5
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Basic Content of Interviews
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 behavior?

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.; o How they originated and why
o

Funding

o

Principles

o 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
understandable? How about acceptable?

when

suicide

is

10.Why do you think some individual’s engage in suicidal behavior?
Prompt & discuss each answer – examples if possible
Depression? How can you tell if someone you know really
well is depressed?
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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.; o What was going on?
o What supports were available to the
person? o What happened after the event?

o

What was missing?

o

What would have helped?
o For personal experiences inc.;
 How did this impact on you?
 How did you feel then?
 How do you feel now?
o For personal suicidal behavior inc.;
 What had happened that day?
 What did you want to happen (i.e., did you
want to die/intend to die)?
 How did you survive?
 How did you feel when you survived?
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