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1. Acknowledgement of Country 

Consumers of Mental Health WA proudly acknowledge Aboriginal people as Australia’s First Peoples and 

the Traditional Owners and Custodians of the Land and Water on which we live and work. We acknowledge 

Western Australia’s First Nation’s communities and culture and pay respect to Aboriginal Elders past, 

present and emerging.   

We recognise that Sovereignty was never ceded and the significant and negative consequences of 

colonisation and dispossession on Aboriginal communities. 

Despite the far-reaching and long-lasting impacts of colonisation on First Nations communities, Aboriginal 

people remain resilient and continue to retain a strong connection to culture. We acknowledge the strong 

connection of First Nations Peoples to Country, culture and community, and the centrality of this to 

positive mental health and wellbeing. 
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2. Preamble 

2.1 About the Respondents 

Consumers of Mental Health WA (CoMHWA) is Western Australia’s peak body for and by mental health 

consumers (people with a past or present lived experience of mental health issues, psychological or 

emotional distress). We are a not-for-profit, systemic advocacy organisation independent from mental 

health services that exists to listen to, understand and act upon the voices of consumers. We work 

collaboratively with other user-led organisations and a diversity of stakeholders to advance our rights, 

equality, recovery and wellbeing.   

2.2 Request for Feedback 

CoMHWA works to uphold the dignity and human rights of consumers, through providing advocacy in 

leading change with and for consumers. We appreciate notification of the outcomes of our submission to 

this consultation in order to understand and communicate the difference made through our work. 

Please provide feedback via the contact details on this submission’s cover page. 

2.3 Language 

CoMHWA uses the term mental health ‘consumer’ throughout this submission. Mental health consumers to 

refer to people who identify as having a past or present lived experience of psychological and emotional 

distress, irrespective of whether they have received a diagnosis of mental illness or accessed services. 

Other ways people may choose to describe themselves include “peer”, “survivor”, “person with a lived 

experience” and “expert by experience”. 

This definition is based on consumers’ call for respect, dignity and choice in how we choose to individually 

identify. As individuals we choose different ways to name and describe our experiences that may confirm 

or trouble ideas about ‘mental illness’.  

CoMHWA endorses Black Dog Institute’s Aboriginal and Torres Strait Islander Lived Experience Centre’s 

universal definition of lived experience for First Nation communities:  

A lived experience recognises the effects of ongoing negative historical impacts and or specific events on the 

social and emotional wellbeing of Aboriginal and Torres Strait Islander peoples. It encompasses the cultural, 

spiritual, physical, emotional and mental wellbeing of the individual, family or community. 

https://www.blackdoginstitute.org.au/media-releases/lived-experience-definition-released-for-aboriginal-and-torres-strait-islander-communities/
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People with lived or living experience of suicide are those who have experienced suicidal thoughts, survived 

a suicide attempt, cared for someone through a suicidal crisis, been bereaved by suicide or having a loved 

one who has died by suicide, acknowledging that this experience is significantly different and takes into 

consideration Aboriginal and Torres Strait Islander peoples’ ways of understanding social and emotional 

wellbeing. 

This definition recognises that there are fundamental differences to how Aboriginal and Torres Strait 

Islander people experience and define mental health challenges and suicide compared to mainstream 

definitions.  

2.4 About the consultation 

“The Mental Health Commission (Commission) is developing a new Western Australian Suicide Prevention 

Framework (Suicide Prevention Framework). The Suicide Prevention Framework will set out Western 

Australia’s approach to suicide prevention for the next five years and builds on the significant work carried 

out under previous national and statewide suicide prevention strategies, reports, and approaches.  

The Commission is seeking feedback on the draft Suicide Prevention Framework to further inform its 

development. Feedback closes Wednesday 12 November 2025. 

The final Suicide Prevention Framework is expected to be released in 2026. 

The content of your feedback and contact details will not be published, however, may be subject to requests 

under the Freedom of Information Act 1982. 

If responding to this survey is not suitable for you, please email us at suicideprevention@mhc.wa.gov.au to 

enquire about other feedback options.” 

 

  

mailto:suicideprevention@mhc.wa.gov.au
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3. Introduction 

CoMHWA welcomes the opportunity to provide feedback to the Mental Health Commission on the draft 

WA Suicide Prevention Framework 2026-2031 (Hereafter referred to as ‘The Framework’). Overall, 

CoMHWA is pleased to see that the framework addresses a number of key concerns raised by our members 

and those people we spoke to in community consultations in 2025. We are particularly pleased to see the 

central role that Lived Experience plays in The Framework, and the recognition that Lived Experience 

expertise is a central driver in undertaking cultural shifts in the systems that aim to prevent suicide and 

support those people impacted by suicide. 

CoMHWA’s submission is framed by the challenging context of suicide prevention efforts to date—the 

available data shows that occurrences of suicide in WA have not seen meaningful reduction for people 

living in WA for at least 45 years.1 This unfortunate lack of improvement speaks to the limitations of the 

current system’s responses to people experiencing suicidal crisis, and the continuing impact of social 

determinants recognised as contributing factors to suicidal distress. In light of the limitations of current 

approaches, our submission focuses on the potential for The Framework to push further in its 

recommendations for peer-led responses to suicidal crisis. 

There are aspects of The Framework that CoMHWA feels could be strengthened with additional 

commitments, such as commitment to development of peer-led alternatives to Emergency Departments 

that move beyond the current approach of Safe Havens attached to hospitals.  While we understand that 

high level frameworks and strategies are limited in their ability to provide granular recommendations, it is 

important to ensure that there are guiding examples of emergent modes of support and practices to inform 

those using The Framework in future. CoMHWA also notes that The Framework misses a critical 

opportunity to provide clarification and definition for some terminology utilised in the document—

specifically that of ‘peer’. Without a clear definition for this term, CoMHWA is concerned that The 

Framework risks being misunderstood in intention, and misapplied in practice.  

The Framework represents a key opportunity to set a bold agenda for transforming the landscape of suicide 

prevention in WA. We hope that the following feedback can assist the Mental Health Commission in 

developing a framework that can help establish a more humane and effective vision to guide the future of 

suicide prevention in the state.   

 

 

1 Australia Institute of Health and Welfare (2025) Deaths by Suicide Over Time. Accessed 10/11/25. https://www.aihw.gov.au/getmedia/0ada27da-
36e9-41eb-8280-f85a2d8c5a84/2023-aihw-suicide-and-self-harm-monitoring-nmd-suicide-icd-10-x60-x84-y87-0_1.xlsx   

https://www.aihw.gov.au/getmedia/0ada27da-36e9-41eb-8280-f85a2d8c5a84/2023-aihw-suicide-and-self-harm-monitoring-nmd-suicide-icd-10-x60-x84-y87-0_1.xlsx
https://www.aihw.gov.au/getmedia/0ada27da-36e9-41eb-8280-f85a2d8c5a84/2023-aihw-suicide-and-self-harm-monitoring-nmd-suicide-icd-10-x60-x84-y87-0_1.xlsx
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4. Discussion and Feedback 

CoMHWA recognises that The Framework is one piece of a larger plan for effectively preventing suicide and 

improving mental health for people in WA, and will direct the Commission’s activities in alignment with the 

Mental Health and Alcohol and other Drug Strategy 2025-2030, as well as the forthcoming revised National 

Mental Health and Suicide Prevention Agreement. CoMHWA has made submissions to inform the 

development of these two documents, and will subsequently limit our broader discussion around mental 

health and suicide prevention addressed in these submissions to focus on key features of The Framework 

explicated below.  

4.1 Supported Inclusions to The Framework – Towards 

Implementation  

4.1.1 Locally Responsive Supports for Regional WA 

CoMHWA welcomes The Framework’s call for the provision of regionally responsive supports and 

postvention services for people living in regional and remote Western Australia. We note that in our 

consultation with CoMHWA members we heard of a number of experiences that spoke to the inadequacy 

of ‘Drive in Drive Out’ (or DIDO) postvention services that often operate with little community connection 

and rapport, and highlighted the value of place-based supports for people experiencing or impacted by 

suicidal crisis located within or close by to their community. We therefore suggest that the criteria for 

‘locally responsive’ supports should refer not only to an ability to respond on the ground in regional 

communities quickly, but also emphasise the importance of consistently maintaining relationships with 

those living in regional communities outside of the provision of support during crisis.  

CoMHWA additionally suggests that the development of locally responsive supports would be enabled and 

effectively facilitated by ensuring that large service provider organisations do not dominate the tendering 

process for regional projects—our members have frequently expressed their frustration with large service 

provider organisations overpromising on their capabilities during tender, which leads to sporadic 

community contact once rolled out, low participation rates, and the eventual limiting or defunding of these 

potentially vital services as a result.  

In light of these issues, CoMHWA is pleased that The Framework aims to “[i]mprove approaches to funding 

and co-commissioning of services across government to support service coordination and collaboration”, 
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noting that these improved approaches are flagged for implementation within 3-5 years. We suggest that 

these new approaches should include detailed recommendations for commissioning processes that can 

address the needs of regional communities and the challenges of regional service delivery—as the 

Productivity Commission noted in their Inquiry Report on the review of the National Mental Health and 

Suicide Prevention Agreement, governments faced with regional commissioning to have historically 

“…created a set of high level, flexible principles. However, the absence of detailed guidelines makes it 

harder to address the inconsistencies and inefficiencies in the way PHNs commission mental health and 

suicide prevention services…”.2 We accordingly advise that The Framework should specify that new 

commissioning and co-commissioning approaches include detailed advice that moves beyond broad and 

abstract principles. 

4.1.2 Lived Experience as a Critical Enabler – Organisational Readiness 

CoMHWA welcomes The Framework’s identification of Lived Experience as an enabler to effectively drive 

system change and improvement. We note that The Framework situates the progressive embedding of 

Lived Experience roles and Lived Experience expertise within their 3-5 year timeframe, and that these 

positions will operate at ”all levels of system design, service delivery, and evaluation.”  We commend the 

scope of this proposal, but caution that organisations and services will need to be encouraged to build their 

organisational capacity, particularly in relation to understanding the discipline and practices of the Lived 

Experience Workforce. CoMHWA’s members have consistently spoken of the challenges faced in 

designated Lived Experience roles when organisations lack an awareness of the discipline, which often 

leads to professional challenges and conflict for people acting in these Lived Experience roles, as well as 

saddling them with the additional workplace burden of educating service staff alongside undertaking 

regular duties.  

As a way to ensure that the progressive expansion of Lived Experience roles is successfully undertaken by 

organisations, CoMHWA suggests that The Framework should refer to available resources that can improve 

the understanding of the Lived Experience (Peer) Workforce. Examples include The Western Australian 

Lived Experience (Peer) Workforces Framework,3 as well as resources from beyond the Mental Health 

Commission such as The Peer Workforce Readiness Checklist4 developed by the National Mental Health 

Consumer & Carer Forum (NMHCCF) and Lived Experience Australia. Moreover, there is the potential for 

 

2 Productivity Commission. (2025) Mental Health and Suicide Prevention Agreement Review: Inquiry Report Overview. p. 9 
https://assets.pc.gov.au/2025-10/mental-health-review-overview.pdf?VersionId=n20yxNUJytaKkDOaNSgq.N3NQ.tZCuWm  

3 WA Mental Health Commission (2022) The Western Australian Lived Experience (Peer) Workforces Framework. 
https://livedexperienceworkforces.com.au/wp-content/uploads/2022/10/mhc-lived_experience-pw-framework-oct2022-digital.pdf  

4 National Mental Health Consumer and Carer Forum & Lived Experience Australia (2024) The Peer Workforce Readiness Checklist. 
https://nmhccf.org.au/our-work/discussion-papers/lived-experience-peer-workforce-checklist  

https://assets.pc.gov.au/2025-10/mental-health-review-overview.pdf?VersionId=n20yxNUJytaKkDOaNSgq.N3NQ.tZCuWm
https://livedexperienceworkforces.com.au/wp-content/uploads/2022/10/mhc-lived_experience-pw-framework-oct2022-digital.pdf
https://nmhccf.org.au/our-work/discussion-papers/lived-experience-peer-workforce-checklist
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tailored programs such as CoMHWA’s Collaborate to Connect5 to deliver specific education for services, 

which could build their understanding of authentic co-design—a process that will be integral to the 

successful development of expanded Lived Experience roles.   

4.1.3 The WA Suicide Monitoring System  

CoMHWA welcomes the Commission’s commitment to implementing the WA suicide monitoring system 

(SMS). Providing immediate data about suicide is critically important to address the risk of suicide 

increasing in impacted communities, and to help direct postvention resources to where they are urgently 

needed. We note that there is little information available on the specifics of WA’s proposed system, and 

CoMHWA wishes to emphasise the importance of aligning this system with the other states and territories 

who provide their data expeditiously to the Australian Institute of Health and Welfare. CoMHWA notes that 

the National Suicide and Self-Harm Monitoring System was developed as a response to the Fifth National 

Mental Health and Suicide Prevention Plan, which noted the importance of ensuring data collection was 

prioritised.6 Finally, noting that the WA SMS is scheduled for implementation within the shortest 2-year 

timeframe in the Framework, we urge the Commission to take steps to establish the WA SMS as a matter 

of urgency by the end of 2026.  

4.2 Opportunities for Improvement 

4.2.1 Clarifying the Terminology of ‘Peer’ and Ensuring Representative Balance 

CoMHWA believes that The Framework would benefit from providing a clear definition of ‘peer’ within the 

document’s terminology guide. The Framework contains multiple references to peers, sometimes using the 

language of ‘Lived Experience (Peer)’ while other times simply using the term ‘peer’ without this 

specification. This is especially confusing in relation to sections where ‘peer’ could refer to a range of 

different people, such as in the discussion of LGBTIQA+SB communities in table 6 where peer may imply 

either a Lived Experience (Peer) or peer from the LGBTIQA+SB community.  

CoMHWA suggests that The Framework be amended to include a definition of peer informed by The 

Western Australian Lived Experience (Peer) Workforces Framework.7 This document uses ‘Lived Experience 

(Peer) Workers’ to refer to a specific discipline and designated roles that actively use personal lived 

 

5 Consumers of Mental Health WA (2025) Collaborate to Connect webpage. Accessed 10/11/25. https://comhwa.org.au/training/collaborate-to-
connect/  

6 Australian Government (2017) The Fifth National Mental Health and Suicide Prevention Plan.  p.26 
https://www.mentalhealthcommission.gov.au/sites/default/files/2024-03/the-fifth-national-mental-health-and-suicide-prevention-plan-2017.pdf  

7 WA Mental Health Commission (2022) The Western Australian Lived Experience (Peer) Workforces Framework.  

https://livedexperienceworkforces.com.au/wp-content/uploads/2022/10/mhc-lived_experience-pw-framework-oct2022-digital.pdf  

https://comhwa.org.au/training/collaborate-to-connect/
https://comhwa.org.au/training/collaborate-to-connect/
https://www.mentalhealthcommission.gov.au/sites/default/files/2024-03/the-fifth-national-mental-health-and-suicide-prevention-plan-2017.pdf
https://livedexperienceworkforces.com.au/wp-content/uploads/2022/10/mhc-lived_experience-pw-framework-oct2022-digital.pdf
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experience of distress, crisis and/or service use and consumer perspective to support others and/or 

transform mental health systems and services. The Lived Experience (Peer) Workforce encompasses those 

with a lived experience of mental health challenges, of alcohol and other drugs, of suicidal 

distress/bereavement, and carers from these groups, who operate in a range of roles including frontline 

peer support roles, as well as policy, advocacy, and research roles. 

Appropriate Representation for Lived Experience  

CoMHWA is strongly in support of The Framework’s focus on the roles for people with a lived experience of 

mental health challenges, and of suicidal distress and/or bereavement. However, while we recognise the 

importance of ensuring the central involvement of people with a lived experience of suicidal distress and/or 

bereavement in The Framework, CoMHWA feels that it is critical to acknowledge the predominance of 

family and carer perspectives within this cohort—in particular, we hold concerns over the potential for 

these perspectives to uncritically accept ‘risk averse’ approaches to suicide prevention. Risk assessment 

practices in clinical settings are often followed by suspension of human rights, leading to the uncritical use 

of ineffective and dehumanising restrictive practices, and incarceration for consumers.  

CoMHWA suggests that, as part of addressing the need for a consistent definition of ‘peer’, The Framework 

should also clarify whether it is lived experience of mental health distress, or a lived experience of suicide, 

that is denoted in each occurrence of the term ‘peer’ in the document. This will help to prevent confusion 

and ensure that The Framework promotes the appropriate form of Lived Experience involvement in each 

context.  

4.2.2 Explicitly Identifying Systemic Racism as a Service Access Barrier 

CoMHWA recognises the considerable detail provided in The Framework about how to address suicide 

prevention in the context of approaches tailored for Aboriginal and Torres Strait Islander peoples, with the 

lens of Social and Emotional Wellbeing applied consistently through the document. However, we note that 

the discussion about groups who are more likely to experience suicide, provided in table 6, outlines 

difficulties Aboriginal peoples experience when trying to access mental health services without mention of 

systemic racism. CoMHWA believe that this entry should also explicitly note the impact of systemic racism 

in relation to service access, rather than allowing this persistent phenomenon to remain unpacked within 

the broader concept of stigma where it is directly referred to by The Framework.  

Systemic racism is of course a kind of stigma, that is, a “social process that excludes, shames, rejects and 

devalues groups of people based on particular characteristics.”8  Systemic racism is a particular form of 
 

8 James D Livingston (2013) Mental Illness-Related Structural Stigma: The Downward Spiral of Systemic Exclusion (Final Report, Mental Health 
Commission of Canada) https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHCC_OpeningMinds_MentalIllness-
RelatedSructuralStigmaReport_ENG_0_0.pdf  

https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHCC_OpeningMinds_MentalIllness-RelatedSructuralStigmaReport_ENG_0_0.pdf
https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHCC_OpeningMinds_MentalIllness-RelatedSructuralStigmaReport_ENG_0_0.pdf
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stigma where institutions, social structures and systems embed policies and practices that entrench the 

oppression of groups on the basis of racial identity. It is racism that is “pervasively and deeply embedded in 

systems, laws, written or unwritten policies, and entrenched practices and beliefs.”9  Stigma causes people 

to be treated differently, as harmful ideas, assumptions, and attitudes impact behaviours. Behavioural 

manifestations of stigma include statements and imputations that devalue a person based on stereotypes, 

inequitable delivery of care, and discrimination.10 In suicide prevention, stigma has serious impacts, 

including creating barriers to accessing equitable support and care. 

While we recognise that the vast majority of service staff operating in the suicide prevention space are not 

operating intentionally in a racially prejudiced manner, workplace cultures can inadvertently perpetuate 

attitudes that lead to racial discrimination. The profound impact that systemic racism can present for 

service access—especially in regional locations with already limited options—means that it is important to 

highlight this factor explicitly as a barrier to service access within The Framework, to authentically 

represent the reality that Aboriginal peoples continue to face when seeking support. 

4.2.3 Gatekeeper and Alternative Peer-led Supports 

CoMHWA notes that The Framework has specifically referenced the adoption of the Gatekeeper model by 

services in the sector, as a means of ensuring that people in suicidal distress receive appropriate continuity 

of care when being referred between services. CoMHWA is pleased to see an evidence-based system 

flagged for adoption to assist with referral pathways and identifying distress, however we reiterate our 

prior feedback about the urgent need to supplement current service models with peer-led alternatives such 

as Alternatives to Suicide. Without a genuine plurality of both clinical and non-clinical/peer supports 

available, many people will continue to be referred to strict clinical supports that do not work for them and 

which can in turn prompt disengagement from support services entirely. 

CoMHWA supports resources that give confidence to people within the community to have conversations 

concerning a person’s thoughts of suicide.  CoMHWA recommends that, before a mass rollout of 

gatekeeper training, referral pathways to non-clinical peer-based early intervention be secured.  

 

9 Braveman, P. A., Arkin, E., Proctor, D., Kauh, T., & Holm, N. (2022). Systemic and structural racism: Definitions, examples, health damages, and 
approaches to dismantling. Health Affairs, 41(2), 171–178. https://doi.org/10.1377/hlthaff.2021.01394, p. 171. 

10 Katterl, S. (2023). Words that hurt: Why mental health stigma is often vilification, and requires legal protection. Alternative Law Journal, 48(1), 
47–54. https://doi.org/10.1177/1037969X221150135 

 

https://doi.org/10.1377/hlthaff.2021.01394
https://doi.org/10.1177/1037969X221150135
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Gatekeeper training programs are promising initiatives.11 However, there is limited evidence demonstrating 

a long-term effect on suicide rates or ideation.12 We are concerned by the framing of programs like Mental 

Health First Aid and Gatekeeper as early intervention or support.13 These programs do increase the ability 

of community members to identify consumers with mental health distress using the Question, Persuade, 

and Refer model (QPR). However, they do not provide support or intervention. Instead, they provide a 

point of referral to support services.14  

Potential barriers to the effectiveness of Gatekeeper training include the ability of gatekeepers to assist 

consumers who may not opt for referral or treatment through the biomedical system: “[t]his underscores 

the need for gatekeepers to be open to linking people at risk for suicide to support systems that, although 

they may not be formal or professional, open up a dialogue on suicidal ideation.”15 It is CoMHWA’s position 

that the lack of these referral pathways may undermine the positive effects of this training. 

Without dedicated spaces for people to talk about their own suicidality openly without fear of mandatory 

risk assessment, programs like Gatekeeper may escalate issues, treat suicidality as an “emergency”, and 

perpetuating a default to harmful coercive practices. Legalistic and risk management approaches to suicide 

can lead to a “[l]ack of or non-genuine trust and collaboration break down when there is a lack of 

engagement, feelings of powerlessness, and assessments that feel like tick box activities and 

interrogations[…]”16 CoMHWA believes that a better approach can be developed through considering and 

promoting the peer-based models outlined below. 

Alternative Approaches 

 

11 Parker, Alexandra. (2016). Does gatekeeper training prevent suicide in young people? [Research Bulletin]. Orygen, The National Centre of 
Excellence in Youth Mental Health, Melbourne, Victoria. https://www.orygen.org.au/Research/Research-Areas/Suicide-
Prevention/Orygen_Suicide_prevention_research_bulletin?ext=.  

12 Isaac, M., Elias, B., Katz, L. Y., Belik, S.-L., Deane, F., Enns, M. W., & Sareen, J. (2009). Gatekeeper training as a preventative intervention for 
suicide: A systematic review (Version 1). University of Wollongong. https://hdl.handle.net/10779/uow.27707520.v1  

13 Draft WA Suicide Prevention Framework 2026-2031 page 36, 40.  
14 Parker, Alexandra. (2016). Does gatekeeper training prevent suicide in young people? [Research Bulletin]. Orygen, The National Centre of 

Excellence in Youth Mental Health, Melbourne, Victoria. https://www.orygen.org.au/Research/Research-Areas/Suicide-
Prevention/Orygen_Suicide_prevention_research_bulletin?ext=. 3.  

15 Isaac, M., Elias, B., Katz, L. Y., Belik, S.-L., Deane, F., Enns, M. W., & Sareen, J. (2009). Gatekeeper training as a preventative intervention for 
suicide: A systematic review (Version 1). University of Wollongong. https://hdl.handle.net/10779/uow.27707520.v1 265. 

16 Critical Intelligence Unit (2025, September 4) Whole of health suicide prevention: An evidence check. NSW Government. 
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0005/1017797/Evidence-check-Whole-of-health-suicide-prevention.pdf citing Zhao, Y. L., 
Liu, Z. H., Li, Y. Y., Liu, D. L., & Yi, J. N. (2023). The lived experiences of parents providing care to young people who self-harm: A meta-aggregative 
synthesis of qualitative studies. International journal of mental health nursing, 32(2), 402–419. https://doi.org/10.1111/inm.13095; Vandewalle, 
J., Van Bos, L., Goossens, P., Beeckman, D., Van Hecke, A., Deproost, E., & Verhaeghe, S. (2020). The perspectives of adults with suicidal ideation 
and behaviour regarding their interactions with nurses in mental health and emergency services: A systematic review. International journal of 
nursing studies, 110. https://doi.org/10.1016/j.ijnurstu.2020.103692; Quinlivan, L. M., Gorman, L., Littlewood, D. L., Monaghan, E., Barlow, S. J., 
Campbell, S. M., Webb, R. T., & Kapur, N. (2021). 'Relieved to be seen'-patient and carer experiences of psychosocial assessment in the 
emergency department following self-harm: qualitative analysis of 102 free-text survey responses. BMJ open, 11(5). 
https://doi.org/10.1136/bmjopen-2020-044434  

https://www.orygen.org.au/Research/Research-Areas/Suicide-Prevention/Orygen_Suicide_prevention_research_bulletin?ext=
https://www.orygen.org.au/Research/Research-Areas/Suicide-Prevention/Orygen_Suicide_prevention_research_bulletin?ext=
https://hdl.handle.net/10779/uow.27707520.v1
https://www.orygen.org.au/Research/Research-Areas/Suicide-Prevention/Orygen_Suicide_prevention_research_bulletin?ext=
https://www.orygen.org.au/Research/Research-Areas/Suicide-Prevention/Orygen_Suicide_prevention_research_bulletin?ext=
https://hdl.handle.net/10779/uow.27707520.v1
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0005/1017797/Evidence-check-Whole-of-health-suicide-prevention.pdf
https://doi.org/10.1111/inm.13095
https://doi.org/10.1016/j.ijnurstu.2020.103692
https://doi.org/10.1136/bmjopen-2020-044434
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CoMHWA wishes to highlight the Alternatives to Suicide (Alt2Su) models, and the Just Listening approaches 

used by programs such as the Listening Lounge. These peer-based models have the potential to act in 

tandem with the Gatekeeper and Mental Health First Aid programs, to offer a comprehensive range of 

support for those experiencing suicidal thoughts or feelings. Alt2Su is described by one of the services that 

deliver it as follows:  

“Alt2Su is highlighted as distinctly different from suicide prevention efforts. The approach offers an 

alternative to the clinical focus on risk assessment, pathology, and coercive practices by shifting 

from problematising the suicide itself, to instead recognising the conditions that create this 

distress. With the focus away from reducing, eradicating, or assessing suicide within individuals, 

Alt2Su opens up new avenues for speaking about, sitting with, or moving through suicidal 

thoughts.”17 

Alt2Su programs provide a critically important space for consumers who have felt abandoned or 

traumatised by their experiences in clinical environments, and who are seeking a genuine alternative 

without the threat of welfare checks or involuntary treatment and/or restrictive practice in the name of 

their personal safety.  

Gatekeeper training, in combination with peer-led alternatives, has the potential to reduce social barriers 

to help-seeking significantly. However, if peer-led referral options are not available to Gatekeepers, it may 

become another program that replicates the coercive, risk management-dominated approaches that lead 

to human rights abuses.  

5. Conclusion 
CoMHWA believes that The Framework is an important opportunity to ensure that WA adopts the best 

emerging and innovative practices in the suicide prevention space, founded on the wisdom of Lived 

Experience and a recognition of the limitations of the current system’s predominant model of risk 

assessment and coercive clinical response. Our feedback has focused on how The Framework might 

support a more fundamentally transformative approach to suicide prevention over the next five years, to 

extend the document's positive intent and broaden its laudable ambitions.  

Without forthright and clear directions towards alternative models and different ways of working, the 

system and the services that comprise it will run the risk of ‘tinkering at the edges’, and adjusting aspects of 

how support is provided without wholly committing to transforming their culture and offering the 

meaningful impact peer-led approaches can provide. CoMHWA hopes that the Commission will consider 
 

17 Rhodanthe, L., Wishart, E., Watts, L. & Hodgson, D. (2022). Clarifying the Alternatives to Suicide Approach: An Evaluation of the Theory, Values, 
Purpose and Practice. ConnectGroups, Curtin University. Retrieved on 11 March 2025 from https://connectgroups.org.au/wp-
content/uploads/dlm_uploads/2023/05/Alt2Su_Evaluation.pdf p. 12 

https://connectgroups.org.au/wp-content/uploads/dlm_uploads/2023/05/Alt2Su_Evaluation.pdf
https://connectgroups.org.au/wp-content/uploads/dlm_uploads/2023/05/Alt2Su_Evaluation.pdf
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our feedback, and fortify the current Framework’s commitment to transforming the provision of suicide 

prevention and postvention in Western Australia. 
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