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Executive summary

The Zero Suicides in Care initiative

Towards Zero Suicides (TZS) is an $87 million investment over three years from 2019-20 to 2021-22,
consisting of fifteen suicide prevention initiatives that address priorities in the Strategic Framework for
Suicide Prevention in NSW 2018-2023. The 2022-23 NSW budget allocated a further $143.4 million over
four years to the TZS initiatives as part of a $2.9 billion investment in mental health services.

One of these initiatives is the Zero Suicides in Care (ZSiC) initiative. ZSiC aims to transform public mental
health services to reduce suicides and suicide attempts among people accessing community and inpatient
mental health care. It also aims to enhance the quality of care and safety of those who are at risk of suicide
and come into contact with NSW mental health services and hospital systems.

The Mental Health Branch funds and works in collaboration with the Agency for Clinical Innovation
(ACI), the NSW Health Education and Training institute (HETI), the Clinical Excellence Commission
(CECQ), and all 15 Local Health Districts, the Justice Health and Forensic Mental Health Network, St
Vincent's Health Network and Sydney Children's Hospitals Network to implement the four main
components of ZSIC, which are:

1. Leadership: create an organisation-wide commitment to, and a culture of, improving the quality of
care and safety of those at risk of suicide. Leadership involvement and commitment to change are
critical for this element.

2. Training: implement high-quality frontline training on suicide care.

3. Care and prevention: improve and standardise the approach to care of people who may be at risk of
suicide. by developing a suicide care pathway of evidence-based treatments for suicidality (such as
Safety Planning), structured follow-up and warm transition of care.

4. Systems improvement collect data and introduce robust policies and procedures to support
continuous improvement of the care of people who may be suicidal.

Building a just and restorative culture, which encompasses a safety-driven culture, is also an essential
foundation for ZSiC.

The evaluation

This evaluation is part of a broader evaluation of six Towards Zero Suicides (TZS) initiatives being
undertaken by Taylor Fry and ARTD. This report is the final of three evaluation reports, covering the
delivery of the ZSiC initiative from January 2021 to June 2023. This report draws on multiple data sources:

= SafeSide training data (29% of post training evaluation surveys had a matched pre training survey)
= Responses from the ZSiC Workforce survey

= Responses from the Your Experience of Service (YES) survey

= Interviews with Towards Zero Suicides leads, ZSiC coordinators and Mental Health directors.

Overall, we have sufficient data to report on design, implementation, staff experience, training, and
workforce outcomes. However, training participation numbers are unclear (as these are based on survey

1 A safety plan is a document co-designed with a person who may be suicidal, that documents coping tools that
maybe used when they are feeling suicidal into a series of steps (such as, recognising warning signs, making
your surroundings safe, family and friends you can talk with, and/or professional supports).
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responses), the training survey results may not be representative of all training participants, and the
workforce survey is not representative of all mental health staff. We are unable to comment on consumer
experiences or outcomes at this stage as we were unable to identify consumers on a care pathway in the
linked data, so cannot measure the impact on suicide attempts and deaths and have not interviewed any
consumers. Additionally, it is early to be measuring outcomes for an initiative with the scope and

complexity of ZSiC.

Key findings

Evaluation question

Findings

Process evaluation

How effectively was the
initiative designed to
deliver the anticipated
outcomes and impacts?

How well was ZSiC

Most districts reported incorporating a co-design process for
components of the ZSiC initiative, including suicide care pathways and
training. To support this process, districts developed working groups and
collaboratives or used existing TZS advisory boards/ steering committees,
which included both clinicians and lived experience representatives.

Overall, co-design participants interviewed described the co-design
process as a positive and beneficial experience. Lived experience
representatives (involved in co-design processes) reported feeling
listened to and treated respectfully, whilst clinicians found having lived
experience voices in the process insightful, informative and important in
building a just and restorative culture. However, there were some
challenges, including difficulties recruiting representatives from
different priority populations (e.g. LGBTQI+), which other initiatives
have also experienced, and staff from some districts described the co-
design process as being ‘too drawn out’ (with multiple layers of review
and approval required, similar to findings for the Older People’s Suicide
Care Pathway project).

Interviews with staff and leaders across districts and the Ministry for this
evaluation and the other TZS initiative evaluations, emphasised their
support for a statewide approach that drives change in the system
towards a just and restorative culture, where suicide deaths are viewed as
preventable (rather than tragic and unavoidable). Staff and leads agreed
that the combination of training, leadership support, enhanced use of
data and system changes identified in the ZSiC model are essential in
shifting attitudes and practices, and these elements largely capture the
seven elements of the original ZSiC model established in the United
States. However, staff identified a need for greater clarity about elements
of the ZSiC model to support implementation and were seeking greater
leadership and direction at a state level about the concrete actions to take
atan LHD level.

SafeSide training or an equivalent has been delivered across all the

implemented from the districts, with some variation around who has received training. Based on
perspectives of different the post training evaluation survey numbers, 2,258 have completed
stakeholders? SafeSide training to date.

Districts are at varied stages of implementing other aspects of the ZSiC

initiative, with multiple noting that they had initially prioritised
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Evaluation question Findings

implementing the SPOT and Safe Haven initiatives. Whilst the suicide
care pathways are established in some districts, others are still working to
develop them, and only a small number of individuals have been placed
on a suicide care pathway to date.

A lack of data collection continues to be identified by staff and leads as a
risk for the ZSiC initiative, with the integration of the state-wide safety
planning into the electronic medical record (eMR) system still underway.

What were the enablers and Districts that were more progressed with implementation, identified the
barriers? How were these following key enablers:

leveraged or managed? = Leadership support and sponsorship: having multiple executives and
senior leadership positions supporting the initiative allowed it to gain
traction and ensured good workflow.

= Strong networks and collaboratives: staff and leads reported having
established alliances, collaboratives and/or working groups in the
area greatly supported the implementation of ZSiC. For example,
staff valued the connections the existing alliances facilitated across
the mental health and suicide prevention sectors, particularly
between the district and community health organisations.

= Having a dedicated ZSiC lead: having a dedicated role (as was the case
for one district) ensured that implementation could start early and
the lead was able to focus entirely on ZSiC.

= Having a supportive policy environment aligned with ZSiC and
support from statewide organisations in implementing key
components, such as the Suicide Care Pathways.

Key barriers to implementation were identified to be:

= Limited concrete guidance on implementing the initiative: staff from
many districts expressed wanting more clear state-wide guidance and
direction, with a particular emphasis on guidance around driving
culture change.

= Staffing and resourcing: multiple districts reported facing challenges
retaining staff due to the insecure nature of their contracts (noting
this issue was not specific to ZSiC).

= Policy alignment: some TZS and ZSiC leads raised concerns about
how the new ZSiC framework clashed with existing approaches to
around risk identification and management, creating confusion
around the approach and how to implement the initiative.

= Availability of mental health care in the community: many districts
reported that the limited availability of services to refer consumers to
in the community was a challenge.

= Focus on SPOT and Safe Haven: most districts reported that
implementation of these two initiatives were prioritised over ZSiC.
This was because they were clearer to implement and limitations to
resourcing made it challenging to progress all three initiatives at the
same time.

=
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Evaluation question

Findings

What are the experiences of
people engaging with the
services?

What are the experiences of
staff delivering the
services?

= Varying data quality and collection practices: capturing, timely and
accurate data continues to be an issue, specifically capturing if
someone is on a suicide care pathway and safety planning.

= Limitations of the training: the need for training that has been
adapted for an Australian context, and for refresher training and
additional training for senior leaders was identified and is being
addressed by HETI.

We do not have direct evidence of the experience of people on a suicide
care pathway. We did not conduct interviews with consumers placed on a
pathway or their carers and families and the Your Experience of Services
(YES) survey findings cannot be isolated to those using mental health
care who are at risk of suicide. However, the YES findings indicate that
consumer experience across NSW mental health services in the hospital
setting has remained relatively stable over the last five years. This is
consistent with the relatively early stage of implementation of ZSiC - it
will likely take time for system level changes to result in any measurable
changes in consumer experience.

Mental health staff reported feeling supported in their suicide prevention
role by individuals at all levels of the health system, from leaders to
immediate peers. This aligns with findings from that 2023 ZSiC
workforce survey with 60% agreeing or strongly agreeing that their
organisation has practices in place to support staff when a suicide occurs.
Across districts, multiple staff noted they found their suicide care
pathways to be well-written, easy to use and informative.

What have been the
outcomes of the ZSiC
initiative relative to the
intent? What were the
outcomes for people
engaging with the service?

Training data suggests this is having a positive effect. There was a
statistically significant improvement across all knowledge and self-
efficacy questions related to suicide care in the SafeSide staff training
survey (based on the 29% of matched pre and post surveys responses).

The responses from the 2023 ZSiC workforce survey show that there is a
high level of reported confidence and self-efficacy in relation to suicide
care amongst staff, and a high proportion (84%) are incorporating risk
management plans or safety plans as part of their delivery of care. This
aligns with findings from the interviews, with staff indicating that many
of the components of the suicide care pathways are already in place but
may have not been systematically implemented yet.

When comparing the ZSiC workforce survey responses from 2022 to
2023, there was a statistically significant improvement in the proportion
of respondents agreeing that they can approach supervisors with ideas
and concerns, and respondents agreeing that they have received training
related to suicide prevention.

However, only 27% of 2023 respondents disagree that they would fear
disciplinary action when involved in a suicide event and only 58% agree
that they would feel supported if a suicide occurred in the future. This
suggests that further change is needed to create a workplace and culture
where staff feel safe and supported when adverse events occur.
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Evaluation question

Findings

What outcomes have
varied, for whom and in
relation to what features of
context?

What were the unintended
outcomes - for
participants, stakeholders
or the system - both
positive and negative?

To what extent has the
initiative impacted on
reducing suicide attempts
and deaths?

We are unable to comment on consumer outcomes as we were unable to
identify consumers on a suicide care pathway in the linked data and were
unable to interview consumers. However, staff reported changes in
practice that would likely result in more positive experiences for
consumers over time - increases in warm handovers, more consistent
and better quality safety planning and improved care at initial
presentation.

When comparing the ZSiC workforce survey responses from 2022 to
2023, there is variation in the changes by district. Most districts have seen
some improvement in responses relating to Leadership and Training
elements, whereas fewer districts have seen improvement in responses
relating to System Improvement and the Suicide Care Pathway. These
changes appear to be in line with the implementation progress at each
district, for example, districts with an established suicide care pathway,
tended to see greater improvements for this element.

The survey responses were anonymous, so we are unable to comment on
whether changes were more pronounced in particular teams or roles.

There were no unintended outcomes identified.

We were unable to determine if the ZSiC initiative has had an impact on
reducing suicide deaths because data on suicide deaths was not available
over the evaluation period, suicide deaths are an extremely rare event,
and impacts would only be observable over a much longer period than
the ZSiC initiative has been implemented.

What have been the relative
costs and benefits of the
initiative in terms of cost to
government and the
broader society?

We were unable to determine exact costs of ZSiC, as we only have
budgets not actual expenditure or information about any additional
funding districts accessed. Based on budgeted costs, total funding over
the June 2019 to June 2023 period was $14.3m. This funding included:

= Statewide support delivered by the Agency for Clinical Innovation
(ACI), Clinical Excellence Commission (CEC) and Health Education
and Training Institute (HETI) (15% of total)

= Statewide delivery of SafeSide training (9% of total)

=  Consultation with the Zero Suicide Institute of Australasia (1% of
total)

= Hiring of one to two ZSiC coordinators per district (three quarters of
total).

While the original intention was for the districts to use the funding to
hire a ZSiC coordinator, in most districts, the ZSiC coordinator position
ended up taking on the TZS lead role. Furthermore, many of the TZS
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Evaluation question Findings

leads initially spent time implementing other initiatives, such as SPOT
and Safe Haven.

While there is evidence of improvements in staff knowledge and self-
efficacy, it is difficult to attach benefits (such as cost savings) to these
improvements, and there is no data on consumer outcomes.

Recommendations

The ZSiC model

= (Clarify the key elements of the ZSiC program of work by breaking up and prioritising concrete
components that can be handed over to the districts (e.g. training, data, suicide care pathways).

— Inparticular consider what additional activity is needed to drive and build capacity for leadership
support for cultural and system change. This might include training or coaching for leaders in the
districts.

=  Continue to maintain a state-wide focus on system change through the Pillars (ACI, CEC, HETI) and
potentially other statewide services (for example, eHealth). This work should focus on ensuring that
the NSW Health state-wide policy framework is consistent with and supportive of the ZSiC approach,
and that resources (such as training, practical support for suicide care pathways, access to data and
system improvements) are in place to enable districts to progress system change at a local level.

— Ensure structural changes to support the major cultural change at the heart of ZSiC, in particular
review and ensure alignment of current clinical governance and risk management processes and
approaches with ZSiC.

Resourcing

=  While funding was provided for a dedicated ZSiC lead, in many cases this role ended up being
responsible for all TZS initiatives. Consideration should be given to any additional resourcing needed
to support future statewide and local ZSiC activity. In particular, the importance of a dedicated ZSiC
lead should be reflected in resourcing decisions.

Data

= Implement additional capability in the electronic medical record (eMR) system to assist with future
monitoring and evaluation.

— Prioritise the current implementation of safety planning into the eMR system. Details on further
implementation of data measures from the outcome matrix can be found in Appendix C.

=  Support districts to conduct regular audits to monitor implementation fidelity.

= Continue to work with InforMH to promote and incorporate data findings from the NSW Suicide
Monitoring System.

= Continue to run the workforce survey at least once every two years to identify gaps and monitor
progress in organisational and individual capability related to suicide care. Focus should be given to
encouraging districts to increase response rates to be more representative of the entire MH workforce.

= Adapt the monitoring and evaluation frameworks established for ZSiC and the Older People’s Suicide
Prevention Pathway initiative to support districts seeking guidance on evaluating ZSiC.
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Training

= Consider supplementary training and support, including follow up or refresher training and training
specifically designed for senior leaders.

Suicide Care Pathways

=  Support LHDs and SHNs to design and deliver their suicide care pathways to be safe and accessible for
people in priority populations.

= Ensure suicide care pathways build on existing processes to facilitate implementation.

T
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1 Background

1.1 The policy context

The Strategic Framework for Suicide Prevention in NSW 2018-2023 was launched to guide suicide
prevention activities in NSW in line with the Premier’s Priority to reduce the suicide rate by 20% by 20232,
This framework focuses on individually tailored, local community responses to suicide prevention,
recognising that different communities and subgroups across NSW have unique needs and circumstances.
It was developed by the Mental Health Commission of New South Wales and the NSW Ministry of Health
in collaboration with people with lived experience of a suicide attempt or suicide bereavement,
government agencies, mental health organisations, and experts in suicide prevention.

1.2 Towards Zero Suicides

Towards Zero Suicides (TZS) is an $87 million investment over three years from 2019-20 to 2021-22
consisting of fifteen suicide prevention initiatives that address priorities in the Strategic Framework.?
These initiatives seek to provide leading best practice crisis care and support, build on local community
resilience and improve systems and practices to reduce the suicide rate in NSW.

The initiatives are responsive to the needs of each community and, together, provide:
= System enhancements
= Suicide prevention training for NSW Government frontline staff and community members
= Strengthening community care
= Enhancing support in regional and rural areas.

The 2022-23 NSW budget allocated a further $143.4 million over four years to the TZS initiatives as part of
a $2.9 billion investment in mental health services.

1.3 Zero Suicides in Care (ZSiC) initiative

The Zero Suicides in Care (ZSiC) initiative aims to transform NSW public mental health services to reduce
suicides and suicide attempts among people accessing community and inpatient mental health care. The
ZSiC initiative is based on the international Zero Suicides Framework?, which is made up of seven
elements including: lead, train, identify, engage, treat, transition and improve. The seven elements of Zero
Suicide represent the core components of safe care for individuals with suicidal thoughts and urges, and
represent a holistic approach to suicide prevention within health and behavioural health care systems.

2 Mental Health Commission of New South Wales. (2018). Strategic Framework for Suicide Prevention in NSW
2018-2023. Available at

NLLPS:/ /WWW.NNSWINET)

3 NSW Health. (Oct 25 2021). About Towards Zero Suicides.
] ./ healt] / | icides/P al
4 Zero Suicides in Care Framework https://zerosuicide.edc.org/about/framework
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Figure 1.1 - Zero Suicides in Care framework - key elements

© 2020 Zero Suicide Institute at EDC

Source: http://zerosuicide.edc.org

The ZSIC initiative in NSW is a systematic, leadership-driven, continuous quality improvement approach
to reducing suicides in care. It has adapted elements of the Zero Suicide Framework to focus on training,
access to evidence-based treatments and supports, and care pathways that have demonstrated significant
results in healthcare systems.

Building a just and restorative culture, which encompasses a safety-driven culture, is also an essential
foundation for ZSiC. Restorative justice can be defined as: “A process to involve, to the extent possible, those
who have a stake in a serious adverse incident and collectively identify and address harms, needs and
obligations in ovder to heal and put things as right as possible”™ . A just and restorative culture empowers staff
to proactively engage others to ensure the safety of people with suicidal behaviours.

This initiative is being established in every district across NSW and is intended to support staff working in
the mental health system to redesign procedures, reduce risks and build skills to prevent suicide among
people in community and inpatient mental health care.

State-wide technical guidance was provided by NSW Health, ACI, HETI and CEC to all districts
(summarised in Table 1.1below) on the following essential elements of ZSiC, and associated priority
actions for districts:

1. Leadership: Building a just and restorative culture encompasses a safety-driven culture and is an
essential foundation for ZSiC. However, cultural change does not happen without strong and
committed leadership. To foster a just and restorative culture committed to drastically reducing
suicide rates, behaviour needs to change at all levels of the organisation with strong and consistent
support from leadership.

S https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0009/725967/Season-four-episode-one-journey-
to-rjc-transcript.pdf
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2. Training: To transform public mental health services to eliminate suicides among people accessing
community and inpatient mental health care, clinical and non-clinical staff caring for those at risk of
suicide must be comfortable and competent identifying and assessing suicide risk and formulating
management strategies. Accordingly, an essential element of ZSiC is safety planning training for all
staff within the mental health service. All districts have online access to SafeSide training. The
SafeSide framework combines guidance for the key tasks of identifying, engaging, treating, and
transitioning people at risk of suicide.

3. Care and prevention: All districts were required to co-design a suicide care pathway with service
users. While the suicide care pathway may vary across districts, it was expected to cover core
components of suicide care, such as:

— Screening

— Risk assessment and formulation
— Safety planning

— Lethal means counselling.

In addition, for some people it may also cover further evidence-based treatments for suicidality,
structured follow-up and warm transition of care.

4. Systems improvement: Data collection for the purposes of continuous improvement is an essential
element of ZSiC. All districts are required to develop a data collection plan to analyse and review
progress with:

— Ajust and restorative culture

— Participation of those with lived experience of suicide

— Staff satisfaction

— Client satisfaction

— Suicide deaths and suicide attempts of people known to the mental health service.

It was expected that all districts would address these four essential elements at a minimum; however, some
districts may choose to extend the implementation of ZSiC beyond these.

TAYLOR 07 ‘ fi
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Table 1.1 - Role of ACI, HETI and CEC in leading implementation of the ZSiC initiative

System improvement
Leadership Training Care and prevention Improve policies and
Lead system-wide culture change  Train a competent, confident, Care for all people presenting to procedures through continuous
What committed to reducing suicides and caring workforce mental health services quality improvement
Who CEC HETI ACI CEC
How = Deliver the Just and = Review of existing training: = Develop and implement = Suicide Prevention
Restorative Mastercla.ss, —  Gatekeeper for NSW Suicide Care Pathway Quaht.y Improvement
and support Community .. . Toolkit
g Health staff training = Finalise a consumer-
of Practice (COP) . . . ..
.. specific Suicide Care Also relevant: Ministry of
. — Clinical Care of People .
= Support Executives and - Pathway Health, LHDs to work with
. . Who May be Suicidal . .
clinical leadership to . .. . . Clinical Governance Units to
. . Education and Training = Maintain active . R
implement their local initiative (COPSETI) membership ZSiC review Serious Adverse Event
Safety Culture Plan P Review (SAER) cases to inform

= Six month deep
engagement to train and
support 1-2 teams by
LHD/SHN in Mental
Health Team Stripes:
Safety at point of-care for
Mental Health Services

Also relevant: Ministry of Health
led ZSiC Workforce Survey

= Co-develop new training
pathways, material and
implementation support

Also relevant: SafeSide
contracted to 30 June 2024 to
deliver access to SafeSide’s
Behavioural Health InPlace
Learning

Community of Practice
(cop)

Also relevant: Develop and
implement the Suicide Safety
Plan (Ministry of Health with
InforMH)

improvement actions
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2 The Zero Suicides in Care evaluation

2.1 Evaluation of TZS initiatives

A consortium led by Taylor Fry and ARTD Consultants was engaged to evaluate 6 of the 15 Towards Zero
Suicides (TZS) initiatives (Safe Haven; Suicide Prevention Outreach Teams; Zero Suicides in Care; i.am/
Youth Aftercare; Post Suicide Support; and Community Gatekeeper Training) between 2020 and 2023.
The evaluation includes process, outcomes, and economic components at a collective and individual
program level.

This evaluation seeks to understand, collectively and individually for each initiative:
= The quality of the design and implementation processes
= The outcomes the interventions have achieved
= The impact the interventions have had

= The costs and benefits of the interventions.

2.2 Scope

This evaluation looks at the implementation of the ZSiC initiative broadly at all of the sites (i.e. districts
and hospital networks) across NSW Health to the extent possible through centralised Ministry data and
interviews with TZS leads. Case studies were conducted in seven sites to understand implementation and
outcomes in context through more detailed data collection and access to site level data. These are:

=  Sydney

= South Eastern Sydney

=  South Western Sydney

= Hunter New England

= Illawarra Shoalhaven

= Far West

= Mid North Coast.

The case study sites were selected to ensure there was variation across a range of factors including:
= Location
= Safe Haven and SPOT models
= Demographic mix

= Interaction with other initiatives.

2.3 Key evaluation questions

Table 2.1 outlines the key questions that the evaluation seeks to answer and includes a column to indicate
which report the questions are answered in. Some questions have already been addressed in previous
reports.

T
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Table 2.1 - Key evaluation questions

Evaluation question

Progressand Final
Implementation findings evaluation
review report report

Process evaluation

1. How effectively was the initiative designed to
deliver the anticipated outcomes and impacts?

2. How well was the ZSiC initiative implemented
from the perspectives of different stakeholders?

a.

What was the reach of the initiative? Were
there particular demographic groups that
were more or less likely to accept the
initiative?

What were the enablers and barriers? How
were these leveraged or managed?

What risks were identified and mitigated, or
materialised and managed during the course
of delivery?

3. What are the experiences with the services?

a.

What are the experiences of people engaging
with the services?

What are the experiences of staff delivering
the services?

Outcome evaluation

4. What have been the outcomes of the ZSiC
initiative relative to the intent?

a.

What were the outcomes for people engaging

with the service? ®

What outcomes have varied, for whom and in

relation to what features of context?

5. What were the unintended outcomes - for
consumers, stakeholders or the system — both
positive and negative?

6. To what extent has the initiative impacted on
reducing suicide attempts and deaths? ®

Economic evaluation

7. What have been the relative costs and benefits of

the initiative in terms of cost to government and
the broader society?

Notes

(a) We are unable to comment on consumer outcomes at this stage as we were unable to identify consumers on the care
pathway on the linked data, so cannot measure the impact on suicide attempts and death.
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2.4 Methods

The evaluation draws on Ministry data across all sites, and more detailed data from the seven case study sites, which were purposefully selected to reflect the
range of approaches and challenges faced by health entities in rolling out these initiatives, as well as cover metropolitan and regional areas. Table 2.2 outlines
the data sources used in this report to answer the key evaluation questions:

Table 2.2 — Description of key data sources

Data source Description Sample Timing Notes
SafeSide training ~ SafeSide conducts pre and post training 2,258 completed post  January 2021 to = SafeSide training figures are likely to
data evaluation surveys that assess staff confidence and training survey, of September 2023 be understated as data is only
knowledge of key elements of suicide care. which 656 (29%) also available for participants that
have a pre training completed a post-evaluation survey.
survey response
2SiC Workforce An online staff survey about suicide and suicide Responses from 2022  June 2022 to = We do not have matched individual
survey prevention was distributed to mental health staff  (N=315 across 8 August 2023 level responses across the two time
in all NSW LHDs and SHNs via the TZS leads. The 1, Ds and SHN's) periods

survey is designed to gain a general understanding

of a workforce’s ability to address issues related to *  Six districts had sufficient responses

suicide. The key areas of the survey are: Responses from 2023 to make a comparison across 2022
st £ suicid (N= 533 across 10 and 2023
tigma of suicide LHDs and SHNs)
= Leadership and management of the workforce
and suicide-related matters
=  Staff training and confidence in delivering
suicide care
= Responding to critical incidents.
YES survey Standard questionnaire to gather information 74,473 responses Surveys conducted g ]

Unable to identify those who may be at
from consumers about their experience of care over 5 years from the January risk of suicide form the survey results.
across NSW Mental Health services 2019 to September

2023
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Data source Description Sample Timing Notes
Interviews Interviews with ZSiC leads, TSZ leads and staff. N=26 (across 13 October 2022 -
LHDs) October 2023
Interviews with Agency for Clinical Innovation, N=3 September 2023
Clinical Excellence Commission and the Health
Education and Training Institute
Mental Health directors N=2 (across 2 LHDs)  October 2022 -
October 2023
Staff from other TZS initiatives N=3 (across 3LHDs) October 2022 -
October 2023
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2.5

Limitations

Overall, we were able to implement the methods largely as intended, with the exception of linked data for
consumers on a suicide care pathway. We have sufficient data to report on design, implementation, staff
experience, training and workforce outcomes. However, we are unable to comment on consumer
outcomes and it is very early in the implementation of such a complex initiative to be assessing outcomes.

There are several limitations at this stage for the evaluation of the ZSiC initiative:

Evaluation of the Zero Suicides in Care Initiative

We are unable to comment on consumer outcomes at this stage as we were unable to identify
consumers on the care pathway on the linked data, so cannot measure the impact on suicide attempts
and deaths, and we have not interviewed any consumers on a suicide care pathway. Potential future
data measures to support this are explored in section 7.2 and Appendix C.

The districts are currently at differing stages of implementation, with some still quite early on in their
implementation progress. This makes it difficult to assess the overall impact of the initiative.

The SafeSide training numbers are an estimate only as they are based on completed post training
evaluation surveys and these are not always completed, particularly in group training. Only 29% of
participants with a post training survey response also have a pre training survey response. Therefore,
findings may not be representative of all those who attended training.

Responses from the ZSiC Workforce Survey are unlikely to be representative of the whole mental
health workforce. In addition, we do not have matched individual responses, which means we are
unable to compare changes over time at an individual level.

We are limited to using budgeted costs for the economic evaluation and there are challenges
attributing these costs to ZSiC as TZS leads spent time implementing other initiatives such as SPOT
and Safe Haven. Furthermore, lack of consumer outcomes data means we are unable to estimate
benefits related to the initiative.
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3 Findings - design

31 The co-design process

Most districts reported incorporating a co-design process for components of the ZSiC initiative activities,
including suicide care pathways (SCPs) and training. To support this process, districts developed working
groups and collaboratives or used existing TZS advisory boards/ steering committees, which included both
clinicians and lived experience representatives.

Some districts extended membership to include NGOs, community organisations and other stakeholders.
Staff in these districts reported that engaging more diverse representatives meant the pathways were more
readily accepted by all stakeholders. Staff also reported that processes that engaged a broader range of
internal and external stakeholders resulted in building and strengthening relationships within the hospital
and community health system, which supported the implementation of TZS initiatives.

The TZS leads commonly played a central role in co-design, with their strong facilitation skills repeatedly
noted by those that participated in the process as guiding successful co-design outcomes. The Agency for
Clinical Innovation (ACI) also supported multiple districts in developing their suicide care pathways and
ZSiC framework.

Overall, staff interviewed (clinicians, health directors, TZS/ZSiC leads and people with lived experience)
described the co-design process as a positive and beneficial experience, which was valuable in informing
ZSiC. Lived experience representatives reported feeling listened to and treated respectfully, whilst
clinicians found having lived experience voices in the process insightful, informative and important in
building a just and restorative system.

Yes, as a team [ we could make meaningful change]. I don’t have all the answers but we worked together...I
felt listened to and validated....[the process was take what existed and] make it really simple, fewer
questions for people to answer, and clearly explain the process to people — ZSiC Mental health team leader

However, staff reported some challenges with the co-design process including:

= Multiple staff noted ‘big personalities’ in the co-design processes, which could sometimes cause
clashes and required a skilled facilitator to manage opinions productively

=  Staffin some districts reported they were unable to recruit representatives from different priority
populations (e.g.., LGBTQI+)

= Insome districts the co-design process was described as ‘too drawn out (it involved multiple layers of
review and approval’, which created frustration for staff and leads. This was consistent with findings
from the evaluation of the Older People’s Suicide Care Pathway project, where sites also faced
challenges with achieving approval because of the long timeframes involved.

Clinicians new to co-design noted the experience had positively supported them to better understand and
appreciate the value of lived experience. However, a few TZS leads noted an ongoing tension around
clinicians being set on ‘clinical approaches’ and struggling to view lived experience representatives as
equals.

3.2 The ZSiC model

The roll out of ZSiC varies across sites, generally due to a combination of factors including the level of
dedicated resources, local co-design and the particular needs of each district.

Interviews with staff and leaders across districts and the Ministry for this evaluation and the other TZS
initiative evaluations, emphasised their support for a consistent, well supported statewide approach that
drives change in the system towards a just and restorative culture, where suicide deaths are viewed as
preventable (rather than tragic and unavoidable). Staff and leads agreed that the combination of training,
leadership support, enhanced use of data and system changes identified in the ZSiC model are essential in
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shifting attitudes and practices, and these elements largely capture the seven elements of the original ZSiC
model established in the United States®. However, staff identified a need for greater clarity about elements
of the ZSiC model to support implementation and were seeking greater leadership and direction at a state
level about the concrete actions to take at an LHD level.

I guess, in a nutshell, if you had any takeaway message about Zero Suicides in Cave, it is that it is this
quite large, possibly very broad reaching portfolio kind of thing. There can be lots of different things
and although it's nice to be able to prioritise in our own directions, it means that we 'rve going in different
10 tangents, and we're all doing our own priorities. It’d be good to have alignment where we can, and
that sort of ministerial sort of support and direction, but I can see how it is hard to do that. — ZSiC Lead

3.2.1  Training and capacity building

SafeSide Training or an equivalent training appears to be being delivered across all districts. Issues with
the fit of some aspects of SafeSide for the Australian context have been identified and this is being
addressed through training development work by HETTI (see chapter 4).

3.2.2  Suicide care pathways

Suicide care pathways (SCPs) vary across districts in how they were developed and are being provided.
Under ZSiC, ACI was funded by MOH to develop statewide guidance and tools to assist LHDs develop
locally tailored SCPs (https://aci.health.nsw.gov.au/networks/mental-health/suicide-care-pathway).
Fundamentally SCP incorporate the following key elements:

= Early identification and engagement
=  Assessment

= Formulation

= Brief intervention

= Treatment

= Transition of care

Some districts redeveloped existing pathways, while others started from scratch. Some participants
described the SCP as a framework for providing care, while others described it more as a process map of
care similar to the Suicide Prevention Pathway adopted in Gold Coast Health’. Some districts have mapped
pathways and incorporated them with other frameworks and plans relevant to them, such as the Trauma
Informed Care Framework and Aboriginal Mental Health and Wellbeing Plan. In general, feedback from
leads and staff indicated that approaches that built on and integrated with existing systems and processes
were more feasible to implement.

3.2.3  Systems improvement and data

Staff and leads were positive about work done to make data more available in real time. For example,
InforMH have been working with districts on how to better promote and incorporate data findings from
their NSW Suicide Monitoring System. However, staff noted that they had not yet started using that data to
drive changes.

6 Zero Suicides in Care Framework https://zerosuicide.edc.org/about/framework
7 Gold Coast Health Suicide Preventlon Pathway hIIpS.ZZZQ]:QSLJ]C]d e.cdg,grgzsnesmcfan t[f] gszzgzzgz
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3.2.4  Leadership

Stakeholders identified that leadership is an important component of the ZSiC model because it is needed
to drive any system change. However, they identified the need for greater clarity about what was expected
to be involved in implementing the leadership component of the ZSiC model.

In practice, work by the CEC in developing communities of practice, as well as individuals showing
leadership support in some districts, have partially filled the identified need for ZSiC leadership. Further
areas of focus could include leadership specific training for those leading teams involved in supporting
people at risk of suicide and ensuring leaders at a state and LHD level are engaging with and actively
supporting the goals of ZSIC.

3.2.5 Other

One district described self-funding a ZSiC Aboriginal clinical role to support the initiative. Another has
established an inpatient bush garden under the TZS initiatives for Aboriginal and/or Torres Strait Islander
consumers.
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4 Findings - process

4.1

4.1.1

Implementation

Overall progress

Districts remain at varied stages of implementing the ZSiC initiative, with multiple noting it was the last initiative they focused on.

The Agency for Clinical Innovation (ACI), Clinical Excellence Commission (CEC) and Health Education and Training Institute (HETI) (collectively referred to
as the ‘Pillars’) have provided state-wide support to implement the ZSiC initiative over a 12-18-month period , instead of the planned two-year timeline,
because of the 6-month delay in funding.

Overall implementation progress is detailed in the table below.

Table 4.1 - Overall implementation progress

Element

Districts

Statewide support

Training .

Suicide care .
pathway

SafeSide training or an equivalent has been delivered across all
the districts.

There is variation across districts around who has received
training; some have focused on TZS health staff, and others have
included inpatient wards and emergency departments. A few
districts have also provided training to NGOs and community
organisations.

Since August 2022, multiple districts have reported focusing on
rolling out training beyond TZS staff to engage other health
professionals and inpatients wards.

While the suicide care pathways are established in some
districts, others are still working to develop them.

HETI

Revised Gatekeeper training for people outside of mental health
(not funded as part of ZSiC, but related).

Engaged clinicians and suicide coordinators to review and
provide feedback on educational material as part of a ZSiC
Training Needs Analysis.

Developing e-learning modules to replace SafeSide training - at
30 June 2023, there will be a transition to HETI instead of
SafeSide training, to ensure alignment of training with NSW
Health policies and health systems.

Collaborated with Roses in the Ocean in the first two phases of
development of the new e-learning modules, in the most recent
phase they engaged peer workers and ZSiC coordinators.

ACI
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Element Districts

Statewide support

=  Across most districts not many individuals have been placed on
the suicide care pathways.

'Systems = In August 2022, the lack of data collection was identified as a risk
improvement for the ZSiC initiative and the broader TZS initiatives,
and data

specifically around measuring and determining the impact of the
initiatives. This risk has not been resolved, and data collection
varies across districts.

= Some districts did report having undertaken their own audits
and reviews, alongside their own surveys and qualitative
research projects.

= The state-wide template for the Suicide Safety Plan has been
developed, but there have been technical delays in some LHDs
with loading this onto the electronic model record (eMR)
system.
Leadership =  Some districts reported having leadership support, which they
viewed as essential to support implementation and drive cultural
changes.

Developed SCP guidelines and implementation tools for both
clinicians/ health staff and finalising consumer resources.

Provided support and guidance to districts to develop localised
pathways.

Set up project management for the initial phases of the initiative.

Provided training and educational sessions about the
development and implementation of the pathways.

Revised the NSW Policy Directive in 2022 —Clinical care of people
who may be suicidal. 8

CEC

Provided deep engagement (6+ months) support to select
districts' local mental health teams to support culture
transformation under the Transforming Safety Culture
Partnership Program (TSCPP).

8 NSW Policy Directive - Clinical care of people who may be suicidal https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2022_043.pdf
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Element Districts

Statewide support

= Many districts reported valuing the statewide communities of .
practice that provide support and provide opportunities to share

learning.

Developed a Guide to Co-developing a Restorative Just and
Learning Culture (RJLC).

Delivered RJLC Masterclasses and symposiums to health staff,
including international presenters during 2023.

Develop website resources and convened a Community of
Practice —Restorative and Just Culture (RJLC)°.

CEC and HETT are working together to develop certificate-level
training for NSW restorative practices.

We provide a breakdown of the implementation progress of the ZSiC initiative by district in the table below.

Table 4.2 - Summary of implementation progress by element and district

District Training Suicide care pathway

Systems improvement/

Leadership support data Other aspects

CCLHD = Majority of mental health =
clinical staff have
completed SafeSide, some
elements are being
incorporated into their
paperwork.

= Peer workers have been
facilitating the training.

The suicide care
pathway has been
written and is waiting
for approval.

=  Unknown

=  Unknown

° Clinical Excellence Commission (CEC) — Restorative Just Culture h

program/safety-culture
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Systems improvement/

District Training Suicide care pathway Leadership support data Other aspects
FWLHD = Hasstruggled to have staff = The Agency for = Unknown = Unknown Reported having a
deliver training within the Clinical Innovation community of practice,
district due to ongoing (ACI) has supported receiving statewide
resourcing challenges. suicide care pathway support, and meeting
development. with TZS coordinators
across the state.
Noted challenges in
referring consumers to
ongoing supports/
services due to gaps in
services in regional,
rural, and remote areas.
HNELHD = Own internal evaluation =  Changes in = Leaders play an = Hasan evidence lead Has a senior clinician
found an increase in the documentation important role in who drives their own whose role is split in

use of suicide risk forms
after mandatory training.

8-hour training developed
for Care program,
includes 5 components.
Topics include explaining
care pathways and
narrative style
assessments.

200 people trained, 30
courses run in 12 months.

around suicide risk
and changes to
treatment plans have
occurred.

how pathways are
used.

agenda on outcomes.
Beyond that, not
much has been set up.

two: one person does
one day and another 2
days a week. Despite
being a large district,
the manager is the full
time employee, meaning
the initiative is not
sufficiently resourced
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Systems improvement/

District Training Suicide care pathway Leadership support data Other aspects

ISLHD = Developed additional = Numerous pathways = Unknown = Safety plans are being = Dedicated ZSiC lead
resources with SafeSide to developed: general, integrated into eMR position.
support implementation. inpatient, and older (aim for this to be = Lifespan site
Included modified ID tags persons. Additional available by the end of )
and posters. funding used to 2023). * Established suicide

= Delivered training to ED §z¥:ézpsaénPOIder = Lack of available fiivsgtﬁ);piﬁgjioratwe
(75 times), SPOT, STRIDE . data/feedback is an
(implemented July . . health network.

and other groups - 2022) ongoing frustration. .
community organisations, ) = Created ZSiC

NGOs and lived
experience
representatives. This has
helped build strong
networks and bring the
entire community on a
culture change journey.

Provides ongoing training
to staff around safety
planning and
incorporating SafeSide
into clinical review/
practice.

Suicide care pathway
developed on a 6-
month trial through
ED and community
teams.

Inpatient Suicide Care
Pathway on a 6-
month trial in the
Psychiatry Emergency
Care Centre (PECC).
The trial has been
challenging due to
closure, looking to
extend or stop and
recommence a new
trail.

framework collateral
(posters) that can be
placed around services,
with QR codes to
framework sections.

Exploring opportunities
for shared safety
planning with GPs
through the Connecting
Care platform.
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Systems improvement/

District Training Suicide care pathway Leadership support data Other aspects
MLHD = Brokered the US to = Had a Suicide =  Unknown = Have expanded risk = District has two
provide online training Prevention Pathway register to include coordinators that
(CAMS-care), which was established prior to consumers with manage ZSiC
running prior to ZSiC ZSiC suicidal ideation and
= Looking into = No way to record additional option to
implementing additional people on the pathway select pathway
training around lethal in eMR * Runinternal audits to
means check CAMS-care
fidelity
MNCLHD " SafeSidetrainingisbeing = Co-designed SCPwith = ‘Culture collective’ = Occurring atahigher = Challenges with culture

delivered to mixed
reception. Child and
Adolescent Mental Health
Services (CAMHS) has
already adopted similar
practices as outlined in
training.

multi-disciplinary
team.

Created a consumer
document explaining
the SCPs.

established to
drive change -
attended by all
levels of
leadership.
District has
showed
willingness to
reflect and explore
how to change
practices, and
centre lived
experience.

level but not yet
filtered down.

change- ED referral
practices.

Due to many Aboriginal
and/or Torres Strait
Islander persons
accessing services,
investments have been
made in ensuring
pathways/ initiatives are
tailored to Aboriginal
and/or Torres Strait
Islander needs.

Dedicated Aboriginal
staff within each team
to work with Aboriginal
and/or Torres Strait
Islander consumers.
Adjacent project - Word
Matter program focused
on destigmatising
language in Coffs
Harbour.
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Systems improvement/

District Training Suicide care pathway Leadership support data Other aspects
NBMLHD SafeSide training was = Developed suicide =  Unknown =  Unknown
delivered by peer workers care pathway
and clinicians, generally documents, but not
good attendance at implemented yet.
training and staff = Looking to create a
willingness to learn. tangible resource for
consumers once they
are put on a suicide
care pathway that is
user-friendly and can
tell them what is
going to happen.
SWSLHD * SafeSide training =  Unknown = Lack of champions = Unknown
delivered, 74 completed 2- has meant
hour workshops. 43 implementation
completed 5-hour version. has been slow/
minor.
SESLHD = SafeSide training is being = Project plan =  Unknown *  Unknown = Inthe early stages of

rolled out. The positive
response among staff who
are eager to learn. The
SafeSide approach has
been positively received.

developed for SCPs. A
working group to be
established to have
input on the pathway.

= Lot of momentum
around implementing
safety planning within
district and
streamlined approach
to safety planning.

implementation.

=  No ZSiC lead until 2022.
The focus has been on
Safe Haven and SPOT.

= Focus on strengthening
Aboriginal and/or
Torres Strait Islander
partnerships.

= Receives support from
other districts in ZSiC
through regular
catchups.
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Systems improvement/

District Training Suicide care pathway Leadership support data Other aspects
WNSWL Around 240 trained from = Additional funding =  Unknown * Inpatient team have
HD 800 mental health staff. used to develop an been safety planning
Older Person SCP. with hard copy
documents.
WSLHD Challenges with = Unknown = Unknown * Running aresearch Have established

resourcing as no dedicated
person to lead the
training.

project looking at ED
presentation patterns
for self-harm and
ideation, and
understanding where
improvements can be
made.

Have been conducting

consultations with
inpatient units.

working group for the
Train and Improve
elements that meets
.biannually to discuss
progress and plans.

Note: We were unable to interview SNSWLHD as we did not receive ethics approval. Our interview with NSLHD, NNSWLHD and SLHD primarily focused on the delivery of SPOT and

Safe Haven as these initiatives had been further progressed. Therefore, we are unable to comment on implementation progress for these three districts.
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4.1.2  SafeSide or equivalent training

An estimated 2,258 staff had completed SafeSide training by 30 September 2023 based on completed post-
evaluation surveys. Staff from 4 districts (Illawarra Shoalhaven, Northern NSW, Western NSW and Mid
North Coast) make up half of the training numbers.

There was an initial spike in training numbers for SafeSide in the June 2021 quarter; numbers have
subsequently remained relatively stable since at about 200 people trained per quarter.

Figure 4.1 - SafeSide training numbers
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Source: SafeSide reporting dashboard.

Actual ZSiC training participant numbers are also higher because a few districts have completed
comparable training, such as Collaborative Assessment and Management of Suicidality (CAMS) training,
as an alternative to SafeSide.

In addition, some districts have undertaken a range of additional relevant training, including Safe
Therapeutic Awareness and Recovery Training, Transforming Safety Culture training, and Zero Suicides
Institute of Australasia modules. One district has implemented Community Gatekeeper training for all
Health staff.

Some districts have worked with SafeSide to develop additional resources. For example, Illawarra
Shoalhaven have SCP information that is based on SafeSide training and terminology. attached to ID tags,
ensuring staff always carry prompts for conversations, and posters with QR code links to the pathway are
displayed in areas where they will be regularly seen by staff, consumers and carers. This type of approach
helps ongoing familiarisation with the language, so that stakeholders get used to discussing strengths and
protective factors.
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4.2 Barriers and enablers to implementation

The barriers and enablers to ZSiC implementation have remained largely similar throughout the
evaluation. Districts that were more progressed with ZSiC identified the following key enablers: strong
leadership support and sponsorship, established networks and collaboratives, and a dedicated ZSiC lead.
On the other hand, staff identified key barriers to be limited concrete guidance on implementing the
initiative, challenges with staffing and resourcing, a lack of leadership support (in some districts), lack of
alignment between some policies and ZSiC, availability of mental health care in the community,
prioritising the implementation of the SPOT and Safe Haven initiatives, being unable to capture
appropriate data relating to suicide care, and the applicability of some aspects of SafeSide training to the
Australian context. Barriers relating to sufficiency of staffing, accessing training and having appropriate
services to refer on to were more prominent in the rural/regional districts.

The following table outlines the enablers and barriers to implementation, as described by TZS leads, Pillar
leads and district TZS staff.

TAYLOR cftd
Evaluation of the Zero Suicides in Care Initiative FRY 33
Final Evaluation Report



Table 4.3 - Key barriers and enablers to implementation

Factor Enabler Barrier

ZSiC (Factors relating to the initiative itself)

Lir'nited concreteé  «  Encouraging localisation of ZSiC supported districts to shape ~ *
guidance the initiative to meet and respond to local needs and
priorities.

Outer setting (external factors)

The majority of staff wanted clearer state-wide guidance and
direction with concrete activities mandated (i.e., training or
approach to pathway development), with the initiative
described as ‘vague’. Stakeholders requested more guidance
around driving culture change specifically.

Some staff at the Pillars reported not having access to core
documents and/or policies and directives to better guide ZSiC
implementation and promote culture change, specifically,
during earlier stages of implementation where it would have
supported a strong foundation to work from.

For Pillars, limited communication about the ZSiC initiative
(due to delayed funding and funding uncertainties) created
challenges in their support for districts, as well as with
districts' awareness and understanding of available supports.

COVID-19 and .
natural disasters

The pandemic and a range of natural disasters meant the
delivery of the initiative was a low priority for many districts.
Staff at both a state and district level were redeployed.

COVID-19 caused delays and the need to reallocate resources
during the TZS implementation. Additionally, it created
delays in ZSiC training and required most of it to be online.

In many regional and remote areas, bushfires and floods also
created implementation delays for TZS initiatives, including
ZSiC. Services had to shut down during multiple flood events
and fires in some communities.
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Factor Enabler Barrier
Leadership =  Strong leadership was reported as a strong enabler of * Limited leadership support was a barrier to driving change.
support implementation, where it was in place. Having multiple

Relevant and
supportive policies

executives and senior leadership positions support the
initiative allowed it to gain traction and ensured good
workflow. Having multiple leaders involved avoided
unnecessary bottlenecks in decision-making and low
awareness of the initiative.

Many leads reported that it was important to have strong
leadership at state level as Ministry focus creates buy-in with
senior district leaders.

Pillars and districts indicated that relevant, current policies
and directives, which reflected and provided direction around
a just and restorative, learning culture, strongly supported
them to do their work and provided clear, instructive support.

In particular, they mentioned the updates to statewide
directives: Revisions of statewide directives (incident
management and clinical care of people who may be suicidal)
ensured they were better aligned with the ZSiC framework

Some districts reported challenges with leadership turnover
or changing / inconsistent leadership support as barriers to
implementation.

Some districts noted that leadership had been more focused
on SPOT and Safe Haven.

High turnover of Ministry staff resulted in gaps and varying
levels of project coordination of the initiative, the challenges
for pillars to rebuild relationships and respond to changes in
strategic directions.

Some districts reported a need for specific training for senior
clinicians and leaders that focusses on leading cultural
change in relation to suicide prevention, or how to lead teams
that respond to suicide.

Some staff are concerned about negative responses to adverse
risk events, including that they won't be supported, which
can cause overcautious behaviour and the gatekeeping of
services out of concerns of being overrun or not being able to
manage risk within the new ZSiC approach. It is necessary to
ensure leadership support to proactively create an
environment where staff feel safe to flag concerns without
fear of repercussions.

Staff reported challenges with SafeSide training not aligning
with NSW Health policies and systems.

Some TZS and ZSiC leads raised concerns about how the new
Z8SiC framework clashed with existing procedures and
policies, creating confusion around the approach and how to
implement the initiative.
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Factor

Enabler

Barrier

Availability of
mental health care
in the community

Inner setting (internal factors)

A challenge to providing a continuum of care for many
districts is the limited availability of services to refer
consumers to in the community. Multiple districts reported
not having available mental health services/ professionals,
while others noted the specific criteria to access services was
also a barrier to referring consumers.

Changes to GP billing have, in some districts, increased the
number of people accessing EDs to manage costs.

Staffing and
resourcing

Focus on SPOTs
and Safe Havens

ZSiC focused roles: Only one district reported having a ZSiC
lead. This specific role supported them to start
implementation early and focus only on it strongly. Other
districts reported wanting to have a staff member to focus
more on the initiative, or that they were only starting to make
progress now their TZS lead had established SPOT and Safe
Haven.

Permanent contracts: Some districts reported being able to
provide permanent contracts to ZSiC/ TZS staff, which
provided security to employees and supported longer-term
planning.

Increasing funding to recruit more staff and increase existing
FTE was seen as important in effectively implementing ZSiC
and other TZS initiatives.

Contracts: Multiple districts reported facing challenges
retaining staff due to the insecure nature of their contracts.
Having permanent and/or longer-term would support staff
retention and allow for longer-term planning and strategising
to achieve the required culture change.

Some staff suggested removing service management
responsibilities from TZS Leads may better allow them to
implement ZSiC, as it would allow them to focus more on
strategic/ collaborative efforts.

Most districts reported that implementation of SPOT and
Safe Haven have been prioritised over ZSiC, partially, because
the two other initiatives were clearer to implement. Having
TZS leads responsible for all 3 initiatives meant that it was
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Factor Enabler Barrier
hard to ensure they had time to focus on ZSiC, while trying to
establish and support other services.
Established Districts with established alliances, collaboratives and/ or
networks ‘fmd working groups reported these networks supported the
collaboratives implementation of ZSiC. Specifically, as they had pre-existing
relationships within the community across the health/mental
health system.
Community of Practice (COP): Some participants reported
having a COP and the opportunity to meet other TZS/ ZSiC
leads helped shape approaches to implementation.
Funding Delayed funding: The delay to funding pillars shortened the

Support from
Pillar
organisations

Having support from statewide organisations, such as ACI,
was seen as crucial, particularly the support for suicide care
pathways.

ZSiC Implementation Group/ Steering Committee: Regular
meetings among ACI, HETI, CEC and the Ministry supported
the coordination and delivery of support for the ZSiC
initiative.

period they had to develop and deliver support for the
initiative. These delays resulted in staff attrition and the need
to rebuild project teams, which negatively impacted the
consistent delivery of support and building of partnerships
and relationships.

Individuals (factors relating to individuals)

The role of
individuals

TZS Leads: Multiple stakeholders attributed implementation
success to having a proactive, persistent and communicative

Person dependencies: Multiple staff felt ZSiC is held together
by committed individuals, but it is not necessarily embedded
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Factor

Enabler

Barrier

TZS/ ZSiC lead which helped establish and maintain
relationships and engagement.

in a way that would survive changes in team leadership or
staff.

Process (factors relating to process)

Varying data quality and collection practices:

Data

Suicide Care
Pathways

Real-time data: Some districts reported receiving real-time
data, which allowed them to better understand risk factors,
gaps in care, identify priority groups and tailor suicide
prevention responses. Some districts were positive about the
greater access to more sophisticated data reporting made
available from the System Information and Analytics branch
(InforMH). In general, this was not yet being used to make
decisions or changes in practice as access to data was seen as a
new development.

Actively simplifying SCPs: Actively designing SCPs to be easy

to use and comprehend, supported implementation and

adoption. Some districts reported actively working to reduce

the page length and remove ‘unnecessary clinical language’.

Districts have different record-keeping practices around
safety plans and risk assessments in the electronic medical
record (eMR) system. Some districts were still unable to use
eMR for safety planning, while others were working to set up
systems to have them available. However, no district reported
currently having an established process for recording safety
plans.

Across districts, staff noted there were errors in data pulled
from eMR, which limited the ability to measure impact or
generate insights. Multiple TZS leads and staff wanted
updates to systems and processes to improve data quality and
updates to eMR to manage safety plans.

Capturing, timely and accurate data continues to be an issue,
specifically capturing if someone is on a suicide care pathway
and safety planning.

Accessing local data proved to be difficult, with limited
capabilities in existing systems.

Capability:

Many districts also requested further support and direction
on how to monitor and evaluate the impact of ZSiC within
their district.

District services gaps: A repeatedly raised challenge to
implementing the pathways were services gaps within the
health system. Specifically, the availability of evidence-based
treatment services and skilled clinicians to deliver them.
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Factor Enabler Barrier
= Collaboration with diverse, multidisciplinary teams: Some =  Priority populations: Some staff raised that greater support
districts engaged diverse representatives in their pathway and training was needed on delivering SCPs for Aboriginal
development, which resulted in a pathway with a more and/or Torres Strait Islander communities and/or in rural,
robust, comprehensive design from all angles of the system, regional and remote areas, given various contextual, cultural
and reduced feedback and requests for changes during and historical factors. More focus on children and young
broader consultation. people was also suggested.
= Centrality of safety planning: Increased emphasis and = Safety planning procedures: Districts without the ability to
adoption of safety planning supported the implementation of enter safety plans into eMR are uploading paper versions;
ZSiC. Staff reported increased confidence in developing plans however, these are easily missed and not flagged as a required
and working with individuals, families, and carers. document, which means they may not get used.
Training = SafeSide (or equivalent) training supported the establishment = Multiple staff and leads rated SafeSide training poorly as it

of pathways, formalised processes and clarified ‘best practice’
approaches. It also empowered staff and provided clarity
about the initiative and how to implement it. This included
improving understanding of language to use and how to
implementation the suicide care pathways.

was not localised to the Australian context and didn’t provide
relevant information. Additionally, some senior health
professionals felt it wasn’t valuable to them because it was
aimed more at delivering care than supporting a team to
respond to suicide.

Some stakeholders reported struggling to provide training in
inpatient settings and more broadly across the health system.
Pillars reported that many nursing and medical staff cannot
take leave from work to attend training, education sessions
and/or other support activities due to current workloads and
demand on health services.

One district’s internal research found clinicians wanted more
follow-up training to show them how to integrate SCPs into
clinical reviews. This was also raised by staff in other
districts. Some districts were providing follow-up sessions,
which were well received.
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4.3 Experiences with the initiative

4.3.1 Consumer experience - YES Survey

Only a small number of consumers have been placed on a suicide care pathway to date and there is not
direct data about their experience.

While Your Experience of Service (YES) Survey is not targeted specifically at consumers experiencing
suicidality, the data does provide some indication of long-term trends around consumer experience among
NSW mental health consumers.

The table below shows the average responses for hospital settings from the January 2019 to September
2023 for key questions relating to person centred, collaborative care.

Table 4.4 — YES Survey response numbers and average responses for hospital settings only

Question 2019 2020 2021 2022 2023*

Q12. You were listened to in all aspects
of your care and treatment 4.36 4.35 4.35 4.31 4.34

Q13. Staff worked as a team in your care
and treatment 4.23 4.22 4.23 4.18 4.22

Q17. You had opportunities for your
family and carers to be involved in your
treatment and care if you wanted 4.39 4.34 4.33 4.29 4.38

Q21. Development of a care plan with
you that considered all of your needs 3.86 3.87 3.87 3.80 3.84

Notes: The 2023 year only includes results up to the end of 30 September 2023. Responses are on a scale of 1-5, with 1 being
‘poor’ to 5 being ‘excellent’.

Consumer experience across NSW mental health services in the hospital setting has remained relatively
stable over the last five years. This is also broadly consistent across districts. This is consistent with the
relatively early stage of implementation of ZSiC - it will likely take time for system level changes to result
in any measurable changes in consumer experience.

The exception is Far West LHD, which has seen an improvement across all key questions and most notably
a10% improvement on Q21, relating to the development of a care plan (from 4.06 in 2022 to 4.49 in 2023).
However, we would caution against attributing these changes to the ZSiC initiative as the District has
reported challenges in releasing staff to attend training because of workforce issues and noted a range of
system challenges to progressing the suicide care pathway.

We provide a breakdown of YES results by district in Appendix A.

4.3.2  Staff delivering suicide care pathways

Many staff reported feeling supported in their suicide prevention role by individuals at all levels of the
health system from leaders to immediate peers.

[TZS]...It’s put suicide prevention on the agenda for us as a service - look at what we are doing, how are
we responding, provided consistency or look at whether consistent — what are the gaps — how are we
working with someone, linking the person post discharge. It’s always been there but having that focus
and coordinator in that position has enabled us to move along and get good traction in terms of
discussions we’ve had, training, policies we were looking at. Also having it as an initiative meant we
had the resources we need. Seen lots of initiatives come through but if no resources allocated it’s just an
add on to people’s roles; also don’t have strategic perspective. Now there is district wide perspective and
[this is] because [of] dedicated [staffing]. - ZSiC- mental health team leader
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Across districts, multiple staff noted they found their suicide care pathways to be well-written, easy to use
and informative. They felt they were very positively received and used.

Having colleagues in many other services, have had nice feedback about the pathway — how beneficial it
has been to their clinical work, a tool for their own confidence in asking questions about talking about
suicide — Mental health staff member
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5 Findings — outcomes

5.1 Workforce outcomes

The ZSiC Workforce Survey was distributed by districts at two time points:
= From January to June 2022
= From June to August 2023 .

The survey is a useful measure of how organisation and individual capability has changed over time, and
ongoing use of the survey in the future would be useful. Table 5.1 shows the response numbers by district.

Table 5.1 - ZSiC workforce survey response numbers

District 2022 2023

CCLHD 28 102
ISLHD 27 112
MNCLHD 35 58
NBMLHD 29 33
SESLHD 70 18
SNSWLHD 16 59
SLHD 56 1
SWSLHD 54 0
JHFMH 0o 17
MLHD 0 88
SVHN 0 45
Total 315 533

In 2022-23, the clinical mental health workforce in NSW was 8,539 FTE!?,. Therefore, the responses in
2023 only represent less than 7% of the mental health workforce. While we do not know exactly how
respondents compare to the general mental health workforce population, responses from the ZSiC
Workforce Survey are unlikely to be representative of the whole mental health workforce.

5.1.1  Overall results in 2023
The tables below summarise the overall results from the surveys conducted in 2023.

The results are generally summarised as the proportion of respondents that returned a “desirable”
response. This means that for some questions the results represent the proportion of respondents that
strongly disagree or disagree with a statement, such as “If you talk to person about suicide, you raise the
risk they may consider suicide for themselves.”. In other instances, this represents the proportion of
respondents that strongly agree or agree with a statement such as “staff can easily approach supervisors
with ideas and concerns”. A breakdown of the results by district is provided in Appendix B.

10 MH Data collection June 2023
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Leadership

Overall, attitudes towards suicide among staff are mixed. While 88% of respondents disagreed that people
who take their own lives are irresponsible, the responses for people who take their own lives are lonely and

brave were 22% and 43% respectively.

There is evidence that staff are being supported by leadership to provide suicide care, with 79% agreeing

that the leadership have indicated suicide prevention is a priority and 77% feeling that they can easily

approach supervisors with ideas and concerns. However, only 27% disagreed that they would fear
disciplinary action when involved in a suicide event, which aligns with TZS leads reporting of the
challenges around culture change.

Table 5.2 — Overall results in 2023 - Leadership

No. Question

Result

Proportion that Strongly Disagree or Disagree

If suicidal people really wanted to die, they would have taken their life and not sought

14 help. Only people serious about suicide end up taking their life.
1B Ifyoutalk to person about suicide you raise the risk they may consider suicide

Please rate how much you agree people who take their own lives (suicide)...

2A
Irresponsible

2B Please rate how much you agree people who take their own lives (suicide)... Lonely

2C  Please rate how much you agree people who take their own lives (suicide)... Brave

92%

93%

88%

22%
43%

Proportion that Strongly Agree or Agree

The leadership at this organisation has explicitly indicated that suicide prevention is a

3A .
priority

3B  Staff can easily approach supervisors with ideas and concerns

79%

77%

Proportion that Strongly Disagree or Disagree

3C  Staff members are usually blamed when involved in a suicide event

3D  Staff members fear disciplinary action when involved in a suicide event

54%
27%

Proportion that Strongly Agree or Agree

3E  This organisation has practices in place to support staff when a suicide occurs.

60%

Training

Consistent with the SafeSide training results (see Section 5.2), there is a high level of reported confidence
and self-efficacy in relation to suicide care. Overall, staff are confident in identifying and assessing suicide

risk and there is a high level of consistency across all districts.

Table 5.3 - Overall results in 2023- Training

No. Question

Result

Proportion that Strongly Agree or Agree

4A  Thave received training at this organisation related to suicide prevention

I understand my role and responsibilities related to suicide prevention within this

4B .
organisation.

4C Iam confident in my ability to assess a consumer’s risk of suicide

81%

89%

87%
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No. Question Result

4D Tassessaperson's access to lethal means as part of a suicide risk assessment 92%
A I am confident in my ability to develop a risk formulation when someone is at risk of 80%
suicide ?

AF I am confident in my ability to provide care to people who have been identified as being 879%
()

at risk of suicide.

Proportion that are Completely Confident or Fairly Confident

S5A  Directly raising the question of suicide with someone who is showing warning signs 87%
sB Respectfully listening and forming a connection with someone sharing their suicidal 89%
experiences. ’

5C Ability to implement my own "self-care" after listening to someone share their suicidal 78%
(o]

experiences or after a suicide occurs.

Systems improvement

Around two thirds (64%) of respondents agree that they are being given time to enter incident reports
during work hours and that lessons learnt are being shared when a suicide occurs. Half (49%) of
respondents agree that they historically felt supported when a suicide occurred, whereas 58% of
respondents agree that they would feel supported if a suicide occurred in the future. Together these
responses suggest further change is needed to create a workplace and culture where staff feel safe and
supported to respond, learn, and improve when adverse events occur.

Table 5.4 - Overall results in 2023- Systems improvement

No. Question Result

Proportion that answered Yes or Yes, but at a different ovganisation

While working at this organisation, I have had direct or indirect contact with a person 73%

6 who later ended their life by suicide?

Proportion that Strongly Agree or Agree
7 I felt supported by this organisation when a suicide occurred. 49%
8 I feel I would be supported by this organisation if a suicide occurred in the future 58%
9A I'mgiven time to enter event/ incident reports during work hours 64%
9B  Where I work, we share the lessons learnt when a suicide occurs 64%

Suicide care pathway

While implementation of suicide care pathways has varied by district, a large proportion (84%) of
respondents indicated that they were already developing a risk management plan (or safety plan) with
consumers identified as being at risk of suicide. This aligns with findings from the interviews, with staff
indicating that many of the components of the suicide care pathways are already in place but may have not
been systematically implemented yet.

Table 5.5 - Overall results in 2023- Suicide care pathway

No. Question Result

Proportion that Strongly Agree or Agree

T
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No. Question Result

I develop a risk management plan (or safety plan) with all consumers identified as being

0,
¢ at risk of suicide. 8%
I involve family/carers/support members in the development of risk management plans
9D . . 78%
(or safety plans) for consumers at risk of suicide.
9E Iam confident in my ability to work with consumers during their transitions in care. 87%

5.1.2  Changes between 2022 and 2023

In this section, we compare the responses from districts that have both a response in 2022 and 2023. There
are some limitations that should be considered when interpreting the analysis below:

= The survey is anonymous and so we do not have matched individual level responses. This means that
changes in responses should only be treated as indicative.

= The first survey was conducted at the start of 2022; however, implementation of the Zero Suicides in
Care initiative had begun in early 2021 and so changes over the 2021 to 2022 period would not be
captured.

Table 5.6 below shows the change in survey responses from the 2022 to the 2023 survey by district. As in
Section 5.1.1, the results are summarised as the proportion of respondents that returned a “desirable”
response, so an increase for a question is a positive outcome. For example, Illawarra Shoalhaven LHD has
seen a 14% increase in the proportion of respondents that strongly agree or agree with question 4A. I have
received training at this organisation related to suicide prevention. We provide a more detailed breakdown
of the change in responses in Appendix B.

Responses with an increase that is statistically significant have been highlighted and bolded in green,
whereas responses with a decrease that is statistically significant have been highlighted and bolded in red.

Table 5.6 - Change in survey responses, by district

Element Question Overall ISLHD MNCLHD NBMLHD SESLHD CCLHD SNSWLHD

Leadership 1A -0% -9% +1% +4% +7% N/A +2%
1B -2% -7% -2% +0% +6% N/A -2%
2A +1% N/A -1% +12% +5% N/A -2%
2B +6% N/A -3% +11% -4% N/A _
2C -5% N/A +1% -20% -16% N/A +12%

3A +3% -0% +4% +3% +10% +5%
3B +2% +11% - -6%
3C +0% +3% -4%
3D +0% +11% +1% +3% -3% -2% -9%
3E +4% +7% +4%
Training 4A -12% +7% +17%
4B +1% -4% -8% -4%
4C +5% +4% -6% +8% +0%
4D -1% +3% -7% +5% -6% -8% +12%
4E +4% N/A -5% - -4% +7% +13%
4F -0% +2% -8% +12% -2% +3% +9%
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Element Question Overall ISLHD MNCLHD NBMLHD SESLHD CCLHD SNSWLHD

5A +4% -1% +8% +8% +8%
SB 0% 2% -3% +6% +5%
5C -0% 7% +1% +7% +17%
Systems 6 1% -16% +5% -6% -3% +1% +12%
improvement 0% 5% 1% +4% 17% +16% +8%
8 +3%  +10% +14% +6% 1% N/A 5%
9A +7% 1% +20% +16% -6%
9B +4% +2% +1% +15% 7%
Suicide care 9C +4% -6% +2%
pathway 9D 1% +3% +9% +5% -8%
9E +1% - +12% +2% +3% +1%

Notes or Source

(a) ISLHD and CCLHD delivered a modified version of the survey, so questions that were not comparable have been
omitted.

Overall, there is evidence of a statistically significant increase in the result across the following questions:

Staff can easily approach supervisors with ideas and concerns (3B)

I have received training at this organisation related to suicide prevention (4A).

However, there is significant variation between districts.

Evaluation of the Zero Suicides in Care Initiative

Illawarra Shoalhaven LHD is the only district that has seen some improvement across all four
elements. They are also have a dedicated ZSiC coordinator role and are one of the most progressed
districts in terms of implementation.

For leadership, we see a 25% improvement in responses around the approachability of supervisors
(3B).

For training, there has been a 14% and 16% improvement respectively in staff members receiving
training (4A) and understanding of their roles and responsibilities (4B) related to suicide
prevention.

For system improvements, we see a 20% improvement in staff being given time to enter incident
reports during work hours (9A) and a 34% improvement in share lessons learnt when a suicide
occurs (9B).

For suicide care pathway, there has been a 23% improvement in staff developing risk management
plans (9C) and 14% increase in staff’s abilities to work with consumers during their transitions in
care (9E).

Mid North Coast LHD has seen improvement across the leadership and training elements.

For leadership, we see a 20% improvement around staff being blamed when being involved in a
suicide event (3C) and a 21% improvement in support for staff when a suicide event occurs. Mid
North Coast LHD is also the only district to have seen a statistically significant improvement
across these two questions.

For training, there has been a 16% improvement respectively in staff members receiving training
(4A) related to suicide prevention.

Nepean Blue Mountains LHD has seen improvement across multiple elements.

T
TAYLOR o'td
FRY 46

Final Evaluation Report



— For leadership, these has been a 30% improvement in the leadership indicating that suicide
prevention is a priority (3A) and a 20% improvement in responses around the approachability of
supervisors (3B).

— Fortraining, we see a 24% improvement in staff members receiving training (4A) and
subsequently improvements across reported confidence and self-efficacy in relation to suicide
care.

— For systems improvement, there has been a 21% improvement in staff sharing lessons learnt when
a suicide occurs (9B).

= Central Coast LHD has seen improvement across the leadership element.

— Forleadership, there has been a 23% improvement in responses around the approachability of
supervisors with respect to ideas and concerns (3B).

= Southern NSW LHD has seen improvement across the leadership and suicide care pathway elements.

— For leadership, there has been an improvement in staff attitudes towards suicide, with a 24%
increase in the proportion of staff disagreeing that people who take their own lives are lonely.

— For suicide care pathway, we see a 22% improvement in development of risk management plans
(or safety plans) and 24% improvement in involvement of family/carers/support members in the
development of risk management plans (or safety plans).

= South Eastern Sydney LHD has seen a reduction across the training and suicide care pathway
elements.

— However, given the low number of responses in 2023 (18 responses) compared to 2022 (70
responses), these differences are likely being driven by variations in the groups being surveyed
and should not be taken as representative of the district. For example, we would not expect there
to be a reduction in the proportion of staff that have received training related to suicide prevention
(4A) if the same group of individuals was surveyed across both time periods.

5.1.3  Aggregated change in organisational and individual capability

While the individual answers for survey questions are important, we also seek to comment on overall
movement by combining questions together. To do this we have undertaken a Principal Components
Analysis, with the aim of grouping related questions together and getting an overall sense of change.
Further details around the analysis are provided in Appendix B.

The analysis resulted in two composite factors :

= Factor 1 - includes questions relating to leadership and organisational characteristics and we have
labelled this grouping ‘organisation support’. This includes questions 34, 3B, 3C, 3D, 3E, 7, 8, 9A and
9B.

= Factor 2 - includes questions relating to individual’s confidence and training and we have labelled this
grouping ‘individual capability’. This includes questions 4A, 4B, 4C, 4D, 4E, 4F, 5A, 5B, 5C, 6, 9C, 9D
and 9E.

Questions appearing in the same factor tend to correlate. For example, people giving a positive response to
question 4A (having received training related to suicide prevention) are more likely to give a positive
response to question 4B (understanding their roles and responsibilities related to suicide prevention).

The distribution of response is shown in Figure 5.1. In each case the upper bound represents a person
answering positive to every question. The organisational support factor sees more people positive than
negative, but a relatively broad range of responses. The individual capability factor sees far more positive
responses, generally reflecting people feel they have confidence and are receiving appropriate training.
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Figure 5.1 - Distribution of responses across the two identified factors
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Note: CCLHD and SNSWLHD responses were only available in aggregate and so are not included in these distributions.

We can calculate the factors for 2022 and 2023 scores and examine the change for those districts that have
reported in both years. These are shown in the tables below.

= The organisational support factor has increased in five of the six districts. The change is statistically
significant at an overall level as well as at Illawarra Shoalhaven LHD.

= The individual capability factor changes should be treated with slightly more caution since different
staff may respond to the surveys in different numbers each year. That said, we see an overall increase
in scores, which is statistically significant and is largely driven by a large increase for the Nepean Blue

Mountains LHD.

Table 5.7 - Change in organisational support factor scores, 2022 vs 2023

Question 2022 avg 2023avg Change p-value

ISLHD 0.11 1.02 +0.91 <0.01
CCLHD 1.29 1.62 +0.33 0.06
MNCLHD 1.22 1.68 +0.46 0.06
NBMLHD 0.30 0.81 +0.51 0.07
SESLHD 1.08 1.35 +0.27 0.21
SNSWLHD 1.65 1.58 -0.07 0.42
Overall 0.94 1.36 0.42 <0.01

Table 5.8 — Change in individual capability factor scores, 2022 vs 2023

Question 2022 avg 2023avg Change p-value

ISLHD 2.42 2.42 +0.01 0.49
CCLHD 2.79 2.87 +0.09 0.31
MNCLHD 2.16 2.43 +0.26 0.23
NBMLHD 2.02 2.98 +0.96 <0.01
SESLHD 2.77 2.31 -0.46 0.07
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Question 2022 avg 2023avg Change p-value
SNSWLHD 2.53 2.88 +0.35 0.08
Overall 2.50 2.66 0.16 0.05

Note: Statistically significant changes (p-value < 0.05) have been bolded.

5.2 Training outcomes

Available data (matched for 29% of those that completed a post training evaluation survey) suggests
SafeSide training is helping to build knowledge and self-efficacy in suicide care.

The pre and post training surveys assess the knowledge the participant has in a key domain of each of the
four core tasks (Connect, Assess, Respond, Extend) before and after the workshop. There is a statistically
significant improvement across all core tasks, with the greatest improvement being reported in the
Respond domain.

Figure 5.2 — Comparison of average percentage score for each knowledge item before and after SafeSide
workshops

Which of the following ISNOT a way teams can extend
support into the lives of people with suicide concerns?
Waiting for the person to call to make a follow-up
appointment. (Extend domain)

In order to help a person with suicide risk, you must be
trained to deliver a suicide-specific therapy. False.
(Respond domain)

The purpose of risk formulation is to predict a suicide
attempt. False. (Assess domain)

When connecting with individuals at risk for suicide it
is most important to understand their suicide concerns
and the struggles that underlie them. (Connect
domain)

0% 20% 40% 60% 80% 100%

B Pre M Post

Source: SafeSide reporting dashboard, 656 response from January 2021 to September 2023.

The largest improvement in knowledge was in how to respond to a person who may be suicidal, with
positive responses increasing from 74% to 100%. Knowledge of the purpose of risk assessment and
formulation (to assist care planning, not to predict a suicide attempt) was the lowest area of knowledge
before and after training, but positive responses increased from 54% to 64% post training.

The SafeSide evaluation survey also contains seven items adapted from other studies to measure self-
efficacy (the person's belief or confidence in their ability to engage in a behaviour) in key suicide
prevention skills because people reporting higher self-efficacy are more likely to use a skill in their day-to-
day work. There was a statistically significant increase in respondents’ self-efficacy in all areas included in
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the evaluation surveys', with very high levels of self-efficacy reported in the post-training evaluation. This
is shown in Figure 5.3

Figure 5.3 — Percentage of participants that agree or strongly agree on each self-efficacy item

My ability to convey and maintain a hopeful stance
when someone feels hopeless.

What to do when I encounter a person with suicide
concerns.

How I can extend support to people at risk beyond the
time when [ am in contact with them.
My ability to develop person-specific safety plans that
include means safety and plans for specific life events
that would increase risk.

My ability to link risk assessments to person-specific
plans.

My ability to contribute to assessments of suicide risk
within my role.

My ability to ask about suicide in a way that encourages
people to respond in an open and honest manner.

0% 20% 40% 60% 80% 100%

W Pre M Post

Source: SafeSide reporting dashboard.

These findings align with interviews, where multiple staff (particularly in Far West, Hunter New England
and Illawarra Shoalhaven) reported having increased confidence and capabilities around working with
people who might be in suicidal distress or having suicidal thoughts or self-harming, as a result of training,
including comments that training supported them to connect better with consumers and feel more
confident and capable to discuss suicide. Staff had previously described being anxious and uncertain
asking consumers about suicide.

I feel I can connect much better with the person to extract information now. It is a slightly different way
of working for me — more conversational. It gives me a framework to conduct a deeper dive into a
persons thinking — Mental health staff member

There are indications from interviews with staff that SafeSide training is also beneficial in terms of
bringing together a wide range of stakeholders. In addition to mental health staff, attendees come from the
lived experience community, other areas of NSW Health, and local NGOs, and it is reported that these

diverse perspectives, focused on a common cause, can create a rich training environment for shared
learning.

1 T-tests were performed on matched pairs of pre and post evaluations at the question level. The p-value for all
seven self-efficacy questions was p<0.001 indicating a high level of significance of the effect.
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5.3 Suicide attempts and deaths

The ultimate aim of ZSIC is to see fewer deaths by suicide for people accessing inpatient and community
mental health services. For inpatient services, this spans both death while in care and death after discharge
(where people remain on a suicide care pathway). We are unable to comment on total consumer outcomes
at this stage as we were unable to identify consumers on a suicide care pathway in the linked data, so
cannot measure the impact on suicide attempts and deaths.

There are some statistics under the narrower definition of suicides while admitted. Even then, there are
challenges with identifying suicide deaths or attempts in a care setting using the linked administrative
data. This is because it is difficult to identify whether the death or attempt occurred during care or prior to
being admitted. Furthermore, numbers are typically so low that we cannot attribute any changes to these
numbers to an initiative.

Table 5.9 below shows the numbers of suspected suicides of a patient in a psychiatric unit/ward.

Table 5.9 - Suspected suicide of a patient in NSW, 2019-20 to 202122

Sentinel event 2019-20 2020-21 2021-22

Suspected suicide of a patient in an acute psychiatric unit or 2 4 7
acute psychiatric ward

Source: Report on Government Services (ROGS)

Our data does allow us to assess outcomes after exiting care, while acknowledging we cannot see the
existence or compliance to a care pathway. The linked administrative data can track how the rates of
suicide attempts and deaths have changed following discharge from a psychiatric admission or access of
community mental health services. The figures below show the proportion of consumers in the 3 months
following discharge that:

= Present to the emergency department (ED) for self-harm or suicidal ideation
= Die by suicide

Data on ED presentations and deaths for any reason is only up to September 2022 and data on deaths by
suicides is only available up to December 2020. Given the progress of implementation of the initiative, we
would not expect an observable reduction in ED presentations or deaths in 2022. Overall, we find that the
rates deaths by suicide have remained stable over the last 10 years. However, there has been an increasing
trend in the rate of presentations to ED for self-harm or suicidal ideation. Rates of attempts and deaths are
higher for consumers who have had a psychiatric admission compared to accessing community mental
health, which is reflective of this group of consumers being at a higher risk of suicide.
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Figure 5.4 - ED presentation for self-harm/suicidal ideation - 3 months post discharge
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Figure 5.5 — Death by suicide — 3 months post discharge
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5.4  Other outcomes reported by staff

The TZS staff interviewed reported a range of improvements in suicide care practice that they attributed to
the implementation of the suicide care pathways:

Evaluation of the Zero Suicides in Care Initiative

Increase in warm handovers: Staff reported an increase in warm handovers during discharge, which
focused on strengths and proactive factors for an individual. Additionally, during discharge, there was
areported increase in communication with community/ primary providers (GPs), with staff reporting
that community and primary care providers were increasingly responding to discharge letters.
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Emphasis was also placed on communicating if the consumer had a safety plan or long-term plan for
managing their mental health.

= Increase in safety planning and greater consistency: Multiple staff noted there was now a more
consistent practice for safety planning, with documentation improving and a better understanding of
appropriate language to use. Further, staff reported the increased use of safety plans had a positive
impact on consumers, who were now more active in shaping their care, with plans tailored to their
needs and perspectives.

Sometimes we haven’t seen people as regularly (e.g. 6 months or longer) — they are recognising that they
have these techniques, support people, services — so they think about these things more often before coming
back to us - Mental health staff member

= Improved care at initial presentation: Some stakeholders felt that the system had improved and
ensured consumers presenting for the first time experienced greater support than previously.

My perspective from coming from a community mental health service into TZS has been a very positive
shift, the different focus on care for our consumers seems less KPI driven and more consumer and caring —
Mental health staff member

= Holistic and empowering approach: Various stakeholders noted the adoption of a more holistic
approach in engaging consumers and responding to their needs. This includes the adoption of a more
empowering and consumer-led approach around providing care.

There’s been a shift towards trying to work more with patients to empower them to come through whatever
challenges they 're facing and hopefully not simply admit as a sort of outcome of someone coming in with
suicidal ideation. I think that's been a quite positive shift. — Mental health staff member

Staff also identified outcomes relating to systems improvement:

= Improvements in data collection: Stakeholders reported that data collection practices were
improving, with greater emphasis on collecting accurate, timely data to determine impact.

= Improvements in the Serious Adverse Event Review process: A few participants noted this process
has improved within their districts.

= Increased collaboration across mental health and suicide prevention system: Stakeholders
reported that the ZSiC and more broadly TZS initiatives had fostered greater collaboration and
partnership across districts and community stakeholders.

A big change has been working with peer workers in high risk area.. Previously you think they help with
activities, but now they’re the key people... Been challenging for people to get used to, but working well. -
Mental health team leader

5.5 Unintended outcomes

No unintended outcomes were identified.
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6 Findings — economic

6.1 Cost

A summary of the funding provided for the ZSiC initiative is shown in the tables below. These do not
reflect the actual costs for districts implementing the ZSiC initiative, as there may have been underspend
or additional funding. Total funding over the four years from FY2019/2020 to FY2022/23 was $14.3m.

Table 6.1 — ZSiC funding ($k) - statewide support

Provider FY19/20 FY20/21 FY21/22 FY22/23 Total
HETI 0 0 420 500 920
CEC 0 0 166 500 666
ACI 0 0 337 166 503
SafeSide 1,238 0 0 0 1,238
Zero Suicide Institute of Australasia 0 0 120 0 120
Total 1,238 0 1,042 1,166 3,446

Table 6.2 - ZSiC funding ($k) — local health districts

District FY19/20 FY20/21 FY21/22 FY22/23 Total

Central Coast LHD 50 150 150 155 505
Far West LHD 50 150 150 155 505
Hunter New England LHD 100 300 300 309 1,009
Illawarra Shoalhaven LHD 50 150 150 155 505
Mid North Coast LHD 50 150 150 155 505
Murrumbidgee LHD 100 300 300 309 1,009
Nepean Blue Mountains LHD 170 150 150 155 625
Northern NSW LHD 100 300 300 309 1,009
Northern Sydney LHD 50 150 150 155 505
South-Eastern Sydney LHD 50 150 150 155 505
South-Western Sydney LHD 0 150 150 155 455
Southern NSW LHD 100 300 300 309 1,009
Sydney LHD 0 150 150 155 455
Western NSW LHD 50 300 300 309 959
Western Sydney LHD 50 150 150 155 505
St Vincent’s Hospital Network 0 0 0 77 77
Sydney Children’s Hospital Network 0 0 0 77 77
Justice and Forensic Mental Health SHN 50 150 150 309 659
Total 1,020 3,150 3,150 3,554 10,874

Source: Budget data, NSW Health
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We note that:

=  SafeSide received a one-off funding amount in FY19/20 of $1.23m. This amount covered the use of
15,000 licences (approximately $82 per licence) and blended eLearning support from SafeSide over a
three year period up to June 2023.

= While most districts received funding for hiring one ZSiC coordinator, some districts received funding
for two positions. This was because some of these districts have multiple large regional centres.

= The original intention was for the districts to use the funding to hire a ZSiC coordinator. However, in
most districts, the ZSiC coordinator position ended up taking on the TZS lead role. Furthermore, as
discussed in Section 4.2, many of the leads initially spent time implementing other initiatives such as
SPOT and Safe Haven. Therefore, it is difficult to estimate the true cost of implementing the ZSiC
initiative. It is noted that ISHLHD and JHFMH are the only services that had a dedicated ZSiC Lead.

= St Vincent’s Hospital Network and Sydney Children’s Hospital Network received funding for 0.5 FTE
to deliver the ZSiC initiative in FY22/23.
6.2 Benefits

There are a range of potential benefits from the implementation of the ZSiC initiative. We present the
main benefits for consumers on a Suicide Care Pathway in the table below, with additional outcome
measures being included in Appendix C.

Table 6.3 - Economic benefits

Benefit Measure

Subsequent savings to other *  Reduction in ED presentations
government health services o )
= Reduction in ED presentations for self-harm

= Reductions in mental health ambulatory usage

Improvements in subjective = Reduction in psychological distress
wellbeing
Value of human life saved =  Reduction in the rate of suicide

However, we have not attempted to estimate economic benefits for the following reasons:
= The lack of consumer outcomes data means we are unable to estimate benefits related to the initiative

=  While there is evidence of improvements in staff knowledge and self-efficacy with respect to suicide
care, it is difficult to attach tangible benefits to these improvements.

Non-economic benefits were outlined under Section 5.4 Other outcomes reported by staff
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7 Conclusions and recommendations

7.1 Conclusions

ZSiC is an ambitious undertaking bringing together multiple components in order to drive a statewide and
local change that includes attitudes, systems, practices, shifts in culture and, ultimately reduce suicides
and suicide attempts of people accessing community and inpatient mental health care. Implementation
has been slower than other TZS initiatives in part because districts focused first on establishing SPOT and
Safe Havens, and in part because of a need for clearer guidance and direction across the multiple
components of ZSiC. Implementation has progressed more in districts where there is strong leadership
support, existing collaboratives and networks, and where they have had a dedicated ZSiC coordinator role.

Interviews with staff and leaders across districts and the Ministry for this evaluation and the other TZS
initiative evaluations, emphasised the need for a statewide approach that drives change in the system
towards a just and restorative culture, where suicide deaths are viewed as preventable (rather than tragic
and unavoidable). Staff and leads agreed that the combination of training, leadership support, enhanced
use of data and system changes identified in the ZSiC model are essential in shifting attitudes and
practices, and these elements largely capture the seven elements of the original ZSiC model established in
the United States.

Leadership is central to the success of ZSiC, given a key aspect of it involves culture and practice
improvement/change. Districts with multiple senior leaders’ support emphasised this was a strong enabler
to delivering the ZSiC initiative. Evidence from the ZSiC workforce survey suggests that there have been
improvements in leadership support, with staff feeling more comfortable with approaching supervisors
with ideas and concerns. However, the majority of staff still fear disciplinary action if involved in a suicide
event, which aligns with ZSiC Leads reporting on the challenges around broader culture change, and
suggests further work is required.

Training is being delivered across all the districts, with the reception being largely positive. Evidence from
the SafeSide training results and ZSiC workforce survey suggests that training is supporting a high level of
reported knowledge and self-efficacy among staff in relation to suicide care. However, there are concerns
about the need for SafeSide training to be more localised to the Australian context and better aligned with
existing systems and processes, which HETI is addressing through developing NSW specific training. Staff
have also noted to the need for training beyond TZS and mental health staff, with some districts already
doing this and others trying, as well as for refresher training and additional training for senior leaders.
This will support system-wide culture change, knowledge development and improve quality of care. Some
districts have co-designed suicide care pathways (SCPs), with multiple trials being completed on the SCPs
across districts. Some districts have developed multiple pathways targeted at specific groups. Staff report
these pathways have supported the increased use and quality of safety plans and warm handovers.
However, there continue to be concerns around the availability of services to refer consumers to as part of
the pathway, particularly in regional and remote areas, with service gaps continuing to be a key issue
within the health system and broadly in the community. Where pathways used existing systems and
processes, and took a simple approach, they were more likely to be successful. Staff reported changes in
practice, including safety planning and warm handovers, that align with the SCPs.

Safety planning templates are still being developed for the electronic medical record (eMR) system.
Stakeholders report that this creates risks around safety plans being missed and not used. Furthermore,
this makes it difficult to audit and/or monitor the usage of safety plans. There is a need to address the
issues in data collection and support further use of data as part of ZSiC implementation.
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7.2 Recommendations

The ZSiC model

= Clarify the key elements of the ZSiC program of work by breaking up and prioritising concrete
components that can be handed over to the districts (e.g. training, data, suicide care pathways).

— Inparticular consider what additional activity is needed to drive and build capacity for leadership
support for cultural and system change. This might include training or coaching for leaders in the
districts.

=  Continue to maintain a state-wide focus on system change through the Pillars (ACI, CEC, HETI) and
potentially other statewide services (for example, InforMH, eHealth). This work should focus on
ensuring that the NSW Health state-wide policy framework is consistent with and supportive of the
ZSiC approach, and that resources (such as training, practical support for suicide care pathways,
access to data and system improvements) are in place to enable districts to progress system change at a
local level.

— Ensure structural changes to support the major cultural change at the heart of ZSiC, in particular
review and ensure alignment of current clinical governance and risk management processes and
approaches with ZSiC.

Resourcing

=  While funding was provided for a dedicated ZSiC lead, in many cases this role ended up being
responsible for all TZS initiatives. Consideration should be given to any additional resourcing needed
to support future statewide and local ZSiC activity. In particular, the importance of a dedicated ZSiC
lead should be reflected in resourcing decisions.

Data

= Implement additional capability in the electronic medical record (eMR) system to assist with future
monitoring and evaluation.

— Prioritise the current implementation of safety planning into the eMR system. Details on further
implementation of data measures from the outcome matrix can be found in Appendix C.

= Support districts to conduct regular audits to monitor implementation fidelity.

= Continue to work with InforMH to promote and incorporate data findings from the NSW Suicide
Monitoring System.

= Continue to run the workforce survey at least once every two years to identify gaps and monitor
progress in organisational and individual capability related to suicide care. Focus should be given to
encouraging districts to increase response rates to be more representative of the entire MH workforce.

= Adapt the monitoring and evaluation frameworks established for ZSiC and the Older People’s Suicide
Prevention Pathway initiative to support districts seeking guidance on evaluating ZSiC.

Training

= Consider supplementary training and support, including follow up or refresher training and training
specifically designed for senior leaders.

Suicide Care Pathways

=  Support LHDs and SHNSs to design and deliver their suicide care pathways to be safe and accessible for
people in priority populations.

= Ensure suicide care pathways build on existing processes to facilitate implementation.
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Appendix A

YES survey

The tables below provide a breakdown by district of the average YES responses over the January 2019 to
September 2023 period for the following questions:

* Q12. Youwere listened to in all aspects of your care and treatment.

= Q13. Staff worked as a team in your care and treatment.

= Q17.You had opportunities for your family and carers to be involved in your treatment and care if you

wanted.

= Q21. Development of a care plan with you that considered all of your needs.

Table A.1 - Q12. You were listened to in all aspects of your care and treatment.

District 2019 2020 2021 2022 2023
CCLHD 436 4.39 4.43 446 441
FWLHD 4.62 4.52 443 451 471
HNELHD 441 438 438 4.25 4.35
ISLHD 433 436 4.34 438 4.45
JHFMHN 3.67 3.63 381 375 3.63
MLHD 4.48 4.50 439 4.37 4.44
MNCLHD 4.52 437 433 4.28 441
NBMLHD 422 413 4.28 4.25 4.25
NNSWLHD 4.46 4.44 439 4.25 4.27
NSLHD 434 431 433 431 4.28
SCHN 432 420 415 411 4.23
SESLHD 433 4.37 440 4.39 4.45
SLHD 4.29 420 421 421 4.24
SNSWLHD 4.26 4.34 431 423 4.18
SVHN 448 4.47 438 450 4.26
SWSLHD 449 443 452 439 4.44
WNSWLHD 4.33 4.40 443 446 4.49
WSLHD 432 436 433 426 4.26

Table A.2 - Q13. Staff worked as a team in your care and treatment.

District 2019 2020 2021 2022 2023
CCLHD 421 4.22 429 4.27 4.26
FWLHD 4.55 4.61 438 4.47 4.8
HNELHD 428 424 427 414 4.25
ISLHD 423 422 421 424 430
JHFMHN 3.57 3.65 3.66 3.81 3.67
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District 2019 2020 2021 2022 2023
MLHD 431 434 425 411 4.30
MNCLHD 439 4.23 428 411 4.32
NBMLHD 410 4.06 4.13 4.09 4.20
NNSWLHD 4.32 4.25 418 4.08 4.14
NSLHD 417 418 419 416 4.14
SCHN 414 4.06 4.00 397 3.84
SESLHD 418 4.19 431 4.27 433
SLHD 4.09 4.05 4.07 4.05 4.10
SNSWLHD 4.11 4.20 4.17 4.04 4.07
SVHN 433 439 425 438 4.13
SWSLHD 435 435 4.45 437 4.32
WNSWLHD 4.25 431 4.28 435 4.37
WSLHD 4.24 425 423 416 4.19

Table A.3 - Q17. You had opportunities for your family and carers to be involved in your treatment and
care if you wanted treatment.

District 2019 2020 2021 2022 2023
CCLHD 439 433 437 434 4.40
FWLHD 4.61 4.39 446 4.47 4.62
HNELHD 4.43 4.37 436 4.28 4.42
ISLHD 440 4.39 427 436 4.50
JHFMHN 351 3.44 350 3.53 3.29
MLHD 452 4.45 439 442 445
MNCLHD 454 432 437 429 4.46
NBMLHD 431 421 429 410 435
NNSWLHD 4.52 4.40 4.26 4.24 4.42
NSLHD 439 430 434 430 4.36
SCHN 439 439 441 435 4.44
SESLHD 435 4.39 438 4.33 4.47
SLHD 435 417 414 421 433
SNSWLHD 4.33 4.25 424 416 4.23
SVHN 443 440 432 442 431
SWSLHD 4.47 445 450 4.40 4.39
WNSWLHD 4.34 4.40 439 4.42 4.52
WSLHD 4.38 4.37 433 4.28 4.30
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Table A.4 - Q21. Development of a care plan with you that considered all of your needs.

District 2019 2020 2021 2022 2023
CCLHD 386 3.88 3.89 397 3.99
FWLHD 419 4.26 4.08 4.06 4.49
HNELHD 391 392 392 373 3.80
ISLHD 3.84 3.88 3.88 3.78 3.95
JHFMHN 3.03 291 298 318 2.89
MLHD 4.00 413 399 394 4.09
MNCLHD 4.08 3.85 395 372 3.84
NBMLHD 355 3.61 3.66 3.65 3.70
NNSWLHD 394 3.87 3.78 3.69 3.79
NSLHD 3.79 3.78 3.83 382 3.73
SCHN 397 392 390 3.88 3.89
SESLHD 386 3.85 390 398 3.96
SLHD 3.74 3.72 375 3.64 3.78
SNSWLHD 3.75 3.80 3.70 3.59 3.66
SVHN 4.05 4.02 4.00 4.06 3.90
SWSLHD 4.03 396 4.03 3.88 4.00
WNSWLHD 3.82 397 4.00 3.98 4.03
WSLHD 3.84 392 3.87 380 3.77
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Appendix B

ZSiC Workforce Survey

In this section we provide a breakdown of the ZSiC workforce survey results by district. As discussed in Section 5.1, the results are generally summarised as the
proportion of respondents that returned a “desirable” response. This means that for some questions the results represent the proportion of respondents that
strongly disagree or disagree with a statement, such as “If you talk to person about suicide, you raise the risk they may consider suicide for themselves.”. In
other instances, this represents the proportion of respondents that strongly agree or agree with a statement such as “staff can easily approach supervisors with

ideas and concerns”.

B.1

Survey results - 2023

The table below shows the breakdown of the 2023 survey results by district.

Table B.1 - ZSiC Workforce survey 2023 results

Question Overall ISLHD JHFMH MLHD MNCLHD NBMLHD SNSWLHD SVHN SESLHD CCLHD
Count 532 112 17 88 58 33 59 45 18 102
1A 92% 88% 88% 89% 95% 94% 95% 96% 100% N/A
1B 93% 89% 94% 91% 95% 100% 92% 93% 100% N/A
2A 88% N/A 82% 86% 86% 91% 84% 96% 94% N/A
2B 22% N/A 29% 20% 15% 25% 31% 23% 11% N/A
2C 43% N/A 47% 43% 43% 28% 55% 46% 28% N/A
3A 79% 81% 94% 82% 86% 82% 78% 77% 88% 67%
3B 77% 79% 81% 66% 80% 82% 81% 78% 89% 73%
3C 54% 54% 44% 58% 76% 47% 46% 71% 50% 40%
3D 27% 28% 25% 22% 48% 14% 25% 33% 27% 21%
3E 60% 52% 75% 60% 80% 47% 65% 64% 64% 57%
4A 81% 88% 75% 88% 84% 74% 84% 58% 76% 78%
4B 89% 96% 94% 88% 86% 94% 89% 86% 89% 85%
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Question Overall ISLHD JHFMH MLHD MNCLHD NBMLHD SNSWLHD SVHN SESLHD CCLHD
4C 87% 92% 93% 84% 80% 94% 86% 82% 83% 88%
4D 92% 95% 93% 98% 89% 97% 89% 95% 83% 88%
4E 80% N/A 88% 76% 75% 88% 77% 80% 76% 84%
4F 87% 90% 93% 85% 86% 91% 82% 89% 89% 84%
5A 87% 88% 88% 83% 81% 100% 83% 89% 72% 94%
5B 89% 87% 94% 89% 83% 97% 86% 89% 83% 95%
5C 78% 74% 76% 83% 79% 85% 80% 71% 61% 79%
6 73% 77% 76% 68% 79% 67% 75% 67% 72% 72%
7 49% 39% 29% 45% 63% 41% 47% 59% 42% 56%
8 58% 50% 56% 56% 81% 52% 51% 67% 60% N/A
9A 64% 73% 69% 51% 67% 61% 52% 55% 86% 70%
9B 64% 74% 60% 65% 60% 81% 46% 60% 79% 60%
9C 84% 92% 86% 91% 80% 90% 82% 81% 82% 74%
9D 78% 81% 54% 87% 84% 90% 84% 59% 65% 72%
9E 87% 90% 80% 89% 88% 91% 87% 93% 72% 83%

Notes: We have omitted the results for Sydney LHD as they only had a single response for the 2023 survey. ISLHD and CCLHD delivered a modified version of the survey, so questions

that were not comparable have been omitted.
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B.2  Change in results

The tables below shows the breakdown of the changes between the 2022 and 2023 survey results by district.

Table B.2 - Changes in ZSiC workforce survey results

Overall ISLHD MNCLHD NBMLHD
Question 2022 2023 Change 2022 2023 Change 2022 2023 Change 2022 2023 Change
Count 315 533 27 112 35 58 29 33
1A 91% 92% +0% 96% 88% -9% 94% 95% +1% 90% 94% +4%
1B 96% 93% -3% 96% 89% -7% 97% 95% -2% 100% 100% +0%
2A 87% 88% +1% 77% N/A N/A 87% 86% -1% 79% 91% +12%
2B 16% 22% +7% 19% N/A N/A 18% 15% -3% 14% 25% +11%
2C 46% 43% -3% 54% N/A N/A 42% 43% +1% 48% 28% -20%
3A 73% 79% +7% 81% 81% -0% 82% 86% +4% 52% 82% +30%
3B 68% 77% +9% 54% 79% +25% 79% 80% +2% 62% 82% +20%
3C 44% 54% +10% 38% 54% +16% 57% 76% +20% 33% 47% +13%
3D 26% 27% +1% 17% 28% +11% 47% 48% +1% 10% 14% +3%
3E 53% 60% +7% 38% 52% +14% 59% 80% +21% 40% 47% +7%
4A 72% 81% +9% 74% 88% +14% 68% 84% +16% 50% 74% +24%
4B 84% 89% +5% 81% 96% +16% 85% 86% +1% 71% 94% +23%
4C 82% 87% +4% 88% 92% +4% 77% 80% +4% 71% 94% +22%
4D 90% 92% +2% 92% 95% +3% 97% 89% -7% 92% 97% +5%
4E 76% 80% +4% 88% N/A N/A 80% 75% -5% 70% 88% +18%
4F 84% 87% +3% 88% 90% +2% 94% 86% -8% 79% 91% +12%
5A 83% 87% +5% 89% 88% -1% 74% 81% +8% 79% 100% +21%
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Overall ISLHD MNCLHD NBMLHD

Question 2022 2023 Change 2022 2023 Change 2022 2023 Change 2022 2023 Change
5B 88% 89% +2% 89% 87% -2% 85% 83% -3% 83% 97% +14%
5C 76% 78% +1% 81% 74% -7% 79% 79% +1% 69% 85% +16%
6 77% 73% -4% 93% 77% -16% 74% 79% +5% 72% 67% -6%
7 50% 49% -1% 43% 39% -5% 63% 63% +1% 37% 41% +4%
8 53% 58% +5% 40% 50% +10% 67% 81% +14% 46% 52% +6%
9A 59% 64% +5% 52% 73% +20% 68% 67% -1% 58% 61% +4%
9B 56% 64% +9% 40% 74% +34% 57% 60% +2% 60% 81% +21%
9C 75% 84% +9% 70% 92% +23% 75% 80% +5% 86% 90% +4%
9D 78% 78% +0% 77% 81% +3% 75% 84% +9% 86% 90% +5%
9E 83% 87% +4% 76% 90% +14% 77% 88% +12% 88% 91% +2%

SESLHD CCLHD SNSWLHD
Question 2022 2023 Change 2022 2023 Change 2022 2023 Change
Count 70 18 28 102 16 59
1A 93% 100% +7% 89% N/A N/A 93% 95% +2%
1B 94% 100% +6% 89% N/A N/A 94% 92% 2%
2A 90% 94% +5% 86% N/A N/A 87% 84% -2%
2B 15% 11% -4% 22% N/A N/A 7% 31% +24%
2C 44% 28% -16% 63% N/A N/A 43% 55% +12%
3A 85% 88% +3% 57% 67% +10% 73% 78% +5%
3B 78% 89% +11% 50% 73% +23% 88% 81% -6%
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SESLHD CCLHD SNSWLHD

Question 2022 2023 Change 2022 2023 Change 2022 2023 Change
3C 50% 50% +0% 37% 40% +3% 50% 46% -4%
3D 30% 27% -3% 23% 21% -2% 33% 25% -9%
3E 61% 64% +4% 50% 57% +7% 62% 65% +4%
4A 88% 76% -12% 71% 78% +7% 67% 84% +17%
4B 93% 89% -4% 93% 85% -8% 93% 89% -4%
4C 90% 83% -6% 81% 88% +8% 86% 86% +0%
4D 90% 83% -6% 96% 88% -8% 77% 89% +12%
4E 81% 76% -4% 77% 84% +7% 64% 77% +13%
4F 91% 89% -2% 81% 84% +3% 73% 82% +9%
5A 90% 72% -18% 86% 94% +8% 75% 83% +8%
5B 94% 83% -11% 89% 95% +6% 81% 86% +5%
5C 86% 61% -24% 71% 79% +7% 63% 80% +17%
6 76% 72% -3% 71% 72% +1% 63% 75% +12%
7 59% 42% -17% 40% 56% +16% 38% 47% +8%
8 61% 60% -1% 44% N/A N/A 56% 51% -5%
9A 66% 86% +20% 54% 70% +16% 58% 52% -6%
9B 78% 79% +1% 44% 60% +15% 53% 46% -7%
9C 89% 82% -6% 72% 74% +2% 60% 82% +22%
9D 88% 65% -24% 80% 72% -8% 60% 84% +24%
9E 92% 72% -20% 80% 83% +3% 87% 87% +1%

Notes: ISLHD and CCLHD delivered a modified version of the survey, so questions that were not comparable have been omitted.
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B.3

PCA analysis approach

We undertook a principal component analysis of the workforce survey results. The steps were:

Process all responses so that each response takes three values — 1 for a positive response, -1 for a

negative response and O for all other responses (neutral or missing)

Fit an initial PCA (with centring but no scaling). Two factors were selected, the number that had

standard deviations greater than 1.

Performed a varimax rotation on the two leading components to better split factors

Allocated question subsets to the two factors based on a threshold weight of 0.2

Refit the PCA on the question subsets for each factor to obtain a ‘clean’ version of the weights.

Question 6 (I have had direct or indirect contact with a person who later ended their life by suicide) was
omitted from the set in our final factors since it was more linked to direct experience than capability. The
Questions not appearing in the factors (14, 1B, 2A, 2B, 2C) are not unimportant, but are more

‘independent’ and are less likely to move in concert with the others.

The resulting factors are shown in the table below. For example, the organisational support factor can be

calculated based on a linear combination of the nine questions with non-zero weight.

Table B.3 — Adopted factors

Organisational Individual

Question support capability

1A = -
1B - -
2A - -
2B - -
2C - -
3A 0.20 -
3B 0.31 -
3C 0.37 -
3D 0.31 -
3E 0.39 -
4A - 0.32
4B - 0.27
4C = 0.36
4D - 0.26
4E - 0.32
4F - 0.32
5A - 0.30
5B - 0.29
5C - 0.30
6 - -
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Organisational Individual
Question support capability
7 0.34 -
8 0.44 -
9A 0.30 =
9B 0.27 -
9C = 0.22
9D - 0.27
9E - 0.21
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Appendix C

Outcomes matrix

The table below identifies how each component of the ZSiC initiative can be measured.

Logic level

Attributes of success

Measures

Outcomes

People accessing mental
health services are less likely
to die by suicide in NSW

Consumers, their carers and
families experience inclusive,
transparent and equitable care
when in contact with the
mental health system

A just and restorative culture,
committed to dramatically
reducing suicide among
people under care

Reduced suicide deaths for
people accessing MH services

Reduced suicide attempts for
people accessing MH services

Improved consumer experience
when accessing MH services

Consumers, their families and
carers are meaningfully involved
in responses to critical incidents

Improved knowledge and
attitudes towards suicide for MH
staff

= Rate of confirmed deaths by
suicide for people accessing
MH services

= Rate of ED presentations for
suicide attempt/self-harm

= Rate of ED presentations
(for any reason) for people
accessing MH services

= Rate of acute MH unit
admissions for people
accessing MH services

= Time tonext ED
presentation after first ED
presentation for suicide
attempt (index presentation)

= Patient reported experience
measures

= % consumers who receive a
collaborative safety plan,
developed with the
consumer (and support
people where applicable)

= % incident responses that
involve patients, their
families and carers

= Consumer and carer
feedback on their experience
with the process

= Staffresponses to People
Matters survey and ZSiC
Staff Survey

=  Feedback from staff about
the culture in their
team/unit

=  Staff views on just and
restorative culture and
change over time
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Logic level

Attributes of success

Measures

Leaders’ views on how they
contribute to a just and
restorative and learning
culture

Outputs

MH staff and leadership are
well trained and supported to
provide excellent suicide care

MH staff are competent and
confident identifying and
assessing suicide risk and
formulating management
strategies

MH staff treat suicidality
directly with evidence-based
methodologies, in a way that is
co-designed

MH staff arrange warm hand-
offs at every transition point

Training and support in suicide
care is provided to all staff (e.g.
SafeSide)

Active leadership support,
including a district board level,
for implementation of ZSiC

Staff feel equipped and
comfortable identifying and
assessing suicide risk and
formulating management
strategies

Staff feel they have the support
they need in their role

Staff complete suicide risk
assessment and formulation for
all consumers experiencing
suicidality

Staff complete a safety plan for
all consumers experiencing
suicidality

Appropriate consumers are
placed on the SCP

Procedures are in place to
ensure continuity of care along
the SCP

% staff completed all
training modules

Number of leadership
walkarounds/forums/other
activities including Directors
and/or district board
representatives

Satisfaction with leadership

% of districts that have
completed ZSiC
organisational readiness
survey

% of MH staff that have
completed SafeSide training

% of staff who report feeling
supported and equipped

% of MH consumers
receiving a suicide risk
screening

% of MH consumers with
suicidality who have a
completed the “risk
assessment” module on eMR

% of consumers with
suicidality who have a
completed safety plan on
eMR

% of MH consumers with
suicidality being identified
for suicide care pathway
(SCP)

% of MH consumers with
suicidality on SCP with a
safety plan developed

% of MH consumers with
suicidality on SCP with a

Mental Health Care Plan

developed
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Logic level

Attributes of success

Measures

MH staff feel supported to
respond, learn and improve
when adverse events occur

% of MH consumers with
suicidality on SCP with
referrals made

% of MH consumers with
suicidality on SCP who
missed a face-to-face
appointment and received
contact within agreed
timeframe

% of MH staff that have
completed Transforming
Safety Culture training

% of staff who report feeling
supported to respond, learn
and improve when adverse
events occur

Number of post
incident/’near-miss reviews
conducted

Number of quality reviews
conducted

Evidence showing quality
review priorities and
subsequent decisions on
improvements

Inputs

Leadership and culture

Training and capacity building

Establish ZSiC in each LHD -
including governance structures,
funding, and recruitment

Align practice and policy
framework with a just and
restorative culture

Training and support in suicide
care is provided to MH staff and
leaders

Evidence of governance
structures being
implemented (e.g. regular
occurrence of
implementation committee
meetings)

Evidence of a review of
relevant practices and
policies

Evidence any relevant
changes to policies and
procedures are implemented

% staff completed all
SafeSide training modules
(or equivalent)

% staff engaged in monthly
individual mentoring and/or
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Logic level

Attributes of success

Measures

Systems improvement

Suicide care pathway

Develop data collection plan to
analyse and review progress
with just and restorative culture,
participation of those with lived
experience of suicide, staff
satisfaction, client satisfaction,
suicide attempts, and deaths of
people known to the mental
health service

Develop review processes to
improve service delivery.

Co-design a suicide care
pathway and safety planning
procedures

Develop systems and procedures
to ensure continuity of care (e.g.
person-to-person warm
handovers at transition and
discharge).

group co-reflection on
suicide care

=  Number of districts with a
comprehensive data
collection plan

=  Number of districts where
Data collection occurs
according to the data
collection plan

*  Number and nature of
changes/ improvements
made within scope of ZSiC

=  Number of LHDs with
suicide care pathway
developed

= Evidence of co-design with
service users of the suicide
care pathway
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