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AN OVERVIEW OF beyondblue’s STRIDE INITIATIVE
Following an open, competitive process, beyondblue with donations from the Movember Foundation, supported
six action research partnerships to answer a key question:
“Can digital interventions, implemented at a local population level, promote change across the
knowledge, attitudinal and/or behavioural components of stigma experienced and/or exhibited by men
aged 30 to 64 years?”
The partnerships were all required to involve multiple perspectives—local community, academics, evaluators
and designers—each contributing to an integrated innovative digital project.
The Stigma Reduction Interventions: Digital Environments (STRIDE) Initiative investigated the ‘real world’
effectiveness of evidence-informed interventions and prioritised research partnerships between the community
and academics.
The six funded projects were:







Better Out Than In, led by the AFL Players Association
Contact+Connect, led by Incolink
Out of the Blue: Pete & Dale, led by VAC
Tell Your Story, led by UNSW Refugee Trauma & Recovery Program
The Ripple Effect, led by the National Centre for Farmer Health
Y Fronts, led by CGA Consulting

beyondblue received results of the six projects in mid-2017. These results provided us with insights into how to
best use digital channels to promote behaviour change in men in their middle years so they report less stigma
around mental health and/or suicide.
More information on the STRIDE Initiative, including detailed results of the research, is available at:
beyondblue.org.au/stigma.
The STRIDE Initiative is a beyondblue project funded with donations from the Movember Foundation.
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GLOSSARY
Experience of suicide
Those bereaved by suicide, those who have contemplated or attempted suicide, those who have cared for
someone who has attempted suicide, and those who have been touched by suicide in another way.

Literacy of Suicide Scale (LOSS)
An assessment of the knowledge of suicide (true or false questions) comprising four themes: risk factors,
signs/symptoms, cause/nature, and treatment/prevention. Responses—graded correct or incorrect—highlight
knowledge and areas of misinformation (Batterham, Callear, & Christensen, 2013a).

Stigma
Stigma involves lack of knowledge or misinformation, prejudicial attitudes and discriminating behaviour. There
are a number of different types of stigma. The Ripple Effect is specifically focused on reducing the self-stigma
and perceived-stigma associated with an experience of suicide.

Perceived-stigma
A person’s beliefs about the negative and stigmatising views that other people hold.

Self-stigma
A person’s self-directed judgemental attitudes and beliefs.

Stigma of Suicide Scale (SOSS) - short form
A 32-item short form of the 58-item assessment tool adapted to specifically measure self-stigma and perceivedstigma in the Ripple Effect (Batterham, Callear, & Christensen, 2013b). Using a 5-point Likert scale, the
assessment tool measures stigmatising attitudes toward people who suicide. Subscales identify participants’
perceptions of stigma, their attribution of suicide to isolation and depression, and the presence of glorification
and normalisation.

STRIDE Project
The Ripple Effect is one of six projects funded by beyondblue’s Stigma Reduction in a Digital Environment
(STRIDE) Initiative through donations from the Movember Foundation.
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EXECUTIVE SUMMARY
Introduction
This report details the design and evaluation of The Ripple Effect—a technologically-innovative, digital
intervention to reduce the stigma associated with suicide for males aged 30-64 years in rural and remote
Australian communities. The findings presented are the product of 23 months of engagement with rural and
remote farming community members affected by suicide—those bereaved by suicide, those who have
contemplated or attempted suicide, those who have cared for someone who has attempted suicide, and those
who have been touched by suicide in other ways. The Ripple Effect recognises that males in rural Australia, in
comparison to males in the urban population, experience higher rates of suicide. This is despite similar levels of
diagnosed mental health conditions in rural and urban areas. Contextual elements such as geographic isolation,
traditional gender and cultural expectations, and close-knit communities can restrict open discussion about
suicide and reinforce the effects of stigma (A. J. Kennedy, 2015). The inclination to avoid emotional vulnerability
can be detrimental when combined with feelings of weakness, shame, guilt, selfishness and the sense of
rejection often associated with an experience of suicide. The self-stigma and perceived-stigma that manifests can
lead to obscured behaviour and aversion to help-seeking, which may have life-altering effects and, ultimately
lead to increased ongoing suicide risk.
The Ripple Wheel (see Figure 1) visually represents the Ripple Effect’s multifaceted approach to reducing rural
suicide stigma. The inner wheel demonstrates the stigma-reducing actions used throughout the intervention,
while the middle wheel identifies the groups involved in project governance and resource creation. The
outermost wheel describes the avenues of dissemination and communication during the research phase to
achieve maximum reach, maximum engagement in the website, and maximum effect of the intervention to
reduce suicide stigma.

Figure 1: The Ripple Wheel
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Research Design
The primary research aim of the Ripple Effect was to:
Identify the effect of a digital intervention to reduce self-stigma and perceived-stigma experienced by
men in rural farming communities affected by suicide as shown by changes in the Stigma of Suicide
Scale (SOSS) and qualitative measures of stigma reduction assessed throughout the project.
The secondary research aim of the Ripple Effect was to:
Increase suicide prevention in the rural farming community and explore the relationship between
change in self-stigma and perceived-stigma of suicide, suicide literacy (LOSS), the nature of experience
of suicide, age and health behaviour measures.
The Ripple Effect encouraged participation from a strengths-based perspective working with, rather than
against, the normative behaviours present in Australian rural males (e.g. participation was encouraged as a way
of helping your rural community and presented problems as solvable). A Steering Group comprising researchers,
health professionals, industry representatives, digital designers and rural community members with an
experience of suicide guided the project. Personalisation throughout the Ripple Effect allowed for targeted and
relevant information to increase knowledge, influence attitudes and facilitate behaviour change.
The Ripple Effect involved development and delivery of tailored web content for the primary audience of
farming men, aged 30-64 years, with an experience of suicide. The content comprised shared stories, education,
personal goal-setting and links to further resources. To assess change in self-stigma and perceived-stigma among
participants, researchers used pre- and post-completion survey tools, and thematically analysed personal goals
and postcards contributed by participants.
The rural community greatly supported and engaged with the Ripple Effect, leading to the formation of a
network of Community Champion and a large group of stakeholders. Marketing and recruitment efforts used
these networks as well as social media, flyers mainstream media and community presentations.

Profile of Participants
Participants were located across rural Australia. Despite being designed and marketed for males, aged 30-64
years, females and males outside of the TARGET group participated in www.therippleeffect.com.au. There was
strong participation from current farmers, those who were no longer farming and those who had never farmed.
Of those who were farming, a wide variety of farming types was represented. Differences were seen according
to the nature of suicide experience, impact of the event and closeness to someone who had died by suicide.
Notably, males in the TARGET group were more likely to have attempted or had thoughts of suicide than
participating females.

Results
Reduction in suicide stigma was identified through mixed methods survey analysis following participation in the
Digital Storytelling Workshop.
Baseline comparisons, measured by the Stigma of Suicide Scale (SOSS), highlight a stronger perceived stigma
associated with suicide than previously identified in Australian research. Comparisons also highlighted the Ripple
Effect cohort having a weaker association between suicide and isolation/depression than previous Australian
research.
When assessing pre and post-participation measures using the SOSS, no significant change in the subscales
‘stigma’ or ‘isolation/depression’ was identified—for either the TARGET group or other participants overall. No
14

significant change in self-glorification/normalisation was identified. A significant increase from baseline to
completion was identified for glorification/normalisation perceived in others. This result raises discussion points
relative to the differences between the rurality of the Ripple Effect sample and previous community samples,
‘best practice’ suicide stigma reduction content, the significance of increasing normalisation of suicide and the
interpretation of SOSS scores.
Behavioural indicators of stigma reduction were identified following qualitative analysis of personal goal-setting
data. Identified themes included increasing the support of others, expressing feelings and help-seeking.
Increased understanding of suicide was identified through mixed methods survey analysis following participation
in the Digital Storytelling Workshop.
Baseline suicide literacy levels for TARGET male participants were much higher than any previous Australian
community samples. Given this, few significant gains in literacy were achieved. Significant increases in literacy
were, however, identified for the TARGET group relative to two individual items: knowledge about people being
able to change their mind quickly about wanting to attempt suicide and knowledge of the links between suicide
and alcoholism.

Conclusion
The Ripple Effect has achieved significant engagement with Australia’s rural community through the
development and implementation of www.therippleeffect.com.au. Suicide stigma reduction has been
demonstrated through community-wide conversations, awareness-raising and demonstrated community action
to improve support as a result of the Ripple Effect. However, this has not always been measurable. Measurable
stigma reduction has been demonstrated by evaluation of the Digital Storytelling Workshop and personal goalsetting via www.therippleeffect.com.au. While previously validated in a sample of university students, the SOSS
did not identify reductions in either perceived- or self-stigma among the TARGET rural males, aged 30-64, or the
broader adult rural population.
Given the very high baseline of suicide literacy in participants, only small and/or marginal improvements were
possible.
Questions for further research and recommendations have been made relative to:





best practice stigma reduction material,
existing suicide stigma assessment tools,
alternative measures of suicide stigma reduction, and,
extending, repeating and transferring www.therippleeffect.com.au.
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INTRODUCTION
This report is the culmination of several years of engagement with Australian farming and rural communities.
Across Australia, individuals have channelled their passion for community wellbeing into reducing the stigma
associated with the experience of rural suicide.
The Ripple Effect was initiated in response to research conducted by the National Centre for Farmer Health
(NCFH) identifying the self- and perceived-stigma experienced by farming families bereaved by suicide. Messages
shared in a video produced for the STRIDE Project grant application substantiates NCFH research findings,
powerfully conveying the poignant messages of Australian farming families affected by suicide
http://www.farmerhealth.org.au/page/research-centre/the-ripple-effect). This video continues to inspire rural
community members to join The Ripple Effect and reduce the stigma associated with suicide.
The Ripple Effect project has reached beyond the original and primary focus of an online stigma reduction
intervention for rural men aged 30-64 years through engagement with steering group members, community
champions, digital storytellers, social media followers, stakeholders and participants in
www.therippleeffect.com.au. A raised consciousness and conversation has rippled, digitally and by word of
mouth, across Australia’s rural community. The conversations and experiences shared demonstrate personal
pain, insight, and hope. Evident above all is a desire for others to learn from, and be inspired by, personal
experience.
This final report applies to the period July 2015 to June 2017, detailing the efforts and outcomes in achieving the
objectives of the Ripple Effect. The report outlines the development and progress of the project, and uses
qualitative and quantitative data to demonstrate the project outcomes relating to the Ripple Effect’s primary
objective of stigma reduction and secondary objective of improved suicide literacy. Additionally, processes
involved in the research—intervention design, community involvement, measurement methods and frequency,
and marketing and recruitment—are evaluated.
This report has a primary focus on the TARGET group of rural males aged 30-64 years. However, engagement by
rural community members outside of this TARGET group (including males outside of the target age and rural
females of all ages) was substantial and cannot be ignored. This information has been reported separately.

Context
Despite a similar prevalence of diagnosed mental health conditions across Australia’s metropolitan and rural
areas, the risk of suicide is significantly increased in farming communities (Caldwell, Jorm, & Dear, 2004).
Farmers1, particularly males aged 15 to 54, die by suicide at up to twice the rate of the general employed
population, with recognition that this will vary regionally (Andersen, 2010; Arnautovska, 2014; Caldwell et al.,
2004). Ingrained in the social, geographical and psychological rural context is a recognised stigma related to
suicide and help-seeking. Stigma2 can manifest from lack of knowledge or misinformation, prejudicial attitudes
and discriminating behaviour. Stigma can arise in the form of ‘perceived-stigma’ or ‘self-stigma’—a person’s
beliefs about negative views that other people have, and negative or stigmatised views a person holds about
themselves, respectively (beyondblue, 2015). Contextual elements such as geographic isolation, traditional
gender and cultural expectations, and close-knit communities restrict open discussion about suicide and
reinforce the effects of stigma. The inclination to avoid emotional vulnerability can be detrimental when
combined with feelings of weakness, shame, guilt, selfishness and the sense of rejection often associated with
an experience of suicide (A. Kennedy, Maple, McKay, & Brumby, 2014; David L Vogel, Heimerdinger-Edwards,
Hammer, & Hubbard, 2011). Self-stigma and perceived-stigma can lead to obscured behaviour and aversion to
help-seeking, which may, in turn, have life-altering effects (Pompili, Mancinelli, & Taterelli, 2003; World Health
1
2

Self-reported and defined by occupation.
‘A mark of disgrace associated with a particular circumstance, quality, or person’ (Oxford University Press, 2017)
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Organisation, 2014). Internationally, men have been identified as experiencing increased self- and perceivedstigma regarding psychological problems, particularly those outside a clinical population, and those who are
aged 30 to 64 years (Reynders, Kerkhof, Molenberghs, & Van Audenhove, 2014).
The cultural and contextual tendencies demonstrated within rural and farming communities—including selfreliance, an acclimatisation to risk-taking behaviour and stoicism—are not only associated with increased risk of
suicide, but also self- and perceived-stigma in the bereaved and those who have attempted suicide (A. Kennedy
& Brumby 2016; A. Kennedy et al., 2014; McKay, Milner, Kolves, & De Leo, 2012). Such stigma is strongly
connected to grief difficulties and ongoing suicide ideation (S. Clark, 2001; Cvinar, 2005; Pitman, Osborn, King, &
Erlangsen, 2014; Reynders et al., 2014; SANE Australia & University of New England, 2015). In rural communities,
where social connections are generally tight knit, the impact of both suicide and stigma can be particularly
profound and long lasting. It is important, therefore, to understand the construction of stigma, how it is
experienced and expressed, its implications, and how it may be overcome.

The Impact of Self-Stigma and Perceived-Stigma
Suicide reporting
Where suicide stigma is prevalent, concealment of cause of death is not uncommon. Where concerns about
stigma and confidentiality exist, there may also be reduced reporting of suicide (De Leo et al., 2010), particularly
given the close social ties within farming communities, where anonymity is low and suicide stigma exists (A.
Kennedy & Brumby 2016; The Australian Senate, 2010).

Help-seeking
Stigma is a significant barrier to individuals engaging with healthcare services and expressing suicide ideation
(SANE Australia & University of New England, 2015) (World Health Organisation, 2014). Self-stigma and
perceived-stigma restricts engagement with trained professionals, particularly if prior contact has been
unhelpful or negative (A. Kennedy & Brumby 2016; SANE Australia & University of New England, 2015). The
stigma of seeking professional mental health support—compounded by the traditional masculinist farming
paradigm (A. J. Kennedy, 2015)—inequitable access to health services, and stoicism over help-seeking, deters
male farmers from asking for assistance (David L Vogel et al., 2011; D. L. Vogel, Wade, & Hackler, 2007).
Accordingly, concealment is favoured over emotional vulnerability. Additionally, self- and perceived-stigma
means those experiencing emotional pain or suicide ideation and those who have attempted suicide are likely to
obscure their behaviour and avoid seeking help for fear of being judged negatively, considered weak or
perceived as untrustworthy (A. J. Kennedy, 2015).

Social connection
Social avoidance due to the anticipation of negative judgement increases the potential risk for distress.
Withdrawal from usual support networks hampers the protection from vulnerability that social connections can
provide (Shiner, Scourfiled, Fincham, & Langer, 2009). Whether negative judgement is incorrectly perceived, or
there is evidence of social isolation by the community, there can be serious ramifications for already emotionally
vulnerable and geographically isolated people.

Ongoing cycle of suicide risk
An experience of suicide significantly increases the ongoing risk of suicide and the likelihood of poor social and
emotional wellbeing (Hawton et al., 1998; Pitman et al., 2014; Pompili et al., 2003; SANE Australia & University of
New England, 2015). Furthermore, stigma increases the risk of suicide for those already suffering psychologically
(Reynders et al., 2014).
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What We Know About Reducing Self- and Perceived-Stigma
Reducing suicide stigma allows for improved communication, enhanced social connection and opportunities to
access effective assistance (Scocco, Castriotta, Toffol, & Preti, 2012). Improved communication not only helps the
individual but also assists researchers, health practitioners and policy makers understand the issue and develop
appropriate and effective evidence-based responses. Ultimately, encouraging open communication will also
challenge the thought and behaviour patterns that maintain personal and structural stigma in rural communities.
The social cognitive model of stigma (Corrigan, 2005) describes stigma relative to the concepts of:




Attitude – reflects ideas maintaining stereotypes and judgement (beliefs regarding blame,
dangerousness, etc.)
Affect – the emotional reaction to attitudes (dangerousness begets fear, blame leads to anger), and
Behaviour – the discriminating result of stereotypic attitudes and affect.

An approach that encourages disclosure and social connection, attitudinal change, improved awareness and
empowerment through knowledge has proven effective as a method of self- and perceived-stigma reduction
(Evans-Lacko, Brohan, Mojtabai, & Thornicroft, 2012). Mental illness stigma research suggests that a combination
of education and contact with persons with a mental health condition effectively reduces stigma (Corrigan,
Morris, Michaels, Rafacz, & Rüsch, 2012). Contact, either face-to-face or online, can improve affect, influencing
attitude and behavioural intention. While face-to-face contact is found to be the most effective means of
changing public stigma, digital stories also expose the effects of stigma in a personal and powerful way. This
method provides opportunity for contrasting myths against facts, challenging misconceptions and developing
empathy.
Research understanding suicide stigma and its reduction (in contrast with mental illness stigma) remains in its
infancy. There is an absence of evidence referring to suicide stigma reduction efforts in farming, rural and
remote communities. With this in mind, a tailored digital intervention was produced that reflected some of the
defining characteristics of Australian rural farming communities—practicality/pragmatism, willingness to help
others while avoiding asking for help themselves, and geographic isolation (A. J. Kennedy, 2015). The digital
intervention through the Ripple Effect website demonstrated knowledge of, and empathy for, Australian rural
farming communities affected by suicide and was designed to foster a sense of understanding and
trustworthiness. A combination of personal stories and education was designed to empower rural farming
individuals as agents of change in reducing suicide stigma, and establish greater understanding about suicide and
mental wellbeing in rural farming communities.
Given that knowledge to date was primarily based on face-to-face interventions, the Ripple Effect sought to
better understand how this might effectively translate into a digital environment. This is particularly important
for rural farming communities, where there is reduced access to on-the-ground resources, increasing access to—
and use of—digital connection (although this remains poor in some areas) and greater geographic isolation.
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RESEARCH DESIGN
Objectives
The Ripple Effect’s primary objective was to answer the following question:
‘Can a sustained, flexible and well-planned digital intervention, implemented at a local population level,
prompt change across the knowledge, attitudinal and behavioural components of self-stigma and
perceived-stigma experienced by males aged 30-64 years from the rural farming community with a lived
experience of suicide?’
Key to achieving this was the development of new knowledge and enhanced insight into the most effective ways
of using digital media/platforms to engage males—particularly those from rural farming communities with an
experience of suicide—in stigma reduction interventions.

Aims
The primary research aim of the Ripple Effect was to:
Identify the effect of a digital intervention to reduce self-stigma and perceived-stigma experienced by
farming men affected by suicide as shown by changes in the Stigma of Suicide Scale (SOSS) and
qualitative measures of stigma reduction assessed throughout the project.
The secondary research aim of the Ripple Effect was to:
Increase suicide prevention in the community of farming and explore the relationship between change
in self-stigma and perceived-stigma of suicide, suicide literacy (LOSS), the nature of experience of
suicide, age and health behaviour measures.

Project Governance
Establishing partnerships
The National Centre for Farmer Health drew on a number of existing partnerships and established new
collaborations to provide the expertise necessary to support the Ripple Effect. The following partners provided a
range of inputs including communications, promotion, recruitment and Steering Group participation to facilitate
national focus and participant engagement:
 Victorian Farmers Federation
 Western District Health Service
 Mental Illness Fellowship North Queensland
 AgChat Oz
 Deakin University
Sandpit was contracted as the digital designer and also provided representation on the Steering Group.

Steering Group
The research team (Brumby and Kennedy) worked together with the Steering Group to ensure the Ripple Effect
was appropriate, accessible (psychologically and physically), relevant, respectful and useful within the context of
life and work for males aged 30-64 years from the rural farming community.
In August 2015, expressions of interest to join the Steering Group were sought from members of the farming
community with an experience of suicide. Fifteen members were initially appointed, representing farmers (or
23

farming family members) with a personal experience of suicide, agricultural industry representatives, rural health
and mental health professionals, researchers and digital design specialists. Several members had experience in
more than one field. During the course of the project, three members left the Steering Group due to changes in
employment and farming obligations. Accordingly, two further members were appointed.

Steering Group members
Dr Susan Brumby

Deakin University/National Centre for Farmer Health/Western District Health
Service

Dr Alison Kennedy

Deakin University/National Centre for Farmer Health

Katrina Myers

Farmer Representative, NSW

Karen Seiler

Farmer Representative, QLD (July 2015–August 2016)

Maria Parente

Farmer Representative & Psychologist, VIC

Nick Shady

Farmer Representative, VIC

Tristan Brumby-Rendell

Psychologist, VIC

Martin Butler

Farmer Representative & Social Worker, VIC

Tom Whitty

Victorian Farmers Federation, VIC (July 2015–December 2015)

Graeme Ford

CEO, Victorian Farmers Federation, VIC (commenced December 2015)

John Clark

Farmer Representative & Outreach Worker, TAS (commenced January 2017)

Steve Junghenn

Farmer Representative, QLD

Ross Romeo

Farmer Representative & Counsellor, QLD

Alison Fairleigh

Mental Health Advocate, QLD

Dan Koerner

Digital Design Representative, VIC

Sam Haren

Digital Design Representative, SA

Kylie Robertson

Digital Design Representative, VIC (July 2015–August 2016)

The Intervention
Content development
The design and content of www.therippleeffect.com.au was strongly influenced by findings on reducing stigma
associated with the experience of living with a mental health condition. This was due to a paucity of research
literature specifically focussing on the reduction of suicide stigma.
As detailed previously, a combination of knowledge, attitude and behaviour change has been identified as the
most effective way to reduce self-stigma and perceived-stigma, particularly through the facilitation of disclosure
and the encouragement of positive social contact (Evans-Lacko et al., 2012) (Corrigan et al., 2012). Accordingly,
The Ripple Effect intervention focused on combining education and contact to reduce stigma.
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The SOSS was originally designed as a general measure of the stigma associated with a suicide death. As such, it
was not necessarily intended to measure the perceived- and self-stigma relating to the broad range of suicide
experience Ripple Effect participants represented—including bereavement, suicide attempts, thoughts of
suicide, caring for someone who attempted suicide or touched by suicide in some other way. Developing content
to challenge each of the scale items, then, may have proved confusing for participants. Instead, content was
designed to challenge the outcomes of damaging assumptions and negative perceptions associated with suicide
stigma i.e. a focus on behavioural indicators of stigma reduction. Content was framed to challenge knowledge,
attitudes and behaviour previously identified in the research literature as representing stigma. This included
avoiding help-seeking, poor social connection, feelings of shame, blame and guilt, selfishness and the sense of
rejection often accompanying a lived experience of suicide and contributing to ongoing suicide risk (Dyregrov,
2002; Pompili et al., 2003). These outcomes could relate to the range of suicide experience represented so were
not limited to participants response in terms of a suicide death, as in the original use of the SOSS (Batterham et
al., 2013b).
All participants were presented with content including digital stories, postcards and educational material. The
specific form of this content, however, was tailored to reflect the experience of each participant. Examples of
this tailoring include:


All participants were presented with four digital stories from commencement to completion of
www.therippleeffect.com.au. The selection of digital stories presented to participants, however, varied
according to their experience. For example, participants who had indicated that they had been bereaved
by suicide were presented with digital stories created by other rural farming community members who
had been bereaved by suicide.



All participants were presented with a range of educative material including information about suicide
(risk and protective factors, warning signs, precipitating events, understanding about thoughts of suicide
and suicide stigma), how to talk about suicide, the importance of being positive and proactive, having an
awareness of existing resources, recognising and overcoming barriers to support, how to care for and
support others, and how to keep well. The form of this written content, however, varied according to
participant experience. For example:
o For a bereaved participant:
“Be sensitive and patient—often the best way that you can help someone grieving
is to listen without making any judgement. Each person affected by your loss will
react differently. There is no one ‘right’ way to grieve.”

o

For a participant who has cared for someone who attempted suicide:
“Be sensitive and patient—often the best way that you can help someone caring for
someone who has attempted suicide is to listen without making any judgement.
Different people will react differently to situations. There is no one ‘right’ way to
respond when someone you are caring for attempts to take their own life.”



Additional educative information was presented to people who identified particular influencing factors
on their experience of suicide. This included content tailored for cultural and linguistic diversity;
Aboriginal or Torres Strait Islander status; sexuality, sex or gender status; and, disability, illness or ageing.
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All participants were presented with opportunities to reflect and share elements of their experience of
suicide. The requested content varied depending on participant experience. For example:
o For someone who answered ‘yes’ to having previously spoken with someone about their
experience of suicide:
“Was talking about your experience of suicide helpful?”
o

For someone who answered ‘no’ to having previously spoken with someone about their
experience of suicide:
“What stopped you?”



All participants were emailed a list of support resources (also available on the website) on registering to
participate. The resources listed depended on the participant’s postcode.
o A participant listing their postcode as 3300 (Hamilton, VIC) received resources available:
 nationally (e.g. beyondblue),
 in Victoria (e.g. Compassionate Friends Victoria), and,
 in their local area (e.g. Warrnambool and District Base Hospital Psychiatric Services).
o A participant listing their postcode as 7025 (Richmond, Tasmania) received resources available:
 nationally (e.g. beyondblue),
 in Tasmania (e.g. Mental Health Carers Tasmania), and,
 in their local area (e.g. Hobart and Southern Districts Mental Health Service).



All participants were invited to set personal goals. The nature of the goals set, however, and how they
were measured, was chosen by the participant.

Website design
Sandpit designed a digital platform to embrace the diverse ways that suicide stigma affects rural communities,
with a bold, simple and intuitive style. A personalised engine was designed to drive the site, which ‘listened’ to
the participant as they shared their experience, and presented content that was considered most relevant to
their experience and responses.
Central to the process was ensuring the design could be simple and intuitive, as well as ‘light weight’ given that
many individuals in rural communities may have slower internet connections. It was recognised that
smartphones were likely to be an important way for men in farming communities to explore the Ripple Effect, so
the project was designed with a mobile optimised approach.
The website framework—identifying an entry/exit process and five core chapters—can be seen in Figure 2.
Individuals had the opportunity to complete their participation in these chapters over numerous stages. Upon
returning to the site, participants recommenced where they had left off at the conclusion of their previous visit.
This allowed flexibility and recognised that people may not have the time to complete the intervention in a single
sitting. Within the five core chapters, a range of content was adopted to reduce stigma through the benefits of
education and contact. Material included postcards, digital stories, health professional/stigma expert videos,
suicide and social and emotional wellbeing literacy-building information, and personal goal setting opportunities.

Participant journey – a tailored pathway
To ensure appropriateness for a range of suicide experience, www.therippleeffect.com.au was designed to
provide a tailored pathway for each participant. Personalisation was initiated from early in the registration phase
when participants provided their gender and farming type. Answers to these questions determined the nature of
the imagery presented to participants during their ongoing engagement in the site. For example, a male dairy
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farmer’s pathway would be characterised by images of males engaged in dairy farming (Figure 6). Conversely, if
a beef farmer, images would be suited to this farming type. By creating an environment that reflected a
demonstrated understanding of the context of farming work and life, the Ripple Effect aimed to provide a
familiar, relatable and trusted environment for effective engagement. This was additionally supported by the use
of artistic images of farming-related work—generously provided by artist and Steering Group member Steve
Junghenn. This provided a range of aesthetically pleasing, meaningful and relevant images to develop people’s
engagement with the site.
On entering the Ripple Effect URL, visitors arrived at a landing page (including a menu, information about the
partners, background information about rural suicide, an overview of who the Ripple Effect was for and, a call to
action to participate).

Chapter 1
A ‘Get Started’ button guided participants through a registration and consent process (see Figure 4).
Participants then completed pre-intervention measures of suicide stigma (adapted from the SOSS (Batterham et
al., 2013b) and suicide literacy (Batterham et al., 2013a)(see Figure 5). The SOSS was adapted—in consultation
with the SOSS author Philip Batterham (2015)—from a generalised measure of suicide stigma to one adapted to
explore self- and perceived-stigma of suicide. The changes resulted in a new introductory pre-fix to the
questionnaire for perceived-stigma (‘In general, other people think that a person who takes their own life is…’)
and self-stigma (‘Because I have had thoughts of taking my own life, I feel….’)3. All participants were assessed at
baseline for perceived-stigma and suicide literacy. Those who identified as having a personal experience of
suicide (had attempted suicide or had experienced thoughts of suicide) were also assessed for self-stigma.

Chapters 2-4
Following the pre-intervention measures of suicide stigma and suicide literacy, participants were guided through
core chapters 2–4 (see example images from Chapters 2–4 in Figures 6–8). Within the structure of these
chapters, participants were presented with a personalised experience, depending on how they answered
questions posed to them. One method of tailoring content was according to the nature of participants’
experience of suicide. For example, those who identified as bereaved by suicide were presented with content
that was particularly relevant to that experience. This did not exclude them from experiencing any other
content—all presented postcard and video material was made available via the library, on completion of
participation (see Chapter 5)—but provided them with relevant material in a manageable period of time using
language tailored to their experience.

Chapter 5
On completion of core chapters 2–4, participants entered Chapter 5 (see example images from Chapter 5 in
Figure 9), where they were guided through the completion of post-intervention measures of suicide stigma and
literacy (adapted from the standard SOSS (Batterham et al., 2013b) and LOSS (Batterham et al., 2013a),
respectively—as described previously). On completion, participants were thanked for their participation in the
Ripple Effect and encouraged to continue to access the full collection of postcards and video stories via the
library (see Figure 15), which could be accessed ongoing, as required.

3

The introductory statement from the original SOSS reads “Using the scale below, please rate how much you agree with the
descriptions of people who take their own lives (suicide). In general, people who suicide are ...”(Batterham et al., 2013b)

27

Figure 2. The Ripple Effect wireframe

28

29

30

31

32

33

34

35

36

37

Chapter elements
Postcards
The Ripple Effect encouraged peer-based communication between geographically isolated people via postcard
messages. These postcards communicated messages of personal experience, support and encouragement.
Completed postcards were distributed, collected and shared in two distinct formats:
1.

Hard copy reply paid postcards were designed during the development phase of the website, as an
opportunity for people to contribute their personal insights and information where access to good
quality, reliable internet was unavailable (see Figure 13). These postcards provided opportunity for
contributions to be made to the Ripple Effect and for messages to be ‘heard’ by a wider rural audience.
Submitted hard copy postcards were digitised and uploaded as content to www.therippleeffect.com.au.
Ten thousand (10,000) postcards were printed and distributed across Australia via partner networks,
Community Champions and in response to direct requests from individuals.
2. Digital postcards provided opportunity for participants to contribute their personal insights online, as
part of their personalised pathway through www.therippleeffect.com.au. Blank digital postcards were
presented following several information stages on the pathway, with the invitation for participants to
reflect and share their experience (see Figure 11). Prompts for postcards included:
 What can you share about your experience that would be helpful for others?
 How was talking about your experience helpful?
 If talking was not helpful, was there something that would be helpful for you?
 How have your thoughts about your experience of suicide changed (on completion of
www.therippleeffect.com.au)?
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Digital stories
It became evident during the planning for the Ripple Effect that being able to give “voice and story” would be
important. Previous experience in the research team while working with young rural people had shown that
digital story telling was an effective and positive medium to achieving this (S. Brumby, Eversole, R., Scholfield, K.,
Watt, L, 2007). A community-funded digital storytelling workshop was conducted during the development of the
Ripple Effect, bringing together 12 farming community members affected by a range of suicide experiences. The
three-day workshop followed the previous successful workshop format and produced ten completed digital
stories. These stories were categorised according to relevance to the varying five experiences of suicide;
‘someone I know took their life’, ‘I have been touched by suicide in some other way’, ‘I have had thoughts about
taking my own life’, ‘I have attempted to take my own life’, and ‘I have cared for someone who attempted to
take their own life’.
Ripple Effect participants were presented a minimum of four digital stories considered most relevant to their
experience of suicide. For example, participants who self-identified as ‘bereaved by suicide’ were presented with
the stories of digital storytellers also bereaved by suicide. By connecting individuals (albeit by video) with a
shared background and mutual understanding of the effects of suicide, a reduction in feelings of guilt and shame
associated with the experience was anticipated. This follows the notion that self-stigma and perceived-stigma
can be reduced through the realisation that experiences are usually not exclusive to oneself.
The inclusion of digital stories was based on research identifying this process as providing meaningful
communication about wellbeing and encouraging mutual reflection, empathy and understanding in a safe,
supported and connected environment (De Vecchi, Kenny, Dickson-Swift, & Kidd, 2016). Digital stories have also
been identified as powerful means of creating and sharing knowledge (Lal, Donnelly, & Shin, 2015) and capturing
defining moments and turning points in life (Lambert, 2013). Viewing digital stories fosters understanding of the
complexity of experience and promotes reflective practice when supporting people facing adversity.

Health professional/stigma expert videos
Health professionals and stigma experts addressed current best-practice in six information videos focused on
knowledge development and facilitated behavioural change (see Figures 16-18). Video content considered the
farming and rural context and was aimed at confronting misinformation, breaking down misconceptions, sharing
relevant and useful information regarding acknowledging experiences of suicide, and advice on self-care and
supporting others. This part of the intervention was designed to stem perceived- and self-stigma around suicide
in rural and remote areas and improve participant literacy of suicide.
Each of the six videos communicated three key messages. These were summarised on the closing slide of each
video.
1. Stigma:
 Don’t accept suicide stigma
 Stigma can stop people from seeking support
 Reduce stigma by sharing your story
2. Seeking support:
 Healthy people are the best asset for your farming business
 There is no ‘one-size-fits-all’ when gaining support—find what fits you
 Tough times need to be shared
3. Talking safely about suicide:
 Talking about suicide is important and necessary
 Take time to: have a conversation, maintain a connection and follow-up
 Support is available to meet your needs
4. Suicide experiences in rural farming communities:
 Everybody’s experience of suicide will be different
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 Difficult situations on farms and in life can increase suicide risk
 Farming life and work can help get us through tough times
5. Helpful thinking:
 The way we think affects our wellbeing
 Understanding what causes you stress is the first step to making change
 Recognise what you can’t control in life, jot it down and focus your response on what you can
control
6. Setting personal goals for health and wellbeing:
 Understand what factors affect your mental health
 Stay well through physical activity, doing things you enjoy and being connected
 Keeping mentally healthy takes effort and planning—set your SMART goals.

Personal goal setting templates
Action-planning and goal-setting had previously been used, with success, in farmer health programs by the
National Centre for Farmer Health (S. Brumby, Martin, & Willder, 2006) (S. Brumby, Willder, & Martin, 2010).
Accordingly, templates for personal goal-setting provided opportunity to put new knowledge and improved
attitudes into practice in a ‘Specific, Measurable, Achievable, Realistic and Time-based’ manner (Doran, 1981).
The Ripple Effect provided a place where participants could complete details of personal goals set and how
progress could be measured (see Figure 14). Participants were also invited to return to the Ripple Effect after a
specified period (set by the participant) to report on goal achievement using a behaviourally-anchored rating
scale (Brumby 2013). This participatory approach was informed by Kolb’s (1984) experiential learning process and
Ajzen and Fishbein’s (1980; 2010) theory of planned behaviour. Personal goal setting allowed participants to
share personal goals, reflect, learn and apply new knowledge in a safe environment with a group of people with
shared interest, experiences and cultural context.

Postcard/video library
Upon completion of www.therippleeffect.com.au, participants were provided ongoing access to the entire
collection of participant-completed postcards, digital stories and health professional/stigma expert videos. The
library held all of the digitised hard copy postcards in addition to a collection of moderated and uploaded online
postcards that participants wrote during their www.therippleeffect.com.au pathway (see Figure 15).
Continued access to these materials provided participants with the opportunity for continuing reminders of the
importance of stigma reduction. Furthermore, ongoing access to messages of encouragement and support could
facilitate continuing destigmatisation. It also provided evidence for participants that their messages were being
‘heard’ by the researchers and other rural community members affected by suicide, and that their experiences
and messages could help others. The library also allowed for participants to watch digital stories that had not
been presented to them previously.

Pilot testing
Pilot testing was conducted following development of www.therippleeffect.com.au. Twenty contributors—
including Steering Group members and key members of the rural health and agricultural industry—completed
one or more pathways through the website, and provided feedback on key elements of the intervention. These
included:
 Device (phone, laptop, tablet or PC) and browser used
 Ease of use/user experience
 Technical problems encountered
 Suggested design improvements
 Suggestions for additional content
 Most helpful elements of the website
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Feedback on each of the specific elements of the website (goal setting, accessing the Dashboard, the
video/postcard library)
Suggestions for Frequently Asked Questions (FAQs)

Pilot Group members were also invited to attend a teleconference for further feedback and discussion.
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Ripple Effect Community Engagement
Community Champions
In response to high numbers of applicants expressing interest in joining the Ripple Effect Steering Group
(significantly more than available places), the decision was made to establish a network of Ripple Effect
Community Champions to assist with promotion and recruitment. Over 60 individuals and groups responded to
the invitation to champion The Ripple Effect; a response largely linked to personal experiences of suicide or an
employment role that exposed them to rural suicide and it’s affect (for example: health professionals, financial
counsellors, volunteer fire brigade members, rural local government employees and other rural service
providers). A map identifying the postcode locations of Community Champions can be seen in Figures 19-20,
noting that some Community Champions had the capacity to disseminate information about the Ripple Effect
well beyond their postcode location. For example, Elders—while based in Adelaide—disseminated 10,000 Ripple
Effect flyers to 200 retail stores across Australia. Training about the Ripple Effect was offered for Community
Champions via online webinar. Sessions were offered at various times on several days of the week to ensure
maximum availability. Community Champions were also provided with a Communications Pack comprising flyers,
posters, media releases, a personal goal-setting chart and suggestions for sharing the invitation to participate in
the Ripple Effect throughout their rural networks.

Ripple Effect stakeholders (individuals and groups/companies)
People interested in knowing more about the Ripple Effect were invited to be included on the Ripple Effect
contact list. Bi-monthly e-newsletters outlining the Ripple Effect progress and opportunities for involvement
were then forwarded to this growing group of stakeholders. On completion of the research phase, there were
466 Ripple Effect stakeholders who received up to 11 newsletters across the life of the project (see Appendix 1
for example e-newsletter).

Ripple Effect recruitment
Recruitment messaging was framed around the knowledge that members of rural farming communities are very
willing to offer help to others yet less willing to ask for help themselves (A. J. Kennedy, 2015). Accordingly, the
call to action was made for people to share their information and insights as a way of helping others, assisting in
the development of ways to further suicide prevention in rural areas and improving support for all those
affected. Recruitment of participants to the Ripple Effect took a broad, ‘snowballing’ approach, engaging a wide
range of strategies and utilising a wide range of rural networks.

Maintaining engagement with participants through to completion
There were several strategies used to engage participants and maintain their participation through to
completion.
Email reminders

In recognition of participants’ busy work and life schedules, email reminders were integrated into the Ripple
Effect design (see Appendix 2 for email reminder schedule and Appendix 3 for example reminder email).
Additional targeted email reminders were sent out towards the end of the research phase. These were
responsive to changing needs and tailored to reflect the point in the participant’s website journey. For example,
for participants close to completion, emails requested a final brief effort to complete participation.
Web/Facebook retargeting

In the latter stage of the research phase, it was identified that while there had been a high number of unique
visitors to www.therippleeffec.com.au, the conversion rate (the proportion of unique users completing the
intervention) was relatively low. The decision was made to adopt the process of Google and Facebook
retargeting. Once an individual visited www.therippleeffect.com.au, promotion of the Ripple Effect was
presented on Google advertising space on other unrelated websites, or within Facebook. Format and content of
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the advertisement was tailored to reflect how far the participant had progressed through the Ripple Effect—the
homepage, registration, or commencement of participation (see Figure 21).
Between March 5 2017 and June 14 2017, Facebook advertising reached 71,489 individuals and resulted in 1,933
link clicks. In addition to this, Facebook retargeting generated 11,923 impressions, meaning Ripple Effect ads
were displayed on 11,923 Facebook feeds. This generated 123 link clicks and six completed interventions. Google
retargeting generated 13,322 impressions (with 13,322 Ripple Effect ads appearing on unrelated web pages)
which generated 17 link clicks and 9 completed interventions. This was still underway at the time of completing
this report.

Participant engagement via Ripple Effect community
All members of the Ripple Effect community—including Partner Organisations, Steering Group members,
Community Champions and Stakeholders—were requested to share the invitation to participate in
www.therippleeffect.com.au across their rural networks. Flyers were created for this purpose (with the
generous support of the Riverine Herald and Roar Creative graphic design), containing information about the
research, website URL, and contact details for support services. These were available in A4 (poster), A5
(brochure) and an electronic version (see Figure 22). Members were encouraged to speak face-to-face with
people they thought might be interested in the Ripple Effect. Additionally, considering the potential difficulty
identifying those affected by suicide due to the associated stigma, broad communication of information was also
encouraged.
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Figure 21. Examples of targeted Google and Facebook
advertising for people who have either visited or registered at
www.therippleeffect.com.au
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Marketing and Promotion
Social media
Twitter (@preventstigma) and Facebook (http://www.facebook.com/beatruralsuicide/) were used to
disseminate information about www.therippleffect.com.au and extend an invitation for people to participate.
Posts also covered community engagement by the Ripple Effect team, re-posts of relevant social and emotional
wellbeing stories and information, notification of Ripple Effect media and presentations, and live video-feed of
interview material with Ripple Effect participants. ‘Sneak peek’ content from www.therippleeffect.com.au was
also shared in an effort to engage participation. This included quotes from postcards completed by Ripple Effect
participants and still images from digital stories accompanied by a brief quote.
Relevant individuals and social media groups were tagged in posts and requests were made to share information
across social media networks. On occasion, Facebook posts were ‘boosted’. However, it was found that organic
reach almost always exceeded that achieved via paid posts. Consequently only $123 was spent on boosting a
total of 10 posts. Facebook, in particular, was found to be a strong driver of traffic to
www.therippleeffect.com.au. Activity and reach of social media is outlined in Table 1. Examples of social media
posts can be viewed in Appendix 4.
Table 1: Summary of social media coverage of the Ripple Effect
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Postcards and flyers
In addition to a means of providing voice for people without poor internet access and a way of collecting content
for www.therippleeffect.com, hard copy postcards had benefits as a marketing tool. Anecdotal evidence
suggested that people engaged with the powerful Ripple Effect message on the card and chose to then keep
them stuck to the fridge as a reminder, rather than return them with their personal message added. This
unanticipated promotion was complimented by information flyers that were circulated by Community
Champions and mailed out on request. Contributions of online postcard (participant location by postcode) can
be seen in Figure 23.

Figure 23: Locality map of submitted participant postcards

Mainstream Media
Mainstream media proved enthusiastic to report on the Ripple Effect research, particularly given the willingness
of Digital Storytellers and Steering Group members to tell their personal stories for media articles. Media
releases were distributed via partner networks (for example, the Victorian Farmers Federation) and via a
commercial media service (AAP Medianet) to provide targeted articles.
Strict stipulations were set regarding media engagement, to ensure a positive experience for people willing to
share their story and accuracy of reporting:



Requests for media involvement were initially made to the Ripple Effect management team (Kennedy,
Brumby) rather than via direct engagement with Digital Storytellers and Steering Group members.
Digital Storytellers or Steering Group members participating in print media were provided an opportunity
to view the story before printing to ensure they approved of how their story was conveyed.
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The Ripple Effect team was provided with the opportunity to view the story, before print, to ensure
accuracy and correct language (in accordance with the Mindframe guidelines http://www.mindframemedia.info/).
A focus on opportunities for stigma reduction, hope, personal growth and the encouragement of
support-seeking was strongly encouraged in media coverage.
Media was requested to include acknowledgement of beyondblue and Movember as funders of the
Ripple Effect

Media opportunities were also facilitated through direct contact with journalists previously demonstrating
support for the National Centre for Farmer Health research and service provision, through word of mouth and
via Community Champion networks. This support was greatly appreciated.
While it was not possible to track every media article published during the time period, Google Alerts was used
to track and record published media on The Ripple Effect (see estimated media coverage in Table 2). Even where
media items were identified, reported radio, online, print and TV media coverage is likely to be significantly
underestimated as media items were frequently repeated and adapted for different audiences, different
programming and different time slots.
The value of media coverage to advertising the Ripple Effect was significant. For example, one Deakin University
media and advertising analysis valued the Advertising Space Rate4 of an ABC TV national news program on 11
December 2016 at $117,709 (AUD). The program reached an audience of 1,096,100. Follow-up media coverage on
12 December 2016 (based on the original TV coverage) reached a further estimated 639,000 people, with an
Advertising Space Rate of $160,730.
Examples of print media can be seen in Appendix 5.

4
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Table 2: Summary of media coverage of the Ripple Effect

Media Type
Print/online

Radio

TV

Time Period
July 2015 – 30
September 2015

No. of items
8

1 October 2015 –
30 March 2016

7

31 March 2016 – 4
October 2016

18

5 October 2016 –
25 May 2017

10

July 2015 – 30
September 2015

0

1 October 2015 –
30 March 2016

3

31 March 2016 – 4
October 2016

8

5 October 2016 –
25 May 2017

3

July 2015 – 30
September 2015
1 October 2015 –
30 March 2016
31 March 2016 – 4
October 2016
5 October 2016 –
25 May 2017

2

Reach
Regional: 0
State: 2
National: 5
International: 1
Regional: 3
State: 1
National: 3
Regional: 9
State: 1
National: 8
Regional: 2
State: 1
National: 7
Regional: 0
State: 0
National: 0
Regional: 1
State: 0
National: 2
Regional: 7
State: 1
National: 0
Regional: 1
State: 0
National: 2
Regional:
State:
National:
Regional:
State:
National:
Regional:
State:
National:
Regional: 1
State:
National: 1
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Community presentations
Community groups actively sought opportunities to host and hear about the Ripple Effect. This typically included
organisations with a focus on the TARGET group of males aged 30–64 years (for example, rural football-netball
clubs and Men’s Sheds). Female-focused groups like the Country Women’s Association, and mixed-gender
groups like Rotary and Lions Clubs were targeted to also engage women who could encourage men to
participate in the Ripple Effect. While the small Ripple Effect research team presented at numerous community
events. The Ripple Effect Steering Group members and Community Champions often arranged presentations in
their local areas. Examples of this engagement—and its location—can be seen below.























Promoting nationally through the Australian Farmers Markets Association (National)
Promotion via the Victorian Farmers Markets Association, including face-to-face contact with stall
holders at market events (VIC)
Posting on social media
Ripple Effect URL displayed on the carton of Gippsland Jersey milk (VIC)
Adding flyers to dairy farmer support hampers (VIC & SA)
Speaking to buyers at livestock auctions (VIC & QLD)
Speaking to local football-netball clubs (VIC)
Awareness raising social events initiated by young farmers (NSW)
Awareness raising events initiated by senior secondary school and university students (NSW & VIC)
Putting flyers on windscreens at local livestock sale yards (VIC & QLD)
Adding flyers to show bags at agricultural conferences/events (VIC, NSW, SA)
Displaying flyers across regional library services (VIC)
Speaking to local Probus, Lions and CWA groups (National)
Speaking at local Movember events (VIC, NSW)
Promoting at suicide awareness raising open garden event in Gippsland (VIC)
Promoting through rural industry groups (National)
Participating in media interviews e.g. ABC National News, ABC’s Q&A program (National)
Promoting at rural events e.g. field days (TAS, VIC, WA & SA),
Presentation and promotion at conferences (International, National and Regional)
Promotion at rurally focused art exhibitions (VIC & QLD),
Health professionals sharing information with their clients (National)
Speaking with media (National, Regional & Local)
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PROFILE OF PARTICIPANTS
The Ripple Effect garnered participation from across Australia. The website http://www.therippleeffect.com.au
had 11,498 unique users (different people who visited the site), 23.7% of visitors returned to the site more than
once.
Figure 24, showing participant postcodes, reflects engagement from, and particular appeal of the program to,
rural and remote areas in all Australian States and Territories. A more detailed description of participant5
information (age, gender, etc.) is presented in Table 3.

Figure 24: Postcode location of Ripple Effect participants from July 2016–May 2017

The locality map, Figure 24, which displays high participation from rural and remote areas, highlights the success
of the program in appealing to and reaching target communities. Additionally, Figure 24 displays little
penetration in capital cities and urban locations, reflecting appropriateness of advertising, social media and
marketing parameters.
Figure 24a demonstrates the different devices participants used to access the Ripple Effect. Over half of
participants accessed the Ripple Effect from their desktop computer, and over a third used their smart phones.
Tablets were used much less frequently than phones or computers.

5

For the purpose of this report, a participant (of the Ripple Effect) is an individual who registers via the ‘Get Started’ button
on the landing page (by computer, tablet or smart phone), identifying that they would like to partake in the research and
information provided. The definition of participant is not restricted to individuals who complete the Ripple Effect.
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Figure 24a. Different means of accessing the Ripple Effect

The entire participant group, Table 3 (Demographics of Ripple Effect participants) identifies a greater number of
females (N=359, 65%) participating in the intervention than males (N=192, 35%). This was despite the design and
marketing focus working to engage male participants. This was not unexpected, given previous evidence of the
dominance of female participation in suicide research in Australia and internationally (Cerel, Maple, Aldrich, &
van de Venne, 2013). Given the importance of rural females’ roles in ensuring the wellbeing of their families, this
was not considered a negative outcome (Alston, 2012). Participation by females may, therefore, indirectly result
in information transfer and stigma reduction for rural men and for families. Anecdotal evidence shared with the
Ripple Effect team suggests that participating females did also encourage the participation of male family
members and friends. A significant number of participants below the target age were also identified, with 16% of
male and 23% of female participants under the age of 30 years, totalling 114 participants. This is not entirely
unexpected, as this younger age group has demonstrated a familiarity and established engagement with digital
and online technology as reflected in Australian data suggesting that those under the age of 34 years are more
likely to be internet users than those above this age (Australian Bureau of Statistics, 2016). This has implications
for further online suicide-stigma reduction interventions targeted towards this younger audience, and is
discussed in the Recommendations section of this report.
Considering male participation, Table 3 (Demographics of Ripple Effect participants) identifies that 76% (N=145) of
all male participants fell within the target age group 30–64 years (highlighted in bold in Table 3).
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Table 3: Demographics of Ripple Effect participants
Gender*
Age

Total

18-29 years
30-39 years
40-49 years
50-59 years
60-64 years
Greater than 65 years

Male
31 (16.1%)
36 (18.8%)
46 (24.0%)
42 (21.9%)
21 (10.9%)
16 (8.3%)
192

Female
83 (23.1%)
81 (22.6%)
83 (23.2%)
79 (22.1%)
19 (5.3%)
14 (3.9%)
359

Total
114 (20.7%)
117 (21.3%)
129 (23.5%)
121 (22.0%)
40 (7.3%)
30 (5.5%)
551

*4 participants marked ‘other’ and 7 participants did not provide gender information.
When looking at the range of experiences of suicide in Table 4 (Summary of experience of suicide by gender),
TARGET males (46.2%) were less likely to have reported being bereaved by suicide than female participants
(50.4%). Of these bereaved participants, TARGET males (28.8%) were much less likely than females (58.2%) to be
bereaved by the loss of a family member. This is not unexpected given the higher rates of male suicide in rural
areas (Miller & Burns, 2008). This male dominance in suicide deaths would support that more females are likely
to have lost male family members to suicide. Of additional interest, among those bereaved is that TARGET males
(10.3%) are less likely to have experienced a suicide death as having a significant or devastating outcome (in the
short or longer term) than female participants (23.7%). This may reflect the fact that females are more likely to
have lost family members to suicide than TARGET males. Given the nature of family farming, this is likely to mean
the loss of a key source of labour and knowledge in the farming business, with women having to compensate for
the practical ramifications of the loss of a husband, brother/father/son as co-manager of farming duties, as well
as the emotional outcomes of loss. This greater impact on bereaved females is also reflected in their level of
closeness with the deceased. Females (31.0%) were more likely to have described being close (close, moderately
close or very close) to the deceased than TARGET males (22.7%). Previous research suggests that level of
closeness has greater bearing on the effect of suicide bereavement kinship (Maple et al., 2016). However, results
from the current intervention suggest kinship also has a bearing for this population. This is not unexpected given
the prevailing nature of family farms (N. Clark & O'Callaghan, 2013) and tight social networks in Australia’s rural
farming communities.
Table 4 (Summary of experience of suicide) provides data that identifies TARGET male participants as more likely
to have attempted or had thoughts of suicide than females. Interestingly, this is counter to existing research that
suggests that Australian women are more likely to have thoughts about suicide, make a suicide plan or make a
suicide attempt than Australian men (McKenna & Harrison, 2012). This higher rate of direct personal experience
may have had bearing on the higher rate of Ripple Effect completion for TARGET males (36.2%)—when
compared with the group overall (31.5%)—with the direct personal impact translating in a stronger drive to
participate, share their knowledge and prevent this from happening to others.
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Table 4: Summary of experience of suicide
User Type
N (%)
I have attempted to take my own life

TARGET
(N = 145)
13 (9.0)

ALL**
(N=562)
38 (6.8)

Male ALL
(N=192)
14 (7.3)

Female ALL
(N=359)
22 (6.1)

I have been touched by suicide in some other way

27 (18.6)

109 (21.2)

40 (20.8)

78 (21.7)

I have cared for someone who attempted to take their own life

6 (4.1)

44 (7.8)

11 (5.7)

32 (8.9)

I have had thoughts about taking my own life

32 (22.1)

88 (15.7)

41 (21.4)

46 (12.8)

Someone I know took their own life

67 (46.2)

268 (47.7)

86 (44.8)

181 (50.4)

Someone I know took their own life

N = 67

N = 268

N = 86

N = 181

Was this person a family member (Yes/No)
8 (11.9)

22 (8.2)

6 (7.0)

16 (8.8)

No response (participants have not yet completed question)*
Yes

17 (25.3)

120 (21.4)

24 (27.9)

96 (53.0)

No

42 (62.7)

126 (22.4)

56 (65.1)

69 (38.1)

Effect on your life

N = 67

N = 268

N = 86

N = 181

No response*

19 (28.4)

70 (26.1)

22 (25.6)

47 (26.0)

The death had a significant or devastating effect on me that I still feel

9 (13.4)

73 (27.2)

12 (14.0)

61 (33.7)

The death disrupted my life in a significant or devastating way, but I no longer feel that way

6 (9.0)

31 (11.6)

7 (8.1)

24 (13.6)

The death disrupted my life for a short time

8 (11.9)

36 (13.4)

14 (16.3)

22 (12.1)

The death had somewhat of an effect on me, but did not disrupt my life

22 (32.8)

49 (18.2)

26 (30.2)

23 (12.7)

The death had little effect on my life

3 (4.5)

9 (3.3)

5 (5.8)

4 (2.2)

*Only people who identified as being bereaved by suicide were presented with this question. In addition, not all participants had yet reached this question in their participation.
**4 participants marked ‘other’ and 7 participants did not provide gender information.
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The findings and suggested explanations around closeness and the impact of suicide bereavement within
farming families raise the question of how many participants were involved in farming. Figure 25 (farming status
of TARGET participants) identifies that 65% of the TARGET group identified as farming. A further 11% of these
males had previously farmed, with only 24% of TARGET participants never having farmed. It was pleasing to see
that of those TARGET males currently farming, the Ripple Effect was able to engage with a spread of farming
types (see Figure 26). The four main farming types covered sheep, cattle, cropping and dairy farming. It is
important to note that participants may have been involved in a mixed farming enterprise, comprising a
combination of farming types.

Figure 25: Summary of TARGET group farming experience

Figure 26: Farming activity in TARGET group
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RESULTS
Assessing Changes in Suicide Stigma
Initially, measurement of stigma reduction was to be accomplished only by utilising the Stigma of Suicide Scale
(SOSS). Assessment at baseline and following completion of www.therippleeffect.com.au would allow this
comparison (Batterham et al., 2013b). It should be noted that the SOSS had not previously been used as a preand post- intervention measurement tool, nor had it been used in a population with an identified range of suicide
experience.
It became clear during the development of the project that there were numerous opportunities to assess
changes in stigma at different phases of the research. Aside from lower scores on the Suicide of Stigma Scale
(SOSS), reduced stigma was also represented by qualitative responses and behavioural indicators counter to the
outcomes of stigma described by literature in the background to the Ripple Effect. These representations of
stigma include avoiding help-seeking, poor social connection, feelings of shame, blame and guilt, selfishness and
the sense of rejection often accompanying a lived experience of suicide and contribute to ongoing suicide risk
(Dyregrov, 2002; Pompili et al., 2003).

Stigma change via the Digital Storytelling Workshop
The digital storytelling workshop, which provided valuable personal story content for
www.therippleeffect.com.au, presented an opportunity to assess change in stigma. While the digital storytelling
was not funded by the STRIDE project, the communication of suicide experience was invaluable to The Ripple
Effect, and provided stimulus against which stigma change could be measured for both storytellers and Ripple
Effect participants viewing the stories. Workshop evaluation feedback and an anonymous follow-up online
survey provided further insight in to the efficacy of the stigma reduction techniques employed at the workshop
and whether the SOSS was a culturally appropriate measurement tool for this community.
Eleven individuals took part in in the Digital Storytelling Workshop. For more than half of workshop participants
(55%) this was the first time they had publically shared their experience of suicide (see Figure 27). This
opportunity provided to speak publically about their suicide experience demonstrated a profound example of
stigma reduction.

45%

Yes
55%

No

Figure 27: This was the first time I publicly shared my story of suicide
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Undecided

Somewhat agree
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Figure 28: Impact of Digital Storytelling Workshop on stigma

participant agreed/strongly agreed that it was important that they tell their story among others who understood
farming—supporting the importance of creating a user experience on www.therippleeffect.com that farmers
could relate to. When asked the question ‘I feel more confident speaking about suicide as an outcome of The
Ripple Effect digital storytelling workshop’, 60% reported they strongly agreed with this statement, 20% agreed,
and 10% somewhat disagreed.
The workshop also had direct benefit on understanding and experiencing stigma as included in Figure 28.
As Figure 28 indicates, a significant majority of workshop participants reported having received enhanced
understanding of how others have experienced feelings of stigma following a suicide. Correspondingly, all
participants identified that they felt no judgement in communicating their story.
Additional qualitative feedback reported participants’ increased willingness to talk about their experience,
reduced levels of guilt, and increased social connection—all indicating a reduction in suicide stigma.
Whilst measuring change in stigma associated with the Digital Storytelling Workshop was outside of the original
scope of The Ripple Effect project, post-workshop evaluations indicated alleviation of self- and perceived-stigma.
This finding suggests a need for further research into the value of Digital Storytelling as a stigma reduction
opportunity.
“Participating in the digital storytelling workshop was both a very humbling experience as well as
inspirational, in working so closely with such a small group of other amazing farmers, who […] shared
their mental pain and anguish to initially a room of strangers, who three days later had then become
very special friends.”
(Male workshop participant)
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“For me the workshop was very rewarding in many ways, I came away with a feeling of [my husband’s]
suicide wasn’t my fault—something I have struggled with for quite some time. Watching my video I am
very proud of the outcome. Several people have watched it and have given back so much positive
feedback. Suicide is a terrible thing, so devastating. Talking to the men and hearing their stories was
very emotional. I have thought about maybe doing further things with the ripple effect not sure what,
but I feel I am getting stronger all the time. I guess for me I just want to help someone in some way.”
(Female workshop participant)
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Ripple Effect website participation
Stigma change measured by the Stigma of Suicide Scale
Participants registering with www.therippleeffect.com.au were required to complete measures of stigma (LOSS
and SOSS) both at the commencement and completion of their participation in www.therippleeffect.com.au.
The nature of the participant’s suicide experience determined which questions were asked of them. All
participants were questioned about the perceived-stigma they experienced. Those participants who had
experienced thoughts of suicide or had attempted suicide were also asked questions pertaining to self-stigma.
Both sets of questions stemmed from the Stigma of Suicide Scale (SOSS) which, using a 7-point Likert scale,
measures stigmatising attitudes toward people who suicide (Batterham et al., 2013b). Although its authors
describe the SOSS as a suicide stigma assessment scale, the tool is made up of three unique subscales: stigma,
isolation/depression subscale and glorification/normalisation.
Table 5. Participants responding to self-stigma and perceived-stigma questions at baseline and completion

BASELINE

COMPLETION

SELF-STIGMA

98 (TARGET males 37)

47 (TARGET males 21)

48% (TARGET males 57%)

PERCEIVED-STIGMA

420 (TARGET males 108)

193 (TARGET males 57)

46% (TARGET males 53%)

Table 5 shows the number of participants from each group that completed the baseline measure of the SOSS
and how many went on to complete the SOSS at the end of the intervention. All participants were required to
complete the perceived-stigma version of the SOSS. Only participants who had attempted suicide or had
thoughts of taking their life were required to complete the self-stigma version of the SOSS. Among the male
TARGET group, 57% who completed the baseline self-stigma assessment went on to complete the assessment at
the end of the intervention. 53% of TARGET males completing the perceived-stigma questions at baseline went
on to complete the assessment at the end of the intervention. Lower completion rates were seen for the
broader participant group, with 48% completing the self-stigma SOSS at baseline and at completion and 46%
completing the perceived-stigma SOSS at baseline and again at completion. This indicates that, although there
were lower numbers of TARGET males participating than those outside of the TARGET group, the TARGET group
maintained a higher level of engagement than other participants.
Table 6 identifies the change from baseline to completion for the three subscales of the perceived- and selfstigma versions of the SOSS. No significant change in the perceived-stigma subscale was identified from baseline
to completion for either the TARGET group or when looking at participants overall. Similarly, no significant
change in the measure of perceived-isolation/depression was identified from baseline to completion, or either
the TARGET group or when looking at participants overall. When looking at normalisation/glorification subscale,
no differences were identified in the TARGET group. A significant increase was identified in mean score (Mean
difference=0.17, SD=2.3, p<0.000) from baseline to completion for perceived stigma only for participants overall.
To further understand these findings, data reported by Batterham and colleagues (2013b) allows for a
descriptive comparison of community sample SOSS results with results from Ripple Effect website participants
who reported agreeing and strongly agreeing with each of the scale items (see Table 7). The statistical value of
making this comparison is limited, given that Batterham’s scale was a generalised measure of stigma, while use
of the scale in the Ripple Effect was tailored to specifically measure perceived- and self-stigma. What can be
drawn from this comparison, however, is further indication of the differences between the rural Ripple Effect
sample and previous community samples.
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Table 6: Stigma change for participants completing www.therippleeffect.com.au as measured by the Stigma of Suicide
Scale (SOSS)

STIGMA subscale

ISOLATION/
DEPRESSION
subscale

GLORIFICATION/
NORMALISATION
subscale

Participant
group and
stigma type

Ripple Effect
baseline mean (SD)

Ripple Effect
completion mean
(SD)

Statistical
significance

TARGET males:
Self (N = 21)

20.33 (8.8)

19.81 (7.5)

No

TARGET males:
Perceived (N =
57)

23.11 (6.4)

23.53 (5.8)

No

ALL:
Self (N = 47)

21.04 (8.1)

21.00 (7.6)

No

ALL:
Perceived (N =
193)

23.25 (6.4)

23.11 (6.5)

No

TARGET males:
Self (N = 21)

14.09 (4.8)

12.90 (5.3)

No

TARGET males:
Perceived (N =
57)

14.01 (3.1)

13.70 (3.4)

No

ALL:
Self (N = 47)

13.94 (4.7)

13.21 (5.0)

No

ALL:
Perceived (N =
193)

14.87 (2.8)

14.61 (3.0)

No

TARGET males:
Self (N = 21)

8.95 (3.7)

9.14 (3.5)

No

TARGET males:
Perceived (N =
57)

7.91 (2.6)

8.25 (2.5)

No

ALL:
Self (N = 47)

8.10 (3.2)

8.28 (3.3)

No

ALL:
Perceived (N =
193)

7.86 (2.4)

8.29 (2.4)

P<0.00
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Table 7: Summary of baseline Ripple Effect Stigma of Suicide Scale (SOSS) for perceived- and self-stigma (in comparison
with previous research)
Ripple Effect perceived-stigma questions were preceded by the statement “In general, other people think that a person who takes their
own life is (item name)..Please rate how much you agree with this statement (strongly disagree/disagree/neutral/agree/strongly agree)”
Ripple Effect self-stigma questions (asked of those who had contemplated or attempted suicide) were preceded by the statement
“Because I have had thoughts of taking my own life, I feel (item name). Please rate how much you agree with this statement (strongly
disagree/disagree/neutral/agree/strongly agree)”
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These findings raise several points for discussion:
 The increase in perceived normalisation-glorification may be a reflection of the nature of personal
experiences shared during the intervention. The digital stories and postcards demonstrated the experience
of people who had survived a suicide attempt, been bereaved by suicide or supported people through a
suicidal crisis. The increased level of perceived-glorification/normalisation may reflect perceptions of these
people as being strong, brave, noble or dedicated—rather than their perceptions of the act of suicide or a
person who died by suicide (as was the intent of Batterham’s generalised suicide stigma scale). This raises a
further question of the suitability of these personal stories (considered best practice for mental illness
stigma reduction) for reducing perceived normalisation-glorification of suicide when using the SOSS.
 Should an increase in normalisation necessarily be understood as a negative outcome, when normalising
the experience of poor social and emotional wellbeing may in turn lead to reduced
shame, social acceptability, reduced stigma and ultimately, the potential for increased willingness to seek
support?
 It is also interesting to note, on close inspection of the data (see Table 8), that the increase in mean
score for perceived-normalisation/glorification was not generally a result of more participants choosing
to agree or disagree with the statements (in fact, there was a reducing trend in those choosing agree or
strongly agree from baseline to completion). Rather, there was a shift of participants to the neutral point.
Given the vast majority of participants selected strongly disagree or disagree with
statements glorifying/normalising suicide, any shift to the neutral had an effect of increasing the mean.
Further investigation of the data—relative to existing literature—is required to better understand this
increased shift to a neutral response at completion. Future exploration may also include
the challenges associated with neutral scores in Likert scales or factors of reduced cognition due to
intervention fatigue.
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Table 8: Summary of the change in perceived-stigma SOSS subscales for The Ripple Effect completers (measured as % of responses)
Ripple Effect perceived-stigma questions were preceded by the statement “In general, other people think that a person who takes their own life is (item name)..Please rate how much you agree with this
statement (strongly disagree/disagree/neutral/agree/strongly agree)”
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Table 9: Summary of
the change in selfstigma SOSS
subscales for the
Ripple Effect
completers
Self-stigma questions
(asked of those who
had contemplated or
attempted suicide)
were preceded by the
statement “Because I
have had thoughts of
taking my own life, I feel
(item name). Please rate
how much you agree
with this statement
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Stigma change measured via personal goal setting
During their pathway through the Ripple Effect, participants were invited to submit SMART (Specific,
Measurable, Acceptable, Realistic, Time-based) goals at three different points (Doran, 1981). Goal setting was
invited across two themes: having a conversation/support and keeping well. Pleasingly, some of the ‘Having a
Conversation’ and ‘Keeping Well’ goals indicated behaviours to reduce risk factors previously identified in
research with farming families (S. Brumby, Kennedy, & Chandrasekara, 2013), including increasing physical
activity, reducing stress and reducing alcohol consumption.

Ripple Effect goals set for
conversation/support (n=166 goals set)
5%
8%
36%

10%

Support others
Communicate feelings
Socialising
Other
Healthcare seeking

17%

Exercise

24%

Figure 29: Conversation and support goals set by Ripple Effect participants

Setting goals was an opportunity that many participants engaged with, even though this was an optional
component of the program. The high number of goals set may reflect the practical, goal-directed focus of
farming family members identified in previous research (A. J. Kennedy, 2015). For goals relating to having
conversations/support (as shown in Figure 29), 159 participants set a total of 166 personal goals. A significant
proportion of these related to supporting others (36%). This was not surprising given evidence that suggests
people from rural farming communities are very good at offering support to others, yet less willing to seek
support themselves (A. J. Kennedy, 2015). Encouragingly, there were a number of themes that suggested
willingness to engage in speaking up about emotions and support seeking. These included goals for
communicating feelings (24%) and healthcare seeking (8%). It was also encouraging to see participants
recognising the links between wellbeing and social connection and wellbeing and physical fitness, with goals
being set for socialising (17%) and exercise (5%) respectively. Many of the goals set indicate efforts to reduce
stigma, including those focused on supporting others, communicating feelings and socialising.
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Ripple Effect goals set for keeping well
(n=81 goals set)
6%

5%
Exercise

6%

34%

Reduce stress
Increase Leisure

11%

Manage weight/eat better
Reduce alcohol
Increase family time

15%
23%

Other

Figure 30: Keeping well goals set by Ripple Effect participants

Personal goals for keeping well were set by 52 participants (as shown in Figure 30). These participants set a total
of 81 goals. There was strong recognition of the connections between physical health and mental wellbeing with
a broad range of themes focused on keeping well, including exercise (34%), reduce stress (23%), increase leisure
(15%), manage weight/eat better (11%), reduce alcohol consumption (6%) and increase family time (6%). It was
particularly encouraging to see goals set to reduce alcohol consumption, given the links identified between
alcohol and suicide risk identified in the LOSS (Batterham et al., 2013b), coupled with the high rates of risky
alcohol consumption previously identified in rural farming communities (S. Brumby et al., 2013).
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Assessing Changes in Suicide Literacy
Suicide literacy change via Digital Storytelling Workshop participation
The Digital Storytelling Workshop was designed as an information transaction that provided a group of
individuals’ opportunity to not only share their experience of suicide, but also come to understand the
experiences of others. At the conclusion of the workshop, a post-participation evaluation survey measured
participants’ understanding of suicide, in light of what they had heard from other participants. Employing a
Likert scale, where 1 = ‘strongly disagree’ and 7 = ‘strongly agree’, the survey asked participants to self-assess
outcomes of the workshop.
Key findings:

100% of participants were in agreement (68% strongly agreed, 32% agreed) that viewing others’ digital stories
helped them understand their experience of suicide.

Suicide literacy change via Ripple Effect Website participation
Participants who completed www.therippleeffect.com.au had a high baseline level of suicide literacy (prior to
commencing participating in www.therippleeffect.com.au). This result was found for both the TARGET group
(males aged 30-64 years)(see Table 10) and the ALL participants group. TARGET participants (n = 57) mean
baseline score on the Literacy of Suicide Scale (LOSS) (Batterham et al., 2013a) was 10.09 out of a possible score
of 12 (standard deviation of 1.5), or 84% accurate (chose the correct ‘True’ or ‘False’ answer) (Batterham et al.,
2013b). This is much higher than previously identified suicide literacy levels in a community sample, where
Batterham and colleagues (Batterham et al., 2013a) found a mean LOSS score of 7.6 out of a possible score of 12
or 64% correct (n = 1,466). High levels of baseline suicide literacy is not surprising, given that participants taking
part in the research had identified as being affected by suicide in some way. It seems a reasonable assertion that
people who have been affected by suicide are likely to know more about the experience.
Table 10: Summary of preliminary Ripple Effect Literacy of Suicide Scale (LOSS) results (with comparison to previous
research)(TARGET N=57, BATTERHAM N=1,466)
Questions measuring literacy were framed: “Read the following true/false statements about suicide and select the answer you believe to be correct”
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Table 11: Summary of change in Literacy of Ripple Effect completers.
Literacy items were preceded by: “Read the following true/false statements about suicide and select the answer you believe to be correct”

Table 11 (Summary of change in Literacy of Ripple Effect completers) outlines the changes in suicide literacy, as
measured by the LOSS (Batterham et al., 2013a), from baseline to completion for both the TARGET and ALL
participant groups. Given the high baseline literacy levels of Ripple Effect participants, no significant
improvement was seen from baseline to completion on the total literacy score for either the TARGET or ALL
83

participant groups. However, on closer examination of the data, there were two items that, at baseline, had
lower percentages of TARGET and ALL participants selecting the correct answer. These items were:



People who want to attempt suicide can change their mind quickly (ALL – 60.2%, TARGET – 61.1% correctly
answered at baseline)
There is a strong relationship between alcoholism and suicide (ALL – 62.4%, TARGET – 58.4% correctly
answered at baseline)

For each of these two individual items, measurement at completion showed an improved accuracy of
knowledge. The McNemar test was used to establish whether these differences were significant. When analysing
ALL participants, there was a statistically significant improvement in the ‘change mind’ (n=227, p=0.018) and
‘alcoholism’ (n=229, p<0.001) questions on the LOSS. The pattern was also consistent in the TARGET group,
although ‘change mind’ was not-significant (n=64, p=0.057). ‘Alcoholism’ remained a significant improvement
(n=66, p=0.002). The result for ‘change mind’ in the TARGET group should be considered in the context of a
much smaller sample size and the trending (P =0.057). Further consideration needs to be given to whether
participants had reached a ‘ceiling’ effect of suicide literacy for the other items on the LOSS at baseline, which
affected their ability to notably improve their knowledge further.

Participant Perspective of www.therippleeffect.com.au Content
The opportunity to provide feedback was offered to all participants upon completing
www.therippleffect.com.au. An online survey of 16 questions collected both qualitative and quantitative data
about participant reactions to, and reflections on, the Ripple Effect.

The online feedback survey
Twenty participants took part in the feedback survey, with respondents representing all categories of suicide
experience. Sixty per cent of the survey respondents reported that the first time they had publically shared their
experience of suicide had been on www.therippleeffect.com.au. Sixteen participants reported completing one
or more postcards, while 17 reported setting one or more goals. Only four participants identified the intervention
as being ‘too long’. This was pleasing, given earlier concerns by the research team about the length of the
intervention (testing had identified it would take between 60 and 120 minutes depending on level of
engagement). The majority of participants found out about the Ripple Effect from a friend, family member or
work colleague, 20% from a health professional, and 15% via social media. The relatively low rate described for
social media was surprising given the high level of engagement with the Ripple Effect social media pages
throughout the project.

Improved understanding
Respondents reported having a better understanding of:
a.
b.
c.
d.

Suicide stigma and how this may be overcome (67%),
Risk factors, protective factors and tipping points for suicide (63%),
The benefits of safe conversations about suicide (74%), and
The complex factors affecting people’s experience of suicide (74%).

Learning new skills
a. 80% of survey respondents reported having a better understanding of how they can support their own
and others’ wellbeing,
b. 65% reported they are more likely to have a conversation about their experience of suicide,
c. 74% reported they are more likely to engage with informal support (for example peer support networks,
friends and family), and
d. 68% reported being more likely to engage with professional support.
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How helpful was the Ripple Effect?
When asked how helpful aspects of the Ripple Effect were:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

95% identified video stories from farmers with an experience of suicide,
95% identified written information on the website,
89% identified being able to see your progress on the Dashboard,
89% identified videos from health professionals ‘stigma experts,
84% identified postcards inviting you to tell your insights,
79% identified the video and postcard library,
76% identified emails you receive during participation in the Ripple Effect,
74% identified having a list of local, state-based and national responses,
74% identified questions asking about your experience of suicide, and,
68% identified personal goal setting.

Reflections
Seventeen (85%) respondents reported being ‘more open’ about their experience of suicide knowing the Ripple
Effect is specifically designed for people in the farming community, and 18 (90%) respondents highlighted the
importance of the Ripple Effect including people who understood farming life and work. Nineteen (95%) noted
that it was important for them that the Ripple Effect included other people with an experience of suicide. Fifteen
(75%) reported feeling empowered knowing that other Ripple Effect participants would read their postcards.
Seventeen (85%) reported that the anonymity afforded to them in participation made them ‘more open’ about
their experiences.
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Reflections on the Ripple Effect

What was the most helpful part of the Ripple Effect?

How could the Ripple Effect be improved?

86

87

CONCLUSION
Individuals from rural and remote Australian communities have contributed to the Ripple Effect by sharing their
experiences of suicide, describing their understanding of suicide and the stigma they internalise or perceive in
relation to their story. From this communication, the research team at the Ripple Effect has been able to better
understand how stigma is experienced and maintained and how information, communication and evidencebased practice can assist those suffering. Utilising established stigma and literacy scales (SOSS and LOSS) in an
innovative way, the Ripple Effect has built knowledge of the utility and appropriateness of the scales as
measurement tools for use with rural and remote individuals. Additionally, the efficacy of stigma reduction,
literacy development, and empowerment techniques was evaluated, along with the feasibility of repeating and
transferring the program.

Stigma Reduction and the Stigma of Suicide Scale (SOSS)
Previous research in rural and remote communities highlights that individuals with an experience of suicide
internalise and perceive high levels of stigma that can hinder their willingness to communicate their story and
result in subsequent wellbeing issues (A. J. Kennedy, 2015). When comparing the findings from the Ripple Effect
with previous studies, it is evident that target participants experienced higher levels of baseline self- and
perceived-stigma prior to completing The Ripple Effect. While some of the stigma reduction techniques proved
effectual (for example, Digital Storytelling Workshops and personal goal-setting), stigma reduction was not
effectively identified in pre- and post- assessment, as measured by the Stigma of Suicide Scale (SOSS). This raises
a number of questions for further consideration including:






Is the current ‘best practice’ stigma reduction content material appropriate for use in the rural and
remote context?
Is the current ‘best practice’ content, as utilised for mental illness stigma reduction, appropriate for use
in reducing suicide stigma?
Is the SOSS a valid tool for use beyond the community sample with which it was developed?
Is the SOSS a valid tool for measuring self- and perceived-stigma of suicide, or only as a generalised
measure of suicide stigma?
Is the SOSS a valid tool for measuring pre-and post-intervention changes in stigma?

Of particular interest is the increased response of perceived normalisation and glorification surrounding suicide.
While there are thoughts that an increase in normalisation may act to reduce stigma and encourage safe
discussions of suicide, glorification of suicide death is to be discouraged.

Enhanced Literacy and the Literacy of Suicide Scale (LOSS)
The Ripple Effect participants displayed particularly high baseline suicide literacy. This is likely attributable to
those affected by suicide having increased awareness of the context within which suicide can occur. Improving
suicide literacy in such an informed community requires context-specific information sharing. Additionally,
feedback that validates the accuracy of initial participant responses could buttress participant confidence in their
knowledge. The LOSS, as it stands, is not equipped in such a manner. For future adaptions of the Ripple Effect
project, the LOSS or another literacy measurement tool may benefit from modification to assess knowledge
specific to rural and remote populations, use language and examples that individuals from rural and remote
communities can relate to, and provide feedback to participants as to where literacy can be improved.
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Value of the Program in Reducing Stigma Beyond That Measured by
the Stigma of Suicide Scale (SOSS)
The goal setting opportunities within the Ripple Effect highlight the efficacy of the project to reduce stigma in
ways other than that measured by the SOSS. The behavioural indicators of stigma reduction have potential for a
long-lasting and extensive community effect—a positive ‘ripple effect’. Considering the number of participants
who chose to set goals pertaining to communicating their feelings and accessing appropriate support and
healthcare, there is clear indication that the Ripple Effect has been successful in reducing both self- and
perceived-stigma, encouraging participants to speak more openly about their experiences and feelings. The goal
setting exercise demonstrated an enhancement in the capacity for individuals to respond to stressors, and a
willingness to offer assistance to others who may be suffering.
For future research, the effectiveness of goal setting could be further evaluated through:
 the number of goals set,
 the nature of the goals set (for example: whether established goals fit with what is understood to reduce
stigma, and whether the goals are achievable (meeting the requirements of SMART goal setting),
 self-reported level of goal achievement (ensuring that there is a clearly-defined method regarding
reporting on achievement), and
 self-reported outcome of successful goal achievement (for example: attending an appointment with the
doctor resulted in a referral and consultation with a mental health professional).
Participants also set goals in support of the idea that a healthy lifestyle—including maintaining social
connections, eating well, taking time out for enjoyment and keeping physically active—can be beneficial to
mental health and general wellbeing. These goals frequently involved other people and demonstrated the
potential for broader community stigma reduction.
Ultimately, the experience of the online pathway—including information sharing, information from healthcare
professionals, and provision of possible avenues to support for themselves or others—can be seen to have
empowered participants with the awareness, confidence and skills to effectively communicate without feeling
stigmatised.
The objective of the Ripple Effect was to turn back the tide of rural suicide and replace it with a positive ripple
effect of support, stigma reduction and enhanced awareness. From the impressive and interactive level of rural
community involvement, the actions set in place by participants, the responses from both online and workshop
participants, and the substantial community support, it is clear that there is significant and ongoing value in the
project for rural and remote communities.
The stigma reduction exemplified by the goal setting complements that demonstrated by the Digital Storytelling
Workshop process and outcomes. Providing people with the opportunity to tell their story provided people with
a greater understanding and empathy for the experience of suicide and suicide stigma, as well as opportunity to
speak openly in an understanding and non-judgemental environment. This contributes to both a reduction in
self-stigma and perceived-stigma and, ultimately, has great potential for addressing broader community stigma
as rural community members experience these stories.

Feasibility of Extending, Repeating and Transferring the Program
The Ripple Effect online platform has been flexibly designed to enable the addition of tailored pathways for
other target groups. There is also capacity to increase or modify content as required. This allows for ongoing
assessment of stigma reduction in a range of potential target groups within the Australian rural community (for
example: young people or rural women), while also providing opportunity to adapt the program for audiences
outside rural areas and internationally.
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RECOMMENDATIONS
(i) Recommendations for Project Governance
Community involvement in project governance is vital to ensure applicability of material, community
engagement and optimal recruitment—particularly for stigmatised topics such as suicide. This provides
opportunity for project development to be initiated and driven from the rural community, creating a sense of
empowerment and ownership.

(ii) Recommendations for Participatory Design
While it was important to have a core team (NCFH) leading and driving the project, the collaborative approach of
the Ripple Effect provided access to individuals/organisations with key knowledge of—and connections to—
rural communities across Australia. Direct involvement with the rural community from the Steering Group
through to Digital Storytellers, Community Champions and Stakeholders was key to engaging support and
participation in the Ripple Effect. Participatory design helped establish trust and create a project that the rural
community could relate to and become involved with. The NCFH was also a trusted organisation and this assisted
greatly with building capacity and bringing others along.
Including personal stories from the rural community as Ripple Effect content provided opportunities for strong
community and media engagement. The use of images and quotes from these stories resonated with the
community and have been a strong driver of traffic to the Ripple Effect website, particularly when shared via
social media channels.

(iii) Recommendations for Timelines
The Ripple Effect team developed a detailed timeline recognising the project milestones and deliverables early in
the project development phase. The milestones and deliverables identified at this early stage were largely
delivered on time. This was integral in achieving and monitoring goals and evaluating where changes were
required. While the Ripple Effect had significant engagement from the rural community from initial
announcement of the project, recruitment required (unanticipated) sustained and ongoing efforts to achieve
participant targets. It is recommended, therefore, that contingencies for recruitment delays should be
established within future project timelines.

(iv) Recommendations for Resourcing
Opportunities for community groups to provide donated funds to the Ripple Effect have been a valuable means
of empowering community. Community initiated fund raising (used to support Digital Storytelling) helped raise
awareness of the Ripple Effect project as well as provide impetus for local suicide prevention and stigma
reduction efforts.

(v) Recommendations for Marketing
While marketing strategies and a communication plan must be developed early in project development, there
must be room for flexibility throughout the life of the project in response to evaluation of its effect.
Engaging community across a range of marketing and communication platforms (for example, mainstream
media, social media, direct newsletters, community presentations) is necessary when dealing with sensitive
topics. The research team’s past experience—confirmed by the Ripple Effect—was that there is often a need for
people to encounter information about a project in a range of trusted contexts before they are willing to
participate. This is particularly notable for research exploring sensitive topics.
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(vi) Recommendations for Intervention Design
The Ripple Effect intervention was designed for personalised engagement depending on individual’s
demographics, experience of suicide and response to questions posed. Given the TARGET group, content was
focused to appeal to males aged 30-64 years. Following significant engagement of participants outside of this
group, we would recommend the development of additional content, tailored for other participant groups—
including young people and females.
Ongoing work will be required to update support resource material and contact details, as new resources
become available and contact details change.

(vii) Recommendation for Funders
The compulsory community knowledge forum, as a part of the STRIDE funding, was excellent and provided a
specialised networking and knowledge-sharing forum. We would recommend that this continue for beyondblue
and thank them for the effort and commitment to these forums. We would encourage other funding bodies to
adopt this practice for multi-project funding endeavours.

(viii) Recommendations for Further Research
The TARGET group demonstrated differences in levels of stigma and suicide literacy when compared to the
general community samples measured previously. Therefore, further qualitative research is required to
appreciate (i) how suicide is understood, and (ii) how stigma is communicated, experienced and maintained in
rural and remote Australian communities. This exploration should include the TARGET group (males aged 30-64
years) and other rural community groups (young people, males outside the target group and females).
The ALL group demonstrated an elevated level of perceived normalisation/glorification of suicide post
intervention, as identified by the SOSS (Batterham et al., 2013b) The accuracy, underpinnings and ramifications of
this—both positive and negative—require further exploration. This is particularly relevant for the experience of
stigma and the potential impact on rural suicide rates.
The results of this research raise questions about the validity of the SOSS (Batterham et al., 2013b) as a tool for
measuring suicide stigma experienced by the TARGET group—at least in the short-form adapted to measure
perceived- and self-stigma. Results also raised questions about the validity of using the SOSS as a pre- and postmeasure. Additional work is required to either, (i) develop a suicide-stigma assessment tool that demonstrates
validity in both general community and rural samples, or (ii) develop an evidence-based and context-specific tool
capable of assessing suicide-stigma in the rural farming community.
‘Best practice’ educative material was used as a basis for improving suicide literacy in Ripple Effect participants.
Given particularly high baseline measures of suicide literacy in the target group, consideration must be made of
what constitutes ‘best practice’ for improving suicide literacy in highly suicide-literate individuals. Material must
be adapted to suit the needs, knowledge and experience of those accessing the information.
Given the minimal amount of suicide stigma research available when designing the Ripple Effect, the research
team drew heavily upon existing mental health stigma research to develop appropriate stigma reducing content.
Given the lack of any significant reduction in stigma—as identified by the SOSS—further research is required to
identify the most appropriate material for specifically reducing suicide-stigma.
The goal-setting activities were valuable in illustrating participants’ generally high literacy in healthy and healthseeking behaviours. A low response-rate of participants reporting back on goal achievement limited any
substantive conclusions about the value of this element of the intervention, beyond the setting of the goals. For
future research, a more detailed, purposive follow-up should be designed to evaluate the achievement rate of
goals set by participants and whether participants identified this process as being beneficial to improving health,
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wellbeing and safety, and reducing stigma. This could be achieved by a schedule of emails to ascertain whether
participants felt they had achieved their goals, followed by invitations for participants to evaluate the immediate,
short-term, mid-term and long-term benefits of the goal-setting activity. For research purposes, a Likert scale
could be used to usefulness of the goal-setting activity (for example, How helpful did you find the goal-setting
activity in ‘keeping well’/ ‘communicating & supporting’? ‘not helpful at all’, ‘not very helpful’, ‘neutral’, ‘a bit
helpful’, and ‘very helpful’. For expansion of the participant’s response, the opportunity to provide qualitative
feedback could be offered. Findings from this exercise would help inform how goal-setting activities for this
population can be better framed, explained and supported.
Ripple Effect participant responses (to date and ongoing) must continue to inform the development of future
suicide stigma reduction efforts, both for the TARGET group and the broader rural community. This need is
highlighted by the high participation rates of young rural people and females. While the content and recruitment
strategy focused on the TARGET group, the appeal to additional demographic groups highlights a gap in existing
suicide-stigma reduction and suicide prevention opportunities for ALL rural community members. Considering
this, there is an opportunity to develop more targeted stigma-reduction interventions for these groups via an
extended and further tailored Ripple Effect platform. International interest in the project suggests further
opportunities for tailoring the Ripple Effect to also meet the needs of international rural communities. Interest in
building additional stories and website pathways for different cohorts has also been expressed.
Australia’s rural community has demonstrated considerable engagement in the Ripple Effect (website
participation and broader involvement). This willingness to contribute to suicide prevention with a specific focus
on the rural community must be harnessed through the ongoing development of research and service delivery
that recognises and responds appropriately to life and work in the rural context.
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