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Abstract

Background: Peer-led support models have gained increasing popularity in suicide prevention. While previous
reviews show positive effects of peer-led support for people with mental health problems and those bereaved by
suicide, little is known about the types of lived experience peer support programs in suicide prevention and whether
these are effective in improving the health and wellbeing of people at risk of suicide. The aim of this paper is to pro-
vide an overview of peer support programs that aim to reduce suicidality and are led by people with lived experience
of suicide.

Method: We conducted a systematic scoping review, involving a search of three academic (Medline, PsycINFO,
Embase) and selected grey literature databases (Google Scholar, WHO Clinical Trials Regjistry) for publications between
2000 and 2019. We also contacted suicide prevention experts and relevant internet sites to identify peer support
programs that exist but have not been evaluated. The screening of records followed a systematic two-stage process in
alignment with PRISMA guidelines.

Results: We identified 8 records accounting for 7 programs focussed on peer-led support programs in suicide pre-
vention. These programs employed a range of different designs and included a variety of settings (schools, communi-
ties, rural and online). Only 3 of the 7 programs contained data on effectiveness. With the small number of eligible
programs the findings from this review are limited and must be interpreted with caution.

Conclusions: Despite the increased focus of policymakers on the importance of peer support programs in suicide
prevention, our scoping review confirms an evidence gap in research knowledge regarding program design, imple-
mentation, and effectiveness. More rigour is required in reporting peer-led support initiatives to clarify the underly-
ing definition of peer support and lived experience and to enhance our understanding of the types of current peer
support programs available to those experiencing suicidality. Further, we need formal and high-quality evaluations of
peer support suicide prevention programs led by people with lived experience to better understand their effective-
ness on participant health across different settings and delivery modalities and to allow for comprehensive systematic
reviews and meta-analysis in future.

Keywords: Peer-support, Peer-led, Suicide, Prevention, Literature review, Scoping review

Background
Peer support is a subjective and context specific relation-
ship which is based on lived experience, sharing common
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responsibility and mutual agreement of what is help-
ful” [2]. This mutual experience creates a deep, holistic
understanding where people are able to ‘be’ with each
other, without the constraints of a hierarchical (expert/
patient) relationship [2] and can focus on the under-
standing of another’s situation empathically through the
shared experience of emotional and psychological pain
which can aid recovery [3]. Peer support programs have
been shown to offer alternative support options in crisis
and care, and an effective strategy to engage with people
that traditional health services fail to reach [4].

Aiming to address restrictive psychiatric and men-
tal health care models in the late 18th century, the ex-
patient/psychiatric survivor movement advocated for
mutual support, user-led activities, reduction of mar-
ginalisation and stigma and civil rights for mental health
patients [5, 6]. As such the interest in peer support by
health care services and research was first focussed on
mental health conditions and in line with a greater focus
on recovery-based and consumer-focussed care in men-
tal health [3]. Since the early 1990s support has come
from government and policy agencies and advocacy
groups for building a peer support workforce in health
care across a broad range of health conditions [7-9].
More recently Government agencies call to incorporate
peer support models within conventional health services
for recovery and expand the peer support workforce [10,
11], therefore encouraging new services to be offered to
people at risk of suicide.

As such, peer-led mental health support programs both
in community and services settings have steadily grown
and some evidence for their effectiveness has emerged
[12]. For example, studies found that peer support can
improve empowerment and hope for recovery for people
with severe mental health conditions [13, 14], and reduce
mental health symptoms for those individuals with severe
mental health conditions (e.g. schizophrenia and clinical
depression) [15].

Similarly to the recovery pathway from mental health
issues, using peer specialists in suicide prevention may be
crucial for constructive coping, support, empowerment,
hope and rediscovering meaning in life through the
experience of someone who survived suicide [16]. Some
evidence on effectiveness is also available for postven-
tion programs for people bereaved by suicide. Summa-
rised in recent literature reviews, peer support programs
were effective in reducing grief symptoms, improving
psychosocial and suicide related outcomes, and increas-
ing personal growth and well-being in bereaved suicide
survivors [17-19]. A few qualitative studies also provide
insight into how peer support can positively impact on
recovery from suicidality through experiencing mutual
understanding, non-judgemental environments and

Page 2 of 12

acceptance [16, 20, 21]. However, little is known about
what types of peer support models exist for people who
experience suicidality and whether these are effective in
reducing suicidality [22]. This knowledge gap is at con-
trast with the growing recognition and presence of peer
support programs in health service delivery today.

Addressing this knowledge gap, we undertook a sys-
tematic scoping review of literature on peer-led suicide
prevention programs with a focus on reducing suicidality
in individuals and supporting recovery from suicidality.
Our aim was to identify what types of peer-led sui-
cide prevention support programs exist and investigate
whether these have been evaluated on their effectiveness
to reduce suicide risk. For this review peer support was
defined as a suicide prevention program or initiative that
was delivered by peers with a lived experience of suicide
to people experiencing suicidality or having personal his-
tory of suicidality in a formal or informal manner. Hereby
formal delivery refers to a specifically designed service
or program while informal delivery means an organically
grown support initiative mostly found in peer support
groups [10]. Lived experience is highlighted as essential
in suicide prevention as it follows the rationale of added
benefit of personal experience in recovery [8].

Methods

This scoping review was designed following a methodo-
logical framework for scoping studies developed by Ark-
sey and O’Malley’s in 2005 and further revised by Levac
et al. in 2010 [23, 24]. The review process followed the
recommended five stages: identifying the research ques-
tion; identifying relevant studies; selecting studies; chart-
ing the data; and collating and summarising findings.
We included key stakeholder consultations as part of
our grey literature search strategy, which is described in
detail below.

This review was conducted in accordance with the
PRISMA recommendations for systematic reviews [25]
and the review protocol was registered with PROSPERO
(CRD42018109620).

Identifying the research question
A research team was convened consisting of three
researchers in field of suicide prevention (MS, AM, LR)
and one researcher with lived experience and consul-
tancy roles in mental health and suicide related peer-sup-
port (I0). Using a co-design methodology, the team met
to discuss the purpose of the review and was guided by
IO’s experience in the peer support sector of suicide pre-
vention in developing the review protocol and research
questions [26, 27].

Two exploratory research questions were developed:
What types of suicide prevention peer-support programs
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delivered by people with lived experience currently exist?
What do we know about their effectiveness? These broad
questions allow us to generate an overview of research
undertaken on this topic and to identify where the
research gaps in peer-led support programs in suicide
prevention lie.

Identifying relevant studies

We undertook a systematic search for peer reviewed
articles, a search of grey literature databases, and a
website search and expert consultations to identify eli-
gible programs. A systematic search of the literature
was conducted for articles published between 2000 and
2019 using Medline (PubMed), PsycINFO (OVID inter-
face), and EMBASE (OVID interface). Bibliographies of
previous systematic reviews and included papers were
also searched. Grey literature was searched to include
research that had not been peer-reviewed, includ-
ing Google Scholar and the World Health Organiza-
tion (WHO) Clinical Trials Registry (limited to a 5-year
period from 2013 to 2018). To identify existing sui-
cide prevention peer-led support programs, we also
approached clinical and academic content experts and
searched relevant internet sites including organisations
known to be active in suicide prevention. See Additional
file 1: Table S1 for a list of identified and screened web-
sites and programs.

Search terms were developed relating to the three key
concepts underpinning the literature review: suicide,
peer support and lived experience. These were in align-
ment with our definition of lived experience peer-led
support programs in suicide prevention. Alternative
terms for peer support were developed and refined dur-
ing iterative test searches. The final search strategy was
developed using medical subject headings and free text
words related to peer support and suicide prevention.
Search terms were adjusted to fit the requirements of dif-
ferent databases. A complete list of search terms by data-
base is available in Additional file 2: Table S2.

Study selection

All records were imported into Endnote (version X8.2)
and screened for inclusion in two stages. In the first stage,
one researcher (AM) screened titles and abstracts for
potential inclusion. In stage 2, the full texts of retrieved
articles were screened independently by two researchers
(AM and MS). Discrepancies were resolved in a meet-
ing between the two researchers. Google Scholar records
were screened first by title and abstract and then by full
text by MS. WHO Clinical Trials Registry entries were
screened by LR. Grey literature was retrieved by IO via
internet search and consultations with experts in the area
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and then screened for inclusion in a team meeting by 1O,
LR, MS and AM.

Records were eligible if they included a peer-led sup-
port program with a focus on suicide prevention for
people who experience suicidality. Peer supporters had
to have lived experience of suicide; they could be com-
munity volunteers, people with similar experiences, or
health professionals/health care staff if they had a lived
experience of suicide and this informed their support
role as peer supporter. Our review was not restricted to
programs with matched lived experiences. There were
no restrictions on the delivery mode of the programs;
for example, programs could be delivered one-on-one, in
group settings, as telephone support, online, at home, or
in respite care.

We excluded records if programs were not delivered
by people with a lived experience of suicide or where this
could not be determined from the program description;
were suicide bereavement programs; were capacity build-
ing or workforce training programs such as gatekeeper
training, suicide awareness raising or suicide literacy pro-
grams; were focussed on improving mental health more
broadly; or were a component of a multi-component
intervention and not described separately within the
larger program.

Articles in academic databases and Google Scholar had
to be published between January 2000 and August 2019
and trials had to be registered on the WHO Clinical Tri-
als Registry between 2013 and 2018. Academic databases
were first searched on 14 June 2018. A second search of
the academic databases was run on 29 August 2019 after
the authors became aware of new evidence published
since the original search. Google Scholar was searched
on 21 June 2018 and the Trial Registry was searched on
7 September 2018. There was no time restriction on pro-
grams and records identified through expert consultation
and web searches. We included any evaluation reports of
eligible programs, irrespective of study design, setting,
participant age, and publication language, so long as they
could be translated into English. The Flow Diagram in
Fig. 1 includes the number of records at each screening
stage for all data searches and data sources combined.

Following these criteria, we identified 4077 records
through electronic searches and 408 through search-
ing other sources including grey literature, websites and
expert consultations. Following removal of duplicates,
3058 records were screened by title and abstract infor-
mation. This led to the exclusion of 2925 records. The
remaining 133 records were read in full text by AM and
MS who reached consensus on the final inclusion of
8 records according to the selection criteria. Of these
8 records, two referred to the same program, and were



Schlichthorst et al. Int J Ment Health Syst (2020) 14:65

Page 4 of 12

)
s Records identified through Additional records identified
B database searching through other sources
& (n =4077) (n = 408)
=
[0}
T
Records after duplicates removed
(n=3058)
o
£
=
(]
Q
S Y
Records screened Records excluded
(n=3058) “1 (n=2925)
—
)
£ : I icles excluded
= Full-text articles assessed for eligibility Full-text articles excluded,
u (n = 133) with reasons
= (n=125)
Not peer support
— intervention = 28
—_— Not delivered by lived
experience = 84
¥ Not focussed on suicide
b Articles selected for charting prevention = 4
= (n=8) About bereavement = 2
= Full text unattainable = 7
~—
Fig. 1 Flow diagram illustrating the literature search process

therefore summarised as one program in the results
section.

Charting the data

Records identified for final inclusion were extracted into
a charting table which documented the following infor-
mation: Reference, title and country of the program; pro-
gram description including setting modality and lived
experience mode; study aim and methodology; sample

characteristics and key findings (if the program had been
evaluated). Table 1 lists details on all identified programs.

Collating and summarising findings

The information in the charting table was then synthe-
sised in accordance with the two research questions of
this paper. Due to the variation in study design and the
absence of evaluation data for many identified programs
we focussed on a narrative summary of studies. First,
we provide an overview of the types of peer support
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suicide prevention programs (research question 1) by
briefly summarising programs by their setting, modality
and the role of lived experience. Secondly, for those pro-
grams that had been evaluated we characterise the study
aim and methodology and discuss key findings regarding
their effectiveness for suicide prevention (research ques-
tion 2) (Table 1).

Results

Types of suicide prevention peer support programs

Our search identified eight records that fulfilled the
inclusion criteria. These described seven programs that
were from four different countries: USA [3], Germany
[2], China [1], and Australia [1], and which varied in set-
ting and design (see Table 1). Of the seven programs, four
included an evaluation component [28-32] and three
provided descriptive accounts of a program [33-35].
Four peer support programs provided group support
[28-31, 34], two were designed to deliver one-on-one
support [32, 33] and one program included mixed modes
of support [35]. Regarding the program settings, two pro-
grams were delivered in clinical settings [32, 35], two in
the community [28, 33], two online [29-31] and one in
schools [34].

Salvatore [35] presented a mixed mode peer support
program within a psychiatric hospital. It was offered to
patients of the hospital and their families. The hospital
employed two peer support staff to deliver one-on-one
peer support as well as group support. While this pro-
gram has been implemented as part of the Montgomery
County Emergency Service, evaluation data on its effec-
tiveness has yet to be published. The second program
designed for patients in clinical settings was the Peers
for Valued Life (PREVAIL) program [32]. This program
is a one-on-one support service for people who had
attempted suicide and were patients of a psychiatric
ward. Patients were teamed up with a peer specialist with
lived experience of suicide and weekly meetings were
held for up to 12 weeks after discharge from the ward.
Peer specialists received training on risk assessment,
using suicide prevention tools, communication and rela-
tionship building and motivational interviewing. In situ-
ations of acute risk clinicians were contacted. The aim of
this program was to reduce suicide risk post-discharge
from a psychiatric ward.

The two community-based suicide prevention pro-
grams were designed to provide support to those in
crisis or experiencing suicidal ideation. Firstly, the
Alternatives to Suicide program (USA) runs peer sup-
port groups for people experiencing suicidality [28].
Open group discussions are facilitated by trained peer
supporters to enable conversations around the reasons
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and factors that may have contributed to someone
wanting to die. Reflective of the key principles of Vali-
dation, Curiosity, Vulnerability and Community the
conversations are non-judgemental and free of bound-
aries. Groups provide a safe and comfortable space to
talk and focus on offering a non-clinical environment
to build trust. Secondly, the Peer CARE Companion
Program (Australia) offered through the Way Back
Support Service is a new program which is currently
being trialled [33, 36, 37]. It is directed at supporting
people with a lived experience of suicide (experiencing
a suicidal crisis or after a suicide attempt) in one-on-
one peer support settings. The program was developed
through a collaboration between three mental health
organisations in Australia (Beyond Blue, New Horizons
and Roses in the Ocean). Two trials and a consulta-
tion process including people with lived experience in
2017 and 2018 led to a revision of the program and the
results of a second trial are yet to be released.

Two programs were set online using data from online
messaging boards [29-31]. Both aimed at better under-
standing the benefits and risks of participation to peo-
ple experiencing suicidality by looking at the effect that
using online messaging boards has on participants.
These online messaging boards are best described as
informal group support interventions. While mean-
ing to support people who experience suicidality, due
to their open entry format they allow both people with
lived experience and non-suicidal people to participate.
The content is participant/online user driven with lim-
ited control for quality and safety for people at risk.

Finally, a school-based program aimed at early detec-
tion of at-risk youth in Chinese schools, offered peer
group support sessions led by students and supported
by teachers and the school community [34]. Students
at risk were identified by peers or teachers and invited
to participate in student-led support groups that met
regularly. Teachers visited the groups monthly to
help address any issues if needed. Group membership
was voluntary and group leadership rotated. Group
members were taught how to recognise unhappy and
depressive behaviour in peers. Group leaders reported
to the teacher and were able to refer students further if
concerned.

With the exception of the school-based peer support
program, which broadened its scope to include mood,
depression and self-esteem as early warning indicators
of suicidality, all programs were specifically aimed at
supporting people with a lived experience of suicide. It
was however decided to include the school based inter-
vention as its overall goal was described as reducing
suicide risk in youth.
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Effectiveness of suicide prevention peer support programs
Three of the seven identified programs contained evalua-
tion data; two were quantitative studies [28—30], one was
qualitative [31] (see Table 1).

The Alternatives to Suicide program reported early
findings from internal feedback surveys with attendees
of the support groups [28]. Findings indicate that attend-
ing the groups was perceived as helpful as participants
felt that they could talk freely about their experiences.
Attending the groups had improved at least one area in
attendees’ lives. Areas of greatest improvement were
increased sense of community and a better understand-
ing of why suicidal thoughts may come up.

Kral and Eichenberg found that participation in online
peer support forums decreased the intensity of suicidal
thoughts [29, 30]. The authors collected data from partic-
ipants of the online forums via an online survey. Thirty-
one percent of participants self-reported a decrease in
intensity of suicidal thoughts as a result of their partici-
pation in the messaging boards. While 22% of respond-
ents said they were more motivated to seek professional
help, using suicide messaging boards did not increase
help-seeking outside the forums. The main motivation
for using online forums was for emotional support, to
feel understood and receive comforting reactions.

In a qualitative analysis of threads from a suicide online
forum Niederkrotenthaler and colleagues [31] found that
participation in this forum can help to improve a person’s
suicidality. The authors downloaded threads from seven
pre-identified suicide message boards and thematically
analysed a random selection of these threads. Several
communicative strategies were associated with psycho-
logical improvements in online forum participants; these
were receiving constructive advice, being actively listened
to, receiving sympathy for one’s struggle, and provision of
alternatives to suicide by other members of the forum.

While the Pilot Randomised Controlled Trial of the
PREVAIL program did assess the programs feasibility
and acceptability by collecting quantitative and qualita-
tive data on peer specialist performance, this trial was
unable to assess the programs efficacy in reducing suici-
dality in participants due lack of power [32].

Discussion

Peer-led support programs are increasing in mental
health and suicide prevention and are seen as worthy
additions to conventional clinical care and alternative
support options for community care [38]. While there is
evidence for the effectiveness of peer support programs
for people with severe mental illness and also for peo-
ple bereaved by suicide [14, 18], only little and mostly
anecdotal data has been published on peer-led support
programs with a focus on reducing suicidality. While
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Government organisations and peak agencies are calling
for an inclusion of peer-led support into standard mental
health care models, the evidence on what these support
services look like, how they can be integrated into con-
ventional care and how effective they are as a stand-alone
service is lacking. This led to believe that research in this
space is still in its infancy and therefore warrants further
attention.

This study is the first scoping review of published lit-
erature on peer support programs for people experienc-
ing suicidality. We systematically searched academic
databases, grey literature databases, searched the web
and consulted experts in the field, strictly focussing on
peer-led support programs that set out to reduce suici-
dality in participants. We strictly excluded programs
with a broader focus on mental health and also excluded
bereavement programs. Our search identified 8 records
accounting for 7 programs that focussed on peer-led sup-
port programs in suicide prevention. The 7 eligible pro-
grams employed a range of different designs and included
a variety of settings (schools, communities, rural and
online). Only three programs provided evaluation data,
and this data was descriptive on all accounts. This small
number of eligible programs highlights a general scarcity
of publications on peer-led suicide prevention programs
and their evaluation. While the little data available indi-
cates some positive and promising results for peer-led
support in suicide prevention, it remains anecdotal at this
stage. Despite the increased recognition of peer-led sup-
port programs this review highlights that the evidence
gap on effective designs and efficacy of programs persists.

Our findings hint at the potential for online forums as
a support hub for people with lived experience of sui-
cide and the potential for increased research for peer-
led support in this setting, keeping in mind the risk that
these unmoderated environments can carry. During
the screening of records we identified a large number
of community driven initiatives, yet none of them had
been evaluated and many focussed on awareness rais-
ing and training of support workers and were therefore
not included here. In essence there is an evidence gap for
peer-led community-based suicide prevention programs
regarding their effectiveness to reduce suicidality in the
community.

On an exciting note, our consultations with experts
suggests there are signs for new peer-led community-
based peer support programs to be developed and future
evaluations of some of these programs are planned. The
pilot trial of the PREVAIL peer support program shows
that it is possible and feasible to integrate peer support
into the care program for people who experience suici-
dality, yet formal evaluation of these kinds of programs
is needed to determine their effectiveness to reduce
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suicidality [32]. Since the potential for peer-led support
in suicide prevention has increasingly been acknowl-
edged by policy makers [39] we anticipate that this in
turn will positively influence program development and
evaluation in the future and that we will continue to
expand our knowledge and understanding of peer-led
suicide prevention.

Challenges and limitations

In screening the literature, we identified that 84 records
had to be excluded in the full-text review stage due to
either not providing enough information on the nature
of the lived experience of peer supporter workers or
because lived experience was defined more broadly and
not specific to suicidality. For example, it was frequently
unclear if a peer support program was in fact peer-led or
led by a clinician, and when the program was peer-led it
did not specify if the peer supporter had lived experience
of suicide or whether this was defined more broadly in
the context of mental health. It is possible that the lack of
clarity in the definition of peer support may have led to
the exclusion of otherwise eligible programs during the
screening process of this review.

Further, we found that in some programs the definition
of peers was not aligned with our selection criteria. Some
programs described their intervention as peer group sup-
port, yet the group was led by a health professional [40].
Others had a peer supporter as co-facilitator alongside a
leading health professional, therefore not qualifying as a
peer-led program [41]. In particular, school-based pro-
grams working with students tended to select peers on
the basis of age or belonging to the same social group but
did not make suicidal experiences part of the condition
for becoming a peer supporter [42, 43].

Despite the effort that has gone into defining peer sup-
port and lived experience in the context of suicide pre-
vention in recent years [2, 10], this seemingly has not yet
translated into research designs and publications. The
findings from this review highlight that authors follow
varying definitions for peer-led support and often fail to
provide adequate detail in the description of their pro-
gram about what constitutes peer-led support in their
respective program. This limits our understanding of the
nature of peer support within existing programs and ulti-
mately affects what implications we can draw from exist-
ing literature on the effectiveness of peer-led support
suicide prevention programs.

Implications for future research, policy and practice

To advance knowledge on peer-led support programs
in suicide prevention we suggest a few areas for future
investment. Firstly, the development of a framework for
standard reporting on peer support initiatives would
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greatly improve our understanding of the breadth and
depth of current peer support programs [44]. In addi-
tion, improved quality of reporting on peer support
roles in suicide prevention programs would help to
clarify the underlying definition of peer support. Sec-
ondly, we need high-quality evaluations of peer support
suicide prevention programs and of peer-led compo-
nents within larger programs to better understand their
effectiveness on participant health across different set-
tings and delivery modes and to allow for comprehen-
sive systematic reviews and meta-analysis in the future.
This evidence can help enhance our efforts to better
integrate peer-led support with conventional crisis
support and find mutual benefit in both. Thirdly, while
peer support is generally accepted as a positive addition
to care by legislative bodies, we currently lack models
for the efficient and effective integration of these pro-
grams alongside conventional care [38, 45]. Address-
ing this issue would facilitate peer support to become a
care component in its own merit.

It should also be noted what is already known about
the positive effects of peer-led support in other related
areas. While the knowledge is scarce on peer-led sui-
cide prevention programs, it could be beneficial to
revisit evidence from mental health peer support
and investigate whether similar approaches could be
adapted to suicide prevention. This practical approach
could then be subject to further testing and refining to
cater to specific needs in suicide prevention.

Conclusion

While peer support programs are seeing greater sup-
port in the community, in health care and by policy
makers, very little is known about their effectiveness in
the context of suicide prevention. This scoping review
set out to review the evidence available to date. Yet, we
identified very few peer-led support suicide prevention
programs and even fewer evaluations. To improve our
understanding in this field we encourage greater clar-
ity in the reporting of key program characteristics and
components and highlight the need for formal program
evaluation. This will greatly assist in creating a vital evi-
dence base to inform future program development and
implementation which is much needed in this space.
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