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Acknowledgement of Country

The Mental Health Lived Experience Peak Queensland (MHLEPQ) respectfully acknowledges and honours
the Traditional Custodians of the Lands and Waters throughout Queensland. We thank the Elders—past,
present, and emerging—for their wisdom and enduring strength.

We recognise that the legacy of colonisation has profoundly impacted First Nations peoples, contributing to
unique and significant experiences of trauma within the mental health system. Colonisation has enforced
systems of racism, stigma, and discrimination, leading to intergenerational social disadvantage and
marginalisation. These historical and ongoing injustices have compounded the challenges faced by First
Nations (Aboriginal and/or Torres Strait Islander) peoples, affecting their social and emotional wellbeing.

We acknowledge the enduring resilience and resistance of First Nations peoples in the face of these
adversities. We respect their rights and autonomy to lead their own healing journeys, guided by their beliefs
and traditional practices and connectedness to Country, family, and spirit. In honouring their wisdom and
experiences, we commit to supporting their self-determination and promoting equitable and culturally
responsive approaches to mental health care.

About MHLEPQ

The Mental Health Lived Experience Peak Queensland (MHLEPQ) is the Peak Body for mental health
consumers in Queensland. We provide policy advice and systems advocacy for consumers of mental health
services of all ages in Queensland. Our work translates lived experience into measurable outcomes, from
shaping legislation and influencing government policy, to growing a movement of over 700 members driving
systemic reform across Queensland.
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Purpose

Mental health and suicide prevention supports work best when governments and funders start by asking
people what they need and commission what they hear. Safe Spaces are the result of that question being
asked, and answered, by people with lived experience.

This capability statement sets out what Primary Health Networks and other commissioning agencies should
commission, protect and scale when funding independent, peer-led Safe Spaces as community-based
alternatives to emergency department attendance. It draws on sector evidence, an evaluation of the Brisbane
North Safe Space Network, and lived experience advice from MHLEPQ members and Safe Space guests. In
this advice we identify Safe Space model features, governance conditions and capabilities that must be
preserved if Safe Spaces are to deliver value at scale. Separate to this is a Lived Experience Policy Roadmap
that outlines what policy steps and infrastructure, including through the future National Mental Health and
Suicide Prevention Agreement, are needed to support Safe Space expansion.

Safe Spaces address a missing tier in the mental health system: accessible, extended-hours, non-clinical
support available before distress escalates into crisis. The model is grounded in place-based, community-led
systems design — responding to distress, vulnerability and social complexity rather than diagnosis — and
represents systems innovation in the face of complex, high-cost demand pressures across the health and
social care ecosystem. Commissioning Safe Spaces is an investment in upstream supports that reduces
reliance on downstream clinical crisis services, shifting the system toward earlier support and meeting
people’s needs when and how they want them met!. This aligns with current priorities at both levels of
government. The Queensland Government has committed to easing pressure on emergency departments.
The Commonwealth’s National Suicide Prevention Strategy prioritises earlier, community-based support
before distress becomes crisis.

Hearing directly from lived experience

On 11 June 2026, MHLEPQ held two focus groups with ten people who had accessed Safe
Spaces. Quotes from those consultations are drawn on throughout this capability statement.

Why Peer-Led Safe Spaces work

Mental health crisis is commonly framed as a psychiatric emergency, which uses clinical responses toward
assessment, containment and risk management in emergency departments?. Lived experience-led research
describes crisis differently: an experience of overwhelming emotional pain, shaped by trauma and social
context, that can unfold as a build-up, a breaking point or a turning point®. When mainstream responses miss
that relational reality, they can feel dismissive or dehumanising, and can worsen distress*.

These experiences carry lasting consequences. Negative crisis responses contribute to disengagement from
services, distrust of clinical systems and poorer recovery outcomes over time®. This means when someone
faces their next crisis, they are more likely to face it alone, later, and at a higher level of distress or crisis.

In Queensland the mismatch is becoming more visible. Mental health emergency department presentations
per capita continue to rise®, involuntary treatment rates have significantly increased in the last decade’, and
only 4.7% of expenditure flows to NGO-managed community mental health services — well below other
states®, and only a small share of this is peer-led.

“When you go to hospital, you’re treated like there’s something wrong with you... they make you wait
for ages, and they don’t make you feel like a human. You come here, they give you a tea and a
blanket and they talk to you. That’s enough. That’s all it takes.”

— Focus group participant, June 2026°

This is despite the emergence of peer work and peer-led supports available to government decision-makers.
Peer support has a well-established evidence base in supporting recovery'°. This evidence base includes a
burgeoning peer workforce in Australia'!, now aided by the establishment of the Australian Association of
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Peer Workers'2. Peer support may be part of a multidisciplinary team, or may be delivered through dedicated
peer-led and peer-run services and organisations.

Safe Spaces are a set of non-clinical, peer-led approaches to suicidal distress, co-designed with lived
experience at their centre. They span diverse settings, from after-hours walk-in spaces to suicide-specific
services, and consistently report reduced distress and a strong guest preference over emergency
departments'. Nationally, this set includes volunteer-run, community-led safe spaces, blended safe haven
models in other jurisdictions, and the Brisbane North Safe Space Network. Each offers communities a choice
of support. This capability statement focuses on the Brisbane North model, given its local relevance, the
forthcoming support from people with lived experience and its existing evaluation. The Nous evaluation of
Brisbane North Safe Spaces describes the model in six elements — peer-led and non-clinical, no wrong door,
after-hours and community-based, homely and sensory-considerate, support through distress, and a
surrounding Compassionate Villages network — adaptable to local context with a peer-led non-clinical core.

What are the Brisbane North Safe Spaces?

A Safe Space is a non-clinical, peer-led alternative to emergency departments for people in distress. The
Nous evaluation defines the model by six core elements:

e Peer-led and non-clinical: support is led by peer workers with lived experience, with connections to
external supports and referrals where needed.

e No wrong door: a walk-in service open to anyone, with no age limits, access criteria or diagnosis
required.

e After-hours and community-based: open when other services close, in welcoming locations near
public transport and away from clinical settings (within 5—10 km of an ED).

e Homely, sensory-considerate space: private rooms, common and sensory areas, an outdoor
option, comfortable seating and refreshments.

e Support through distress: distress management and grounding, collaborative safety planning,
capacity-building and warm connections, and follow-up within 72 hours.

e Compassionate Villages: a surrounding network of community places that extends reach and
strengthens local responses to distress.

Source: Nous Group, Safe Space Final Evaluation (2024).

The Brisbane North PHN Safe Space Network provides a strong case for scaling Safe Spaces.

The Brisbane North Safe Space Network as
Evidence of Commissioning Value

The Brisbane North Safe Space Network is a flagship example of what peer-led, non-clinical crisis support
can achieve. Co-invested between State and Commonwealth, the Brisbane North PHN-commissioned Safe
Spaces are delivered by community organisations, with the Network running four Safe Spaces (Bardon,
Strathpine, Caboolture, Redcliffe). A 2024 evaluation* found significant economic and psychosocial benefits
across the four sites:

895+ $5.4M <$1M 86%

Net financial benefit
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ED presentations after operating costs Annual cost per Experienced lowered
prevented site distress
estimated annually average operating median score decreased
cost of the low-cost, to mild after visit
replicable peer-led
model

Similar reviews of Safe Havens interstate have found significant savings in avoidable costs for government®.
These results reflect the ‘invest to save’ direction of Shifting Minds'®, Queensland’s whole-of-government
mental health strategic plan to 2028.

Safe Spaces are open in the after-hours period, when traditional services are unavailable (particularly in rural
settings)'” and the Emergency Department is otherwise the only alternative. There are no access criteria, no
age restrictions, and no requirement for a mental health diagnosis. Anyone experiencing distress is welcome.
This plays a crucial role in reducing pressure on emergency department settings.

Reduced emergency department pressure saves governments money. Evidence from a commissioned review
identified that Safe Spaces produced meaningful clinical, economic and cost avoidance benefits for
Queenslanders. '8

“l would not have survived the last few days if | didn’t have somebody to talk to and a quiet place to
be.”

— Focus group participant, June 2026

What Makes Safe Spaces Distinct

Evidence from MHLEPQ's recently coordinated focus groups identified that Safe Spaces and Medicare Mental
Health Centres were seen as serving different purposes. In some instances they were seen as
complementary, while in others participants spoke about their preference for Safe Spaces. Medicare Mental
Health Centre models are themselves diverse, and the reflections below describe individual experiences
rather than any model as a whole. The consistent theme is that Safe Spaces were valuable, and that they
could work in conjunction with other supports that allow people with lived experience to choose their journey.

“Safe spaces are a completely different environment than Medicare mental health. So although
there’s peer workers there, it’s peer led, they both serve very different functions.”
— Focus group participant, June 2026

“They complement each other in good ways, but they’re not a replacement for each other. They're not
built on the same model.”

— Focus group participant, June 2026

While participants noted the value of Medicare Mental Health Centres at times, they spoke about the
difference in that they are more focused on “mental health”, “problem-solving” and an implicit need for
intervention:

“Safe Space... has so many purposes, whereas Medicare mental health is a bit more surrounded
around what supports are you needing, what can we set you up with? More around problem-solving
than actually just existing and being safe.”

— Focus group participant, June 2026

Safe Spaces can also serve as a pathway for individuals to seek a less “transactional” approach to support.

“Some of my worst days, I've come to a Medicare mental health, and it hasn’t helped... safe space is
probably the closest | could possibly get to making it feel like nobody’s getting paid or gaining
something.”

— Focus group participant, June 2026
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This approach can seed and support peer support groups from participants who have benefited from the Safe
Spaces approach.

Safe Space ED

Community-based Reactive
Person-led i Defined pathway (triage)
Strengths-based HA SIS UESS :
support 24/7 service
Welcoming home environment hE = =l 2
Peer-Led Sterile clinical environment

Access limited only by Medical workforce

opening hours
After hours service

Extremely limited
Clinical model access

Person defines Problomiled (turrtlié:;%t)md
their own Responsive Risk-based
Peiuay assessment
Diagnosis

Treatment plans MMHC

Peer workforce included Limited access
Office environment Business hours
Clinicians/allied health professionals
Defined pathway w/ limitations
Intervention-focused

Figure 1 - Distinguishing a Safe Space from Medicare Mental Health Centres and Emergency Departments

Who Safe Spaces reach

Safe Spaces reach people the system often does not:
e people with complex circumstances who have been excluded from clinical services™®.
e people who do not use clinical services and will not reach out to emergency departments for help2°.

e professionals — including nurses, teachers and first responders?' — for whom privacy in mainstream
services can be a barrier to seeking help.

e people for whom diagnosis language and frameworks do not resonate, potentially including culturally
and racially marginalised and First Nations communities?2.

Safe Spaces should be clearly distinguished from emergency departments, Medicare Mental Health Centres,
clinical crisis responses and appointment-based services?®. They are complementary to existing services, not
interchangeable with them?*.

Unique contribution of Safe Spaces

Their distinct contribution is immediate, low-barrier access to peer-led support in sensory-considerate, non-
clinical and community-based environments where people are not required to become patients before they
can receive support. Safe Spaces:

e are seen as life-saving, used not just in crisis but as routine emotional maintenance to prevent
escalation.

o offer a rare place where people with negatively impacted self-esteem can simply exist without needing
to speak, perform, or justify their presence.
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e give a home-like atmosphere with personal supports that make participants feel human rather than
managed, in stark contrast to clinical settings.

e create a sense of community that normalises mental health struggles in a way clinical services cannot
replicate.

e restore participants’ sense of autonomy and make Safe Spaces feel genuinely safe, particularly for
those whose personal information carries trauma.

o offer culturally and linguistically diverse and culturally and racially marginalised participants a rare
sense of cultural belonging, including opportunities to connect through shared cultural practices like
music.

e allow guests to attend anonymously, with minimal information disclosure and no mandatory
assessment — people define and respond to their own distress rather than being assessed against
externally imposed thresholds.

¢ offer mutuality and belonging — guests alongside other guests, in an environment that itself creates
safety — as connection and community rather than a treatment relationship.

Part of the value of Safe Spaces is how they reflect the realities of lived experience and the results of starting
service design from the question of “what would help?”. June focus group participants spoke to these points.
One focus group member positively described it as a “ghost place”. This was a kind of nothingness where
they could simply exist without identity, expectation, or needing to articulate anything, just being quietly
present and witnessed.

“The ghost is beautiful. The not having to fit in a shape is the gift.”
— Focus group participant, June 2026

This theme was repeated in several different ways. But at its core it was about the place feeling like ‘home’ in
ways that the system isn't.

“Safe Space feels like a home... warm and dim, and it just feels like a home where | can just be.”
— Focus group participant, June 2026

At the core of this was a philosophy of ‘being with’, not ‘doing to’.

“So it’s not about doing something to us, it’s about the absence of doing to us so that we can actually
feel how we need to feel.”

— Focus group participant, June 2026

This capability statement seeks to expand these supports, while ensuring fidelity to what is true about them.

Core capabilities of Safe Spaces

The Safe Space model has a strong and growing evidence base, having reached nearly 2,500 people in the
Brisbane North pilot, consistently reducing distress, saving lives, and providing a proven alternative to existing
service offerings. For commissioning agencies, the critical commissioning question is how to protect the
capabilities that make the model effective while supporting continuity, local adaptation and expansion. These
capabilities must be considered core conditions that underpin the services’ effectiveness. Altering them risks
model drift and loss of the outcomes evidenced to date. The practices set out below describe the intended
philosophy and commissioning conditions of the model. This includes what services should be commissioned,
resourced and governed to deliver. It doesn’t detail or replace local engagement to support their
implementation.

Peer-led workforce: ‘being with’, not ‘doing to’
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People with lived experience often have their rights denied and control taken away — an experience many
describe as alienating, of things being ‘done to’ them. In Safe Spaces, therefore, support is held and facilitated
by peer workers grounded in lived expertise, with the relationship based on mutuality and belief rather than a
focus on assessment or intervention. Peer practice is distinct from clinical intervention: it works through
mutuality, hope, meaning and purpose, walking alongside people through situational distress, crisis, suicidality
and healing journeys?>.

“More around problem-solving than actually just existing and being safe.”
Safe Space Focus Group Participant — June 2026

“I felt held... | felt witnessed... just being seen. That was all.”
Safe Space Focus Group Participant — June 2026

In practice, this involves:

e Direct support roles filled by peer workers recruited for their lived or living experience of mental
distress.

e Pay parity, supervision and leadership pathways for peer workers on equal footing with any clinical
staff that are employed.

e Lived experience leadership at service-governance level?, with peer workers holding authority over
how support is delivered day-to-day.

Low-threshold, no-wrong-door access

Too often, seeking help means proving you are distressed enough to deserve it. This creates a threshold that
turns people away at the very moment they reach out.

Safe Spaces should instead offer access points that allow people to drop in, don’t require diagnosis and don’t
impose unnecessary eligibility criteria or require information disclosure.

“When you go to hospital, you’re treated like there’s something wrong with you... you come here, they

give you a tea and a blanket”
Safe Space Focus Group Participant — June 2026

In practice, this involves:
e No referral, including from an emergency department, diagnosis, appointment, age limit or risk
threshold is required to access support. This matters because referral pathways through emergency
departments can create a barrier to help-seeking and access.

e Minimal information is collected at entry and guests can engage anonymously and remain so.

e There is no exclusion on the basis of intoxication, prior service use, or ‘complex’ presentation.

After-hours, community-based availability

Distress does not keep business hours, and when every other service is closed the emergency department
becomes the only door left open.

This means Safe Spaces must be open when other services are often closed, located in welcoming, non-
clinical community settings near public transport and away from EDs.

In practice, this involves:

e Operating during evenings, nights and weekends, including the hours when clinical services close.
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e Premises in non-clinical community settings, accessible by public transport and physically separated
from emergency departments and acute facilities.

o Walk-in capacity maintained across advertised opening hours, without diversion, triage queues or
wait-listing, within safe staffing and capacity limits.

Homely, sensory-considerate environment

Clinical settings — bright lights, security, waiting rooms — can themselves heighten distress. A space that
feels like home lets people settle, stay and simply be.

That means Safe Space environments should include warm lighting, comfortable furniture, private rooms,
quiet options, refreshments, outdoor areas and practical amenities.

“Safe Space feels like a home... warm and dim...”
Safe Space Focus Group Participant — June 2026

In practice, this involves:

e A physical space with warm lighting, comfortable furniture, private rooms, sensory and quiet options,
outdoor access and refreshments freely available.

e Absence of clinical signage, uniforms, observation rooms or surveillance equipment.

e Guests free to stay, move between spaces or remain silent without prompting, check-ins or time limits.

Support for both acute distress and ongoing emotional maintenance

When help is only available at crisis, people are forced to escalate into that state before they qualify for
support. Support must therefore be available at crisis and as routine grounding to prevent crisis, meaning
there is no requirement to be “in crisis” to attend?”.

“It's almost like a pit stop... it’s preventative.”
Safe Space Focus Group Participant — June 2026
“Gives me a safe place to be able to feel my emotions... rather than suppressing them and ending up
in crisis.”
Safe Space Focus Group Participant — June 2026
In practice, this involves:

e No ‘crisis threshold’ required to attend; guests welcome to visit for grounding, connection or routine
emotional self-support.

e Repeat and long-term attendance welcomed and not flagged as escalation, dependency or a problem
to be solved.

e No ‘episode of care’ closure or time limit on engagement; guests decide when and whether to return.

Distress support and warm connections without forced clinical pathways

Fear of restrictive practices and coercion is one of the main reasons people conceal suicidal distress rather
than disclose it?8.

Safe Space distress support should therefore offer grounding and collaborative safety planning, support a
person’s personal decision-making and lived expertise, and provide appropriate and voluntary warm referrals
where wanted.
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In practice, this involves:
e Safety planning is collaborative and guest-led, with the plan held by the guest rather than the service.
e Referrals to clinical or other services are voluntary and made only with the guest’s explicit consent.

e No involuntary transfer to emergency departments or police as a default response to distress or
expressed suicidality; escalation occurs only where the guest requests it or where there is imminent
risk that cannot be addressed in the space.

e The service’s emergency referral policy — what the service offers, and whether and when emergency
services will be engaged if somebody discloses they are at risk of suicide — is published and
explained plainly, so guests can choose the model they feel safe to engage with.

Privacy, human rights and belief-centred practice

For many guests, disclosing personal information has previously led to coercion or loss of control, so privacy
and being believed are themselves conditions of safety. The Safe Space provider should align with existing
human rights standards??, meaning the person has control over what is disclosed, there is minimal data
collection, the person does not experience coercive interactions, and is free from pathologisation.

“l don’t need to ask questions if | don’t want to at all... | can just be.”
Safe Space Focus Group Participant — June 2026

In practice, this involves:

e Data collected is the minimum necessary for safe operation, with no shared clinical record by default
and no requirement to provide identifying information.

e Guests’ accounts of their experience are believed and recorded in their own words — including
through co-written notes — without diagnostic re-framing or risk-coded language.

e Queensland-wide expansion guidelines are developed in accordance with the Human Rights Act 2019

(Qld).

Cultural safety and a community of belonging

Belonging and cultural connection are protective in themselves??, and services that overlook them leave the
communities at greatest risk least well served.

Safe Space providers therefore should have existing relationships with First Nations, LGBTQIA+, culturally
and racially marginalised, disabled and youth communities and recognise cultural and community practices
(e.g. music, language, shared cultural identity) as part of healing.

In practice, this involves:

e Established relationships and accountability mechanisms with First Nations, LGBTQIA+, culturally and
racially marginalised, disabled and youth communities, not one-off consultation.

e Cultural and community practices (e.g. music, language, ceremony, shared identity) recognised as
part of healing and resourced as core operating expenditure, not add-ons.

e Guest feedback on cultural safety collected and acted on through community-led governance, with
results published to those communities.

Conclusion
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Safe Spaces are not an optional add-on to the mental health and suicide prevention system. They are critical
social and community infrastructure that fill a gap between everyday life, community connection and crisis
response. Their value lies in being peer-led, non-clinical, low-threshold, after-hours and genuinely welcoming
to people in distress. These features are not incidental. They are the conditions that make Safe Spaces
trusted, accessible and effective. As governments and commissioners consider expansion of NGO-based
Safe Spaces, fidelity to the model must be protected alongside local adaptation. Scaling Safe Spaces means
investing in the relationships, workforce, environments and governance that allow people to feel safe, believed
and supported before distress escalates. Expansion also delivers on commitments both governments have
already made: Better Care Together and Every life in Queensland?', and the National Suicide Prevention
Strategy®? and likely future National Mental Health and Suicide Prevention Agreement.

Contact

To find out more about MHLEPQ'’s work on peer-led Safe Spaces, or to discuss partnerships and speaking
engagements:

Mental Health Lived Experience Peak Queensland

mhlepg.org.au
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