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Telephone Counselling for Adolescent
Suicide Prevention: Changes in Suicidality
and Mental State from Beginning to End
of a Counselling Session
ROBERT KING, PHD, BARRY NURCOMBE, MD, LEONARD BICKMAN, PHD,
LEANNE HIDES, AND WENDY REID

Telephone counselling is an accessible and confidential means by which dis-
tressed young people can seek help. Telephone counselling services were funded
under Australia’s National Youth Suicide Prevention Strategy between 1997 and
2000. In this study, the effectiveness of telephone counselling for young people
seeking help in the context of suicidal ideation or intent was evaluated in an inves-
tigation of calls made by suicidal young people to a telephone counselling service.
Independent raters measured callers’ suicidality and mental state at the beginning
and end of 100 taped counselling sessions. Changes in suicidality and mental state
were measured using a reliable rating scale developed for the study. Significant
decreases in suicidality and significant improvement in mental state were found to
occur during the course of counselling sessions, suggesting positive immediate
impact. Limitations of the study with respect to longer-term outcomes and the
relevance of the results for suicide prevention are discussed. Notwithstanding the
study limitations, the results lend support for continuing development of hotline
services.

During the years 1964 to 1997, the suicide wealth of Australia allocated $A31 million for
the years 1995–1999 under the National Youthrate among young people aged 15–24 years

in Australia increased from 8.7 per 100,000 Suicide Prevention Strategy, of which $A2.6
million was allocated to Kids Help Line toto 30.9 per 100,000 (Lynskey, Degenhardt, &

Hall, 2000). As a result of concerns about the enhance its telephone counselling service.
Kids Help Line (KHL) is a telephoneincreasing rate of youth suicide, the Common-
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counselling service designed for callers under crisis despite the fact that counselling is often
provided by lay counsellors with little, if any,18 years of age. KHL operates 24 hours a

day, 7 days per week, from a single center training in crisis intervention (Daigle & Mis-
hara, 1995). The availability, accessibility, andin Brisbane that receives calls from all over

Australia. It is staffed by trained, paid coun- anonymity of these services mean they have
potential as a resource in suicide prevention.sellors who are typically health professionals

or behavioral science graduates. The service There is evidence that more than 10% of
calls to adult hotlines include suicidal ide-is free and does not require disclosure of

identifying information or parental involve- ation or intention (Fakhoury, 2000).
To date, there has been little researchment. Access is limited only by the availabil-

ity to the caller of a telephone and by the into the effectiveness of training in suicide
counselling or, indeed, into the effectivenesscall-response capacity of the organization.KHL

has adopted a child-centered philosophy: In- of suicide counselling itself (Burns & Patton,
2000). The American Academy of Child andterventions have the aim of empowering call-

ers rather than simply directing them to the Adolescent Psychiatry (2001) suggests that
the value of hotlines in relation to suicidecare of adults. Whenever imminent risk is

identified, an ethical and legal duty of care prevention remains untested and that further
studies are needed to evaluate their effective-obligates the counsellor to attempt to insure

that an appropriate adult or statutory agency ness for suicide response.
On the other hand, there has been somebecomes involved. Approximately 2% (2,000

calls per year) of the calls are specifically be- research into the general effectiveness of tele-
phone counselling (Stein & Lambert, 1984).cause of suicidal ideation or intent, although

suicidality is subsumed under many other The effectiveness of crisis counselling has
been assessed in accordance with the follow-types of problems. Suicide calls are routinely

recorded on audiotape for supervision. ing methods: (a) counsellors’ ratings of their
own effectiveness; (b) clients’ reports of coun-Under the Australian National Youth

Suicide Prevention Strategy, KHL was funded sellors’ helpfulness; (c) direct assessments of
the quality of counselling sessions; and (d)to extend its counselling services through the

employment of additional staff, staff training, the effectiveness of referral. No studies, to
our knowledge, have examined the short- orand upgrading of equipment. This paper forms

one of a series of reports on an independent long-term effects of the counselling on the
callers’ mental health status.evaluation of the effectiveness of telephone

counselling for suicide prevention, conducted
by a University of Queensland team, funded Counsellor’s Ratings of Their

Own Efficacyby the Commonwealth Department of
Health and Aged Care.

Hornblow and Sloane (1984) found that
hotline counsellors judged that only 10% of
their calls had been successfully managed.REVIEW OF LITERATURE
Apsler and Hoople (1976) had lay counsellors
rate 5,188 calls; only 46% were regarded asThe Effectiveness of Telephone

Counselling for Suicide Prevention highly effective. Counsellors had particular
difficulty with emotional callers or with those
who presented complex problems such asSince 1960, telephone counselling ser-

vices (also known as hotlines) have developed drug abuse or suicidal intent.
Self-ratings unsupported by other evalu-in many parts of the world (Coman, Bur-

rows & Evans, 2001; Gould & Kramer, 2001; ative techniques are of uncertain reliability.
Not only are they potentially subject to bias,Slaikey, Tulkin, & Speer, 1975; Stein & Lam-

bert, 1984). Today, telephone hotlines are con- but also they are incapable of providing in-
formation about the impact of counselling onsidered an important resource for people in
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the caller. There is some evidence, neverthe- niques in four different hotlines. Genther
(1974) found similar problems in ten com-less, of a positive correlation between self-

efficacy ratings and independent ratings of munity crisis centers.
Other researchers have studied tele-counsellor effectiveness (Bobevski & McLen-

nan, 1998). phone counselling with regard to specific coun-
selling skills, the structure of sessions, and
counselling microskills, assuming that a moreCallers’ Evaluation of the Helpfulness

of Counselling active counsellor would be more likely to
facilitate crisis resolution (Lester, 1993). Bo-
bevski, Holgate, and McLennan (1997) did,The population samples in this body of

literature are typically restricted and poten- indeed, find that counsellors perceived to be
helpful were verbally more active, more sys-tially biased. For example, some evaluators

have questioned only college or high school tematic, and more likely to address their cli-
ents’ practical as well as emotional concerns.students (King, 1977; Slem & Cotler, 1973).

Typically, information can be obtained only They also found that callers rated fewer than
half the counsellors assessed highly for help-from those callers who consent to being re-

contacted; as a result, compliance rates are fulness.
only 45–61% (Getz, Fujita, & Allen, 1975;
Motto, 1971). The most favorable ratings ap- Other Interventions

in Suicide Preventionpear to be obtained when the actual counsel-
lor or an agency staff member questions the
caller (e.g., Getz et al., 1975), compared with Neimeyer and Pfeiffer (1994), in a re-

view of suicide prevention, stated that “Con-when independent evaluators are involved
(e.g., Hornblow & Sloane, 1980). Further- sidering the prevalence of suicide and other

forms of self-injurious behavior, it is ironicmore, male callers tend to give lower ratings
than females (King, 1977), as do callers with that relatively little attention has been paid

to the training of mental health workers inserious mental illness or drug abuse (Gretz et
al., 1975). suicide intervention. Still less effort has been

spent in evaluating the effectiveness of such
workers or the agencies in which they serve”External Ratings of the Effectiveness

of Counselling (p. 131). At this stage only Linehan, Arm-
strong, Suarez, Allmon, and Heard (1991)
had conducted a controlled study of suicideIn this approach, pseudoclients trained

to present contrived problems contact the prevention. The situation has not changed
markedly since then. However, studies byservice being evaluated. Counsellors are rated

by independent judges in accordance with Randell, Eggert, and Pike (2001), Guthrie et
al. (2001), Rotheram-Borus, Piacentini, Cant-specified criteria, thought to be related to

counselling effectiveness (e.g., the Rogerian well, Belin, and Song (2000), and Aoun and
Johnson (2001) provide some subsequentdimensions of empathy, warmth, and genu-

ineness designated by Carkhuff, 1968). empirical support for the value of a range of
interventions in suicide prevention with peo-Using simulated client calls, O’Don-

nell and George (1977) rated professional ple presenting in the context of attempted
suicide or self-harm. By contrast, Evans, Mor-therapists, volunteer counsellors, and an un-

trained control group. All three groups ex- gan, Hayward, and Gunnell (1999) failed to
find an intervention effect for an emergencyhibited low levels of empathy, warmth, and

genuiness. Knickerbocker and McGee (1973) telephone contact for people who had been
admitted to hospital following deliberatefound that untrained volunteers implemented

facilitatory techniques superior to those of pro- self-harm.
With respect to active versus inactivefessional counsellors. Bleach and Claiborn

(1974) found substandard counselling tech- intervention, the few controlled studies that
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exist suggest that active interventions are su- ple, which utilized independent raters and
standardized measures to quantify changes inperior to usual care controls. Linehan et al.

(1991) found that a 12-month intervention of suicidality over the course of a counselling
session. The study aimed to find out the ex-modified cognitive behavior therapy was su-

perior to treatment as usual. Guthrie et al. tent of change in suicidal ideation, suicidal
intent, and mental state for young people(2001) found superior outcomes following a

brief active intervention for patients present- who called Kids Help Line and indicated sui-
cidality. It was hypothesized that callers woulding to emergency departments after self-poi-

soning, compared with referral back to a on average be significantly less suicidal and
have significantly improved mental state atgeneral practitioner. With respect to dura-

tion of intervention effect, Rotheram-Borus the end of the counselling session compared
with their state at the beginning of the coun-et al. (2000) found that over 18 months, sui-

cidal re-ideation occurred in only 29.8% of a selling session.
The study was approved by the Socialsample of 140 female adolescent suicide at-

tempters presenting to the emergency de- and Behavioural Sciences Ethics Committee.
In approving a study that did not requirepartment of a hospital. This suggests that

suicidal crises are often situational rather informed consent, the committee took into
account the importance of the research, thethan a function of persistent underlying prob-

lems, and that brief or one-off interventions routine taping of calls by Kids Help Line,
and the anonymity of calls.are often sufficient. Aoun and Johnson (2001)

reported positive response over a 2-year fol-
low-up period to a brief suicide prevention
intervention, as measured by self-report sui-

METHODcidality and satisfaction.
Despite the recognized importance of

Subjectssuicide prevention and the widespread avail-
ability of telephone counselling services, there
has been little empirical research into the im- The subjects were 101 callers to Kids
pact of these services on suicidality. Such em- Help Line who indicated either suicidal ide-
pirical research as exists has tended to rate ation or suicidal intent. Because calls were
quality of counsellor interventions rather than anonymous, little demographic information
the effect of interventions, and the majority is available about the callers. Of those whose
of studies are old or not adequately designed gender could be clearly identified, 58 (79.5%)
to answer the central question as to whether were female and 15 (20.5%) were male. Clear
a telephone counselling session has a positive suicidal ideation was evident in 93 (92.5%) of
impact on suicidality. Surprisingly, there is the callers. The remaining 8 callers indicated
little published research on the impact of sui- either general thoughts that they would be
cide prevention interventions in service pro- better off dead or indicated thoughts or in-
vision settings. Such research as has been tention of self-harm but without any wish
published suggests that on balance, interven- to die.
tions are more likely to be helpful than oth-
erwise but there is clearly a need for further

Call Characteristicsresearch.

Calls had a mean duration of 40 min-
utes with a range from 10 to 120 minutes. InSTUDY DESIGN
14 calls, a 3-way liaison was initiated. This
means that the counsellor contacted and in-This study was a naturalistic, uncon-

trolled evaluation of the short-term impact of troduced another agency while the caller was
still on line.telephone counselling on suicidal young peo-
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Counsellor Characteristics dation and reliability studies have been done
comparing the M.I.N.I. to the SCID-P for
DSM-III-R and the CIDI (a structured in-Calls were taken by a total of 55 iden-

tified counsellors (for 9 calls, counsellor could terview developed by the World Health Or-
ganization for lay interviewers for ICD-10).not be identified). Counsellors had been re-

cruited and trained by Kids Help Line for The results of these studies show that the
M.I.N.I. has acceptably high validation andgeneral telephone counselling with young peo-

ple: They had to complete a 1 week intensive reliability scores, but can be administered in
a much shorter period of time (mean 18.7 ±telephone counselling training program and

250 hours of probation before they could be 11.6 minutes, median 15 minutes) than the
above referenced instruments. It can be usedaccredited as meeting basic competency stan-

dards. Counsellors were selected on the basis by clinicians, after a brief training session. Lay
interviewers require more extensive training.of aptitude rather than professional back-

ground, although a majority had completed Items that were unsuitable for use with
audiotapes were excluded. The remainingundergraduate degrees in social or health sci-

ences. Judgement of aptitude was based on pool was then employed in an interrater reli-
ability pilot study. In this study, two researchinterviews evaluating communication skills

and attitudes to child-centered practice. assistants independently rated 25 tapes using
a standardized rating form. Items with ac-
ceptable inter-rater reliability were includedMeasures
(agreement > 80%) for use in the larger
study. Item content of the final measure in-Bengelsdorf, Levy, Emerson, and Bar-

ile (1984) developed a tool for risk rating in cluded those characteristics found by Plut-
chik, Herman, Hope, and Picard (1989) totelephone triage, but this tool suffered from

marginally satisfactory reliability and was not most effectively discriminate patients at risk
of suicide and normal controls: thoughts aboutsuitable for application in situations where the

rater was unable to ask questions. The re- commiting suicide, verbalization of suicidal
thoughts, angry feelings toward others, feel-searchers were unable to identify other mea-

sures suitable for rating audiotapes of suicide ings of frustration, feelings of hopelessness
and worthlessness, and anxiety about loss ofrelated crisis calls and therefore developed

new measures. Measures developed for this control. The form used in the study reported
here is set out in Figure 1.study required acceptable inter-rater reliabil-

ity, adequate internal consistency, face valid- For the main study, all 100 tapes were
independently rated. Prior to analysis of rat-ity, and sensitivity to change for suicidality. It

was not possible to investigate the concurrent ing data, inter-rater reliability for the tapes
using the revised rating form was investigatedor criterion validity of measures as a result of

the service characteristics—specifically ano- using intraclass correlation. The results of this
investigation are reported below. In subse-nymity and mostly one-off crisis calls. The

study was a field investigation of acutely dis- quent analysis, ratings of the independent
raters were pooled to generate scores for thetressed young people receiving crisis inter-

vention and the research was required to ac- beginning and end of each counselling ses-
sion.commodate to service needs priorities.

A pool of items was extracted from Six items rated mental state, with par-
ticular reference to depressive features. Thesemeasures designed to evaluate depression and

suicide risk. Particular reference was to the items were rated on a 3-point scale (anchor
points: marked, some, none): anger/irritabil-Mini International Neuropsychiatric Inter-

view (Sheehan et al., 1998), modules A & C. ity; sadness/tearfulness; negativity/hopeless-
ness; distress/agitation; guilt/shame; and slowedThe M.I.N.I. was designed as a brief struc-

tured interview for the major Axis I psychiat- or nonspontaneous speech. Five items rated
suicidal ideation using a dichotomous (yes/ric disorders in DSM-IV and ICD-10. Vali-



KING ET AL. 405

Figure 1. Rating Form—Mental state and suicidality at beginning and end of call
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Figure 1. Continued

no) rating system: thinks better off dead; intent: non-imminent (yes/no). This analysis
indicated that the mental state and suicidalthoughts of nonlethal self-harm; thoughts of

suicide; suicide plan; and previous suicide at- ideation scales rated at the beginning and end
of the call had acceptable levels of internaltempt. Four items rated suicidal urgency us-

ing a dichotomous (yes/no) rating system: consistency with all alpha values above .7 (see
Table 1).threatens to harm but not kill self, means un-

specified or unrealistic; threatens to harm but The interrater reliability of eight scales
was then examined using intra-class correla-not kill self, means specified and realistic;

threatens to kill self, means unspecified or tion. Intraclass correlation scores represent
the level of agreement between raters. Funrealistic; threatens to kill self, means speci-

fied and realistic. scores adjusted for asymptomatic error and
probability values indicate the likelihood of
agreement at the level obtained occurring byInternal Consistency and Inter-Rater
chance. The eight scales comprised the fourReliability of Rating Tool
scales for which Cronbach’s alpha had been

The internal consistency of four scales
was calculated using Cronbach’s alpha. Inter-

TABLE 1nal consistency was based on final ratings rather Internal Consistency of Rating Scalesthan pilot ratings. The scales were mental
state (beginning and end of counselling ses- Cronbach’s
sion) and suicidal ideation (beginning and Scale Alpha
end of counselling session). The internal con-

Mental state at beginning .74sistency of the suicidal urgency items was un-
Mental state at end .86able to be calculated due to the recoding of
Suicidal ideation at beginning .73these items into two dichotomous scores: sui-
Suicidal ideation at end .75cidal intent: imminent (yes/no) and suicidal
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computed together with two separate mea- suicide calls, that presented a technical or
emotional challenge. Under the study proto-sures of suicidal urgency, each rated at the

beginning and end of the session. One mea- col, Kids Help Line management requested
that all counsellors routinely tape suicidesure of urgency excluded non-imminent indi-

cators, whereas the other measure included calls until 100 tapes had been collected. The
taping took place over the 12 months be-imminent and non-imminent indicators. In-

traclass correlation values ranged from .47 tween March 1998 and March 1999. The
sample size was high for a repeated measuresto .78 for single measure and .64 to .88 for

average measure (see Table 2) indicating a study because of the use of new instruments
and the potential clinical significance of smallmoderate to substantial level of agreement

between raters. Subsequent analyses used effects.
For use in the study, taping had to becombined scores of the two independent rat-

ers, unless otherwise specified. activated early, meaning that suicidality had
been indicated at an early stage in the coun-In summary, the reliability of the new

measure, both with respect to internal con- selling session. The 100 taped calls repre-
sented 5.5% of all calls coded as suicide re-sistency and with respect to interrater reli-

ability, was more than adequate and was lated during the 12-month period. The low
proportion of total coded suicide calls reflectsmarkedly superior to that reported for the

Crisis Triage Rating Scale (Bengelsdorf et al., three factors:
1984) 1. Coding is retrospective and has a

much lower threshold than taping.Procedure 2. Taping was activated only when sui-
cidal ideation emerged early in theCall Recording. Kids Help Line coun- call.sellors were able to activate taping of calls in 3. Counsellor compliance with the tap-any circumstance in which they wished to re- ing protocol was variable.view counselling process. Taped calls were

used in the supervision of counsellors and it Call Rating. Two independent raters
used the rating tool. Raters were indepen-was standard practice to tape calls, such as

TABLE 2
Interrater Reliability of Rating Scales

Intraclass
Scale Correlation* F (df = 100) p

Mental state at beginning .78 (.88) 8.2 <0.01
Mental state at end .70 (.83) 5.72 <0.01
Suicidal ideation at beginning .57 (.73) 3.68 <0.01
Suicidal ideation at end .61 (.76) 4.10 <0.01
Suicidal urgency at beginning .67 (.80) 4.71 <0.01
(includes imminent/non-imminent items)

Suicidal urgency at end .47 (.64) 2.75 <0.01
(includes imminent/non-imminent items)

Suicidal urgency at beginning .66 (.79) 5.10 <0.01
(includes imminent items only)

Suicidal urgency at end .65 (.75) 4.71 <0.01
(includes imminent items only)

*2-way mixed model, people effect random, measure effect fixed: single measure
(average measure)
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dent of each other and had not been involved coded into a 5-item ordinal scale of increas-
ing degree of suicide urgency separately forin data collection. They were instructed to

rate a total of 10 minutes of each tape in two the beginning and end of the call. Partici-
pants were coded “very low” if both ratersseparate blocks. The first block comprised 5

minutes from the time when suicidality was coded no suicide urgency, “low” if one rater
coded non-imminent suicide urgency and thefirst evident and the second block comprised

the final 5 minutes of the interview. The rat- other rater coded no suicide urgency, “mod-
erate” if both raters coded non-imminenters received specific training in the use of the

rating tool, had participated in the reliability suicide urgency, “high” if one rater coded
imminent suicide urgency and the other ratepilot, and were experienced in rating psycho-

therapy tapes. The raters had not otherwise coded non-imminent suicide urgency, and
“very high” if both raters coded imminentbeen involved in the project.
suicide urgency. The proportion of callers
falling into each of the five ranks at the be-

RESULTS ginning and end of the call is presented in
Figure 2.

Changes in Caller Mental State There was a substantial decrease in the
and Suicidality from Beginning proportion of cases rated as imminent risk by
to End of Call both raters from the beginning (47.5%) to

end (7%) of the call and a substantial increase
A paired-samples t test was conducted in the proportion of callers rated as no sui-

to determine if there was a significant change cide urgency risk from beginning (2%) to the
in ratings of caller mental state and caller sui- end of the call (58.5%). It was not possible
cidal ideation from the beginning to end of to compute a chi square analysis due to viola-
the call. There were highly significant differ- tion of the standard binomial assumptions of
ences between mean scores at the beginning the analysis. A Wilcoxan Signed Rank Test
and end of calls on both scales (see Table 3). was performed to test the significance of the
There was a statistically significant decrease relationship. This indicated that there was a
in the callers mental state total score from highly significant difference between the sui-
the beginning to the end of the calls, t(100) = cide urgency scores from the beginning to
8.05, p < .0005, with a large effect size (η2 = end of the call (Z = −8.052, p < .001).
.39). Similarly, there was also a statistically
significant decrease in the callers suicide ide-
ation total from the beginning to end of the DISCUSSION
suicide calls, t(100) = 12.66, p < .0005, with
an even larger effect size (η2 = .62). This study is the first reported field in-

vestigation of the impact of a telephone coun-The suicide urgency variables were re-

TABLE 3
Paired Samples t test Results

Beginning End of Eta
Scale of Call Call Statistic squared

Mental state 17.15 (3.62) 13.55 (4.66) t(100) = 8.05** .39
Suicidal ideation 6.30 (2.22) 3.01 (2.43) t(100) = 12.66** .62
Suicidal urgency 1.26 (1.19) .23 (.60) t(100) = 8.37** .41
(includes imminent/non-imminent items)

Suicidal urgency .93 (1.06) .49 (.78) t(100) = 3.13* .09
(includes imminent items only)

*p < .005; **p < .0005
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Figure 2. Proportion of callers with very low, low, moderate, high, and very high suicidal urgency at the beginning
and end of a counselling call.

selling suicide prevention intervention with act may already have been an indicator of im-
pending remission. It is possible that im-young people. The results obtained suggest

that telephone counselling had a substantial provement would have occurred had the
caller been asked to wait for a counsellor orimmediate impact on the suidicality of young

people and the implications of this finding to call back in an hour or even the next day
(although it should be noted that most callersare discussed below. There are, however, some

important methodological considerations that would have waited in a queue before getting
through to a counsellor so it is unlikely thatmust temper the interpretation of these re-

sults. These methodological limitations were a relatively short wait period would be associ-
ated with remission).a necessary consequence of a clinical study

that was both uncontrolled and unable to fol- The inability to follow up callers or to
deploy other measures, resulting from servicelow up participants. These limitations were a

consequence of the design of the study and priorities regarding anonymity, meant that
the effect or duration of rated improvementwere imposed as conditions to ensure that

the study did not adversely impact on service could not be determined. It is possible that
callers, while more settled at the end of thequality or compromise fundamental princi-

ples of anonymity and confidentiality that call, remained vulnerable to any subsequent
stress and that medium term risk was notwere central to the operation of the service.

The lack of control makes the attribu- ameliorated. Thus, a longer term study is
needed that measures not just changes intion of effect difficult. While it is possible

that counselling was a vital factor in the im- mental state during the counselling session
but also actual behavior in the days or weeksprovement of mental state and reduction in

suicidality that was found here, other possi- that follow the call. Such a study will not
only provide further information about thebilities cannot be excluded. It is possible that

callers were at the peak of their crisis when impact of counselling but will also provide
the external validation of the rating instru-they made initial contact with the counsellor

and that the decision to call rather than to ment that is currently lacking. We do, how-
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ever, foresee major practical and technical and it must be acknowledged that while ano-
nymity facilitates access to services it can alsoobstacles to the completion of such a study.

Some caution is also required in the limit service response. There is room for de-
bate as to whether or not the access benefitsinterpretation of ratings. The raters were in-

dependent of each other and of the service provided by anonymity are outweighed by
the response limitations that anonymity nec-and of other aspects of the study; however,

the task was transparent and they could not essarily imposes.
Kids Help Line also has a policy of en-be considered to be “blind.” Some consider-

ation was given to independently rating be- couraging young people judged to be at on-
going risk or needing further assistance toginning and ending segments so as to in-

crease the degree of blindness, but this was re-contact. To facilitate this process young
people are provided with information thatrejected for two reasons: First, the task would

remain reasonably transparent as the rater will enable them to re-contact the counsellor
with whom they have formed a relationship,could easily determine the stage of the inter-

view from the context; Second, there were if this is their preference. Kids Help Line
data suggests that 72% of all callers coded asconcerns that rating smaller segments might

reduce reliability. presenting suicidal problems do in fact call
back. Where urgent referral is required, anNotwithstanding these reservations we

think that the results reported here, when in- immediate 3-way call is initiated and the young
person is introduced to a referral agencyterpreted in the light of previous research, sug-

gest that it is more likely than not that the while still in telephone contact with Kids
Help Line. In this study, 3-way referrals werecounselling had a positive impact on both the

general mental state and the suicidality of the initiated on 14 occasions.
Future research addressing longer termyoung people who called for help. Telephone

counselling offers young people in crisis an ac- impact and, ideally, incorporating a control
intervention would provide a means of bettercessible and anonymous service. The results

reported here provide empirical support for estimating the duration and specific interven-
tion effect of telephone counselling. Suchthe value of telephone counselling as a means

for assisting suicidal young people. It should be studies would present significant technical
and ethical challenges and would be difficultnoted that a substantial minority of callers

(14%) remained suicidal at the end of the call. to conduct in a real-world environment. While
we await the results of future research we be-In circumstances of imminent risk, Kids

Help Line has a policy of breaching anonym- lieve that the results obtained here warrant
continuing community support for hotlineity and seeking information that would en-

able police or other emergency services assis- types of telephone counselling services, spe-
cifically those that target young people.tance to be sent. This is not always successful
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