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A B S T R A C T   

Background: Evidence for the effectiveness of crisis helplines is limited by inappropriate and inconsistent outcome 
measurement. The aim of this study was to develop a core outcome set that reflects the most relevant and 
important outcomes to help-seekers accessing a crisis helpline via any delivery mode (e.g., phone, SMS text, 
online chat). 
Method: We used a three-panel Delphi method to compare and integrate the views of three expert groups: people 
with lived experience of accessing crisis helplines (n = 32), researchers with experience assessing crisis helpline 
outcomes (n = 25), and crisis helpline supporters (n = 58). Across two online survey rounds (89 % retention 
rate), participants rated the importance of 33 potential outcomes for help-seekers accessing a crisis helpline. 
Participants also provided open-text comments and suggestions. Outcomes that reached consensus (≥75 % 
agreement) by at least two panels were included in the core outcome set. 
Results: Ten outcomes met the criteria for inclusion in the core outcome set. In order of importance, these were: 
distress, feeling heard, suicide risk, connectedness/support, hopelessness, overwhelm, non-suicidal self-injury risk, service 
experience, helplessness, and next steps. 
Limitations: Participants self-selected and were mainly from English-speaking countries. 
Conclusions: We recommend future outcome and evaluation studies minimally measure and report the 10 out
comes identified in this study. Assessing an agreed set of meaningful outcomes will improve comparability and 
facilitate a deeper understanding of crisis helpline effectiveness. More work is needed to determine how best to 
assess these outcomes in the crisis helpline context.   

1. Introduction 

Crisis helplines play an important role in mental health service 
provision and suicide prevention around the world (World Health Or
ganization, 2018). However, little is known about their ability to ach
ieve appropriate outcomes for help-seekers (e.g., Zabelski et al. 2022). 
To address this knowledge gap, there is a need for more consistent and 
improved approaches to outcome measurement in crisis helpline 
research (Mathieu et al., 2021; Mazzer et al., 2020; Trail et al., 2022). 
The aim of this study was to determine what outcomes are most relevant 
and important to help-seekers accessing a crisis helpline—to inform 
outcome selection in future research. 

For over 60 years, telephone helplines have offered free, immediate, 
and anonymous support to people experiencing emotional distress or 
struggling to cope (WHO, 2018). Crisis helplines play a unique role in 
crisis care internationally (Johnson et al., 2022), giving control to the 

help-seeker and providing 24/7 support and tailored referrals to other 
service providers (Pisani et al., 2022; World Health Organization, 2018). 
In addition to telephone calls, many crisis helplines now offer support 
via text and online chat, improving accessibility and increasing the de
mand and diversity of help-seekers (Lake et al., 2022; Lifeline Australia, 
2022; Zabelski et al., 2022). As their role expands, a crucial issue is 
understanding how crisis helplines are meeting users’ needs. Studies 
evaluating crisis helplines tend to report positive outcomes for 
help-seekers, including reduced risk of suicide, reduced emotional 
distress, and high service satisfaction (for recent systematic reviews, see 
Hoffberg et al. 2020, Mazzer et al. 2020). However, the quality of the 
existing evidence is weak (Hoffberg et al., 2020; Mathieu et al., 2021; 
Mazzer et al., 2020; Zabelski et al., 2022). 

Research on crisis helpline effectiveness is limited by a range of 
practical and ethical challenges. The anonymous and non-ongoing na
ture of crisis helpline support makes it difficult to use rigorous follow-up 
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designs (Hvidt et al., 2016; Trail et al., 2022). In addition, the height
ened vulnerability of help-seekers raises important ethical issues that 
limit the use of self-report measures and make the ‘gold standard’ of 
randomised controlled trials inappropriate (Britton et al., 2022; Trail 
et al., 2022). As a result, previous research on crisis helpline outcomes 
has used a variety of proxy measurement approaches, including crisis 
supporter assessment, external rater assessment, and analyses of 
administrative records (Hoffberg et al., 2020). Although such ap
proaches are useful, research assessing the effectiveness of crisis help
lines from the perspective of the help-seeker should be prioritised 
(Gould et al., 2022; Hvidt et al., 2016; Riley et al., 2020; Trail et al., 
2022). 

The existing literature is further limited by inappropriate and 
inconsistent outcome measurement. Systematic reviewers have consis
tently identified a high risk of measurement bias due to the widespread 
use of unvalidated outcome assessment tools (Hoffberg et al., 2020; 
Mathieu et al., 2021; Mazzer et al., 2020). Although some studies have 
used standardised measures, they tend to be mental health screening 
tools (e.g., Kessler Psychological Distress Scale, General Health Ques
tionnaire) that may not be appropriate for the crisis helpline context 
(Hvidt et al., 2016; Mazzer et al., 2020; Trail et al., 2022). There has also 
been wide variation in what outcomes have been measured, varying 
from emotional states (e.g., mood, suicidality, psychological distress, 
wellbeing) to service satisfaction and referrals. As such, it is difficult to 
integrate studies and draw firm conclusions about the effectiveness of 
crisis helpline services (Hoffberg et al., 2020; Mazzer et al., 2020; 
Zabelski et al., 2022). 

To address these issues, researchers have called for the development 
of measurement tools that are tailored to the crisis helpline setting 
(Mathieu et al., 2021; Mazzer et al., 2020; Trail et al., 2022). The 
challenge of defining ‘effectiveness’ in this context reflects the challenge 
of the expanding scope expected of crisis helpline services in public 
health strategies (Zabelski et al., 2022) and in the community (Ma et al., 
2022). Indeed, recent research has revealed the diverse functions that 
crisis helplines can have for help-seekers (Iversen and Westerlund, 2022; 
Middleton et al., 2017; O’Riordan et al., 2023; Turkington et al., 2020). 
Although suicide prevention remains the overarching goal, a thorough 
understanding of the impact of crisis helpline services requires attention 
to a broader range of suicidal and non-suicidal outcomes (Trail et al., 
2022; Zabelski et al., 2022). 

A crucial next step in this field of research is to agree what outcomes 
should be measured. To date, outcome selection has been determined by 
researchers and service providers and hence may be biased toward their 
perspectives. Incorporating the views of people with lived experience 
will help ensure that research advances align with what matters most to 
help-seekers (Hoffberg et al., 2020; Hvidt et al., 2016; Riley et al., 2020). 

With increasing reliance on crisis helpline services globally, a more 
comprehensive understanding of help-seeker outcomes is vital. The 
development of a core outcome set, based on the views of help-seekers, 
crisis supporters, and researchers, will help ensure that the most 
important outcomes are identified and assessed consistently. This will 
facilitate integration (e.g., meta-analyses) of studies and allow mean
ingful comparisons across different types of help-seekers, delivery 
modes (e.g., phone, text, online chat), and helpline service contexts. 

2. Current study 

The aim of the current study was to identify a core set of outcomes 
that are relevant and important to help-seekers accessing a crisis help
line via any delivery mode. Developing a core outcome set will inform 
future research and helpline service design (e.g., program logic models) 
and evaluation. We used the Delphi method to achieve consensus among 
three expert groups: (1) people with lived experience of accessing crisis 
helplines, (2) researchers with experience evaluating crisis helplines, 
and (3) crisis supporters. This research is reported in accordance with 
the Core Outcome Set Standards for Reporting (COS-STAR) guidelines 

(Kirkham et al., 2016). 
The Delphi method is a systematic and iterative process for gathering 

the insights of experts into a group consensus. It assumes that a 
conclusion based on diverse perspectives will be more valid than a 
conclusion based on any single expert opinion (Jorm, 2015). A Delphi 
study involves several stages, including identifying and recruiting rele
vant experts, constructing survey rounds, administering rounds, ana
lysing rounds, and providing feedback (e.g., Jorm 2015, Jünger et al., 
2017). The Delphi method has been increasingly used in healthcare 
research to identify indicators or outcomes that are important to key 
stakeholders (Niederberger and Spranger, 2020; Sinha et al., 2011). We 
used the Delphi method to conduct this research because it provided a 
rigorous process for integrating knowledge from diverse stakeholders 
(Beiderbeck et al., 2021). 

3. Method 

3.1. Expert panel recruitment 

We identified three groups with expertise relevant to crisis helpline 
outcome measurement: (1) people with lived experience of using crisis 
helplines, (2) researchers with experience assessing crisis helpline 
outcomes, and (3) people currently working or volunteering with a crisis 
helpline as a listening volunteer or crisis supporter. We aimed to re
cruit between 20 and 40 experts for each panel, based on recent rec
ommendations for conducting a Delphi study (Beiderbeck et al., 2021). 

Experts were purposively sampled between May and October 2022. 
Lived experience panelists were recruited via advertisements posted on 
Lifeline Australia’s social media and emailed to all group members of the 
Lived Experience Advisory Groups for (a) Lifeline Australia, (b) Sa
maritans U.K., and (c) Roses in the Ocean (Australia’s lived experience 
of suicide organisation). Anyone with lived experience of using a crisis 
helpline via any delivery mode (phone, text, chat) was eligible to 
participate. A small payment (equivalent AU$15 per round) was offered 
to lived experience panelists to acknowledge their unique expertise and 
in line with research participation guidelines (National Health Medical 
Research Council, 2019). Researcher panelists were identified via rec
ommendations from project investigators and a literature search of 
relevant studies published since 2015 in peer-reviewed journals (first 
and corresponding authors). They were recruited via an email invitation 
from the research team. Crisis supporter panelists were recruited by (a) 
Lifeline Australia via an email invitation, and (b) Samaritans U.K. via 
internal online advertisements. All individuals who currently worked or 
volunteered as a listening volunteer or crisis supporter for a crisis 
helpline (including phone, text, chat) were eligible to participate. 

Expressions of interest were provided via Qualtrics or email to the 
research team. All experts that expressed interest were offered to 
become panel members and were sent a plain language statement that 
outlined the research aims, what they would be asked to do, and the 
voluntary and anonymous nature of participation. Experts became panel 
members on completion of the first survey round. 

Ethical approval for the study was provided by the University of 
Canberra’s Human Research Ethics Committee (Project ID: 10377). 

3.2. Survey development 

We developed an initial outcome pool based on a systematic review 
of the literature previously conducted by the research team (Mazzer 
et al., 2020), a targeted search of subsequent literature, and Lifeline 
Australia’s program logic model. Outcomes were retained if they were: 
(a) help-seeker focused (e.g., not crisis supporter focused), (b) relevant 
to any help-seeker (e.g., not specific to a demographic group), and (c) 
relevant to any helpline service delivery mode (including phone call, 
SMS text, and online chat). Outcome labels and definitions were 
developed by the research team and then refined by representatives 
from Lifeline Australia to ensure the language was accessible and 
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appropriate for the crisis helpline context. 

3.3. Survey administration 

The Delphi process comprised two online survey rounds. Surveys 
were administered using Welphi (www.welphi.com). Survey links were 
distributed via email. Participants provided informed consent at the 
start of each survey and responses were kept anonymous. Each survey 
was open for two weeks. 

In Round 1, participants were asked to rate the importance of 29 
possible outcomes for help-seekers accessing a crisis helpline service via 
any service delivery mode on a 5-point scale (1=not important, 2=less 
important, 3=important, 4=very important, 5=essential). A free-text 
comment box was available for each outcome. After rating the out
comes, participants could suggest additional outcomes and provide 
general comments or recommendations. The following demographic 
data were also collected: gender, age, country of residence, years of 
experience in research relevant to crisis helplines (researcher panel), 
years of experience working or volunteering as a crisis supporter (crisis 
supporter panel), frequency and recency of accessing a crisis helpline 
(lived experience panel), and service delivery modes provided (crisis 
supporter panel) or accessed (lived experience panel). 

In Round 2, participants were presented with a summary of the 
Round 1 results (including whether each outcome had been endorsed by 
any or all of the 3 panels, and the key themes derived from the free-text 
comments across all panels). They were then asked to re-rate the out
comes that had not yet reached consensus by their panel. Results of the 
previous round were presented at the time of re-rating so that partici
pants could consider their previous response, as well as the distribution 
of responses and comments by their panel for each individual outcome. 
The first point on the response scale was amended to not important/not 
realistic based on participant feedback from Round 1. Participants were 
also asked to rate four new outcomes that had been suggested by three or 
more experts in Round 1. Participants were encouraged to provide open- 
text comments in relation to specific outcomes and general approaches 
to outcome measurement in the crisis helpline context. The full survey 
instructions for each round are included in the Supplemental Materials. 

3.4. Statistical analysis 

Analyses were conducted using Microsoft Excel and SPSS version 25. 
Results for each panel were first analysed separately and secondly were 
pooled to give each panel equal weight to account for differences in 
panel sizes. Aggregate percentages, means, and standard deviations 
were used to describe the demographic characteristics and responses 
from each panel after each round. Open-text responses from Round 1 
were reviewed and used to refine outcome labels and definitions and 
introduce new outcomes in Round 2. A summary of the open-text re
sponses was incorporated into the feedback provided to participants 
after each round. Consensus was defined a priori as ≥ 75 % of the panel 
rating the outcome as very important or essential, based on previous 
Delphi studies (Jünger et al., 2017). Outcomes that reached consensus 
by at least two panels were included in the final core outcome set. 
Outcomes were classified as ‘conflicts’ based on an analysis of 
endorsement levels across the three expert panels. Specifically, an 
outcome was considered in ‘conflict’ when it achieved consensus within 
at least one panel and showed an opposing trend with a difference in 
endorsement of 25 % or more in another panel. This approach allowed 
us to identify areas of divergence in opinion among the expert groups. 

4. Results 

4.1. Panel members 

A total of 115 experts participated in this study: 32 people with lived 
experience, 25 researchers, and 58 crisis supporters. There was a strong 

overall response rate of 89 % in the second round (91 % lived experi
ence, 84 % researchers, 93 % crisis supporters). 

Table 1 shows the demographic and expert characteristics of each 
panel. Most participants were female, with the highest proportion on the 
lived experience panel (75.9 %). There was a large age range among 
participants, from 23 to 86 years. The mean age of the lived experience 
panel was 40 years (ranging from 23 to 71 years), researchers had a 
mean age of 47 (ranging from 26 to 71), and crisis supporters’ mean age 
was 57 years (ranging from 27 to 86). The majority of participants were 
from Australia, followed by the United Kingdom, reflecting the targeted 
recruitment approach. The researcher panel had the highest interna
tional representation (6 countries). The high mean years of experience of 
13.7 years (researchers) and 5.8 years (crisis supporters) suggests highly 
experienced samples. Most participants with lived experience had 
accessed a crisis support service more than six times (61.5 %), and more 
than three-quarters had accessed a service within the past year (76.0 %). 

4.2. Endorsed outcomes 

Table 2 shows a summary of the results by panel and round. Six 
outcomes were endorsed by all three panels: two in Round 1 (distress, 
suicide risk) and four in Round 2 (feeling heard, hopelessness, overwhelm, 
non-suicidal self-injury risk). Four outcomes were endorsed by two panels: 
three in Round 1 (helplessness, connectedness/support, service experience) 
and one in Round 2 (next steps). 

The researcher panel endorsed 12 outcomes: distress, feeling heard, 
hopelessness, overwhelm, helplessness, hope, connectedness/support, suicide 
risk, service satisfaction, non-suicidal self-injury risk, next steps, and service 
experience. They were the only panel to endorse hope and service 

Table 1 
Characteristics of the three expert panels.  

Characteristic Lived 
Experience 
Panel 

Researcher 
Panel 

Crisis 
Supporter 
Panel 

n % n % n % 

Gender       
Male 7 24.1 8 36.4 19 33.3 
Female 22 75.9 15 63.6 38 66.7 
No response 3  2  1  

Country of residence       
Australia 15 55.6 15 62.5 38 76.0 
United Kingdom 11 40.7 1 4.2 12 24.0 
Othera 1 3.7 8 33.3 – – 
No response 5  1  8  

Delivery modeb       

Telephone 17 68.0 n/a n/a 47 100.0 
SMS text 9 36.0   12 25.5 
Online chat 12 48.0   9 19.1 
Email 8 32.0   12 25.5 
No response 7    11  

Access frequency       
Once 4 15.4 n/a n/a n/a n/a 
2–5 times 6 23.1     
6–10 times 5 19.2     
11–20 times 2 7.7     
More than 20 times 9 34.6     
No response 5      

Access recency       
Within the last 3 months 10 40.0 n/a n/a n/a n/a 
3–6 months ago 3 12.0     
6–12 months ago 6 24.0     
1–2 years ago 3 12.0     
More than 2 years ago 3 12.0     
No response 7      

Mean age in years (SD) 39.8 (14.0) 46.7 (10.7) 57.0 (14.7) 
Mean years of experience (SD) n/a 13.7 (8.6) 5.8 (5.6)  

a Includes U.S., Taiwan, N.Z., and Denmark. 
b For the lived experience panel, this refers to the delivery modes accessed. For 

the crisis supporter panel, this refers to the delivery modes provided. Partici
pants could select multiple response options. 
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satisfaction. 
The lived experience panel endorsed 11 outcomes: distress, feeling 

heard, hopelessness, overwhelm, helplessness, isolation, suicide risk, non- 
suicidal self-injury risk, next steps, service experience, and willingness to 
contact again. They were the only panel to endorse isolation and will
ingness to contact again. 

The crisis supporter panel endorsed seven outcomes: distress, feeling 
heard, hopelessness, overwhelm, connectedness/support, suicide risk, and 

non-suicidal self-injury risk. The lower levels of endorsement among crisis 
supporters may reflect the larger panel size (Beiderbeck et al., 2021). 

4.3. Conflicts 

Four outcomes met the definition of a ‘conflict’ (reached consensus 
within at least one panel and had a difference of ≥ 25 % in endorsement 
level with another panel): next steps, service experience, service 

Table 2 
Percentage of experts within each panel who endorseda each outcome by round.  

Outcome Lived Experience Researcher Crisis Supporter Result 
Round 1 
n = 32 

Round 2 
n = 29 

Round 1 
n = 25 

Round 2 
n = 21 

Round 1 
n = 58 

Round 2 
n = 54 

Introduced Round 1:        
Distress 97b Consensusc 100 Consensus 89 Consensus Included 

Depression 41 38 8 0 47 37 Exclude 
Anxiety 63 65 12 14 62 63 Exclude 
Stress 53 45 52 57 59 52 Exclude 
Anger 41 41 36 19 43 31 Exclude 
Confusion 50 41 48 43 57 54 Exclude 
Helplessness 78 Consensus 76 Consensus 67 72 Include 
Overwhelm 91 Consensus 72 76 69 80 Include 
Hopelessness 87 Consensus 76 Consensus 73 80 Include 
Relief 59 69 44 57 47 50 Exclude 
Hope 62 72 72 76 53 52 Exclude 
Calm 62 65 48 52 56 61 Exclude 
Mental Wellbeing 44 41 28 14 24 20 Exclude 
Problem Perception 63 66 60 72 42 39 Exclude 
Connectedness / Support 72 72 88 Consensus 84 Consensus Include 
Isolation 75 Consensus 60 62 64 70 Exclude 
Loneliness 56 65 44 48 41 41 Exclude 
Coping Confidence 56 69 56 67 53 54 Exclude 
Empowerment 59 69 44 33 55 59 Exclude 
Referrals 63 69 60 67 22 19 Exclude 
Next Steps 69 76 68 81 33 32 Include/Conflicte 

Suicide Risk 88 Consensus 84 Consensus 91 Consensus Include 
Non-Suicidal Self Injury Risk 78 Consensus 68 76 69 76 Include 
Other Safety Risk 66 62 60 67 72 74 Exclude 
Service Experience 75 Consensus 88 Consensus 59 48 Include/Conflict 
Service Satisfaction 66 66 68 76 48 44 Exclude/Conflict 
Service Recommendation 41 31 44 43 34 33 Exclude 
Willingness to contact again 72 79 48 52 48 50 Exclude/Conflict 
Introduced Round 2:        
Feeling Heard – 100 – 76 – 98 Include 
Self-Worth – 48 – 38 – 65 Exclude 
Agitation – 69 – 43 – 67 Exclude 
Daily Functioning – 41 – 29 – 37 Exclude  

a Endorsed if rated as very important or essential. 
b Results shown in bold reflect consensus within the panel (≥ 75 % endorsement). 
c Outcomes that reached consensus in Round 1 were not re-rated in Round 2. 
d Included in the core outcome set if 2 or more panels reached consensus. 
e Outcome was considered a ‘conflict’ if it reached consensus by at least one panel and there was a ≥ 25 % difference in% endorsement within another panel. 

Table 3 
Core outcome set: definitions and descriptive statistics.  

Outcome Definition Lived 
Experience 

Researcher Crisis 
Supporter 

Overall 

M (SD) M (SD) M (SD) GM Ranka 

Distress Help-seeker’s emotional distress has decreased 4.78 (0.49) 4.68 (0.48) 4.37 (0.72) 4.61 1 
Feeling Heard Help-seeker feels heard and validated; that they were listened to without 

judgement 
4.76 (0.44) 4.14 (0.91) 4.83 (0.42) 4.58 2 

Suicide Risk Help-seeker has reduced risk of suicidality (thoughts and/or behaviour) 4.50 (0.76) 4.24 (0.93) 4.52 (0.66) 4.42 3 
Connectedness/ 

Support 
Help-seeker experiences a sense of connection and feels supported 4.24 (1.02) 4.36 (0.81) 4.36 (0.79) 4.32 4 

Hopelessness Help-seeker feels less hopeless 4.47 (0.72) 4.00 (1.00) 4.02 (0.71) 4.16 5 
Overwhelm Help-seeker feels less overwhelmed 4.50 (0.67) 3.86 (0.96) 4.06 (0.68) 4.14 6 
NSSI Risk Help-seeker has reduced risk of intentionally hurting themselves 4.00 (1.16) 4.00 (1.05) 4.13 (0.89) 4.04 8 
Service Experience Help-seeker had a positive experience with the service 4.16 (0.99) 4.40 (0.82) 3.56 (1.09) 4.04 8 
Helplessness Help-seeker feels less powerless to improve their situation 4.16 (0.95) 3.96 (0.89) 3.89 (0.77) 4.00 9 
Next Steps Help-seeker has identified positive next step(s) that they can take beyond the 

contact 
4.28 (0.84) 4.19 (0.98) 3.28 (0.98) 3.92 10  

a Based on the grand mean (mean of means). 
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satisfaction, and willingness to contact again (see Table 2). 

4.4. Core outcome set 

Ten outcomes reached the criteria to be included in the final core 
outcome set (i.e., endorsed by at least two panels). In order of impor
tance (based on grand mean rating score), these were: distress, feeling 
heard, suicide risk, connectedness/support, hopelessness, overwhelm, non- 
suicidal self-injury risk, service experience, helplessness, and next steps. 
Table 3 presents the core outcome set, including the outcome defini
tions, mean ratings and standard deviations for each panel, and grand 
mean rating scores. 

5. Discussion 

This study aimed to identify what outcomes are most relevant and 
important to help-seekers accessing a crisis helpline. We used a Delphi 
method drawing on the expertise of people with lived experience of 
using crisis helplines, researchers with experience evaluating crisis 
helplines, and crisis helpline service providers. The process yielded 10 
key outcomes: distress, feeling heard, suicide risk, connectedness/support, 
hopelessness, overwhelm, non-suicidal self-injury risk, service experience, 
helplessness, and next steps. This core outcome set provides a strong basis 
for future outcome selection in crisis helpline effectiveness research. 

The finding that distress and suicide risk were among the top three 
most important outcomes for help-seekers is unsurprising and supports 
previous work that has focused on these outcomes (e.g., Britton et al. 
2022). These outcomes reflect the theoretical underpinnings and over
arching goals of most crisis helplines: to prevent suicide by providing 
immediate and accessible support to individuals experiencing emotional 
distress (Joiner et al., 2007; Woodward and Wyllie, 2016). Despite the 
increasing scope expected of 24/7 crisis helplines, these results confirm 
their key functions to be about reducing distress and suicide risk. It will 
be important for future work to develop sensitive and appropriate ways 
to assess suicide-related outcomes in the crisis helpline context (Britton 
et al., 2022; Hvidt et al., 2016; Sindahl et al., 2019; Trail et al., 2022). 

A novel finding in this study was that feeling heard was identified as 
the second most important outcome for help-seekers accessing a crisis 
helpline. Listening and validating the help-seeker without judgement is 
recognised as crisis supporter best practice behaviour (Woodward and 
Wyllie, 2016), and has been used as an indicator of crisis supporter 
effectiveness (e.g., Gould et al. 2013, Lake et al. 2022, Mishara et al. 
2007). However, we are not aware of any studies that have measured the 
subjective sense of feeling heard from a help-seeker perspective. The 
almost unanimous endorsement among participants with lived experi
ence (100 %) and crisis supporters (98 %) in this study suggests this 
outcome is key to understanding crisis helpline effectiveness and should 
be measured in future research. 

Beyond general emotional distress, experts agreed on the importance 
of three specific emotional outcomes for help-seekers: hopelessness, 
overwhelm, and helplessness. This finding is consistent with research 
showing that these feelings are the most frequently expressed by crisis 
helpline users (Kalafat et al., 2007). These emotional states have also 
been linked with suicidal ideation (Joiner et al., 2007) and the occur
rence of a suicidal crisis (Mishara and Chagnon, 2016; Woodward and 
Wyllie, 2016), providing further support for their relevance in the crisis 
helpline context. Recent research conducted in the U.S. has shown that 
help-seekers tend to feel more hopeful and less overwhelmed after 
accessing crisis support via SMS text (Gould et al., 2022) and online chat 
(Gould et al., 2021). Consistent measurement of these specific emotional 
outcomes may provide a more nuanced understanding of crisis helpline 
effectiveness and their role in suicide prevention. 

It is notable that the outcome of next steps was more strongly 
endorsed than referrals across all expert panels. While referrals relates 
specifically to external support pathways, next steps can also include 
adaptive coping strategies (e.g., phoning a friend) and activities 

associated with daily functioning (e.g., getting dressed). This broader 
focus may reflect the expanding scope of crisis helplines, including 
providing out-of-hours support to people with mental disorders, and the 
need to take a more immediate behavioural activation approach. It may 
also reflect difficulties in identifying appropriate referrals to meet the 
diverse needs of help-seekers. We suggest that next steps may provide a 
more meaningful indicator of service effectiveness in linking help- 
seekers with external support that goes beyond simply providing infor
mation (Turley, 2013). However, the crisis supporter panel’s low 
endorsement of next steps (33 %), while higher than for referrals (22 %), 
reveals a distinct gap in perceived outcome priorities. Promoting a 
stronger focus among crisis supporters on supporting help-seekers to 
identify positive short-term next steps may enhance the effectiveness of 
crisis helplines. 

The low endorsement of longer-term outcomes (e.g., depression, 
anxiety, loneliness) supports previous arguments that crisis helpline 
evaluations should focus on outcomes that are realistic to achieve in a 
relatively brief and anonymous intervention (Trail et al., 2022; Wood
ward and Wyllie, 2016). In addition to longer-term outcomes, we also 
found relatively low endorsement of positively framed outcomes, such 
as mental well-being, calm, and hope. Feedback suggested the alleviation 
of distressing feelings is paramount for help-seekers accessing a crisis 
helpline, while the achievement of a positive emotional state is 
considered less realistic. 

Our findings point to further potential differences in outcome pri
orities for help-seekers and service providers. Given the connection 
between the help-seeker and crisis supporter is fundamental to most 
service models (Joiner et al., 2007; Woodward and Wyllie, 2016), it is 
interesting that connectedness/ support was not endorsed by the lived 
experience panel. We speculate that from a user perspective, this 
connection may be viewed as part of the process, rather than as an 
outcome in itself of accessing a crisis helpline. A better understanding of 
the interrelationships between the key outcomes identified in this study 
may shed light on the pathways of effectiveness in the crisis helpline 
context. It is also notable that the lived experience panel was the only 
group to reach consensus on willingness to contact again and isolation. 
These results echo recent findings that many help-seekers view crisis 
helplines as an essential part of their ongoing self-care, which may be at 
odds with the one-off service model (Iversen and Westerlund, 2022; 
Middleton et al., 2017). More research is needed to clarify the distinct 
perspectives identified in this study. 

There are clear practical implications of our findings for crisis 
helpline services. Results provide new insights into the outcomes that 
are most relevant and important to help-seekers accessing a crisis 
helpline. This information can be used to inform program logic models 
and crisis supporter training. Furthermore, the study was able to high
light gaps in the perceptions of crisis supporters and people with lived 
experience, suggesting priority areas to target to ensure service pro
viders are meeting the needs and expectations of users. 

The implications for future research are also considerable. Our re
sults underscore the need to assess a broader range of suicidal and non- 
suicidal outcomes in crisis helpline effectiveness research (Zabelski 
et al., 2022). We recommend future studies minimally measure and 
report the 10 consensus-based outcomes identified in this study. This 
will reduce the level of uncertainty around outcome selection and allow 
better integration and comparability of findings across studies. With 
suicide rates and mental health problems escalating around the world, 
stronger evidence for the role and impact of crisis helplines is urgently 
needed. 

Important questions remain regarding crisis helpline outcome mea
surement that were beyond the scope of this study. A crucial next step is 
determining how to measure the outcomes identified in this study. This 
includes developing and validating outcome measurement tools specific 
to the crisis helpline context. Innovative data collection approaches that 
minimise the risks to help-seekers and reduce the burden on crisis sup
porters should be explored in future research. For example, interactive 
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voice response systems could be used to present outcome measures to 
help-seekers and allow them to respond using numerical telephone keys 
(Mathieu et al., 2021; Trail et al., 2022). Developing unobtrusive ways 
to determine outcomes, such as through computational linguistics and 
natural language processing, may also be valuable. Finally, there is a 
need to better understand the longer-term impacts of crisis intervention 
(Zabelski et al., 2022), including identifying what distal outcomes 
matter most to help-seekers. While we encourage future research in this 
area, our findings suggest experts believe it may be unrealistic to expect 
longer-term impacts of a crisis helpline on mental health outcomes (e.g., 
depression, anxiety), and that post-contact outcomes relating to positive 
next steps and willingness to contact again may be more important to 
help-seekers. 

5.1. Strengths and limitations 

A strength of this study was the use of the Delphi method. Our three- 
panel approach allowed us to incorporate three types of critical exper
tise, while maintaining participant anonymity and avoiding power im
balances and personal sensitivities that had the potential to undermine 
the consensus process (Sinha et al., 2011). By surveying and analysing 
each panel separately, we were able to explore similarities and differ
ences between them. The online survey method allowed experts from 
geographically diverse locations to participate. The high response rate 
across the survey rounds demonstrates the engagement of the expert 
participants and supports the validity of the results (Sinha et al., 2011). 

A main limitation of this study was the generalisability of the results. 
Participants self-selected and our purposive sampling approach focused 
on people with lived experience and crisis supporters associated with 
two large national helplines (Lifeline Australia and Samaritans U.K.). 
Hence, there could be bias in the samples of help-seekers, crisis sup
porters, and researchers that participated, including a lack of repre
sentation from low- and middle- income countries and non-English 
speaking participants. Further, the online nature of this study might 
have restricted the participation of other vulnerable groups with com
plex needs (e.g., people experiencing homelessness, people with a 
disability). It is also important to consider that this study focused on 
identifying the key outcomes relevant to crisis helplines; future in
vestigations are needed to determine if these key outcomes also apply to 
other types of crisis support services (e.g., crisis cafés; Johnson et al., 
2022). We encourage researchers to continue to explore additional 
outcomes that may be important to specific helplines, delivery modes, or 
types of help-seekers (e.g., youth; Tibbs et al., 2022). 

6. Conclusion 

Although there is increasing reliance on crisis helplines in suicide 
prevention and public health provision, important knowledge gaps 
remain regarding user outcomes. This study advances our knowledge by 
identifying a core set of outcomes that reflect the perspectives of three 
critical stakeholder groups: researchers, crisis supporters, and the ser
vice users themselves. We recommend researchers and service providers 
use the results of this study to guide outcome selection in future crisis 
helpline evaluations. Assessing an agreed set of person-centred out
comes will facilitate a deeper understanding of the role and impact of 
crisis helplines globally. Future work is needed to determine how best to 
measure these outcomes within the crisis helpline context. 
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