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Abstract. Background: Helplines are a significant phenomenon in the mixed economy of health and social care. Given the often anon-

ymous and fleeting nature of caller contact, it is difficult to obtain data about their impact and how users perceive their value. This paper

reports findings from an online survey of callers contacting Samaritans emotional support services. Aims: To explore the (self-reported)

characteristics of callers using a national suicide prevention helpline and their reasons given for contacting the service, and to present the

users’ evaluations of the service they received. Methods: Online survey of a self-selected sample of callers. Results: 1,309 responses

were received between May 2008 and May 2009. There were high incidences of expressed suicidality and mental health issues. Regular

and ongoing use of the service was common. Respondents used the service for complex and varied reasons and often as part of a network

of support. Conclusions: Respondents reported high levels of satisfaction with the service and perceived contact to be helpful. Although

Samaritans aims to provide a crisis service, many callers do not access this in isolation or as a last resort, instead contacting the organi-

zation selectively and often in tandem with other types of support.
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Background

Samaritans was established in 1953 and is one of the oldest

telephone helpline services in the UK. Helplines have under-

gone rapid global proliferation since the 1950s (De Leo, Del-

lo Buono, & Dwyer, 2002; Fleischmann et al., 2008; Hall &

Schlosar, 1995; Jianlin, 1995; Mental Health Helplines Part-

nership, 2003; Miller, Coombs, Leeper, & Barton, 1984):

Some have been established through statutory services as an

adjunct to professional medical or psychiatric care (Evans,

Morgan, & Hayward, 2002; Fleischmann et al., 2008; King,

Nurcombe, Bickman, Hides, & Reid, 2003), whereas many

others operate within the voluntary sector (Mishara, 1997;

Mishara et al., 2007; Wakeling, 1999). In recent years tradi-

tional telephone support has been extended to encompass

new technologies such as internet forums, e-mail, and text

messaging (Lipczynska, 2009). The range of topics covered

and the groups targeted by helplines is striking: Some are

established for people experiencing specific problems, from

health issues to difficulties with bereavement, gambling, or

smoking cessation (Jianlin, 1995; Potenza et al., 2001; Prout

et al., 2002; Wakeling, 1999), while others support specific

demographic groups, including children, students, parents,

and older people (Boddy, Smith, & Simon, 2004; Fukkink &

Hermanns, 2009; Harrison, 2000; Thompson & Thompson,

1974). The remit and approach of helplines varies widely

(Mishara et al., 2007): Some offer advice (Shekelle & Ro-

land, 1999), while others provide counseling on a specific

issue (Prout et al., 2002) or provide support through listening

(Thompson & Thompson, 1974) or befriending services

(Cattan, Kime, & Bagnall, 2009).

Samaritans is a volunteer-based crisis service aiming to

support callers on a short-term basis throughout an episode

of crisis or trouble. Samaritans is singular in focusing on

suicide and acceptance of callers’ need to explore suicidal

feelings and intentions within the security of an anony-

mous, confidential, nondirective, and nonjudgmental set-

ting (Samaritans, 2003, 2011). However, the organization

has made its services available to anyone experiencing

emotional difficulty or distress and in the past has taken a

notably inclusive attitude in allowing callers to define their

own need and to determine how they use the service. Sa-

maritans assess the majority of calls to be from people who

are distressed, albeit not suicidal (Samaritans, 2011).
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The efficacy of Helpline is difficult to establish (Lee-

naars & Lester, 2004; Miller et al., 1984; Mishara et al.,

2007) especially when, as with the Samaritans, contact

with callers may be brief and anonymous, with little

scope for caller feedback or follow-up of impact. Some

evidence suggests that helplines can improve the short-

term mental state of callers, including a reduction in sui-

cidal ideation and intent (Guo, Scott, & Bowker, 2003;

Mann et al., 2005; Guo & Harstall, 2004). Given the di-

versity of behavioral, psychological, and socioeconomic

factors associated with risk of suicide (Appleby et al.,

1999; Barbe, Bridge, Birmaher, Kolko, & Brent, 2004;

Cutcliffe & Stevenson, 2007; Eagles, Carson, Begg, &

Naji, 2003; Eldrid, 1988; Higgitt, 2000; Maris, 2002;

Nock et al., 2008; Varah, 1988), establishing longer term

effects or contributing contribute to suicide prevention is

more difficult (Kalafat, Gould, Munfakh, & Kleinman,

2007;  Leitner, Barr, &  Hobby, 2008;  Mead, Lester,

Chew-Graham, Gask, & Bower, 2010; Mishara et al.,

2007). The sheer complexity of factors influencing sui-

cidal action at the societal and individual levels may pre-

clude an “objective” assessment of whether helplines ac-

tually contribute to reducing suicide (Gunnell & Frankel,

1994; King et al., 2003; Mishara, 1997; Miller et al.,

1984). Nevertheless, user assessment is an important ser-

vice outcome. The present study extends the previously

limited knowledge and understanding of the characteris-

tics of Samaritans callers, their reasons for contact, and

their experience and assessment of the service.

Methods

This paper presents findings from an online survey that

was one component of a 2-year, independent, mixed-

method evaluation of Samaritans telephone and e-mail

support service (Pollock, Armstrong, Coveney, & Moore,

2010). The confidential and anonymous service Samari-

tans provides to callers posed a particular challenge to

recruiting respondents. It was not possible to identify and

directly contact people who had used Samaritans, so al-

ternative ways of inviting callers to participate in the

study were developed. A project website promoted the

study and hosted an online questionnaire. The internet

enabled contact to be established with a wide range of

callers, while also allowing respondents to maintain their

anonymity (Flick, 2009; Murthy, 2008). To reach callers

lacking access or familiarity with the internet the study

was advertised through local and national media and

community networks. A paper copy of the questionnaire

was available upon request, but was returned by only two

respondents. The recruitment strategy relied on callers

becoming aware of the research and actively volunteer-

ing to participate in the study.

Data were analyzed using the statistical package SPSS

version 16.0. Descriptive statistics summarized the charac-

Table 1. Demographic characteristics of survey respon-

dents

Characteristic No. (%)

Sex1

Male 285 22.1

Female 1002 77.9

Age group2

< 16 131 10.1

16–24 470 36.1

25–35 253 19.4

36–44 188 14.5

45–54 181 13.9

55–64 67 5.1

65–74 8 0.6

75–84 1 0.1

≥ 85 2 0.2

Marital status3

Married/living with partner 299 23.5

Divorced/separated 152 11.9

Single 792 62.2

Widowed 30 2.4

Living arrangements4

Alone 266 20.9

With others 1005 79.1

UK resident5

Yes 869 67.8

No 413 32.2

Sexuality6

Heterosexual 958 76.2

Bisexual 116 9.2

Gay/lesbian 72 5.7

Unknown 111 8.8

Current occupational status7

Employed full-time 296 23.6

Employed part-time 100 8.0

Self-employed 38 3.0

University/college student 252 20.1

Unemployed 93 7.4

Unable to work due to health problems 154 12.3

On parental leave 4 0.3

Parenting/homemaker 34 2.7

Retired/Semiretired 36 2.8

Carer 4 0.3

At school 201 16

Other 44 3.5

Disability8

No 967 78.2

Yes 269 21.8

Notes. Missing data for each question: 11.7% (n = 22); 20.6% (n = 8);
32.8% (n = 36); 42.9% (n = 38); 52.1% (n = 27); 64% (n = 52); 74% (n

= 53); 85.6% (n = 73).

2 C. M. Coveney et al.: Helpline Callers’ Experiences: An Online Survey
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teristics of the survey respondents as well as their use of,

experience, and assessment of the service. Categorical data

were described using frequency counts and percentages.

Ordinal data were summarized using the median and lower

and upper quartiles. Since this was an exploratory study,

gathering information on the needs and opinions of Samar-

itans callers with no specific hypotheses to be tested, com-

parisons between groups were made informally without the

use of hypothesis tests.

The online questionnaire included a number of open-

ended questions. Responses to these amounted to a very

substantial body of qualitative data, which will be the focus

of a subsequent publication. The present paper focuses only

on findings from the quantitative part of the survey.

Results

Between May 2008 and May 2009, 1,396 respondents

completed the online questionnaire. After eliminating du-

plicate data, incomplete datasets (where no feedback on

the service was given), and nongenuine or inconsistent

responders, we included 1,309 (93.8%) respondents in

the data analysis. Table 1 shows the demographic char-

acteristics of the 1309 survey respondents. The majority

(77.9%) were female, of white British or Irish ethnicity

(82.3%, n = 1049), heterosexual (76.2%), single (62.2%)

and living with other people (79.1%), most commonly

with their parents (36.1%). Almost 80% of respondents

were aged between 16 and 44 and approximately two

thirds were UK residents at the time they took the survey

(67.8%). Three quarters (75.2%) of the respondents were

in education or employment, with 23.6% employed full

time. Around one fifth (21.8%) reported having a disabil-

ity, and just over one third (34.2%) said that they were

taking medication for a mental health-related problem

when last contacting Samaritans. Most (80.4%) were still

taking this medication when they completed the survey.

The duration of medication intake ranged from less than

1 month to over 35 years. Most survey respondents

(89.3%) had last contacted the Samaritans within the last

year. Just over half (51.7%) had done so within the last

month.

Figure 1. Main reason for last contact-

ing Samaritans.
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Figure 2. Reasons for past

contact.

Figure 3. Comparing main

reason for last contact be-

tween those who have only

contacted once and those

that have used the service

more than once.

4 C. M. Coveney et al.: Helpline Callers’ Experiences: An Online Survey
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Reasons for Contacting Samaritans

Survey respondents were asked to provide details of their

main reason for last contacting Samaritans by selecting one

of 28 predefined options (Figure 1). The most common rea-

sons were mental health problems (13.2%, n = 153), self-

harm (12.3%, n = 142), relationship breakdown (7.6%, n =

88), relationship problems (6.8%, n = 79), and family prob-

lems (6.5%, n = 75). A further 6.5% (n = 75) of participants

stated their main reason to be because they were feeling

generally sad or low, and 6.2% (n = 72) of respondents

contacted because they were feeling isolated or lonely. Sex-

ual abuse was the main reason given by 5.9% (68) and be-

reavement by 4.7% (n = 55) of respondents.

Just over half (54%, n = 593) of the survey respondents

had contacted Samaritans more than once. The distribution

of the last contact in this group was similar to that of re-

spondents who had only contacted Samaritans on more

than one occasion. In both groups approximately half had

contacted Samaritans less than a month ago (49.4% and

52.4% for once only and multiple users, respectively). Re-

spondents were asked to select all relevant reasons for mul-

tiple contacts with Samaritans (Figure 2): 57% (n = 338)

reported feeling generally sad or low, 55.5% (n = 329) felt

lonely and isolated, and 47.2% (n = 280) felt anxious or

worried all the time. Other options frequently selected for

previous contacts were self-harm (50.9%, n = 302), mental

health issues (47%, n = 279), family problems (40.3%, n =

239), and relationship problems (29.3%, n = 174). Other

main reasons for contact selected by 12.6% (n = 144) of

respondents included stress, pain, guilt, anger, needing hu-

man contact, and feeling lost.

A higher proportion of single contacts was from people

feeling generally sad or low or reporting relationship prob-

lems compared to those who had used the service more than

once (Figure 3). A higher proportion of repeat callers reported

their main reason for contact was related to mental health

issues, self-harm, and sexual abuse. Similar frequencies of

other issues, such as loneliness and isolation, bereavement,

and family problems were reported by both groups of respon-

dents.

Perceived Impact of Contact with

Samaritans on Feelings

In describing how they were feeling before their last con-

tact with Samaritans, respondents typically specified their

feeling depressed (68.3%, n = 894), very distressed (64.1%,

n = 839), lonely (62.1%, n = 813), in despair (58.1%, n =

761), sad (55.7%, n = 729), helpless (53%, n = 694), and

hopeless (51.1%, n = 669); a majority selected more than

one option from the list. Additionally, 46.3% (n = 606) of

respondents reported feeling suicidal before the last con-

tact, and 8.6% (n = 113) indicated that they had called while

in the process of suicide (Figure 4).

Respondents rated how they felt at the end of their last

contact with Samaritans on a 10-point semantic differen-

tial scale (e.g., ranging from unhappy to happy). The me-

dian scores (MS) were calculated to indicate the average

score given on this scale across the sample. Scores higher

than the midpoint (5) indicate a positive change, and

scores lower than this indicate a negative change in feel-

Figure 4. Feelings before last

contact.
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ings1 (Table 2). Overall, respondents reported feeling

more positive than negative after their last contact with

Samaritans. The highest MSs were for feeling listened to

and feeling understood. Despite the Samaritans’ policy

of offering nondirective and nonjudgmental support as a

means of enabling callers to review and explore options,

many respondents considered they had been given ad-

vice, and that a solution had been found for their prob-

lems. Respondents tended to report feeling less suicidal,

alone, afraid, and anxious and more hopeful, supported,

and wanting to live after contact. MS for the remaining

variables indicated that, after contact with Samaritans,

participants felt neither more or less confident, happy or

cared for. Additionally, respondents reported feeling

more depressed than not.

A question about how respondents were feeling overall

after their last contact with Samaritans compared to how they

felt before the contact on a scale of 1 (worse) to 10 (better)

was scored highly (MS 7 [5,8]) indicating that contact with

Samaritans was felt to have an immediate positive effect. This

assessment did not differ markedly between males (MS 7

[5,9]) and females (MS 7 [5,8]). All age groups between 16

and 54 had a MS of 7. Those under 15 and between 65–74

had a higher MS of 8, and those 55–64, 75–84, and 85 and

over all had lower MS of 5, 6, and 1.5, respectively. However,

with the exception of those under 15, these age groups had

considerably fewer participants than those between 16–54,

making the data less reliable (Table 1).

Respondents were asked to indicate how they felt at the

time of last contact compared to when they completed the

survey (i.e., the present) in order to provide some indication

of change or stability of mood between these two time-

points. In general, callers reported feeling slightly better

when they completed the survey compared to immediately

after their last contact with Samaritans (MS 6[3,8]). This

did not vary greatly according to how recent this had been.

Respondents contacting within the preceding month and

those last in touch 7–12 months before had a MS of 6, and

those last contacting between 1 and 6 months previously

had a MS of 5. Responses from people whose last contact

had been more than a year ago were more variable and less

reliable due to the smaller number of respondents in this

group. How respondents felt when completing the online

questionnaire compared to at the end of last contact with

Samaritans did not differ markedly according to gender:

Males and females both had a MS of 6.

Callers’ Assessments of Their Experiences of
Samaritans’ Services

Perceived Helpfulness of Service

Using a 10-point semantic differential scale (1 = no help at

all to 10 = very helpful), respondents were asked to indicate

how helpful they had found Samaritans at the time of last

Table 2. Respondent’s feelings at the end of last contact with Samaritans

Feelings Endpoints of scale (1–10): Median score [Interquartile range]

1 10

Listened to1 Not listened to Listened to 9 [7,10]

Suicidal2 Suicidal Not suicidal 7 [4,10]

Lonely3 Alone Not alone 6 [4,8]

Afraid4 Afraid Unafraid 6 [4,8]

Anxious5 Anxious Not anxious 6 [4,8]

Happy6 Unhappy Happy 5 [2,6]

Confident7 Not confident Confident 5 [3,6.25]

Understood8 Not understood Understood 7 [4,9]

Hopeful9 Hopeless Hopeful 6 [3,7]

Depressed10 Depressed Not depressed 4 [2,7]

Wanted to live11 Don’t want to live Want to live 6 [3,9]

Cared for12 Not cared for Cared for 5 [2,6]

Supported13 Not supported Supported 6 [3,9]

Solution had been found14 No solution Solution found 7 [5,9]

Given advice15 No advice Advice given 8 [5,10]

Note. Missing data for each question: 111.5% (n = 150); 215.4% (n = 202); 312.3% (n = 161); 416.3% (n = 213); 516,4% (n = 215); 614.5% (n =

190); 717% (n = 223); 814.7% (n = 193); 916.2% (n = 212); 1015% (n = 196); 1116.1% (n = 211); 1215% (n = 197); 1315.4% (n = 202); 1414.7%

(n = 193); 1512.8% (n = 168).

6 C. M. Coveney et al.: Helpline Callers’ Experiences: An Online Survey
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vice versa. Interquartile range scores closer to the median indicate that the scores given were grouped close together.



contact. Those who had used the service more than once

were also asked to give an overall perception of how help-

ful they thought contact with Samaritans usually was. Re-

sponses were generally positive: The MS for helpfulness

of last contact was 7 [5, 9], and for overall perception of

helpfulness it was 8 [7, 10].

Experience of Contacting Samaritans

Sixty-two percent (n = 673) of respondents felt they had

always been listened to, but a further 30.4% (n = 329) re-

ported that they had sometimes felt listened to. The remain-

ing responses indicated that 3.1% (n = 33) of respondents

did not feel listened to very often, and 4.3% (n = 46) did

not feel listened to at all. Overall, respondents were satis-

fied with length of time taken for them to receive a response

from Samaritans. However, there was variation according

to the method of contact used. Those who had phoned or

visited a branch tended to report higher levels of satisfac-

tion with the length of response time than those who had

used e-mail or text message (Table 3).

Reactions to Being Asked About Suicide During
Last Contact

It is Samaritans policy for volunteers to enquire about sui-

cidal feelings at every contact. However, only 59% (n =

655) of respondents reported being asked during their last

contact with Samaritans whether they were feeling suicid-

al. The percentage was relatively consistent (at around 70%

of callers) when comparing methods of contact, with the

exception of those who had used the e-mail service where

only 50% (n = 317) of respondents reported being asked

about feeling suicidal. Respondents were asked how they

felt about this question. Responses were grouped into four

categories: positive feelings, negative feelings, feeling em-

barrassed or surprised, and not sure2 Of those who had been

asked the suicide question, 88.2% (n = 578) expressed how

they felt, with 44.5% (n = 257) selecting more than one

category option. Just over half (51%, n = 376) of all re-

sponses indicated a positive reaction to being asked about

suicide, and only 6.4% (n = 47) were negative. A further

16.5% (n = 122) were unsure of how they felt, and a quarter

(26%, n = 192) of responses indicated that the respondents

had felt embarrassed or surprised when the topic of suicide

was brought up by volunteers. Respondents’ reactions to

being asked about suicidal feelings did not vary extensively

according to the main reason for contact.

Overall Perception of Service

Two-thirds (66%, n = 357) of respondents reported receiv-

ing a consistent level of service across multiple contacts.

Approximately three quarters of respondents3 rated their

overall perception of Samaritans services as “excellent”

(31.8%, n = 268) or “good” (39.4%, n = 332). A further

14.6% (n = 123) rated the service as “reasonable,” 4.8% (n

= 40) as “bad,” and 9.3% (n = 79) said it was “variable.”

Most respondents did not recall what they had expected to

happen when they first contacted Samaritans. Over one

third (37.6%, n = 420) reported having no prior expecta-

tions, and 37.2% (n = 415) either did not know or could not

remember what they had initially expected. Respondents

were asked to rate their perceptions of the service they re-

ceived from Samaritans compared to their expectations pri-

or to first contact on a 10-point scale (1 = worse to 10 =

better). Overall, respondents scored their perceptions of the

service highly, giving a median score of 8 [5,9] This figure

is based upon 1,061 responses and thus includes ratings

from those who had not previously indicated that they had

expectations of the service and those who were not sure

Table 3. Satisfaction with length of time for response

Level of satisfaction with

speed of response1

Method of contact used

Telephone2 E-mail3 Text message4 Postal letter5 Visit6

N (%) N (%) N (%) N (%) N (%)

Very satisfied 175 51.2 128 36.3 16 29.6 9 56.2 52 58.4

Moderately satisfied 46 13.5 83 23.5 13 24.1 3 18.8 13 14.6

Fairly satisfied 53 15.5 78 22.1 12 22.2 2 12.5 14 15.7

Not satisfied 19 5.6 17 4.8 8 14.8 1 6.2 5 5.6

Not sure/varies 49 14.3 47 13.3 5 9.3 1 6.2 5 5.6

Notes. 1Based on the 593 respondents who contacted Samaritans more than once. Missing data: 24.2% (n = 15); 32.5% (n = 9); 41.5% (n = 1);
55.9% (n = 1); 69.6% (n = 4).
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� 655 (59%) respondents were asked whether they felt suicidal. Of these 578 (88.2%) expressed their feelings about this. The number of

responses reported is greater than the number of respondents who were asked whether they were feeling suicidal since respondents had the

opportunity to express more than one type of feeling.

� Responses from multiple users of Samaritans (n = 593). The number of responses is greater than the number of respondents since respondents

were asked to express their perception of the service for each method of contact they had used (e.g., telephone, e-mail, face-to-face, SMS).

Missing data: 6.6% (n = 39) respondents did not express their perception of the service.



what to expect. Among those who had indicated having

expectations prior to using the service (25.2%, n = 281) the

median was slightly lower (7 [4,9]).

The survey included a direct question about whether re-

spondents thought Samaritans services could be improved.

Approximately 40% (n = 408) of respondents provided

suggestions for improvement. These were grouped into

four main categories. Most commonly, respondents’ sug-

gestions focused on practical issues having to do with use

of the service (54.5%, n = 240) such as the incorporation

of new technologies (e.g., webchat), the length of contacts,

and reducing the cost of calling. Ways to improve interac-

tions between caller and volunteer (43.8%, n = 192) were

also commonly raised (e.g., use of silence by volunteers,

methods of beginning and ending the call). Respondents

also proposed changes to the way volunteers are recruited

and trained (7%, n = 32) and that the service could be im-

proved through the generally wider promotion of the or-

ganization (5.9%, n = 26)4.

Contact with Other Services

Of the survey respondents, 38% (n = 425) reported being

in touch with other services when they last contacted Sa-

maritans, with 77.6% (n = 330) thereof providing further

details of the service(s) they used and rating their helpful-

ness in comparison to Samaritans. 51% (n = 169) reported

contacting one other service about the same issue they had

called Samaritans about, 27.9% (n = 92) were in contact

with two other services, 15.2% (n = 50) with three other

services, 3.6% (n = 12) with four, and 2.1% (n = 7) with

five other services. A wide range of other services and or-

ganizations was reported, including specialized and profes-

sional services as well as more informal organizations

ranging from self-help groups to exercise clubs and reli-

gious groups. Other services were grouped into three cate-

gories: voluntary organizations and self-help groups, stat-

utory and other professional services, and alternative ser-

vices (Table 4).

Statutory Services

Of the other services used by callers in support of the same

issue that they called Samaritans about, statutory services

emerged as by far the most frequent, being specified by

84.2% (n = 278) of those who were in contact with other

services at the time of last contacting Samaritans. GPs were

most frequently mentioned (n = 137), with therapist or

counselor (n = 97), community mental health teams (n =

86), and psychiatrists or psychologists (n = 84) also com-

monly specified. Just over a quarter of those who were in

contact with statutory services rated this contact as more

helpful than Samaritans. However, 37.3% of these respon-

dents considered their contact with statutory services to be

less helpful than their contact with Samaritans (Table 4).

Voluntary Organizations

Sixty-two different voluntary organizations were listed by

27% (n = 89) of callers who reported contact with other

agencies. MIND, Childline, Victim Support, and National

Self-harm Network were most frequently mentioned. Re-

spondents’ opinions about the helpfulness of other volun-

tary organizations in comparison to Samaritans were divid-

ed fairly evenly, with 36.9% considering other voluntary

services to be of equal helpfulness to Samaritans (Table 4).

Alternative Services

Contact with alternative services, including church groups,

alternative therapists (e.g., acupuncturist, holistic healer),

and exercise groups (e.g., yoga) was mentioned by 7.9% (n

= 26) of respondents who were in touch with other services

at the point of last contact with Samaritans. Seven respon-

dents listed friends or family members as another service

they were accessing. The majority of respondents per-

ceived alternative sources of support to be either equal to

or more helpful than Samaritans. Only 19.2% rated these

other services of support as less helpful than Samaritans

(Table 4).

Table 4. Comparison with other services

Service How helpful service was in comparison to Samaritans1

N (%)

Voluntary More 25 29.8

Equal 31 36.9

Less 28 33.3

Statutory More 72 26.1

Equal 101 36.6

Less 103 37.3

Alternative More 9 34.6

Equal 12 42.2

Less 5 19.2

Note. 138.3% (n = 425) of the survey respondents reported that they

were in touch with other services at the time when they were in last

contact with Samaritans. The data presented in this table are from 330

(77.6%) of these respondents who provided further details of the ser-

vice(s) they used and rated how helpful they thought these other ser-

vices had been in comparison to their contact with Samaritans.
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Discussion

Samaritans aims to provide an anonymous, confidential,

and nonjudgmental space for callers to express emotions,

appraise their options, and particularly to explore suicidal

feelings and intentions. There is a general policy of asking

about suicide at every contact. Over a quarter of those who

responded to the survey said they were not asked whether

they were feeling suicidal during their last contact. Just

over half of the survey responses indicated a positive reac-

tion to being asked about suicidal feelings, whereas a sub-

stantial minority reported negative feelings including em-

barrassment or being surprised when the topic of suicide

was raised. The most recent annual summary by Samari-

tans (2011) of contacts based on volunteer logging and as-

sessment of calls indicates that 20.3% (554,715) of dialog

contacts (the majority of which are by phone) were as-

sessed by volunteers to involve callers expressing suicidal

feelings during the contact. This figure was considerably

higher in the relatively much smaller numbers of e-mail

(42.9%: 80,905) and SMS text messages (52.2%: 88,025).

A further 22.6% of calls were considered to be abusive or

inappropriate in some way (Samaritans, 2011). The major-

ity of contacts are assessed to be from callers described as

distressed but not expressing suicidal feelings (53.7%).

Compared to the Samaritans figure for overall contacts, the

survey respondents reported a higher incidence of suicidal

feelings (46.3%) at the point of last contact. However, this

figure may reflect the relatively younger age of these re-

spondents and their greater preference for contact via text

and e-mail, which contain a higher incidence of suicidal

content. In this case the survey findings would be reason-

ably consistent with Samaritans data. However, the survey

data contain a higher reporting of suicide in process during

last contact with Samaritans (8.6%) compared to the annual

estimates (0.6%) given in the Samaritans summary. The

reason for this discrepancy is not clear. However, as was

evident from the qualitative data sets collected alongside

this survey data (Pollock et al., 2010), caller reports of

“feeling” or even “being” suicidal referred to a very diverse

spectrum of meaning and significance. “Feeling” suicidal

bore very little relationship to a state of “being suicidal,”

and even “being suicidal” did not necessarily relate to com-

mitted action to self-harm or suicide (Fairbairn, 1995;

Holding, 1974; Mishara, 1997; Pollock et al., 2010).

A substantial proportion of survey respondents disclosed

mental health issues, with around one third of all respon-

dents reporting taking medication for a mental health-relat-

ed problem when they last contacted the helpline, and al-

most half of those who had contacted Samaritans on more

than one occasion cited mental health issues as their main

reason for using the service in the past. Issues such as be-

reavement and work problems were not frequently stated

reasons for contact. Experience of mental illness was more

commonly given as a main reason for last contacting Sa-

maritans by those who had used the service on more than

one occasion compared to those who reported having used

the service only once. This difference in reasons for contact

between single and multiple users cannot be explained sim-

ply by how recently people had last contacted Samaritans,

since the distribution of time since last contact was similar

in both groups. Therefore, it was not that one-time callers

were very recent users of the service, and that sufficient

time had not elapsed to enable them to contact Samaritans

on more than one occasion. The survey findings are con-

sistent with other studies in reporting a heavy use of ser-

vices by regular callers, a high proportion of whom report

having mental-health problems of chronic and ongoing na-

ture (Fakhoury, 2002; Hall & Schlosar, 1995; Mishara et

al., 2007; Samaritans, 2004).

Over a third of survey respondents were in touch with

other services at the time of last contacting Samaritans, in-

dicating that in many cases callers do not access Samaritans

in isolation or as a last resort. Rather, contact is made se-

lectively with specific intent at particular times of need,

often in tandem with other available sources and types of

support. In addition, over half of the survey respondents

had contacted Samaritans more than once. In line with oth-

er findings – and at variance with the stated aims and mis-

sion of the organization – this indicates that many callers

value Samaritans as a source of ongoing support, rather

than as a refuge in times of crisis (Hall & Schlosar, 1995;

Mishara, 1997; Pollock et al., 2010).

The limited evidence available suggests that the impact

of telephone crisis helplines is relatively small and short

term (Gunnell & Frankel, 1994; Leitner et al., 2008; Mish-

ara, 1997; Mishara et al., 2007). A recent systematic review

of studies examined the effects of emotional support of-

fered in the voluntary/community sector on depressive

symptoms and found a mildly positive effect (Mead et al.,

2010). The findings of the present study are consistent with

the suggestion that a potential impact of voluntary sector

support services such as Samaritans lies in providing a

sense of “connectedness” for callers as a means of deflect-

ing or reducing impulses to suicide or self-harm. However,

previous research also suggests that such connectedness

derives from the experience of relatively structured and en-

during support, rather than short-term contact with crisis

services (Mishara, 1997; Mishara et al., 2007). This is at

odds with Samaritans’ intention of offering time-limited

support for those experiencing crisis and the organizational

commitment to nondirective active listening as the means

of providing such support and to enable the caller to retain

control and responsibility for decisions about their lives.

The extent to which survey respondents (the majority) felt

they had received advice during contact with Samaritans is

a notable finding, in view of the organizational commit-

ment to offering nondirective emotional support.

As reported by other studies of suicide helplines, various

contact patterns were evident, ranging from callers who re-

ported being or feeling suicidal to those with ongoing men-

tal health problems who used Samaritans as part of their

support network, to callers who were distressed but not sui-
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cidal (Hall & Schlosar, 1995; Mishara, 1997). Regardless

of the degree to which their contact fell within the intended

remit of the organization, respondents generally described

the impact of Samaritans in positive terms. They reported

feeling better after contact with the organization and rated

the perceived helpfulness of the service highly. However,

reflecting the complexity of the judgments involved in as-

sessing an experience involving many facets, respondents

also reported shortcomings and disappointments: Around

two fifths of survey respondents gave suggestions as to how

the service could be improved or better tailored to meet

their needs.

Limitations

The findings reported in this paper present a substantial

number of caller perspectives and provide a great deal of

information about callers’ personal experiences and assess-

ment of using Samaritans emotional support services not

previously been available. The present study is in line with

previous findings that callers fall broadly into two catego-

ries – acute and regular – and that regular callers are more

often women and frequently suffer mental ill-health (Fak-

houry, 2002; Hall & Schlosar, 1995; Holding, 1974; Mish-

ara et al., 2007; Pollock et al., 2010; Samaritans, 2004).

Analysis of the survey responses did not reveal any sub-

stantial differences between the reported experiences of

male and female callers. However, those who completed

the survey tended to be younger women using e-mail as

their preferred means of contact. Consequently, the views

and experiences of male callers may be underrepresented

in the findings. The main drawback to hosting the survey

online was that it was not possible to employ a sampling

strategy or to recruit a “representative sample.” The self-

selection of the survey respondents is an inevitable con-

straint, given the nature of Samaritans as an organization

and the anonymity afforded to callers. The study incorpo-

rates the views and perspectives of a wide range of callers,

but these cannot be considered representative of the wider

population of persons who use Samaritans services. How-

ever, no information is available (from Samaritans or other

sources) from which a representative sample of callers

could be constructed, or which could have been used as a

comparator for the respondents recruited in the present

study. Samaritans do have reference data based on calls

(Samaritans, 2011); rather, this is collected by branch vol-

unteers who record only minimal information about each

contact: duration, sex of caller, sometimes age if this was

revealed, and a subjective assessment of suicidality. There

is no way of verifying personal details that may be revealed

during the call, or of constructing an accurate caller profile.

The online survey was designed to capture the views and

experiences of a broad range of users of Samaritans service

rather than to investigate specific hypotheses and is there-

fore descriptive in nature.

Conclusion

Samaritans has an established position as one of the oldest

and most respected helpline services in the UK. The high

number of calls received by volunteers testifies to a signif-

icant level of expressed need for support by a diverse pop-

ulation of callers presenting with a wide range of troubles

and concerns. However, the anonymous and confidential

nature of the contact between callers and volunteers makes

it difficult to establish an evidence base for the quality and

effectiveness of the service or to develop awareness of call-

ers’ expectations, experience, and assessment of contact

with Samaritans, and their perceptions of how the service

could be improved to better meet their needs in future. The

difficulties involved in accurately assessing the impact and

effectiveness of any kind of suicide prevention strategies,

including telephone support lines, in terms of reduced in-

cidence of death preempt any attempt at specifying to what

extent Samaritans may contribute to this end (Bernburg,

Thorlindsson, & Sigfusdottir, 2009; Barbe et al., 2004;

Cavanagh, Lawrie, & Sharpe, 2003; Department of Health,

2002; Gunnell & Frankel, 1994; King et al., 2003; Leitner

et al., 2008; Mishara, 1997). It was not the intention or

purpose of this study to undertake such an assessment.

However, the study findings extend insight into caller ex-

periences of using Samaritans emotional support services,

and the nature of the support received by callers and desired

by different groups of user. They also point to routes for

further service development in future.
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