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SUICIDE PREVENTION CRISIS HOTLINES 
 
 
Theoretical rationale: 
 

• Suicidal behavior is often associated with a crisis 
 

• Suicide is usually contemplated with psychological  
    ambivalence 
 

• “Cry for help” dealt with by those with special training 
 
Practical advantages:       
 

• Ubiquitous source of help worldwide 
 

• Convenient, accessible and available outside usual  
    office hours 
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SUICIDE PREVENTION CRISIS HOTLINES 
 Goals: 
• Provide immediate access to care 
• De-escalate current crisis and suicidal state 
• Evaluate imminent suicide risk 
• Identify alternative coping strategies and develop “action 

plan”/safety plan including formal and/or informal 
community resources 

• Enhance long-term safety of callers/continuity of care 
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Increasing role in the armamentarium of suicide  
prevention efforts 
 

• A notable advent in the past 16 years in the U.S. has been the 
creation of the National Suicide Prevention Lifeline (LIFELINE) - 
a national network of over 160 suicide prevention crisis centers:    
1-800-273-TALK (and 1-800-SUICIDE).   

 

• These national hotline numbers are currently providing back-up 
resources for a myriad of suicide prevention programs, 
including: public awareness messaging campaigns, school-based suicide 
prevention programs, and federal, community and advocacy 
information/referral documents and internet sites.  

 

SUICIDE PREVENTION CRISIS HOTLINES 
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NAASP: Clinical Care & Intervention  
Task Force Report 
 

 

Lifeline was one of four 
programs featured for 
their capacity to save 
lives.  
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Selected findings from 16 years of evaluations of the 
national network of suicide prevention crisis lines will 
be presented. 

DO HOTLINES PROVIDE EFFECTIVE 
SERVICES? 
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ITERATIVE PROCESS BEWTEEN 
EVALUATION FINDINGS AND PRACTICE  

 LIFELINE/SAMHSA 
 PRACTICES 

EVALUATION 
 STUDIES 
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EVALUATION OF LIFELINE GOALS 
 • Effective Quality Services 

 

• Continuity of Care 
 

• Expanded Access to Care 
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Quality of 
Services 
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QUALITY OF SERVICES (I): Proximal Outcomes 
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QUALITY OF SERVICES (I): Proximal Outcomes 
Key findings of our study: 
 

• Seriously suicidal individuals were calling telephone crisis services -  8% 
in midst of attempt, 58% had made prior attempt.  

 

• Significant reductions in callers' self reported crisis and suicide states 
from the beginning to the end of the calls; however, without a control 
group, these effects cannot be definitively attributed to the crisis 
intervention.  

 

• 11.6% of suicidal callers reported (unprompted) at follow up that the 
hotline call had prevented them from harming or killing themselves. 

 

• Of callers who were rated as non-suicidal crisis callers by hotline staff, 
12% reported at follow up that they were feeling suicidal either during or 
since their call to the center.  
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QUALITY OF SERVICES (II): ASIST Evaluation 
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Findings from ASIST Evaluation: Callers 
Callers who spoke with an ASIST-trained counselor appeared 
significantly  

– less depressed  (38.7% vs. 32.1%) 
– less suicidal  (59.9% vs. 45.3%) 
– less overwhelmed  (45.8% vs. 37.0%) 
– more hopeful  (44.7% vs. 35.3%) 

by the end of the crisis call than callers who spoke with a 
counselor in the wait-listed condition. 

Gould et al., 2013 
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QUALITY OF SERVICES (III): Imminent Risk  

Gould et al., 2007 
– For callers who had taken some action to kill themselves 

immediately before calling the center, emergency rescue was 
initiated in only 37.9% of cases (information provided by 
counselors) 

Mishara et al., 2007 
– On monitored calls where a suicide attempt was in progress: 

emergency services were known to be dispatched in 18.2% of 
cases (6/33), and the caller changed his/her mind about the attempt 
in 24.2% (8/33), leaving 57.6% of calls (19/33) apparently without 
an observed mitigation of risk. 

Need for assessment and intervention standards 
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Imminent Risk Evaluation: Findings (I) 
• All imminent risk calls do not fit a single type. Four distinct 

profiles emerged.   
 

• Crisis helpers actively obtained the collaboration of the vast 
majority (over 75%) of callers they identified as being at 
imminent risk, consistent with the Lifeline IR policy.  
 

• On a quarter of the imminent risk calls, the helper 
undertook an “active” rescue, intervening without the 
caller’s collaboration.  
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Imminent Risk Evaluation: Findings (II) 
• Active rescues were largely limited to calls with: 

–  high levels of reasons for dying  
–  little sense of purpose 

 

• Active rescues were also more likely when: 
–  an attempt was in progress 
–  the caller was intoxicated 
–  the caller was not engaged with the helper 
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Continuity of 
Care 
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FOLLOW-UP EVALUATION  
Overall Aim 
• The aim of the follow-up studies is to 

evaluate SAMHSA’s initiatives to have crisis 
centers offer and provide clinical follow up to 
suicidal callers and suicidal individuals 
discharged from hospitals and EDs.  

• Five cohorts (Ns= 6, 6, 6, 12, 6) funded by 
SAMHSA 
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Quantity of Clinical Follow-up Completed 
with Interviewed Cohort I Callers 

Measure of Quantity  Range Average Median 

Number of Follow-up Calls 1 – 12 calls 2.7 calls 2 calls 

Minutes of Follow-up Contact 2 – 398 minutes 57.3 minutes 44 minutes 

Duration of Follow-up in Days 1 – 275 days 27.5 days 10 days 
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Callers’ Perceptions of Care 
“To what extent did the follow-up call(s) stop 
you from killing yourself?” 

• A lot      53.8% 
• A little               25.8% 
• Not at all    20.4% 
• It made things worse    0.0% 

 

• Do not remember follow-up   2.0% 
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Need for Follow-up with ED/Inpatient Discharges 

• High risk of suicide attempts or reattempts in the immediate 
post-discharge period (Goldacre, Seagroatt, & Hawton, 
1993; Kan, Ho, Dong, & Dunn, 2007; Qin & Nordentoft, 
2005; Hunt et al., 2009).  
 

• One strategy for improving care transitions after ED and 
inpatient admissions involves post-discharge follow-up 
contact.  
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Expanded Access 
to Care 
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INCREASING ACCESS TO CARE: CRISIS CHAT 
• The use of the Internet for the clinical care of suicidal 
individuals is a promising development, in that Web-based 
interventions may provide enhanced opportunities for 
engaging individuals in need of services (Alao, Soderberg, Pohl, & 
Alao, 2006; Barak, 2007; Gilat & Shahar, 2007).  

 

• For example, it appears that adolescents find 
communicating over the Internet more appealing than the 
telephone when it comes to seeking help (Gould et al., 2002; King et 
al., 2003).  
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CHAT Evaluation: Lifeline Crisis Chat  
(LCC) network  
• Lifeline Crisis Chat (LCC) is a service of the National Suicide 

Prevention Lifeline in partnership with CONTACT USA. 
 

• LCC service is currently available 24/7/365. 
 

• LCC includes 28 centers, of which 6 are national grantee 
centers. 
 
 

Evaluation is in progress 
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• Suicide prevention crisis hotlines can:  

 Provide 24/7 access to care for individuals in suicidal 
crises, including those who are treatment-shy 

 Serve as a source of back-up support for at-risk 
individuals in treatment 

 Re-engage individuals who are no longer in treatment  

 Enhance continuity of care for suicidal patients 
discharged from EDs and inpatient facilities 

SUMMARY: The Role of Suicide Prevention Crisis 
Hotlines within Mental Health Systems of Care 
 


	Slide Number 1
	Slide Number 2
	KEY COLLABORATORS
	SUICIDE PREVENTION CRISIS HOTLINES��
	SUICIDE PREVENTION CRISIS HOTLINES�
	SUICIDE PREVENTION CRISIS HOTLINES
	NAASP: Clinical Care & Intervention �Task Force Report�
	Slide Number 8
	ITERATIVE PROCESS BEWTEEN EVALUATION FINDINGS AND PRACTICE 
	EVALUATION OF LIFELINE GOALS�
	Slide Number 11
	Slide Number 12
	QUALITY OF SERVICES (I): Proximal Outcomes
	Slide Number 14
	Findings from ASIST Evaluation: Callers
	Slide Number 16
	Slide Number 17
	Imminent Risk Evaluation: Findings (I)
	Imminent Risk Evaluation: Findings (II)
	Slide Number 20
	FOLLOW-UP EVALUATION �Overall Aim
	Slide Number 22
	Quantity of Clinical Follow-up Completed with Interviewed Cohort I Callers
	Callers’ Perceptions of Care
	Need for Follow-up with ED/Inpatient Discharges
	Slide Number 26
	INCREASING ACCESS TO CARE: CRISIS CHAT
	CHAT Evaluation: Lifeline Crisis Chat �(LCC) network 
	Slide Number 29

