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Abstract
Mental health counselling and support over the telephone or internet is increasingly 
common. Evaluating effectiveness requires outcome measures and understanding 
factors driving behaviour. This article describes a theory-driven evaluation of the 
one-month outcomes of a short-term solution-focused support session for anxiety 
or depression with a counsellor. The primary aim of the evaluation was to measure 
the outcomes of this session on service users’ help-seeking behaviour. It also sought 
to understand reasons for behaviour based on behaviour change theory. A secondary 
aim was to measure changes in feelings of stress and coping before and after the 
session, and collect evidence of the value of the service in terms of ‘consumer-defined 
recovery’. The evaluation found the service was effective, with the overwhelming 
majority taking some action, being more engaged with a health professional, having 
reduced feelings of distress, increased confidence to cope and less hopelessness. 
Improvements for service users included ‘reality testing’ the advice given and building 
commitment or intent to follow the advice, and ‘rehearsing’ so service users can 
demonstrate to themselves they have the skills required and can overcome any 
obstacles to following the advice.
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Introduction

One in five Australians experience a mental health condition in a given year and almost 
one in two will experience a mental health condition at some point in their lifetime 
(Australian Bureau of Statistics [ABS], 2008). Emotional, mental and physical stress-
ors due to causes such as illness, job insecurity, financial concerns and relationship 
difficulties can contribute to an individual developing mental health difficulties 
(Australian Institute of Health and Welfare, 2014).

Telephone and online support services for individuals experiencing mental 
health issues play a significant role in Australia’s mental health system (National 
Mental Health Commission, 2014; Sands et al., 2016). Telephone support services, 
as a more established medium than online services, have proven successful for 
crisis intervention and treatment for conditions such as depression (King et  al., 
2006). Potential advantages of such services are that they have wider geographic 
reach including to those in rural and remote communities, that they offer anonymity 
and confidentiality, that they provide an immediate response anytime during a 
24-hr period, and they give the caller a sense of control that they can hang up at any 
time (King et al., 2006; Urbis Keys Young, 2002). Telephone counsellors have been 
described as being ‘available, empathic helpers who listened to callers and let them 
talk, helped them to calm down, and provided options for addressing their con-
cerns’ (Kalafat et al., 2007, p. 334).

There are a myriad of supports available online and on the telephone in Australia. 
These services vary in length (some services are intended to provide single session 
support and others ongoing support) and in the type of service they offer, as well as the 
population groups they target. A Contributing Lives Review in 2014 emphasised the 
importance of telephone and online services that linked people directly to effective 
interventions and local service systems (National Mental Health Commission, 2014). 
Approximately 4% of Australians aged 16–85 years are believed to have used a tele-
phone counselling service for mental health issues at some point in their lifetime 
(Bassilios et al., 2015). These support services provide a suitable and accessible path-
way for people to seek help and there is some limited research to demonstrate effec-
tiveness (Mishara et al., 2007). The most comprehensive known studies took place in 
the United States in the 2000s with these showing some benefit for callers to crisis 
hotlines. This included a reduction in confusion, depression, anger, anxiety, hopeless-
ness and feelings of being overwhelmed (Kalafat et al., 2007). Other research has 
found that callers reported an increased sense of well-being and personal empower-
ment, and that their experience with the service had contributed to their personal 
recovery process (Spirito, 2011).
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The importance of the helping styles of counsellors has also been noted. Positive 
caller outcomes have been found to be more likely when empathy and respect are 
demonstrated to the callers (Mishara et al., 2007), and when callers feel cared for, sup-
ported and reassured, and listened to (Sands et al., 2016). Research into callers’ fol-
low-through with referrals made by telephone counselling services have found rates of 
approximately 50% (Stein & Lambert, 1984). More recent research found that approx-
imately a third (33.2%) of callers had made or kept an appointment in the 1–52 days 
(average 13 days) since their original call (Kalafat et al., 2007). Reasons for this 
included inappropriate referrals, concerns about the organisation they were referred to 
and barriers accessing the service such as long waiting times.

It has been suggested that further research is needed to understand caller percep-
tions of telephone counselling services and whether callers’ needs are met through 
their experience with such services (Bassilios et al., 2015; Sands et al., 2016).

The purpose of this article is to share the findings of an evaluation of a support 
service that provides telephone and online psychological support and referral.

Description of service

Beyond Blue has offered a support service since 2013. The purpose of the Support 
Service is to provide the Australian population with support and access to high-quality 
information about depression and/or anxiety, as well as assistance in identifying 
appropriate referral services to support callers with additional needs. Trained profes-
sionals with counselling experience provide immediate, short-term, solution-focused 
support and referrals via telephone, email and webchat. All calls, webchats and emails 
are one-on-one, confidential and the client can choose to remain anonymous.

There is a high and increasing demand for the Beyond Blue Support Service. In 
2017–2018, 168,864 contacts were received for all channels, an increase of 10% 
(15,552) compared with the previous financial year (Medibank Health Services, 2016). 
Approximately 64% of contacts are telephone calls, 30% are web chats and 6% are 
emails. On average, there are 14,000 calls to the service a month.

The service receives the majority of contacts from females (59% for telephone and 
75% for webchat). The telephone service has a higher representation of male callers 
(41%) compared with other channels and has a slightly older demographic. The most 
frequent telephone callers are aged 35–44 years (18%) followed by 25–34 years (22%), 
whereas 47% of webchats users are aged 15–24 years.

The majority of individuals are contacting the service about themselves (70% tel-
ephone and 95% webchat) with the remaining callers being family members, partners 
and professional care providers. In 2017–2018, depression and anxiety were the main 
topics discussed by service users; together they account for about 98% of all topics; 
family and relationships was the third most common topic discussed (34%), noting 
that more than one topic can be discussed per call. The vast majority of contacts (85%) 
were assessed as ‘nil to low risk of suicide’. Interventions predominantly include 
‘brief support’ (90%) followed by ‘referral information’ (70%).
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Method

Evaluation purpose

The purpose of the evaluation was to determine the immediate and short-term 
(1 month) outcomes of a single session of psychological support and referral via the 
Beyond Blue Support Service. This project focused on changes in individuals’ feel-
ings about the problem that prompted their contact with Beyond Blue and actions 
taken based on the advice and/or referral information received from the Support 
Service. The primary aim of this evaluation was to determine the immediate and 
short-term (1 month) outcomes of a single session of brief psychological support and 
referral. It also sought to understand reasons for behaviour based on theories of 
behaviour change (Fishbein et al., 2000). A secondary aim was to measure changes in 
feelings of stress and coping before the call, after the call, 3 days after the call and 
1 month after the call.

The study did not include a process evaluation or mixed methods as is often the 
case in modern evaluation practice. While the project brief was to ‘measure outcomes’, 
the evaluation sought to move beyond measurement and test the extent to which cer-
tain ‘mechanisms’ or ‘factors known to influence behaviour’ were ‘fired’ or activated 
by the service. This analysis also sought to test the service in terms of the theory of 
‘consumer defined recovery’ that places less emphasis on clinical symptoms and more 
on the person’s sense of hope (Andresen et al., 2010). It also sought to identify any 
deficiency or lost opportunities to influence behaviour suggested by a synthesis of 
behaviour change theories (Fishbein et al., 2000), which would in turn have implica-
tions for service improvement. For example, if the study showed that the advice would 
be ‘embarrassing to follow’, then service re-design would need to explore this concept 
further through additional evaluation activity.

Evaluation design

The evaluation used a theory-driven approach – to the extent that sought to unpack 
and test the extent to which the service leveraged the substantive social science 
theory that underpins the intervention (Donaldson & Lipsey, 2006) – as well as 
measure outcomes in terms of actual behaviour change. It did not seek to develop an 
overall programme theory or undertake a mixed-methods evaluation of process and 
outcomes as this was out of scope for the project. The evaluation was designed and 
carried out by ARTD Consultants. In this case, as the intervention is aimed directly 
at decision making and behaviour change, a synthesis of behaviour change theories 
(Fishbein et al., 2000) and previous experience operationalising these into survey 
items was used. Amending survey items to be relevant to the service allowed the 
evaluation to test which factors that influence behaviour were ‘fired’ by the inter-
vention. Outcomes were operationalised in terms of help-seeking behaviour changes 
and mental health benefits as collected in the survey battery developed for the 
research. It was also considered that if the evaluation could help identify which key 
factors known to influence behaviour were not influenced by the intervention, this 



Hawkins et al.	 5

would yield useful information for programme modification. For example, if people 
felt following the advice would not actually be helpful, or if they would be too 
embarrassed, or people important to them would disapprove and so on. As a theory-
driven evaluation, it allowed the identification of how various ‘performance indica-
tors’ for the service may be improved based on relevant theory (Shaw et al., 2006), 
in this case a theory of behaviour change.

Participants

All service users who contacted the service between November 2017 and February 
2018 and met pre-determined inclusion criteria were invited to participate in the evalu-
ation. This time period was set to align with the commissioning organisation’s needs. 
These criteria included that they were aged 18 years or above, that they were assessed 
by the counsellor as being nil to low risk of suicide, that they had accessed the Support 
Service through telephone and webchat channels, and that they were calling about 
themselves and/or family members and partners. Service users were excluded if they 
had indicated signs of psychosis which would impair decision-making. Service users 
had to agree to be emailed an online survey and in doing so were willing to provide a 
first name and email address.

Almost 4,000 (3,969) people contacted the Support Service during the data collec-
tion period. Of these, 2,019 (51%) met the inclusion criteria and 1,477 (73%) con-
sented to participate in the evaluation. Four hundred three participants completed 
Survey 1 (a response rate of 27%) and 308 participants consented to be sent Survey 2 
with 128 completing it (a response rate of 42% of those who completed Survey 1).

The demographic characteristics of participants in Survey 1 are outlined in Table 1.

Table 1.  Demographics of service users by channel and user type.

Demographic Phone Chat Self Other

Median age 42 28 35 47
Male 32% (36.4%) 32% (23.1%) 36% 22%
Female 68% (58.9%) 66% (72.2%) 63% 78%
Heterosexual 86% 81% 81% 95%
Homosexual 5% 5% 7% 1%
Other 9% 14% 13% 5%
Aboriginal and Torres Strait Islanders 4% 3% 4% 3%
Non-English-speaking background 18% 17% 19% 14%
State (Top 3) VIC (31%)

NSW (30%)
QLD (21%)

NSW (34%)
VIC (24%)
QLD (20%)

NSW (33%)
VIC (26%)
QLD (20%)

VIC (37%)
NSW (26%)
QLD (19%)

Source: Survey 1.
Where available, national demographic statistics about Beyond Blue Support Service clients have been 
provided in parentheses (Medibank Health Services, 2016). VIC: Victoria; NSW: New South Wales; 
QLD: Queensland.
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All attempts were made to reduce the burden of data collections on service users 
and staff. The first survey was delivered to those who consented to participate 3 days 
after their contact and the second survey was released 28 days after their initial contact. 
Service users who did not complete the survey were reminded once only via SMS or 
email (Stern et al., 2014) 3 days after their initial invitation. The full evaluation process 
is outlined in Figure 1.

ARTD sends Survey One to 
clients via email within 3 days of 

contact with the Support 
Service, asks consent for Survey 

Two and offers incentive

Counsellors record 
details of consenting 

clients in an online form 
that is sent to ARTD 

Consultants

Ethics approval 
obtained

Prize drawn and 
sent to clients 

Survey responses stored 
in secure database and 
client goes into draw to 

win prize 

Survey One – Nov 2017-End Jan 2018

Beyond Blue counsellors 
ask all clients who meet the 
survey inclusion criteria to 

par
cipate in survey  

ARTD send SMS or email 
reminder, no further 
contact with client if 
don’t respond

Survey responses stored in 
secure database and list 

compiled of clients that consent 
to Survey Two

If no response in 3 days 

ARTD sends Survey 2 via email 
to list of clients that consented 
to receive Survey 2 one month 
after they completed Survey 1 

Survey Two – Dec 2017-End Feb 2018 

If no response in 3 days

ARTD send SMS or email reminder, no 
further contact with client if no response

Info pack 
distributed to 
Beyond Blue
counsellors 

Figure 1.  The evaluation process.
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Data collection tool

The survey items were designed to measure the following:

•• Demographics (Survey 1 only): service history, satisfaction with the service 
and actions taken as a result of the service. Items on satisfaction focused on 
whether the person felt listened to, respected, helped to feel better and provided 
with good advice. The actions taken were in open text.

•• Kessler-5 (K5; Survey 1 only): a measure of psychological distress which 
measures levels of negative emotional states (Andrews & Slade, 2001), was 
included in Survey 1 to capture the level of anxiety and/or depression people 
may be experiencing. The K5 is a subset of five questions from the Kessler 
Psychological Distress Scale–10 (K10).

•• One item from the K5 was later repeated in Survey 1 and in Survey 2 to meas-
ure changes in ‘consumer-defined recovery’. This is a useful measure as con-
sumers may attend less to the frequency of symptoms of distress than clinicians 
do, and more on their sense of self-worth and optimism about the future 
(Andresen et al., 2010). As such, items about ‘hopefulness’ and ‘worthlessness’ 
are likely to reflect how consumers define their recovery. One of these items 
was included in the survey protocol because it also appeared in the K5 which is 
used by Beyond Blue.

•• Distress and Coping (slider scale): we developed a slider scale that asked, ‘how 
distressed you feel’ and how ‘confident you feel to take action’ that was admin-
istered at four different time points (see Table 2 for detail on the four time 
points and the use of a retrospective pre-tests).

•• Factors influencing behaviour change (three items in Survey 1 repeated in 
Survey 2 with five further items): The necessary factors are that the person has 
formed a strong intention to perform the behaviour; the person is able to over-
come barriers to perform the behaviour; and the person has the skills necessary 
to perform the behaviour.

It is important to note that this approach did not expect to measure changes in 
anxiety or depression as a result of the service using the K5, but, instead, was 
interested in the level of anxiety and depression of those accessing the service 
compared with the broader population of Beyond Blue service users. The primary 
interest was the usefulness of the service in terms of changes in help-seeking 
behaviour. The data collection tools used in the evaluation relied on four key ele-
ments: the K5 relevance to both mental health and ‘consumer defined recovery’, a 
purpose built visual analogue scale of stress and coping, an eight-item scale for 
assessing behaviour based on synthesis theory of factors influencing behaviour 
and behaviour change, and other items related to satisfaction with the counsellor, 
demographics and extent of interaction with the service or other similar services 
(Table 2).
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Data collection.  The first survey was conducted 3 days after accessing the service 
(Table 2). The first survey included a retrospective pre-test on levels of distress and 
coping and the K5 prior to making contact. The second survey was conducted 28 days 
after accessing the service. Survey delivery was automated so that the same period of 
time elapsed for all interviewees. Reminders were kept to a minimum to further ensure 
a comparable period of time between receipt of the service and completion of the sur-
vey for all respondents.

Table 3.  Satisfaction with Beyond Blue counsellor at 3 days.

The Beyond 
Blue counsellor 
. . .

Strongly 
disagree

Mostly 
disagree

Tend to 
disagree

Tend to 
agree

Mostly 
agree

Strongly 
agree

Total

n % n % n % n % n % n % n %

listened to me 23 5.9 15 3.8 6 1.5 41 10.5 66 16.8 241 61.5 392 100
was respectful 
towards me

24 6.0 2 0.5 5 1.3 14 3.5 37 9.3 316 79.4 398 100

helped me feel 
better

24 6.2 16 4.1 13 3.4 69 17.9 97 25.1 167 43.3 386 100

gave me good 
advice

19 4.8 14 3.5 11 2.8 53 13.3 92 23.1 209 52.5 398 100

Table 2.  Relative focus of Questionnaires 1 and 2.

Focus area Survey 1 Survey 2

Pre-contact 
(collected 
retrospectively)

Post contact 
(collected 
retrospectively)

3 days after 
contact

1 month after 
contact

Distress levels Distress about 
problem (one 
item)

Distress about 
problem (one 
item)

Distress about 
problem (one 
item)

Distress about 
problem (one 
item)

Coping ability Confidence 
to take action 
to cope with 
problem (one 
item)

Confidence 
to take action 
to cope with 
problem (one 
item)

Confidence 
to take action 
to cope with 
problem (one 
item)

Confidence 
to take action 
to cope with 
problem (one 
item)

Consumer-
defined 
recovery

Helplessness 
past month 
pre-contact (one 
item)

Helplessness last 
few days since 
contact (one 
item)

Helplessness last 
few weeks since 
contact (one 
item)

Help-seeking 
behaviour and 
action taken

Previous forms 
of support 
accessed

Intention to 
seek help 
immediately 
after the call

Key attitudes 
and immediate 
behaviour related 
to help-seeking

Key attitudes 
and behaviour at 
1 month related 
to help-seeking
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Data analysis

The method was a repeated-measure design incorporating a retrospective pre-test to 
measure changes across four time points: prior to receiving the service, immediately 
after the service, 3 days after receiving the service and 1 month after receiving the 
service. Data were analysed using the statistical software package SPSS, and paired-
sample t tests and regression models were used to test the hypotheses that the interven-
tion would lead to changes in help-seeking behaviour.

Ethical considerations

Approval for the evaluation was applied for by ARTD Consultants and obtained via a 
registered Human Research Ethics Committee. Participants were asked screening 
questions before they were invited to participate so that high-risk service users were 
not subjected to any distress by participating in the study. Participants could also with-
draw at any time. In the introduction of each survey, participants were reminded that 
they could opt out at any time without consequences.

Findings

Satisfaction with the service

Respondents were first asked about their satisfaction with the Beyond Blue counsellor 
to establish whether they had a positive experience with the service. The majority of 
respondents were satisfied with Beyond Blue counsellors and their ability to listen, be 
respectful, make the respondent feel better and provide good advice.

Mental health benefits

The next set of analyses relate to changes over time in respondents’ levels of distress 
and ability to cope in relation to the problem that prompted their contact with Beyond 
Blue. In response to questions in Surveys 1 and 2, respondents indicated that their abil-
ity to cope with their mental health, anxiety or depression increased directly after 
contact with Beyond Blue (Figure 2). Similarly, the levels of distress experienced by 
the respondents decreased directly after contact with Beyond Blue. The improvements 
in respondents’ ability to cope and level of distress also persisted over time, with dis-
tress as low at 3 days and 1 month after contact as immediately after.

Distress.  As shown in Figure 2, there appears to be an improvement in distress over 
time. There was a 42% reduction in mean scores for distress just after contact (Table 4).

To confirm whether these differences were statistically significant, paired-sample t 
tests were conducted on five pairs (see Table 5).

The results of these statistical tests showed that the improvements in distress over 
time were statistically significant. Respondents’ levels of distress improved just after 
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contact and remained low at 28 days after their initial contact with Beyond Blue. Their 
level of distress did not return to their originally high levels of distress.

Coping ability.  As shown in Figure 2, there appears to be an improvement in ability to 
cope over time. There was a 32% increase in mean scores for coping ability just after 
contact (Table 6).

To confirm whether these differences were statistically significant, paired-sample t 
tests were conducted on five pairs (Table 7). There were statistically significant 
improvements in respondents’ ability to cope between the following time points: (1) 
just before contact to just after contact (p < .01), (2) just before contact to 3 days after 
contact (p < .01), (3) just before contact to 1 month after contact (p < .01) and (4) just 
after contact to 3 days after contact (p < .05).

Consumer-defined recovery.  While the K5 was only presented in Survey 1 (to reduce the 
burden of responding to the survey), one question relating to hopelessness was presented 
in both Survey 1 and Survey 2. This item decreased from 2.8 out of 5 just before contact 

7.2

4.2 4.4
4.1

4.7

6.2
5.8 5.7

Just before contact Just after contact 3 days after contact 1 month after contact

Distress Coping ability

Figure 2.  Changes in ability to cope and level of distress over time.
Errors bars indicate 95% confidence intervals (CIs) around the mean. Just before contact, just after con-
tact and 3 days after contact utilise all responses to Survey 1 (n = 403) to calculate the mean score, while 
1 month after contact only uses responses to Survey 2 (n = 128).

Table 4.  Changes in mean level of distress scores.

Contact point Mean score Change % change

Just before contact 7.2 NA NA
Just after contact 4.2 3.0 −41.7
Three days after contact 4.4 −0.2 +4.8
One month after contract 4.1 0.3 −6.9
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to 2.3 out of 5 one month after contact. This indicates that the average respondent felt 
less hopeless after contacting Beyond Blue than they did before making contact.

To assess whether this difference was statistically significant, paired-samples t tests 
were conducted on three logical pairs, as shown in Table 8.

All pairs were significant, indicating there was a statistically significant difference 
between the mean scores on hopelessness: (1) just before contact and 3 days after con-
tact (p < .01), (2) just before contact and 1 month after contact (p < .01) and (3) 3 days 
after contact and 1 month after contact (p < .01).

Help-seeking behaviour

The final set of analyses focuses on the actions taken by respondents as a result of their 
interaction with the service and attitudes predicting behaviour change. Taking action 

Table 5.  Paired-sample t test results for level of distress over time.

Paired differences t df Sig. (two-
tailed)

Mean 
change

SD SE 95% CI

Lower Upper

Pair 1 Just before contact 
→ Just after contact

−3.120 2.633 .263 2.597 3.643 11.9 99 .000**

Pair 2 Just before contact 
→ 3 days after

−2.740 2.723 .267 2.211 3.270 10.3 103 .000**

Pair 3 Just before contact 
→ 1 month after

−3.337 3.247 .323 2.696 3.978 10.3 100 .000**

Pair 4 Just after contact
→ 3 days after

+0.372 2.708 .279 −0.927 .182 −1.3 93 .186

Pair 5 Just after contact
→ 1 month after

−0.154 3.451 .362 −0.565 .873 0.4 90 .672

Source: Beyond Blue Support Service Surveys 1 and 2.
Only paired responses to Surveys 1 and 2 were used for this analysis (n = 119). SD: standard deviation; 
SE: standard error; CI: confidence interval.
**p < .01.

Table 6.  Changes in mean coping ability scores.

Contact point Mean score Change % change

Just before contact 4.7 NA NA
Just after contact 6.2 1.5 31.9
Three days after contact 5.8 −0.4 −6.4
One month after contract 5.7 −0.1 −1.7

Source: Beyond Blue Support Service Surveys 1 and 2.
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could have been analysed in two ways. First, the respondent could have indicated that 
they had taken action as a result of the advice they were given at either Survey 1 or Survey 
2. Second, a respondent could have indicated that they were not receiving help or support 
in Survey 1 and then indicate they were receiving help or support in Survey 2.

As shown in Table 9, there were 301 respondents (75.8%) who indicated that they 
had taken action as a result of the advice they had received from Beyond Blue in 

Table 7.  Paired-sample t-test results for ability to cope over time.

Paired differences t df Sig. (two-
tailed)

Mean 
change

SD SE mean 95% confidence 
interval of the 
difference

Lower Upper

Pair 1 Just before contact 
→ Just after contact

1.7 3.126 .321 −2.321 −1.047 −5.3 94 .000**

Pair 2 Just before contact 
→ 3 days after

1.1 3.446 .363 −1.833 −0.389 −3.1 89 .003**

Pair 3 Just before contact 
→ 1 month after

0.9 3.397 .358 −1.567 −0.144 −2.4 89 .019*

Pair 4 Just after contact
→ 3 days after

−0.6 2.372 .249 0.066 1.054 2.2 90 .027*

Pair 5 Just after contact
→ 1 month after

−0.2 3.029 .325 −0.427 0.864 0.7 86 .503

Source: Beyond Blue Support Service Surveys 1 and 2.
Only paired responses to Surveys 1 and 2 were used for this analysis (n = 119). SD: standard deviation; 
SE: standard error.
*p < .05. **p < .01.

Table 8.  Paired-sample t tests for hopelessness over three time points.

Paired differences t df Sig. (two-
tailed)

Mean SD SE mean 95% CI of the 
difference

Lower Upper

Pair 1 Just before contact 
→ 3 days after

0.21 0.94 0.05 0.12 0.30 4.41 392.00 .000

Pair 2 Just before contact 
→ 1 month after

0.76 0.99 0.08 0.60 0.93 9.17 139.00 .000

Pair 3 3 days after contact 
→ 1 month after

0.43 0.97 0.08 0.27 0.59 5.28 141.00 .000

Source: Beyond Blue Support Service Surveys 1 and 2.
SD: standard deviation; SE: standard error; CI: confidence interval.
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Survey 1. The proportion of respondents who indicated they had taken action in 
Survey 2 was slightly higher (87.2%). Across all responses to Surveys 1 and 2, there 
was a slight increase, from 64.8% to 69.0% (+4.2%), in the proportion of respond-
ents who were currently receiving help through their GP, psychologist, counsellor, 
psychiatrist, community mental health team or health professional. However, when 
only using paired survey responses (i.e., respondents who answered both surveys), 
the proportion of respondents currently receiving help was lower in Survey 1 and, 
subsequently, the increase in the proportion of respondents currently receiving help 
was larger, rising from 53.2% to 68.3% (+15.1%). This supports a conclusion that 
those who completed both surveys were not biased towards those with a history of 
help-seeking behaviour as these respondents were less likely to be receiving help 
than those who completed only Survey 1.

A total of 301 (n = 301, 75.8%) respondents indicated they had taken action since 
receiving advice from Beyond Blue 3 days earlier. This high level of respondents tak-
ing action after receiving advice suggests that the advice was deemed appropriate, 
valued and of interest to the respondent. The proportion of respondents who indicated 
they had taken action after 1 month was 10% higher (85.3%). Of the respondents who 
had not taken action, the most common reasons for this included perceived barriers to 
following up advice (such as lack of confidence, an inability to make decisions, too 
much effort required, prior negative experience, cost and location), not having had an 
opportunity to do so, not being interested in taking up the advice, intending to take up 
advice in the future or the conversation didn’t require action to be taken.

Attitudes predicting behaviour change

Theories of behaviour change can be synthesised to suggest eight key factors that 
influence behaviour (Fishbein et al., 2000). These were operationalised into survey 
items to help explain behaviour change measured in the survey. While we believe the 
factors have face validity, they have not been validated psychometrically. Almost all 

Table 9.  Summary of respondents’ action taken.

Yes No Total

n % n % n %

Have you taken any action as a result of the advice you received from Beyond Blue?
  Survey 1 301 75.8 96 24.2 397 100
  Survey 2 123 87.2 18 12.8 141 100
Are you currently receiving help through your GP, psychologist, counsellor, psychiatrist, 
community mental health team or health professional?
  Survey 1 (all responses) 147 64.8 80 35.2 227 100
  Survey 2 (all responses) 69 69.0 31 31.0 100 100
  Survey 1 (paired only) 42 53.2 37 46.8 79 100
  Survey 2 (paired only) 56 68.3 26 31.7 82 100

Source: Beyond Blue Support Service Surveys 1 and 2.
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(83%) intended to follow the advice and the majority of respondents (59%) said they 
ran into obstacles. The results are presented in Table 10.

A regression analysis using the components of behaviour change as independent 
variables and whether respondents had taken action 1 month after contact with Beyond 
Blue as the dependent variable, indicated whether they had run into any obstacles 
(β = .236, t = –2.018, p < .05) and their actual ability (rather than perceived; β = –.284, 
t = 2.058, p < .05) significantly predicted behaviour change (Table 11). The proportion 
of variance accounted for is small (adjusted r2 = .128) as there were relatively few 
people (12.8%) who did not take any action (Table 9).

Behaviour change can be measured with other dependent variables. The dependent 
variable with the most variation was, ‘I have achieved goals I set with the Beyond Blue 
counsellor’. When we use the eight standard behaviour change questions, 42% (adjusted 
r2 = .419) of the variance in achieving goals can be accounted for with just these eight 
items, as shown in Table 12. While running into obstacles was negatively associated with 
achieving goals, it was not statistically significant. The strongest and most statistically 
significant predictors of achieving goals was whether they intended to follow the advice 
(β = .373, 95% confidence interval [CI] [.026, .703]), followed by actual (rather than per-
ceived) ability to follow the advice (β = .280, 95% CI [.041, .648]).

Table 10.  Respondent reactions to advice received from Beyond Blue.

Variable Factor Survey item % agree Mean SD

BC2_1 Intention I intended to follow some or all 
of the advice

83% 4.69 1.48

BC2_2 Perceived ability I felt I had the ability to follow 
some or all of the advice

84% 4.72 1.36

BC2_3 Obstacles I have run into some obstacles 
following some or all of the 
advice (R)

59% 3.69 1.50

BC2_4 Belief in benefits I think I would be better off if I 
followed the advice

85% 4.71 1.44

BC2_5 Social norms People who are important to me 
would encourage me to follow 
the advice

88% 4.85 1.22

BC2_6 Embarrassment I would be embarrassed to follow 
the advice (R)

15% 2.12 1.22

BC2_7 Discomfort Actually obtaining or following 
the advice would be an 
uncomfortable or painful 
experience (R)

26% 2.61 1.56

BC2_8 Actual ability I feel I could follow the advice if I 
really needed to

90% 4.90 1.22

Source: Beyond Blue Support Service Survey 2.
(R) indicates items which were reverse phrased. SD: standard deviation.
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Discussion

The findings of this article indicate that the Beyond Blue support service is effective 
and achieves what it has set out to do – that is, it increases users’ ability to cope and 
reduces their level of distress. The majority of users take action immediately following 
their counselling sessions, and even more so after 1 month.

Table 11.  Behaviour change regression model – taken action after 1 month.

Model Unstandardised 
coefficients

Standardised 
coefficients

t Sig.

B SE β

(Constant) .397 .288 1.379 .173
BC2_1 Intention .019 .044 .089 0.425 .672
BC2_2 Perceived ability .010 .048 .045 0.213 .832
BC2_3 Obstacles −.050 .025 −.236 −2.018 .048*
BC2_4 Belief in benefits .049 .034 .210 1.414 .162
BC2_5 Social norms −.032 .035 −.129 −0.899 .372
BC2_6 Embarrassment .038 .037 .158 1.030 .307
BC2_7 Discomfort −.004 .028 −.019 −0.134 .894
BC2_8 Actual ability .078 .038 .284 2.058 .044*

Source: Beyond Blue Support Service Survey 2.
Dependent Variable: Action2YN1. SE: standard error.
*p < .05.

Table 12.  Behaviour change regression model – achieved goals with counsellor.

Model Unstandardized 
coefficients

Standardised 
coefficients

t Sig.

B SE β

(Constant) .733 1.097 0.668 .507
BC2_1 Intention .365 .169 .373 2.156 .035*
BC2_2 Perceived ability −.024 .186 −.023 −0.128 .899
BC2_3 Obstacles −.110 .097 −.115 −1.134 .261
BC2_4 Belief in benefits .110 .133 .098 0.823 .414
BC2_5 Social norms .055 .140 .046 0.392 .696
BC2_6 Embarrassment −.056 .144 −.051 −0.388 .700
BC2_7 Discomfort −.053 .109 −.060 −0.488 .627
BC2_8 Actual ability .344 .152 .280 2.269 .027*

Source: Beyond Blue Support Service Survey 2.
Dependent Variable: Counsellor2_Goals. SE: standard error.
*p < .05.
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The success of the support service is likely linked to the high quality of the coun-
sellors who provide the support service. The literature on similar support services 
indicates that positive outcomes for users are linked to counsellors who are empa-
thetic and demonstrate respect towards service users (Mishara et  al., 2007). 
Moreover, when users feel cared for, supported, reassured and listened to, there is a 
greater likelihood of a positive outcome occurring (Sands et al., 2016). Respondents 
in this study were very happy with the quality of the counselling advice they received 
and gave highly positive reviews of the counsellors, indicating that they felt listened 
to and respected.

However, some respondents indicated they did not take action after contacting the 
support service (i.e., they encountered obstacles) because they felt the advice was 
inadequate, impersonal or irrelevant. Making the advice more adequate, personal and 
relevant can be directly affected by the service and could improve the outcomes even 
further. One possible way of ensuring that advice is suitable is having the user demon-
strate how they plan to take action after the session. This gives the counsellor and 
service user a moment to reality to check the advice and consider whether it is person-
ally relevant to them. If they perceive any possible obstacles during this ‘role-play’, 
the counsellor can adapt the advice on the spot and increase the likelihood of the user 
taking action to improve their mental health.

It was useful to understand behaviour change theory prior to commencing this 
study, as it informed the structure of the survey instruments and the analyses which 
were undertaken. This understanding helped rule out any fundamental flaws that may 
be a systematic feature of the advice given by the service. That is, rather than just ask-
ing if respondents had followed the advice they had received or not, a theory-driven 
approach that could identify the key factors which were likely to moderate behaviour 
change was used. The survey instruments systematically asked all respondents about 
every possible factor of behaviour change to understand what was driving their action 
or lack thereof. This approach also allowed for regression analysis of the dataset, 
which would not have been possible had respondents just been asked why they did or 
did not take action after receiving advice from the counsellor.

This evaluation contributed to the literature on this topic as there is a paucity of 
information available on the outcomes of similar services. It provides insight to evalu-
ators looking to evaluate telephone or online support services and associated behav-
iour change.

Limitations

The evaluation has several limitations associated with the study’s design that were 
intended to minimise the risk and burden on service users. The protocol did not include 
a comparison group of similar people that did not receive the service – rather the 
approach was to compare changes over time for individuals in key help-seeking 
behaviour, stress and coping. While stress levels may be expected to attenuate even 
without the service (as people call the service when in maximum distress, that is, 
regression to the mean), it is also possible that people would engage in other help seek-
ing without the service. We suggest that the survey result that reveals that 36.8% of 
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service users had never contacted anyone outside of their family and friends about this 
problem provides some evidence of the additional benefit of the service over and 
above the normal service system.

Medium- to high-risk service users were not asked to participate in the survey and, 
as such, the results should be interpreted as applying to service users of low to nil risk. 
It is uncertain whether those that chose to respond were representative of the low to nil 
risk population of service users.

The survey relied on self-report responses and therefore may be biased by socially 
desirable responding. That is, respondents may say what they believe makes them look 
good or is the ‘correct’ response. However, this was limited by an online survey rather 
than a phone survey where a respondent is interacting with a human (possibly the 
counsellor) and is more likely to provide socially desirable responses.

In tables where we have used percentage change throughout the report, this is to 
increase accessibility of the analysis of a non-technical audience. However, it is 
acknowledged that this measure is statistically inefficient (Vickers, 2001).

Recommendations for future evaluation

Future evaluations of this or similar services could be strengthened through the addition 
of a follow-up qualitative component to further explain the results from quantitative 
analysis. Although the survey design enabled insight into the actions taken, the helpful-
ness of those actions and the obstacles that were encountered, qualitative methods 
could further explore the factors that influence different types of behaviour and why or 
why not respondents acted on the advice given. For example, interviewing a purposive 
sample of respondents that demonstrated different characteristics would help to under-
stand the variation in client groups accessing the service and inform how the service 
could be improved by tailoring the type and delivery of advice to these different clients. 
In addition, the research could be extended by working with the telephone counsellors 
to develop ‘realist’ hypotheses to be tested in the data. When combined with qualitative 
data from respondents, these may have suggested hypotheses about the types of support 
(or ‘recovery’ mechanisms that may be activated by different types of support) that are 
more or less effective for different types of clients in different circumstances or con-
texts. For example, certain techniques may be more or less likely to lead different peo-
ple to think about, or plan to act than others. Knowledge of which techniques are most 
likely to alter the decision making (or overcome obstacles) of people in different cir-
cumstances (different histories, attitudes, etc.) would provide detailed evidence-based 
research findings for counsellors to adjust their techniques to different clients.

Conclusion

Overall, respondents reported reduced distress and increased ability to cope following 
contact with Beyond Blue. These improvements persisted 1 month after the contact, 
suggesting that the Support Service is having lasting positive effects for its users. In 
general, there were no major problems with the advice given in terms of factors known 
to be important for behaviour change (Fishbein et al., 2000), or in this case, seeking 
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further assistance. This study demonstrates the value of a short-term brief intervention 
support and referral service rather than other telephone services that focus on ongoing 
counselling. People who are accessing the support service are acting on the advice 
given and taking up those referrals so it is fulfilling its purpose by facilitating links to 
other areas in the mental health system. There is a role for this type of service which 
includes the option of webchat, as well as other telephone support services. 
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