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use, management, financing and role of web and telecounsel
ling services. The report was commissioned in response to th
recognition that the rapid expansion of these services create
ethical, legal, funding, service delivery and education issues
The main findings of the review are summarised in the Box.

In Australia, telecounselling (communication by telephon
Now we know these services are widely used, we need to know how best to support them

THE AUSTRALIAN GOVERNMENT has recently released the
report of the independent National Review of Tele Counsel-
ling and Web Counselling Services.1 Initiated by the Office of
the Prime Minister in 2001, the review aimed to “take stock
of the expanding and dynamic sector” and to describe the
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between a counsellor and a caller) is a large, diverse industry
provided by 131 not-for-profit organisations and an unknown
number of commercial organisations or individuals. The
largest provider, Lifeline, consists of a federation of 42
centres, employs 5000 volunteers and provides 24-hour serv-
ice 7 days a week. Web counselling (synchronous and asyn-
chronous communication online or through email between a
counsellor and a user) is a smaller, newer industry, with 17
not-for-profit agencies providing services mostly directed at
youth.

Two key points emerged from the review. First, many
Australians use telecounselling services, although the benefits
of the services have not been evaluated. Two of the largest
service providers answer a combined total of about 850 000
telephone calls annually. (Precise estimates of numbers of
users cannot be provided because individuals do not identify
themselves, and may visit many times to the same or other
agencies.) Despite this extensive use, the review confirmed
that no randomised controlled trials (RCTs) have been
conducted of the efficacy of web or telecounselling either in
Australia or internationally.2 However, telecounselling as an
adjunct to professional care has demonstrated effectiveness in
RCTs3,4 and has been associated with changes in suicidality
and mental health in uncontrolled evaluations.5

A second finding was that mainstream healthcare profes-
sionals, including general practitioners, refer patients to web
and telecounselling services, although these services are not a
formal part of the healthcare system. More than 20% of web
and telecounselling agencies estimated that at least half their
caseload was referred by healthcare providers, and reported
that many calls relating to mental health were answered in the
evenings or at weekends. Moreover, although crisis interven-
tion is a component of the caseload, telecounselling agencies
report that they are increasingly responding to a core group of
individuals with ongoing mental health needs and loneliness.
For Lifeline, less than 25% of callers were first-time callers,
and across all of the agencies that were surveyed nearly 40%
of callers had rung 20 times or more. Different counsellors in
different locations talk to these individuals and are not privy
to their concurrent medical service use.

These key findings suggest three directions for action. First,
better integration of telecounselling within mainstream men-
tal health services may be desirable. A core group of users will
be better served by being linked to healthcare and other

services (for example, accommodation) and by information
being shared about concurrent service use. Although tele-
counselling and mainstream services may have different loca-
tions, one solution is to link Lifeline web or telecounselling
directly to telepsychiatry services. Telepsychiatry provides
consultations with formal healthcare services (either face-to-
face using technology, or through email). Although telepsy-
chiatry may be costly and difficult to implement in practice,
the advantages are the potential for geographical reach,
accessibility, responsiveness, Medicare cover for users, the
provider’s attention to evidence-based care and the provider’s
duty of care. Software that records user contacts with major
community agencies and the healthcare system would be a
great step forward, although issues of anonymity, consent,
privacy and, importantly, user preference and acceptance
need consideration. Access for rural users to affordable
telephone and internet services also requires attention.

The National Review of Tele Counselling and 
Web Counselling Services

Method
■ Survey of 131 agencies in July 2002.
■ Analysis of caller data from Lifeline, Kids Help Line and Care 

Ring, using statistics collected since 1999.
■ Surveys of 80 interviews with web and telecounsellors and 

allied service providers.
■ 20 focus groups of industry stakeholders.
■ Telephone surveys of 125 users of web and telecounselling.
Results
■ Few national services exist, although there is a proliferation of 

state and regional services.
■ Between 62% and 90% of calls are not answered because of 

under-resourcing and poor routeing of calls among centres.
■ Nearly 80% of services relate to a specialist issue, such as 

sexual assault, domestic violence or cancer.
■ Most calls concern mental health.
■ Major telecounselling providers perceive themselves to be 

increasingly supporting highly vulnerable people rather than 
offering crisis intervention.

■ Many callers ring repeatedly.
■ More than 20% of services estimated that more than half their 

caseload was referred by main sector healthcare providers.
■ Most telecounsellors are formally trained, with almost two-thirds 

being paid professional rates.
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A second direction to consider involves implementing
strategies for improving mental healthcare delivery within a
web or telecounselling framework. There is a range of educa-
tional initiatives that allow high quality, evidence-based inter-
ventions to be delivered by non-specialists.6,7 This direction
may involve integrating web or telecounselling with internet
therapy and psychoeducation.

A third clear direction is the need to evaluate the effective-
ness of web and telecounselling. Fee-based web counselling
with specialists and non-specialists is readily available to
users, and these services are likely to accelerate, driven by a
body of consumers who use internet resources. There is now
the opportunity to test the usefulness and effectiveness of web
counselling before this proliferates further. The emerging
managed-care models delivered by an engaged and organised
workforce of experienced telecounsellors is an exciting
research opportunity not to be missed.

Before the web and telecounselling review, no one knew the
extent, quality or standards of delivery of these services, or
even who used them. Now we know that these services are
used frequently, both by the community and by healthcare
agencies, and that they play a major role in managing
vulnerable individuals with mental health problems. If tele-
counselling services are found to be effective, there is an
urgent need to adequately support the sector and improve
continuity of care between the systems. To date, telecounsel-
ling has been seen as non-core — a poor cousin to mental
health services. However, given the development of commu-
nication technology, consumer empowerment, and the infra-

structure, workforce, and capacity in the web and
telecounselling sector, we foresee a central role for these
services in delivering flexible, evidence-based, cost-effective
help to the community.
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Assessing bronchodilator reversibility: agreed standards 
are urgently needed
Only when spirometry is performed in a uniform way can we expect its widespread use 
in primary care

SPIROMETRY APPEARS TO BE an undervalued investigation
in general practice, despite its capacity to inform clinicians
about diagnosis, severity assessment, and optimal treatment
for airways disease. The omission of spirometry from a
thorough assessment of patients with breathlessness seems
just as inappropriate as failing to measure the blood sugar
level in a patient with thirst, polyuria and blurred vision.
There are substantial individual and community risks in not
performing a simple diagnostic test such as spirometry. In
Australia, underdiagnosis of chronic obstructive pulmonary
disease (COPD) and asthma is a documented consequence of
this.1,2 Yet, anecdotal reports from general practitioners sug-
gest that it is difficult to incorporate spirometry into the
consultation, and there have been variable outcomes after
systematic efforts to teach optimal performance of the test.3,4

There are many reasons for this, including the complexity
of properly performing the test, the cost of equipment, the
time taken to perform bronchodilator reversibility testing,
and controversy regarding interpretation of results. Although
Australian guidelines for the diagnosis and management of

asthma and COPD5,6 clearly define the central role of
spirometry in making a diagnosis and assessing severity, the
practical implementation of the test remains a challenge.

Bronchodilator reversibility testing should inform the clini-
cian about the presence and severity of airway obstruction
and its reversibility in response to a standard dose of
bronchodilator. Once this information is reported, the clini-
cian can determine — in combination with the other
information available — whether asthma or COPD is likely.
There is considerable overlap in the bronchodilator respon-
siveness of these two diseases, so that spirometry may not be
diagnostic. However, the consistent performance and inter-
pretation of any test is essential to maximise its value, allow
comparison of results and to ensure its sensitivity and
specificity are maintained.

In this issue of the Journal (page 610), Borg et al report the
results of a survey of 60 lung-function laboratories in Aus-
tralia and New Zealand, and highlight marked differences
between laboratories in performance and interpretation of
bronchodilator reversibility testing.7 These variations, in a
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