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[bookmark: _Toc352110352]Executive Summary
Background
The series of earthquakes that struck the Canterbury region of New Zealand in 2010 and 2011 wreaked significant damage across the social, natural, built, and economic environments of the region. The loss of lives, homes, neighbourhoods, businesses, jobs, and schools has had major implications for the health and wellbeing of affected individuals and communities, and called for a wide-ranging and collaborative response to supporting psychosocial recovery. The Ministry of Social Development has been one of the lead agencies in the planning and delivery of psychosocial support following the earthquakes. Part of the Ministry’s response has been the development and provision of the 0800 Canterbury Support Line – a free telephone earthquake support and counselling line providing a single point of entry to a wide range of psychosocial support information and services. The purpose of this report is to provide an evaluation of the Canterbury Support Line.  
Scope of the Report
The evaluation of the Canterbury Support Line was structured around two central components:
1. Determination of key practices in the delivery of psychosocial support via telephone helplines in the context of disasters.
2. Critical examination of the operational practices of the Canterbury Support Line, including the processes of screening, triage, and assessment.
Methods
Key practices concerning the delivery of psychosocial support via telephone helplines were assessed through a review of the international research literature. The operational procedures for the Canterbury Support Line were assessed through evaluations of documents outlining key operating practices and through semi-structured interviews with informants involved in the development, management, and functioning of the support line.
Findings
Review of the international research literature identified a number of factors contributing to effective functioning of psychosocial support lines. These include:
· Establishing a single entry point or “one stop shop” for information and referral services.
· Efficient updating and sharing of information between call centre operators, decision makers, and social service providers.
· Wide promotion of the service.
· Call centre service operations that are located locally, but outside of the disaster affected area.
· Provision for back-up service centres or the re-direction of services in the event of disaster-related disruption to the primary service.
Findings from the assessment of the Canterbury Support Line operational practices include:
· A clear understanding of the purpose and function of the support line from all parties involved in the delivery of the service.
· The utility of having a two-tiered call responder system.
· The utility of having a shared database, accessible by both primary call centre operators and secondary triage and assessment team members.
· Limitations in the database system.
· Effective information-sharing practices between Canterbury Support Line liaison personnel based in Christchurch and call centre liaison personnel based in Auckland. 
Conclusions and Recommendations
Evaluation of the Canterbury Support Line through the assessment of primary operational practices, interviews with key informants, and consideration of how the service is aligned with key guidance principles identified in the research literature, found that the Canterbury Support Line is an effective and well-performed service for enabling people to access psychosocial support services.  
Key recommendations from this evaluation include:
· Upgrading the call database. 
· Improving the detail of case information being logged in the call database.
· The refinement of definitions and understanding of screening, assessment, and triage.
· The continued development of community-level directories of social service providers.
· The identification of alternative, or back-up, avenues for call centre service provision.
The Canterbury Support Line provides an effective and efficient service for individuals and families in need of earthquake support. Moreover, it has also been effective in providing information and support to people affected by other recent disasters such as flooding in Nelson in 2011, and cyclones in Auckland in 2012.The Canterbury Support Line could usefully serve as a blueprint for similar level responses to disaster both nationally and internationally.
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[bookmark: _Toc352110354]Context of the report
On September 4, 2010, a magnitude 7.1 earthquake struck the Canterbury region of New Zealand. The National Crisis Management Centre was activated and a State of Emergency was declared in Christchurch and the surrounding districts of Selwyn and Waimakariri. Although there was no loss of life, there were a number of serious injuries and significant damage to land, buildings, and infrastructure – with costs from the earthquake estimated to be around NZ$3.5 billion. Approximately 6 months later, on February 22, 2011, a magnitude 6.3 earthquake caused much greater damage and resulted in significant loss of life. One hundred and eighty five people died as a result of the earthquake, making it the second deadliest natural disaster in New Zealand history. More than 7,500 people were injured. A national State of Emergency was declared and remained in effect until April 30, 2011. 
These two major events, in association with more than 11,000 aftershocks of greater than magnitude 2.0 (Christchurch Quake Map, Jan, 2012), exposed affected individuals and families to substantial and recurrent acute stress as well as to substantial chronic stress imposed by the on-going human, economic, and social costs. The earthquake wreaked significant detrimental effects across the social, natural, built, and economic environments of the region. It has been estimated that 1 in 4 buildings within central Christchurch and 10,000 residential homes will eventually be demolished, with a further 100,000 homes requiring repair. Land damage has meant that large parts of Christchurch and surrounding regions are no longer inhabitable or suitable for rebuilding on, and the total financial costs of the earthquakes have been estimated at over NZ$15 billion (Buhayar, 2011). The loss of lives, homes, neighbourhoods, businesses, jobs, and schools has had major implications for the health and wellbeing of affected individuals and communities, and called for a wide-ranging and collaborative response to supporting psychosocial recovery.
In New Zealand, the Ministry of Social Development (MSD) is one of the  lead agencies charged with the planning and delivery of psychosocial support following national-level disasters. Following the Canterbury earthquakes the MSD established a Psychosocial Response Committee, comprising representatives from the Ministry of Health, the Canterbury District Health Board, the Christchurch City Council and numerous other agencies to manage the provision of psychosocial support services, both during the immediate post-disaster period and during the medium to long-term phases of recovery. Part of this response was the establishment of the Quake Support and Counselling Line, later in 2012 to be re-branded as the Canterbury Support Line (CSL), a free telephone support line providing a single point of entry to information and referrals to a wide range of psychosocial support services. This report reviews the function and structure of telephone support lines in providing psychosocial support following disasters, and documents the experience of the CSL with an aim to address the appropriateness and effectiveness of the service.
[bookmark: _Toc352110355]Psychosocial Impact of Disasters
A large body of research has investigated the psychosocial and mental health consequences for populations affected by disasters (Norris et al., 2002). While multiple outcome patterns have been identified, including positive outcomes of psychological resilience, it is clear that disaster and crisis-related situations can have significant adverse psychosocial effects on individuals, families, and communities (Halpern & Tramontin, 2007). People may experience a range of emotional and psychological reactions in response to disasters and although disaster-related distress is likely to decline over time, with most affected people experiencing no long-term negative mental health effects (Bonanno, 2004), evidence suggests that disasters are often followed by increased rates of both moderate and severe mental health issues (Caruana, 2009). The trauma and disruption of social structures associated with disasters has been linked to elevated incidence of a range of individual problems including recurrent nightmares, intrusive thoughts, emotional detachment, hyper-vigilant arousal, anxiety, substance abuse, depression, suicidal ideation, and post-traumatic stress disorder (Bonanno, Brewin, Kaniasty, & La Greca, 2010; Dorahy & Kannis-Dymand, 2012; Kohn, Levav, & Donaire Garcia, 2005; Tol & Van Ommeren, 2012). Moreover, many people affected by disasters may have limited experience engaging in psychosocial support services and may have little understanding of why support may be required (Department of Health, 2011). Evidence from international disaster research suggests that some groups within the population are likely to be more susceptible to the negative consequences of disasters than others (Bonanno, Galea, Bucciarelli, & Vlahov, 2007; Marsella & Christopher, 2004; Perilla, Norris, & Lavizzo, 2004). These groups include:
· Children and adolescents.
· The elderly.
· People with a disability.
· People with pre-existing mental health issues.
· Minority groups and groups that have English as a second language.
A number of individual factors may also increase the likelihood of people experiencing disaster-related psychosocial distress (Department of Health, 2011). These include:
· Bereavement.
· Experiencing a strong sense of threat to life (either to oneself or significant others).
· Suffering physical injury.
· Experiencing major property damage.
· Experiencing housing-related issues – including being displaced, living in damaged homes, and living in over-crowded homes.
· Financial stress – including insurance concerns and loss of income.
· Experiencing a high level of community destruction and consequent disruption of social systems.
· Having limited social support.
· Having low pre-existing psychological resilience.
In addition to individual-level distress, the on-going consequences of disasters can be detrimental to a variety of social relations, such that families, neighbourhoods, and communities may be eroded (Bonanno et al., 2010; Gordon, 2004). Moreover, the on-going consequences can lead to what has been called “the second disaster,” whereby “the process of seeking help from government, voluntary agencies and insurance companies is fraught with rules, red tape, hassles, delays and disappointment for survivors of disaster. Feelings of helplessness and anger are common” (Myers, 1994, para. 9). Given the potential negative health and well-being consequences of disasters for individuals and communities, there is a need to provide thoughtful and effective psychosocial response to disasters at local, national, and international levels (Mezzich & Saraceno, 2007).
[bookmark: _Toc352110356]Psychosocial Recovery
Psychosocial recovery is an increasingly emphasized component of disaster response (Tol & Van Ommeren, 2012). The process of psychosocial recovery in the aftermath of disaster involves alleviating the emotional, psychological, and physical burdens of individuals, families, and communities and the fostering of resilience and well-being (Ministry of Health, 2007). The Ministry of Health has identified four steps in promoting individual and community well-being in the face of disaster:
1.	Preparedness – family, community, and inter-agency planning before a disaster occurs.
2.	Immediate response – ensuring people are safe in the immediate aftermath of a disaster.
3.	Acute recovery – helping people deal with distress and the causes of distress following disaster.
4.	Medium/long-term recovery – helping communities recover and strengthen their resilience in response to disaster.
In light of this approach, psychosocial recovery can be seen as an on-going process that requires sustained and coordinated efforts across individuals, communities, government and non-government organisations, and that is integrated with physical and economic recovery efforts (Department of Health, 2011). Despite on-going debate as to the effectiveness and appropriateness of various forms of psychosocial support (Bonanno et al., 2010; Hobfoll et al., 2007; McNally, Bryant, & Ehlers, 2004), an increasingly common means of providing support, both in the immediate and long-term aftermath of disaster, is through the use of telephone support and helplines (Combs, 2007). Indeed, the psychosocial responses to almost all recent large-scale disasters including Hurricanes Katrina and Sandy in the United States, tsumamis in Japan and the Indian Ocean, and earthquakes in Haiti, Pakistan and Turkey, as well as countless smaller-scale disasters have included dedicated telephone helplines. In the context of the Canterbury earthquakes, much of the psychosocial recovery has been facilitated through the Canterbury Support Line (CSL), a telephone helpline providing a single point of entry to information and referrals to a wide range of social support services.
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To identify existing literature concerning the functioning and delivery of psychosocial support via telephone helplines in disaster contexts the databases Google Scholar, PsycINFO, ProQuest, PubMED, and ScienceDirect were searched for relevant publications. Key search terms included telephone, psychosocial, psychological, mental health, helpline, hotline, disaster, crisis, response, and recovery. Initial priority was given to research published in peer-reviewed journals; however, it became apparent that little systematic research has explicitly considered the function of telephone helplines in disaster response. As such, the search was expanded to include a variety of sources of information including case studies of generic telephone helplines, articles on the guidance of psychosocial recovery after disasters, and both governmental and non-governmental organisation reports regarding disaster preparedness and recovery. Appropriate references within relevant documents were also examined. For the most part, this search revealed that telephone helplines are a well-regarded but little documented avenue for providing psychosocial support in disaster contexts. For example, an evaluation of the psychosocial response to the 2009 Victorian bushfire disaster in Australia (Department of Health, 2011) includes only a single brief paragraph regarding telephone-based support, while a report on the giudance for responding to the psychosocial needs of people affected by disaster (Department of Health, 2009) simply notes that telephone helplines should be launched. Undoubtedly there is a body of knowledge and expertise that exists within governmental and non-governmental organisations, however it appears that this knowledge is seldom collated or documented. As such, one of the aims of this report is to provide a coherent and integrated overview of the available literature.  

[bookmark: _Toc352110359]Telephone Helplines: A Brief Introduction
Telephone based helplines have been a prominent means of providing various forms of social service and psychosocial support since at least the 1960s (James & Gilliland, 2005). Largely developed in the United States to facilitate access to services for underserved populations, helplines have since expanded throughout the world, either in the form of generic support services or more specialised targeted services. 
A caller contacts the helpline by dialling the associated number



The call operator receives the call



The call operator listens to the nature of the call, provides information, offers counselling, or provides referral to a secondary service for specialised help






Details of the call are noted to allow data collection and the potential for follow-up



Follow-up may be made, either with the caller directly, or with the service the caller was referred to





Fig 1. Generic call flow process for a call to a telephone helpline. Adapted from CHI (2011).
Although different service models exist, telephone helplines typically share a basic two-tiered operational structure in which a call operator is able to either fully address a caller’s needs (first tier of operation), or refer the caller to a secondary or specialised service (second tier of operation). Adapted from a Child Helpline International guide (CHI, 2011), Figure 1 illustrates a typical call flow process for a call made to telephone helpline. Although this call flow process is somewhat idealised and by no means universal to all helplines, it does demonstrate the generalised processes involved in a helpline and illustrates the primary functions that telephone helplines typically share:
· To provide callers with information.
· To offer supportive counselling or therapy to callers.
· To provide referrals to other service agencies.
· To collect social and health-related information.
In contrast to more traditional forms of service provision such as face-to-face encounters, telephone helplines offer a number of benefits in their capacity as a psychosocial support tool in that they:
· Afford a high degree anonymity and/or confidentiality, which may allow callers to seek assistance for issues that in another context they may be unwilling to do. 
· Allow callers to contact support services at times and locations of their choosing.
· Can be readily accessed by large numbers of people.
· Offer a form of individualised service that is responsive to a particular caller’s requirements and concerns. 
· Can be readily updated with current, accurate, and relevant information.
However, telephone helplines also have drawbacks in the context of disaster response:
· They are dependent on an established telecommunications infrastructure.
· Require a high level of telephone access by people in disaster affected areas to be widely effective.
· Can be disabled by network failures due to either physical damage to the local infrastructure or by an inability to handle increased demand. 
Nevertheless, in communities with reliable telecommunication infrastructure, telephone helplines can provide readily accessible, confidential, and cost-effective psychosocial support to large numbers of people. As such, telephone helplines, along with other methods of remotely delivered support such as videoconferencing, email, and text message services have proven to be an effective means of providing psychosocial support in the aftermath of a number of recent disasters. 
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A notable feature of the psychosocial response to the terrorist attacks that took place in New York City on September 11, 2001, was the provision of support services via telephone helplines. Although largely unprepared for a disaster of such magnitude, the mental health system of New York began an immediate response by providing emergency telephone crisis counselling, and planning for the provision of psychosocial support services. Funded by the Federal Emergency Management Agency, and administered by the Department of Health and Mental Hygiene (DHMH) and the New York State Office of Mental Health, the “Project Liberty” recovery programme was established in the initial weeks after September 11 to provide free psychosocial support services for people affected by the disaster and its aftermath (Wunsch-Hitzig, Plapinger, Draper, & del Campo, 2002). Critical to this endeavour was LifeNet – a New York City information and referral telephone support line. Operated by the Mental Health Association of New York City and under the auspices of the DHMH, LifeNet was initially founded in 1996 as a telephone service aimed at answering caller questions and providing referrals to mental health and substance abuse services. Initially operating solely as an English language service, dedicated Spanish and Chinese language lines were later added, with translator services used to assist with calls from speakers of other languages. 
Following September 11, LifeNet’s role was expanded and it became a prominent service connecting people requesting psychosocial support with the appropriate agencies providing that support. Typically, call operators would ascertain the type of issues that callers were experiencing, and note the caller’s age, sex, area of residence, previous history of treatment, and the primary source of information that directed the caller to LifeNet. Although no formal diagnostic assessment was made, call operators (who specialised in information and referral services) would record their clinical impressions. Using this information, call operators would then direct callers to appropriate specialist services. In their evaluation of LifeNet caller demographics in the six-months following the disaster, Wunsch-Hitzig et al. (2002) found a clear pattern of increasing call numbers for all demographic groups except senior citizens, and increasing calls in relation to symptoms of anxiety, panic, phobia, post-traumatic distress, and bereavement-related distress, but no clear pattern of increase with regards to callers indicating symptoms of depression or substance-abuse. Moreover, Wunsch-Hitzig et al. (2002) concluded that a media awareness campaign had had a positive effect on the volume of calls to LifeNet.
In a case study of the use of Psychological First Aid following disaster, Halpern and Tramontin (2007) reported on a telephone helpline service that was set-up in the immediate aftermath of the September 11 disaster to provide psychosocial support. This service, the New York City Missing Persons Hotline, operated via banks of telephones that had initially been established by the New York Public Broadcasting Station to facilitate public funding pledge drives. Staffed by volunteer mental health workers, the helpline had two primary goals:
· To develop a database of missing persons.
·  To provide callers with supportive counselling through the use of Psychological First Aid.
Many calls were from distressed people attempting to ascertain the status of missing friends or family. Call operators would provide counselling via the telephone, obtain information about the missing person, and take the contact details of the caller. Information about the missing person was matched against hospital admission lists and call operators would make return calls to inform callers of the status of the missing person, to ascertain whether a person had since returned home/made contact, or to gather more information (e.g., what the person was wearing on the day of the attacks). Daily updated resource lists were made available and information regarding frequently asked questions was posted around the call centre enabling call operators to respond to a broad range of practical issues such as air toxicity levels and the ability of people to return to their homes. Call operators would also help frightened and grieving callers cope with their distress. Rather than promote callers to be more hopeful or more realistic, operators would attempt to “meet the client where the client was,” provide support, and encourage them to access their own social support networks.
[bookmark: _Toc352110361]The United States 2-1-1 System
Although the above two examples demonstrate the use of telephone helplines in providing psychosocial support following September 11, the use of such helplines in the wake of the disaster has not been without criticism. The primary issue has been the sheer magnitude of telephone helplines that were established, as opposed to a single access point through which people could reliably access psychosocial support services. For example, one estimate has the number of telephone helplines launched in New York to help people access services after September 11 to be in the hundreds (United Way, 2008). This situation was made particularly salient by the comparison with the psychosocial response in affected states such as Connecticut, which had in place a statewide telephone helpline service known as 2-1-1 that functioned effectively as a means of aggregating services and enhancing the post-disaster psychosocial response. 
2-1-1 is a telephone helpline that connects callers to information regarding social and health information in their community. Designated by the United States Federal Communications Commission as the national telephone number for information and referral services, local 2-1-1 call centres have been established in communities throughout the United States and are accessible by around 90% of the total U.S. population (www.211us.org). 2-1-1 is conceived of as a “one-stop” information and referral service for accessing psychosocial support services. During times of normal operation (i.e., times of non-disaster response), 2-1-1 provides callers with information and referrals to a range of social services. Typically, these include:
· Basic human needs – food banks, rent assistance, clothing, shelters etc.
· Physical and mental health resources – medical information, crisis support, counselling, drug and alcohol abuse services, health insurance programmes etc.
· Employment support – welfare benefits, transportation, job training etc.
· Elderly support – home care, food assistance, respite care, transportation etc.
· Child and family support – childcare, recreation programmes, mentoring, protection services etc.
However, it is during the immediate and long-term recovery following disasters that the 2-1-1 system has been most prominent (Strom, 2005).
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In October, 2007, multiple wildfires erupted throughout large regions of Southern California with six counties being named as disaster areas and more than 500,000 people evacuated from their homes. In contrast to wildfires that occurred in 2003, in which multiple telephone support lines were provided as access points to social support services, the 2007 disaster response was characterised by the availability of the 2-1-1 call system as a single access point to information and referral services. With prior arrangements with the Office of Emergency Services (OES) in place, 2-1-1 was advertised as the number to call for support information and referral services on television and radio broadcasts, during daily news briefings, in press releases, and on the OES website (United Way, 2008). Launched in 2005, the Californian 2-1-1 service had the goals to:
· Provide support to callers.
· Connect people with the specific services they require.
· Help governments at local, state, and federal level to get information to the public.
· Work with service providers to disseminate accurate information regarding the availability of support services.
During the 2007 wildfires more than 130,000 calls were made to 2-1-1 call centres in Southern California. Particular processes that were identified as enhancing the service during this time included:
· Daily conference calls to share information and identify gaps in resources.
· The ability to re-direct calls from over-loaded call centres.
· A formalised partnership with the Office of Emergency Services prior to the disaster.
Following the disaster a recommendation was made for the development of a more integrated, state-wide 2-1-1 network that could provide a single point of coordination (United Way, 2008).
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In the United States, the 2005 Hurricane season, most notably Hurricanes Katrina and Rita, wreaked significant destruction across a number of Gulf Coast States. In many areas, 2-1-1 call centres were the only source of information and support available and often became the “go to” option for accessing psychosocial support services.
At the time Katrina hit, six 2-1-1 call centres were operating in Louisiana, however, the call centre in New Orleans was forced to close and staff forced to evacuate the city. Following a previous arrangement, all calls to the New Orleans 2-1-1 centre were re-directed to a 2-1-1 centre in Monroe in North-eastern Louisiana (United Way, 2006). Unable to cope with the increased call volume (calls peaked at over 7000 per day compared to around 200 for a typical day), the Monroe call centre was rapidly converted from a four-line centre to a 65-line centre and 2-1-1 operators were brought in from around the country. Several aspects of the Monroe 2-1-1 system enabled it to function well in the aftermath of the disaster:
· A Monroe 2-1-1 representative was included during government-level emergency management meetings. This ensured up-to-date and accurate information was being provided to the call centre as it was becoming available. No other Louisiana 2-1-1 centre had such an arrangement.
· The Monroe 2-1-1 centre had a strong working relationship with telecommunications providers, allowing smooth upgrading of the call centre capacity and the re-directing of calls.
· All calls were able to be answered by a person rather than a recorded message.
· All calls stayed “in-state” rather than being re-directed to out-of-state call centres. It was judged that local call centres would be best equipped to deal with issues callers were facing.
However, several lessons were also learned from the Monroe experience, including:
· The importance of having experienced managers overseeing large-scale call centres.
· The importance of limiting call operator working schedules in order to reduce emotional and physical distress, and the importance of providing debriefing sessions for call operators.
· The importance of being adaptable, re-evaluating what works and what does not, and re-training operators in light of new challenges that may arise.
A slightly different situation arose in Texas in response to the 2005 hurricanes. The 25 2-1-1 call centres in Texas largely operate independently, but were linked by a telecommunication network allowing call centres to share their databases and information online. Typically, calls were directed to a local 2-1-1 centre, but during disaster response calls were directed to the first available call operator regardless of their location within Texas. The shared database then allowed call operators to access and provide information specific to the caller’s location. If the call operator could not identify appropriate information the call could be manually transferred to an operator at the appropriate 2-1-1 centre. As with Louisiana, several features of the Texas 2-1-1 system enabled it to provide effective service in the aftermath of Hurricane Katrina, these included:
· Having contingency plans in place for closing call centres and re-directing calls.
· Having a close working relationship with the state government. The director of the Texas Information and Referral network was embedded within the state decision-making process, allowing for the rapid updating of information to the 2-1-1 system as the situation developed and decisions were made.
· Having a 2-1-1 representative as part of the State Emergency Operations office. This allowed critical information to pass to 2-1-1 centres in an expedient manner.
· Ensuring calls were kept in-state rather than re-directed to out-of-state call centres. It was believed that this allowed a more nuanced and empathetic local response to the provision of psychosocial support.
Unlike Louisiana and Texas, the Broward County 2-1-1 call centre in Florida had prior arrangements to direct calls out-of-state in the event of becoming incapacitated due to disaster. This was deemed prudent as large parts of Florida are vulnerable to hurricanes and it was feared that multiple 2-1-1 centres within Florida could potentially be affected at the same time. Following Hurricane Wilma in 2005, the Broward call centre was rendered non-functional and calls were re-directed to a 2-1-1 centre in Connecticut. However, although the Broward staff provided daily updates to the Connecticut call centre, Connecticut operators had no access to real-time information, little understanding of Broward County or the state of Florida, and were limited in their ability to provide information and referrals to local services.
In contrast to the three previous examples, Mississippi did not have a 2-1-1 system in place to provide psychosocial support in the wake of the 2005 hurricanes. Instead, around 200 separate information and referral services, none of which were connected, were available. As a consequence, the psychosocial response to the hurricanes was considered more chaotic, with more wasted energy and resources than in neighbouring states (United Way, 2006).
As noted above, the 2-1-1 system was not the only telephone helpline available in the wake of Hurricane Katrina. In a case study of mental health interventions by telephone, Combs (2007) related his experiences as a mental health counsellor working at the American Red Cross National Call Centre following Hurricane Katrina. The call centre, located in Virginia, operates as a round-the-clock service for callers in need of assistance and information as a result of disaster. A caller is typically connected with services and resources in their home location, however a call centre operator detecting a caller experiencing mental, emotional, or behavioural distress can ask a mental health worker to connect to the line and assist with the call. Following Hurricane Katrina, the call centre received a high number of calls from people in the affected areas. In his case study, Combs (2007) documents a number of noteworthy features of the system:
· Volunteer counsellors attended a mandatory orientation session, but were not given specific instructions concerning how to respond to callers.
· Many callers were frustrated at not being able to reach specific support services and were hoping to be connected.
· Calls were predominantly from the poor and disadvantaged, and those with pre-existing physical or mental conditions
· Many callers were displaced from their homes.
· Call backs were made on an ad hoc basis at the discretion of the counsellor, but most callers were very appreciative when re-contacted.
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In February 2009, large parts of Victoria, Australia were devastated by fire. One hundred and seventy three people lost their lives and more than 2000 homes were destroyed. As part of the response to the disaster the federal and state government bolstered the provision of psychosocial support through three existing telephone-based counselling services: Kids Helpline, MensLine Australia, and Lifeline Australia. The Kids Helpline increased counselling services provided by staff operating from the national call centre in Brisbane. Telephone, internet, and email-based counselling were provided and staff received specific training in relation to the psychosocial impacts of disasters. MensLine Australia provided counselling via a 24/7 telephone intake service operated by staff at the national call centre in Melbourne. Staff were given briefings on the fires and training in relation to grief and trauma counselling. A telephone counselling call-back service was also in place. Lifeline Australia boosted the capacity of its national network of call centres and staff to respond to bushfire-related service demand. In addition to the provision of a 24/7 telephone support line, professionally moderated web-based forums enabled people to participate in online discussions of their experiences, and online toolkits for people recovering from disaster were available. All three helpline services experienced increased call volumes following the bushfires.
Examination of service provider reports and interviews with key informants by Reifels, Bassilios, and Pirkis (2012) identified both benefits and disadvantages in this provision of post-disaster support via telephone. Advantages included:
· The provision of free services
· Widely available services, available at convenient times, and with timely responses.
· The privacy and confidentiality of the medium.
· The availability of additional online resources.
Disadvantages included:
· Barriers to service access such as destroyed infrastructure and lack of mobile telephone coverage in rural areas.
· Little information on wider sources of psychosocial support.
· Limited viability of the call-back service for people living in transitory circumstances.
In addition, a range of factors influencing the provision of telephone-based support services were identified. Factors impairing effective service provision included:
· The nature of the disaster-related calls varying from the nature of routine calls. The complexity and level of distress associated with bushfire-related calls made such calls difficult to manage and screening measures difficult to implement.
· Low uptake of the call-back service. Although callers who experienced the callback service found it beneficial, bushfire affected individuals were difficult to re-contact, possibly because of transitory living circumstances, suggesting that call-back services may not be well aligned to disaster contexts in which displacement is a feature.
· A lack of awareness by service support providers of the wider bushfire psychosocial response initiatives. A need for greater communication between government and support providers and a more systematic approach to the sharing of information may have improved the provision of support.
Factors facilitating effective service provision included:
· The use of existing support services with known structures and reputations.
· The promotion of support services across agencies.
· The advertising and promotion of the services.
· The cooperation and goodwill between different agencies.
[bookmark: _Toc352110365]Screening, Assessment, and Triage
Central to the effective provision of psychosocial support via telephone helpline are the processes of screening, assessment, and triage. Here lies the initial client contact and, if it is not carried out sufficiently and effectively, the client may not receive the services or support they require, potentially having a detrimental outcome for the client. The challenge for the current review is that screening has rarely been examined in the context of a wide-ranging telephone support service operating after a natural disaster. The bulk of the limited literature comes from services focused more discretely on mental health, which will therefore form the basis of this review.
[bookmark: _Toc352110366]Screening
Screening involves attempting to identify those who are at risk, and to be effective should take account of the nature of the event, the particular person, the level of exposure, and other variables (Wessely, 2003). From a mental health standpoint this may be a risk for developing symptoms that have not yet clearly manifested themselves. Screening survivors of disaster usually refers to the act of monitoring a large population in order to determine which individuals need or will need treatment, which can raise logistical and ethical concerns. Such concerns might be around issues in asking large numbers of people about distressing symptoms or using effective strategies to screen large populations efficiently (Bonanno, 2004; Brewin, 2003). 
Screening involves supporting natural recovery processes, whilst also identifying what each individual needs at that moment in time and detecting those at risk (Bonnano, 2004; Brewin, 2003). Brewin suggests that an alternative, and perhaps more rational, strategy is called ‘Screen and Treat’. This involves careful monitoring of survivors’ symptoms and referral for treatment when symptoms are failing to subside naturally. This process allows most survivors to recover on their own whilst screening out only those most vulnerable who will need treatment. Although this ‘Screen and Treat’ system would be an ideal solution for long-term clients in a focussed mental health environment, it is impractical within a support line system due to the fact that people are calling with a myriad of issues beyond mental health problems and also because of the lack of personal contact. 
According to the National Screening Committee (1998), screening is most relevant if:
1. The condition is an important health problem.
2. There is evidence that early intervention would lead to better outcomes than later intervention.
3. Over time those identified would not recover without assistance.
4. There is an effective treatment for the disorder.
5. Vulnerable people would not come forward to be treated if there were no screening.
6. The test is simple, safe, precise, valid, and acceptable to the population being screened.
In summary, screening is most effective when administered early following a disaster; the client is experiencing an important issue that they would not recover from without assistance; and the screening test being administered is the most efficient and appropriate for that particular client. 
[bookmark: _Toc352110367]Assessment
In traditional mental health practice, assessment usually refers to evaluating a client according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV TR). In the context of disaster, workers are continually involved in observation and assessment at multiple levels, including those beyond discrete mental health problems and more broadly associated with wider psychosocial issues. The scene and scope of a disaster are larger than what is involved in most clinical work, so the task of assessment is more complex, but essential (Watson, 2004). According to the National Institute of Mental Health “screening and needs assessments for individuals, groups and populations are important for the provision of informed early interventions following mass violence and disasters” (NIMH, 2002, p. 2). 
In telephone support line systems, there should be an on-going assessment of client needs. This should consist of the continual appraisal of the clients throughout the assessment and triage processes. Included in the client assessment should be an evaluation of the individuals’ environment and what additional interventions and resources are required (Watson, 2004). 
[bookmark: _Toc352110368]Triage
Triage is a specific type of assessment. It derives from the medical practice of deciding who is in most need of care and delivering services first to these clients. Triage has been defined as “the process of evaluating and sorting victims by immediacy of treatment needed and directing them to immediate or delayed treatment” (NIMH, 2002, p. 27). The goal of triage is to do the greatest good for the greatest number of people (NIMH, 2002).
The emotional reactions of those impacted by disaster can be intense but also normal and transient. An individual may cry or scream, but this might be a normal reaction from someone who is expressive by nature. Alternatively, someone who appears unemotional may in fact be dazed, emotionally shut down, or in shock. Support workers attempting to assess who is in most need of assistance may have a difficult time sorting out who is showing the most distress from those needing the most help (who has the greatest or most urgent immediate need), as these may not always be the same (Raphael, 1986). 
Mental health workers who need to make decisions about who to treat first may be guided by the following recommendations (NIMH, 2002). The recommendations listed also offer guidance in terms of prioritising treatment. The NIMH report indicates that clients who should be targeted for prioritised interventions include those:
· Who have acute stress disorder (ASD) or other clinically significant symptoms stemming from the trauma.
· Who are bereaved.
· Who have a pre-existing psychiatric disorder.
· Who require medical or surgical attention.
· Whose exposure to the incident is particularly intense and of long duration.
These guidelines suggest that support workers should give special attention to those who are injured or hospitalised, those who have lost a loved one, those whose exposure to the event was long or grotesque, and those with a history of mental illness. Through conversing with the client, a worker might also consider asking them if they are taking any medications (Kerr, 1988). Additionally, research makes clear that children are the most vulnerable population to trauma, which adds another factor to triage decision-making (Norris, Friedman, Watson, Byrne, Diaz & Kaniasty, 2002).
Based on the literature surrounding screening, assessment, and triage there are some important differences to note. Screening is the initial identification of those at risk; assessment is an observation and evaluation at multiple stages throughout the process; and triage is a specific type of assessment that decides who is most in need of care and helping those clients first (NIMH, 2002). As mentioned above, the majority of the limited literature concerning psychosocial screening and assessment following disaster comes from mental health research, and it is this perspective that has necessarily informed the above discussion. However, it should be noted that other perspectives (e.g., social work, medicine, law), while likely to be concerned with addressing different issues and to utilise different methods and tools, tend to share similar conceptual understandings of screening, assessment, and triage as mental health practice (e.g., Bliss & Pecukonis, 2009). Thus, while being based in a mental health framework, the above conceptualisations of screening, assessment, and triage are likely to be useful for a broad range of psychosocial issues evinced in calls to telephone support lines in the wake of disaster.
[bookmark: _Toc352110369]Conclusions from the Literature
Although limited systematic research has explicitly considered the operation of telephone support lines in providing psychosocial support following disasters, the literature considered here outlines a variety of different telephone support lines operating in a variety of different disaster contexts. Nevertheless, the documented experiences reveal a number of common themes underlying the effective provision of telephone-based psychosocial support in the aftermath of disaster.
· The use of established helplines and existing call centre service structures is preferable to the establishment of new services.
· Established service structures should be bolstered by increased staffing resources to respond to increased service demand in the wake of disasters.
· Appropriate training and supervision for call operators and support staff should be provided given the specific context of the disaster.
· A single entry point or “one stop shop” for information and referral services is preferable to multiple entry points.
· Information regarding the current situation in the disaster area and the nature of appropriate referral services should be comprehensive, accurate, and current.
· Call centres should have “a seat at the table” or “a direct pipeline” to the management and decision-making processes at government level.
· The service should be promoted widely.
· Call centre service operations should be located locally, but outside the disaster affected area.
· Provision for back-up service centres or the re-direction of calls should be established and maintained in case of disaster-related disruption to the central service.

[bookmark: _Toc352110370]The Canterbury Support Line
Following the Canterbury earthquake in September 2010 a psychosocial response governance group involving key local and central government agencies and key responder agencies (including Civil Defence, the Red Cross, and the Salvation Army) tasked the Family and Community Services (FACS) division of the Ministry of Social Development (MSD) with the establishment of a telephone support line to assist individuals and families in their response to the earthquake. This section of the report examines the functioning of this support line, the Canterbury Support Line (CSL), with a view to addressing the appropriateness of the service. More specifically, the aims were to:
· Document the operating systems of the CSL.
· Relate the operating systems of the CSL to the key guidance principles of telephone support lines as identified in the international literature review.
· Evaluate and assess the operation of the CSL and identify recommendations for strengthening the system.
[bookmark: _Toc352110371]Method
The operating systems for the CSL were assessed through evaluations of documents outlining key operating practices and through semi-structured interviews with informants involved in the development, management, and functioning of the CSL. Interviewees included those involved in:
· The management of the CSL from within MSD.
· Call centre management and liaison.
· The CSL triage and assessment team.
· Earthquake Support Coordination.
Informants were asked about their experiences in the CSL, factors that had facilitated and impaired delivery of the services, and suggestions for future improvement of the service. Key themes structuring the interviews included:
· The overall function of the CSL.
· Specific roles/responsibilities within the CSL
· Differences in the understanding of screening, assessment, and triage.
· The elicitation and recording of information from callers.
· The transfer of information from the call centre to service providers.
· The availability of service provider information to the call centre.
· The operation of the CSL during “critical” events and during “non-critical” events.
The interviews were assessed through basic thematic analyses.
[bookmark: _Toc352110372]Canterbury Support Line: An Operational Overview
The CSL was initially set up following the Canterbury earthquake in September 2010 as a key entry point for individuals and families to access psychosocial support services. Calls to the support line went to an established Lifeline call centre under contract to operate the MSD platform of 0800 telephone helplines (these include SHINE, Victims of Crime, 211, and the Family Violence Information Line). Based in Auckland, the call centre initially operated the CSL seven days a week, 8.00am – 11.00pm and then in late 2012 from 9.00am – 11.00pm . Afterhours callers receive an automated message advising the hours of operation and referral to Lifeline for immediate telephone support.
During initial development of the CSL, and in collaboration with the Christchurch branch of the Association  of Social Service Providers of Aotearoa, concerns were identified about the effectiveness of an Auckland-based team taking calls from a Canterbury/Christchurch-based population. Specifically, there was concern about lack of quality control regarding call centre decision making and the potential for individuals to ‘fall through the gaps.’ In response to this, a Christchurch-based triage and assessment team was established. The triage and assessment team operates Monday to Friday, 9am – 4.00pm, and provides follow up assessment for more complex calls referred from the call centre in Auckland.  
The CSL provides a number of services to callers, including:
· Information regarding earthquake recovery services, including the Earthquake Commission, Christchurch City Council, Canterbury Earthquake Temporary Accommodation Service, Canterbury Earthquake Recovery Authority, Canterbury Recovery Hubs, and Fletchers Recovery Service.
· Direct referral to a support agency (if a caller is clear about the service they require or they name a specific agency).
· Information about social and community service providers. Call centre staff have access to the national Family Services Directory Database that is managed by FACS, as well as a regularly updated spread sheet of local Christchurch and Canterbury social service agencies.
· Direct transfer to emergency services.
· Direct transfer to Relationships Aotearoa, the single point of entry for telephone or face-to-face counselling. 
· Referral to the Christchurch-based triage and assessment team for follow up assessment if a caller gives their consent.
All calls to the CSL are logged into a MSD managed database by call centre operators in Auckland. Operators conduct a brief screening procedure identifying what the caller is needing, where they are, who is requiring support (i.e., the caller, a child, a neighbour), and what kind of support they are actually seeking. Call operators assign a priority rating to each call:
· High priority – caller is highly distressed; may be assessed as at risk of immediate harm.
· Medium priority – support and/or information is provided; caller may be referred or transferred to a social support agency.
· Low priority – caller is seeking information on a low level of support; no further action may be required.
On the basis of a call, operators can make a number of responses:
· Provide information to a caller with no further action required.
· Refer a caller to a social support service.
· Transfer a caller directly to a social support service.
· Transfer a caller to an emergency service.
· The call centre operator may be unable to provide any assistance.
· Consent may be obtained for referral to and follow up by the Christchurch triage and assessment team.
About one-third of calls to the CSL are referred to the triage and assessment team. A triage and assessment team coordinator will then access the call database, and based on call operator notes will prioritise the logged calls:
· Same day response – calls requiring a same day follow-up response beyond what was provided by the call centre.
· Next day response – calls that require a timely follow-up, ensuring that the call centre transfer or referral is being acted on.
· 48 hour response – calls that have a non-urgent need. Follow-up is to check that the caller received the support they were seeking and to assess if any further support is required.
The follow-up carried out by the triage and assessment team member may take a number of different forms:
· Telephone – an attempt is made to contact the caller via telephone. If contact is made the triage and assessment team member may engage in a brief screening process and provide brief support over the telephone. If contact is not made, a voice message may be left and two more attempts made to establish contact before the follow-up attempt is abandoned.
· Email/letter – if email or postal addresses are the only contact details available then follow-up will be in the form of a letter or an email.
· Information provided – if follow-up contact is made, the triage and assessment team member may engage in a brief screening process and provide brief support and information with no further action required.
· Referral to service(s) – following the screening process, and with consent from the caller, the triage and assessment team member may make a referral to an appropriate service to provide on-going support to the caller.
[bookmark: _Toc352110373]Canterbury Support Line: Key Operational Themes
Interviews with informants involved in the operation of the CSL were structured around several key themes; these are discussed below.
[bookmark: _Toc352110374]Function of the Canterbury Support Line
Interviewees were in strong agreement as to the function and purpose of the CSL. It was universally seen as an access point to social service providers for people affected by the Canterbury earthquakes. The CSL was a “single entry point” or “integrated pathway” for referral to multiple social service agencies.
[bookmark: _Toc352110375]Two Tiers of Operation: The Auckland Call Centre and the Christchurch Triage and Assessment Team.
Again, interviewees were largely in agreement about the purposes of the two levels of organisation within the CSL, although clear divisions of labour were not always evident. The Auckland call centre was identified as having an initial role of conducting a brief screen or needs assessment for each caller accessing the system. The goal here was seen as identifying what service a caller required, the urgency of that requirement (“a small triage” was one phrase used), and to connect the caller with that service. This process involved having a “brief conversation” with the caller to identify appropriate service providers and to filter out urgent calls related to acute mental health issues from less acute earthquake-related issues. The Christchurch triage and assessment team was then identified as having “the larger conversation” with callers that had more complex issues. Again, the primary aim of the triage and assessment team was to connect callers with appropriate services or information, but often after a more in-depth assessment of the caller’s current situation. An additional ability of the triage and assessment team was to connect callers not only with an appropriate service or agency, but also to specific individuals within that agency. Members of the team had found that particular individuals within service provider agencies either had background expertise in dealing with a particular issue or had developed expertise with a particular issue during the course of the earthquake recovery process and were especially adept at handling cases in highly specialised and complex areas. This allowed for a considerable degree of specificity, tailoring the social support response to the individual needs of the caller on a case-by-case basis.
[bookmark: _Toc352110376]Screening, Assessment, and Triage
Although in theory the processes of the CSL align with research literature concerning screening, assessment, and triage, the Christchurch triage and assessment team members were not in agreement regarding what these terms meant for them. The interviews raised discrepant understandings of how each worker sees the processes of screening, assessment and triage.  For example, one team member suggested that the process of triage and assessment were both very similar in nature, while another team member suggested that triage was only for immediate cases. Additionally, one team member had difficulty deciding if the Auckland team were involved in triage. Although definitions varied between staff members, this does not appear to affect the operation of the CSL. Interview responses may suggest that although all Christchurch triage and assessment team members may not be in agreement with the definitions of these words, or may be unclear as to how they integrate into the CSL, the processes of screening, triage and assessment are being conducted effectively.
Based on the Christchurch team being unsure of their own individual definitions of screening, assessment and triage, it would seem reasonable for the support line as a whole to develop unified definitions for these terms. Specifically, these terms should be defined for what they mean to the CSL as an organisation. This process may help to refine the understandings of screening, assessment, and triage for the Auckland and Canterbury members, assisting each member to clearly define their own role within the CSL process.
[bookmark: _Toc352110377]The Logging of Caller Information
Call information taken by call centre operators in Auckland is typed directly into a database that is managed by the MSD and facilitated through MSD infrastructure. Each call is assigned a number and details such as the caller’s name, address (although some callers prefer to remain anonymous and not disclose identifying information), and who has taken the call are logged, along with a brief description of the call and what action has been taken (e.g., referred to a specific service). Calls are logged in real time and triage and assessment team members, operating on a roster basis, can log onto the database, prioritise calls, and where needed, respond in real time. This shared database was identified as an important feature for both call centre operators and triage and assessment team members:
· It allowed “real time” sharing of caller information.
· It allowed identification of repeat callers, with the call database being searchable for caller names and numbers.
· Users can readily search for previous calls and identify what stage of the process a call is at (e.g., if follow-up has occurred etc.) without the need of contacting a third party.
· Triage and assessment team members can get advance information about a caller’s situation before making a follow-up call so that they are not operating blind.
However, interviews with triage and assessment team members revealed aspects of the database system that they would like to see enhanced. The first issue involved not having to “close-off” obviously content-less or nonsense database entries. The database system is structured such that Christchurch triage and assessment team members are required to close-off all calls (including hang-ups and wrong numbers). Removing this requirement would improve the efficiency of the process for triage and assessment team members. Similarly, call centre operators would also like to see the MSD database system updated and streamlined with their other operational platforms. It should be noted that this requirement for closing off calls is a feature of the initial database system adopted by the MSD when developing the CSL in a short space of time and with a limited budget, and that internal reviews have also identified this as an area to be addressed.
The second point concerned the depth of caller information that was entered into the database. For example, some entries would simply note “requires earthquake support” with triage and assessment team members desiring a fuller description of the nature of the caller’s situation. However, it was acknowledged that this may not always be a realistic possibility, but rather something that fell into the “in a perfect world . . .” category of suggestions.
[bookmark: _Toc352110378]The Information Available to Call Centre Operators
An obvious necessity for call centre operators to facilitate access to appropriate support services is to have reliable and valid information regarding both the nature of the issues that people are likely to face and the nature of the support services that are available. To this extent regular information updates are relayed from a MSD representative in Christchurch to a liaison agent in Auckland. These updates are typically done on a “as needs basis.” For example, following the initial crisis-level events, updates on the situation in Christchurch were provided to the Auckland call centre via email, text, and telephone on an “almost constant” basis. More recently, updates given to the call centre have typically occurred prior to significant government announcements such as those relating to land zoning and school closure decisions. In these situations the emphasis is not necessarily on the call centre operating any differently on the basis of the information, but rather to be aware of the reasons that people may be calling and to “never be surprised.” 
The second type of information the call centre requires is knowledge of what service agencies are available and what their capabilities are. With respect to this type of information, the Auckland call centre initially had access to the FACS-managed national Family Services Directory, but had limited information relating to a number of smaller-scale service agencies that were specific to the Canterbury region and had to, with support from the Christchurch triage and assessment team, create and maintain this resource themselves. This directory is now linked with the FACS operations in Christchurch so that the creation of new agencies or changes to existing agencies can be readily relayed to the call centre who have a staff member responsible for maintaining the database and ensuring service provider information is current and accurate. 
[bookmark: _Toc352110379]Operational Differences During Emergency/Crisis Periods
Interviewees were again in strong agreement with regards to how the CSL should function during times of emergency (e.g., immediately following a large-scale earthquake) relative to times of more peaceful on-going recovery. The central theme that emerged was that despite changes in the volume and nature of calls during an emergency event, the operational processes of the CSL should remain the same. That is, while call volumes are likely to spike following a large earthquake and the content of the calls are likely to differ (e.g., “where can I access clean water?” compared to “how do I challenge a land zoning decision?”), the roles of the call centre operators in Auckland and of the triage and assessment team in Christchurch should remain the same. 
[bookmark: _Toc352110380]Other Themes
Although not given a great deal of explicit consideration, a number of other themes emerged from the interviews with key informants:
· Goodwill and communication – almost all interviewees noted that goodwill and cooperation at both the individual level and the agency level had significantly contributed to the success of the CSL. Part of this cooperation was also an increase (relative to pre-earthquake functioning) in the breadth and depth of communication networks between various parties.
· Promotion – the CSL was promoted by a number of different agencies as the number to call for support, information, and access to a wide variety of services. This contributed to the perception of a coherent, efficient, and functional support service.
· Continual evaluation of practices – although not detailed here, it is clear that the CSL has undergone a process of continuous review and evaluation since its initial conception. For example, the call database was not in place during the first weeks of the CSL operations, instead call details were simply logged in a spread-sheet, and there are current discussions regarding further upgrading of the database system.
· Terminology – part of the ongoing evaluation has seen changes to the name of the service. The telephone helpline service was initially called the Canterbury Earthquake Support and Counselling Line. However, feedback during public forums suggested that people were reluctant to engage with the term “counselling” and the service became known as the Canterbury Support Line. The international literature is largely moot on specific terminology issues with terms such as helpline, hotline, call-line, and counselling line used somewhat interchangeably.  
· The longevity of the CSL was also a subject that emerged during the interview process. With the recovery process an enduring, long-term effort, the need for CSL may extend indefinitely. Indeed, the possibility that the service could even become a permanent fixture in the MSD psychosocial platform was strengthened by the fact that victims of other recent disasters, including tornadoes in Auckland and Flooding in Nelson, had used the CSL to seek information and social support services.
[bookmark: _Toc352110381]Operation of the Canterbury Support Line in Relation to Guiding Principles from the International Research Literature.
The above documentation of the CSL can be used to evaluate its functioning relative to the key successes and lessons learned from telephone helplines used in international disaster response contexts. Several features of the CSL suggest that it is well structured to provide effective psychosocial response following disaster:
· The CSL utilised an existing and well-established call centre service. Lessons from the international literature suggest that the systems and structures of existing call centres provide a more robust service than the establishment of ad hoc, temporary services.
· The CSL offered a single entry point for individuals to access support services. International evidence suggest that a multitude of entry points can be potentially confusing and time consuming, and add to a disjointed, often chaotic psychosocial response.
· The CSL was promoted widely across various agencies. Evidence suggests that such promotion leads to an increased uptake of the service and contributes to a coherent and streamlined psychosocial response.
·  Information regarding the current situation in Christchurch and the nature of appropriate referral services and agencies was kept up-to-date and accurate, with specific individuals within the MSD and the Auckland call centre acting as liaison officers. Although the call centre created its own database of resources, this should be seen as a strength of the response rather than a weakness.
· The call centre was located locally (i.e., within New Zealand), but outside of the disaster affected area.
· A second tier of triage/assessment operated from within Christchurch, allowing more nuanced and comprehensive assessments to be carried out at the local level.
However, perhaps the biggest lesson learned from the international literature that has not been well recognised in the New Zealand context is the need to consider the establishment of secondary or back-up call centres. A feature of the disaster response following Hurricane Katrina was the successful redirection of calls to alternative call centres when a primary centre had been incapacitated. The CSL is facilitated through Auckland Lifeline call centres that were already operating several support lines on the MSD platform. In the event of an Auckland-based disaster there is currently no provision for a support line service to operate should the Lifeline call centres be disrupted.

[bookmark: _Toc352110382]Conclusions and Recommendations
The devastating effects that disasters can have necessitate the need for wide-ranging and comprehensive psychosocial responses to not only relieve the burden on individuals, families and communities, but also to promote their well-being. The Canterbury earthquakes of 2010 and 2011 wreaked destruction across the region and impacted on hundreds of thousands of lives. Part of the psychosocial response to these earthquakes was the establishment of the Canterbury Support Line. Designed as a single entry point for people to access information and support from a wide range of social services, the Canterbury Support Line has become a significant facilitator of recovery in the Canterbury region. 
This report has documented and evaluated the Canterbury Support Line through assessment of its central operating structures and through interviews with key informants involved in the administration and delivery of the service. This evaluation has found the Canterbury Support Line to be a successful, efficient, and well-performed vehicle for enabling people to access social support services. Moreover, although little systematic research has evaluated the performance of telephone support lines in the context of disaster response and recovery, this report has surveyed the available literature and identified several key guidance principles to effective operation. When viewed against this background of international research, the Canterbury Support Line remains an effective and efficient psychosocial support line. 
Nevertheless, a number of recommendations have been identified for the further improvement of the Canterbury Support line. These recommendations are largely minor and come predominantly from people working within the Canterbury Support Line framework.
· An upgrade of the call logging database and associated procedures would streamline operations for both the Auckland Lifeline call centre and for the Christchurch triage and assessment team. This possibility is already being discussed by the MSD.
· Where possible, efforts should be made to log detailed descriptions of caller needs and queries. This may help reduce overlap in the roles performed by call centre operators and members of the triage and assessment team, and minimise repetition for callers.
· The refinement of definitions and understanding of screening, assessment, and triage within the Canterbury Support Line so that all parties have a shared understanding of these concepts may help clarify the roles of both the Auckland Lifeline team and the Christchurch triage and assessment team, and help maintain a functional division of labour.
· Community level directories of social service provider agencies should be well maintained for disaster prone areas, and local community providers encouraged to register with the Family Services Directory. This would enable ready call centre access to relevant local information in the event that a support line is needed should disaster strike elsewhere in New Zealand.
· Consideration should be given to the identification of alternative avenues of service provision in the event that disaster should disable the functionality of the Auckland Lifeline call centre.
The implementation of these recommendations will ideally result in an even more streamlined, efficient, and robust service for individuals and families in need of earthquake and disaster support. However, irrespective of the above recommendations, the Canterbury Support Line meets and exceeds many of the key guidance principles identified from the review of international practice and could become a blueprint for similar level responses to disaster both nationally and internationally. Indeed, to some extent this may already be happening, with people affected by flooding in the Nelson region in 2011, and by cyclones in Auckland in 2012, accessing the CSL for information and support. All those involved in the delivery and maintenance of the Canterbury Support Line should be proud of the assistance they provide to thousands of New Zealanders recovering from disaster. 
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